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Investigation , 

INTO THE 

IDIO-VENTRICULAR RHYTHM, 
and the theory of disturbed reflexes. 
By Sib JAMES MACKENZIE, M.D.Edin., F.R.S., 

DIRECTOR OF ST. ANDREWS CLINICAL INSTITUTE. 


Introduction. 

In investigating diseases in the human body it is 
difficult to obtain a clear line to follow. There is no 
lack of matter for inquiry, and there are plenty of 
perceptible phenomena which call for investigation. 
When I began my investigations many years ago I was 
aware of a curious aimlessness in my endeavours. I 
took up the study of symptoms and devoted much time 
to noting the individual peculiarities of a number. 
Thus the sounds of the heart arrested attention, and 
one studied with meticulous care their variations and 
the regions in which they were heard. Irregular 
hearts were the object of another inquiry, and the 
peculiarities of the graphic records were carefully 
studied, but no progress was made. After many futile 
attempts of this sort, I at hist recognised that there 
was need for some clearly denned idea. Being engaged 
in general practice, I considered which points would be 
most valuable in practice. After some thought I con¬ 
cluded that two objects were necessary in practice— 
namely, (1) the mechanism by which a symptom is 
produced, and (2) the significance of that symptom in so 
far as it related to the patient’s future life. 

In dealing with the first of these objects I experienced 
much difficulty in finding a line to pursue. On various 
grounds my attention had been directed to heart con¬ 
ditions ; I found irregular action of the he&rt of frequent 
occurrence, and I attempted to obtain an insight into 
the mechanism by which the different irregularities are 
produced. I followed for a time the practice already 
referred to of studying the records of the pulse-beats 
obtained by a Dudgeon’s sphygmograph. At last it 
occurred to me that the irregularities seen in this way 
only showed what the left ventricle was doing, and the 
question arose as to what the auricle was doing. 

This was one of those extremely simple and apparently 
self-evident conceptions which seem scarcely worthy of 
consideration, but which nevertheless bear within them 
the germ of a very fruitful idea ; and it enabled me to 
obtain the first differentiation of irregularities based 
upon the laws governing the movements of the heart. 
I still remember, although it happened over 30 years 
ago, the occasion on which I obtained the first result of 
the application of this idea, in a record of an irregu¬ 
larity in which I was able to demonstrate that the 
ventricle occasionally contracted before the auricle— 
the ventricular extrasystole. I was led to apply the 
idea to other abnormalities which had baffled inter- 

? rotation, and they in their turn became clearly defined, 
f we compare the knowledge of abnormal heart move¬ 
ments at the present time with that of 30 years ago 
the extent of the revolution that has taken place in the 
knowledge of this subject will be realised—a revolution 
that resulted from the application of the simple prin¬ 
ciple of finding out what the auricle was doing. No 
doubt many observers who have contributed to this 
revolution have carried on their work unconscious that 
this principle really lay at its foundation. 

The same fundamental conception—the mechanism 
of symptoms—guided my inquiry into other phenomena 
of disease. Until lately only a limited success resulted, 
for the simple reason that there was no such clear 
principle for a guide. As the inquiry proceeded a 
better knowledge of a great number of the different 
signs and symptoms of disease was gradually acquired, 
so that it was perceived that there was some funda¬ 
mental principle which governed the production of a 
large group of symptoms. It is now many years since 
this idea crystallised. When we opened an Institute 
for Clinical Research in St. Andrews we made the 
seareh for this principle our chief aim, and it was 
No. 5092. ^ 


gradually revealed to us, although at first we scarcely 
recognised it because of its extreme simplicity; for we 
found that the mechanism by which many symptoms are 
produced is due to the modification of reflexes that are 
normally present in the body. x This theory of disturbed 
reflexes as the cause of symptoms of disease has begun 
to throw light upon many problems which we could 
not solve, and has afforded us a guide for the investiga¬ 
tion into the early stages of common diseases. 

The objects of this paper are : (1) to describe certain 
abnormal states of the heart in which the principle 
embodied is not the question of the action of the 
auricle during the irregular action of the ventricle, but 
the question of the action of the ventricle itself ; (2) to 
demonstrate the application of the theory of disturbed, 
reflexes in certain obscure cardiac conditions; , and 
(3) to show the effect of an abnormal rhythm on the 
functional efficiency of the heart. This last object is 
of importance in order to understand that other matter 
essential to intelligent practice—the bearing of the 
cause of an abnormal sign upon the patient’s future. 


Abnormal Heart Action. 

The following cases are illustrative of Abnormal 
states of the heart. 

Case 1.—About 20 vein's ago, when I was attempting the 
lifferentiation of the various forms of irregular heart action, I 
singled out one peculiar form which I described in my book on 
ihe pulse, published in 1902.'* It was a case of a woman. 35 years ot 
ige, eight months pregnant, who suffered at times from breathless¬ 
ness, with irregular netion of the heart. The irregularity was 
varied in character. Sometimes there were present ventricular 
sxtrasystoles occurring at rare intervals, and sometimes frequently. 
Dccasionally groups of from two to six extrasystoles would appear, 
aach group lieing separated by the appearance of a normal 
ventricular contraction ; and occasionally there would be a long 
;eries of 20 or 30 of the abnormal ventricular beats, giving rise 
to a ventricular tachycardia. When free from the attacks of 
irregular heart action she felt well, but when the heart was 
irregular she felt breathless on exertion ; I did not attend her in 
her confinement, but learut that she came through it without 
trouble. I heard of her three years after as being in good health. 

I explained the abnormal heart action as being due to premature 
or extrasystoles of the ventricle, occurring singly or in groups. 
Since that time other observers have described the same condition, 
md I have had a number of cases, some of which have shown other 
signs of considerable moment. 

Case 2.—Female, aged 57. Seen in January, 1919; complains of 
breathlessness coming on during the night and also on slight 
exertion; gives a history of having good health until 20 years ago 
when she began to have asthma, very slight attacks at first, but in 
later years they have become severe and more frequent; lately she 
has had periods of several mouths with attacks nearly every night. 
Up till ten years ago she was otherwise well and vigorous and able to 
do her usual housework and had no trouble in walking. Latterlj 
she has become very breathless on exertion and can only walk a 
short distance. Pulse irregular, due to extrasystoles occurring 
singly and in groups; no jugular pulse. Heart slightly enlarged, 
the dullness extending out to the left nipple line. The sounds clear, 
chest slightly emphysematous, and no other abnormal sign could 
be detected. Digitalis was given, and two days afterwards tne 
pulse was qnite regular. She continued to take digitalis as she 
thought that the heart’s condition was better. She was able to con¬ 
tinue her household duties, but gradually became weakor, with 
swelling of the legs and very distressing attacks of asthma in the 
night. From time to time record of the pulse was taken, ana 
frequently the irregularity was present, always showing the presence 
of groups of extrasystoles. . „ , T . 

On Jan. 21st, 1921, her state was as follows : Very spare, slight 
oedema of the legs, pulse irregular, due to the <occurrence' of ail 
extrasystole after every second normal beat. The heart dullness 
half an inch beyond the nipple line, the sounds free from murmur. 
She is very breathless on the slightest exertion and suffers from 
groat difficulty in breathing in the night. She has been taking 
digitalis during the last two years, taking 30 drops of the tincture a 
day. Digitalis was stopped : two months later the stoppage had 
produced no effect. 

Case 3.—Male, aged 56. Seen in January, 1917; brought to me 
by his doctor, who informed me that the patient was having an 
attack of angina pectoris in the waiting room. I had him brought 
in to the consulting room and found him suffering fr jl l “ 1 ? °t 
considerable severity, situated over the middle of the sternum. I 
felt his pulse and found it rapid and irregular, and took a long 
tracing, of which Figs. 1 and 2 are parts. Th ' e ® 

was taken he said he felt free from pain, and I took another tracing 
and found the heart had become quite regular, as shown in Fig. 3. 

He gave a history of fair health until three weeks previously, when 
he began to suffer from attacks of pain lasting 2 lor 4 minutes. Since 
then he has had a number of attacks ; he says that they onb occm 
when his heart becomes irregular; he is conscious of this irregu¬ 
larity. The doctor confirmed this statement. I found lnm a well- 

nourished full-blooded individual; heart only ’ 

sounds clear, and blood pressure over 230 mm. Hg (see Em- 4). The 
radial pulse, both during the irregular period and th e 
period, showed the pulsus alternans (Figs. 3 and 4). There was a 
slight trace of albumin in the unne ; specific gravity 1007. After 
this he suffered frequently from attacks of pain, but ^fre^ere 
long periods when the heart was perfectly regular andhe^ajfit 
for a fair amount of exertion. In spite of various treatments the 
attacks continued to recur until a year later, when he died during 
coitus. 


O 




680 The Lancet,] SIR JAMES MACKENZIE: IDIO VENTRICULAR RHYTHM. 


[April 2, 1921 


Case 4.— Male,* aged 58, seen May 26th, 1920. Complains of pain 
over left breast and breathlessness on slight exertion. Has lived 
many years in India and has suffered from malaria and attacks of 
diarrhoea for several years after 1896; otherwise a healthy man. 
He felt well and fit until January, 1919, when being engaged in 
severe bodily lalxmr he felt a pain in his chest which became worse 
until he desisted from the heavy work. At this time the weather 
was cold and the pain was easily provoked when he walked out 
into the cold air. He went to bed for three weeks and for a few days 
the pain kept recurring, but gradually abated. The pain, however, 
ever since can be provoked with exertion, and particularly during 
periods of heart irregularity, of which he is conscious. At these times 
he is pulled up on walking 200 or 300 yards because of the pain; the 
latter is continuous, sometimes attaining a great severity, but never 
coming on in short spasmodic attacks ; it is felt across the chest and 
down the inside of the left arm. When at his best, and when the 
heart is not irregular, he can walk from two to six miles on the level 
at a quiet pace. On an incline he is then pulled up by breathlessness 
and occasionally by pain. 

On examination he is a well-nourished, healtliy-looking man, 
though slightly sallow ; heart enlarged, dullness extending one inch 
beyond left nipple line; a systolic murmur loudest at the apex ; 
rhythm markedly irregular. A slight trace of albumin in the urine; 
an X ray examination showed nothing but a slight enlargement of 
the heart. 

A tracing was taken of his radial and jugular pulses; it showed a 
very disorderly rhythm varying in a peculiar manner, of which 
Figs. 5,6, and 7 are examples. The key to the irregularity is shown 
in Fig. 7, where the radial pulse shows a regular grouping of beats 
with one big beat followed by two small ones. The jugular pulse, 
however, shows an auricular beat perfectly regular in all three 
tracings. The small beats in the radial pulse are not due to normal 
ventricular contractions following the auricular beats, as can be 
seen from Fig. 6, where there are an irregular series of the small 
beats in the radial occurring at a greater rate than the auricular 
beats. From these tracings it is evident that the irregularity is due 
to ventricular beats independent of the auricular beats, except at 
the beginning of a group, where there is a large radial beat, which 
is seen to be preceded by an auricular wave. 

Hitherto the cases of this condition I have seen were paroxysmal, 
and I had no clear idea of the treatment. Finding this arrhythmia 
was not paroxysmal but persistent, we put him upon digitalis 
ll drachm per day) on May 29th. That night he was very ill, 
suffering from an attack of cardiac asthma and Cheyne-Stokes 
breathing, with pain across the chest. Ho speedily responded to 
the treatment, and the second day his pulse became at times slow 
and regular, as in Fig. 8, and at other times irregular, as in Figs. 10 
and 11. As soon as his pulse became slow ho felt remarkably well; 
pain disapj>eared, and he was able to take a considerable amount of 
effort without distress. The digitalis was stopped to see whether 
the improvement was due to the drug, and in a few days he was as 
bad as ever, the small beats tending to recur, as shown in Fig. 9. 
He was again put on digitalis and in a couple of days he was greatly 
improved; the pulse became slower, and many normal beats 
appeared, as in Figs. 10 and 11. Ho was told to watch the effect of 
the drug and to diminish tho quantity when he felt very well, and 
take it just when ho began to feel the slightest return of his weak¬ 
ness, so that he should regulate the quantity of his drug according 
to his condition. He continued well during the ten days he was 
underobservation, and seven months later he wrote saying he was 
still very well and continuing to take digitalis. 

Analysis of Tracings. 

All the tracings given belong to the same kind of 
abnormal heart action. Those in Cases 3 and 4 show 
a well-marked auricular beat occurring at regular 
intervals, while the radial pulse is extremely varied 
in its rate and character. The irregular actions of the 
heart in all four cases belong to that group where the 
ventricle is the seat of disturbance. This can be 
inferred not only from the character of the tracings 
given here, but also from the electrocardiograms which 
have been taken from similar cases. I had an electro¬ 
cardiogram taken of another case, and it showed that 
the beats during the irregular period had the character 
peculiar to ventricular extrasystoles. 

In some tracings the irregularity has a superficial 
resemblance to that of auricular fibrillation (Figs. 5 
and 6). During the abnormal periods in these cases, 
however, the ventricular beats are often quite regular 
(Fig. 2), whereas in auricular fibrillation, unless the 
heart is slow, there is a continual variation in the 
rhythm. Moreover, the electrocardiogram of auricular 
fibrillation shows the ventricular complex to be normal 
in its character, indicating that the stimulus for the 
ventricular contraction comes from the auricle, while 
the Ventricular complex during the abnormal rhythm 
in these cases correspond with that of a ventricular 
contraction arising in the ventricle itself, so that these 
cases belong to a group where the abnormal rhythm is 
ventricular in origin. 

Heart Failure. 

These four cases are of further interest as showing 
the signs characteristic of heart failure. Heart failure 
cannot be detected by examination of the heart itself> 

* I am indebted to Dr. R. L. Girdwood for most of the notes and 
records of the effoct of the drug in this case. 


but only by the effects of impaired supply of blood upon 
the other organs of the body. Dropsy and enlarged 
liver—sometimes spoken of as the cardinal signs of 
heart failure—only occur in relatively few cases e the 
vast majority of people who suffer from heart failure 
never show these signs. 

The best method, in fact the only method for obtain¬ 
ing a knowledge of the heart’s efficiency in a person 
who is able to get about, is by appreciation of response 
to effort. This knowledge can be obtained not by any 



Fig. 1.—Part of simultaneous tracings of jugular (J) and radial (R> 
pulses, slightly reduced. The waves (an) in jugular tracing are 
due to the contraction of the right auricle, and are quite regular, 
in contrast to the irregular rhythm shown in the radial tracing. 
The radial beats occur in groups of five, the first of which is a 
normal beat and arises in response to an auricular contraction, 
while the other four beats arise in the ventricle, independent of 
the auricular beats, and at a slightly more rapid rate. The 
characters of this irregularity are better brought out in Fig. 2. 



n-vJSAn/ 

Fig. 2.—Part of simultaneous tracings of jugular (J) and radial (R) 
pulBes reduced to 9- The waves (aa) in tho jugular tracings are due 
to the contraction of the right auricle, and are quite regular in 
contrast to the irregular rhythm of the radial pulse. The radial 
boats occur in groups. In Fig. 1 the groups were of five beats ; in 
other instances they were 19, 13, and 15, as in this tracing. The 
first beat of the group is a normal beat in response to an auricular 
systole. In the intercalated diagram the downstrokes. As, 
represent the auricular waves in the jugular, while tho down- 
strokes, Vs, represent the radial pulse (ventricular systoles). The 
space between represents the passage of the stimulus from auricle 
to ventricle, and it is shown this only occurs with the first beat of 
tho group, all the other radial beats (ventricular systoles) being 
independent of the auricular systoles. At the end of each group 
there is a pause before the appearance of the normal ventricular 
contraction. It is interesting to note the appearance of the pulsus 
alternans. The beat after the first large beat of the group is 
always small, then the alternation is at first slight but liecoraes 
more marked towards the end of the group. There is no very 
clear evidence showing that the ventricular rhythm had any 
effect on the auricle, although there is a suspicion of a lengthening 
of the pause at x, between the beats that precede the beginning of 
a group. Moreover, as soon as the abnormal rhythm ceased the 
auricular rate fell from 130 (as in this tracing) to 120, as in Fig. 3, 
suggesting that the auricle was affected. 






Fig. 3.—Simultaneous tracings of jugular (J) and radial (R) pulses, 
taken three minutes after Fig. 2. The radial pulse is now regular 
in time, and each l>eat is preceded by an auricular systole, 
showing that the rhythm is now normal. The rate is 120 per 
minute. The radial pulse shows the pulsus alternans—the 
rhythm being quite regular, while a large beat alternates with 
a smaller. 

form of exercise in the doctor’s consulting room, but 
by eliciting a clear account of the manner in which 
the patient responds to those efforts made in his daily 
life where the circumstances cannot be imitated by 
any artificial method, such as the sensations experi¬ 
enced on walking up a hill, or on walking after a full 
meal or in the cold air. When there is impaired 
efficiency of the heart these experiences give rise to 
certain very definite sensations, and these sensations 
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are of the nature of disturbed reflexes. Thus the 


vast majority of people whose heart’s efficiency is 
impaired suffer at times from one of two kinds 
of sensation, breathlessness or pain, with their 
accompanying sensations. In breathlessness the 
respiratory reflex is disturbed, and in pain the 
visoero-sensory reflex peculiar to the heart is 
disturbed. 

It is unnecessary to dwell upon breathlessness 
as an evidence of heart failure, although the 
exact portion of the reflex arc disturbed is still 
far from clear. The disturbance of this reflex is 
not direct from the heart, but because the heart 



Fig. 4.— Part of tracing of the radial pulse (slightly reduced) while the 
blood pressure was being taken. The cuff embracing the upper arm was 
distended till the pressure was over 230 mm.Hg and the radial pulse was 
recorded. The air was allowed to escape and so the pressure within the 
cuff fell, the radial pulse gradually appeared—first the big beats, at 230, 
and the smaller beats at 220. This method brings out the distinctive 
features of the pulsus alternans. 


fails to supply the respiratory system with the in Cases 3 and 4 pain occurred without effort, manifestly 
normal kind of blood. because the abnormal rhythm itself was an embarrass- 

The nature of the reflex which gives rise to pain can ment to the heart in its work. In the case of the young 
be inferred by the situation of the pain, its peculiar dis- woman the abnormal rhythm embarrassed the heart, 
tribution, and the phenomena which accompany it. I for she could take effort without distress when free 
need not go into this matter more fully here beyond from the abnormal rhythm, but was easily rendered 
stating that the group of symptoms which accompanies breathless when it was present. Pain in Cases 3 and 4 
the pain are the result of a stimulus arising from the was of that dull prolonged kind, different from the pain 
heart muscle. The researches which we have been of angina pectoris, when it occurs in definite attacks 
carrying on for some time show that there is a definite and subsides on the cessation of effort. In some 



Fig. 5.— Part of simultaneous tracings of jugular (J) and radial (R) pulses, slightly reduced. Shows a very disorderly irregularity of the 
radial pulse, while the auricle (waves a) is regular auricular rate 90 per minute. The large beats in the radial are due to ventricular 
contraction arising in the normal manner—i.e., as a result of a stimulus from the auricle. The smaller beats are idio-ventricular 
beats, arising in the ventricle. There is a tendency for the ventricular beats to occur in groups. (May 26th, 1920.) 



Fig. 6.—Simultaneous tracings, slightly reduced. Shows the same as Fig. 5; the tendency to form groups is more marked though the beats 

vary in number. Auricular rate 86 per minute. 


series of phenomena provoked by muscular fatigue, 
and the principle governing the appearance of these 
phenomena are the same for the heart as for other 
muscular organs. 

In the cases described we find present one or both of 
these phenomena, breathlessness and pain. In the 



Fio. 7.—Part of simultaneous tracings (slightly reduced), taken at 
the same examination as Figs. 5 and 6, and showing regular 
groups consistingof one normal beat followed by two extrasystoles, 
the auricular rhythm being unaffected. In the intercalated 
diagram the downstrokes in the upper spaces, As, represent the 
auricular systoles (w’aves a in the jugular tracing), and in lower 
space. Vs, the downstrokes represent the ventricular systoles— 
represented by the radial beats. The space between represents 
the passage of the stimulus from auricle to ventricle, and it is 
shown only to occur with the large radial beats—the smaller 
beats occurring independent of the auricular contraction. The 
auricular rate is 88 per minute. (May 26th, 1920.) 


young woman (Case 1) there was breathlessness only, 
and also in Case 2 breathlessness was the only sign. In 
Case 4 there was both breathlessness and pain, and in 
Case 3 pain was the dominant symptom. In the vast 
majority of people in whom pain occurs it only takes 
place when the heart is called upon to make an effort; 


respects the pain is like that which is occasionally 
present in auricular fibrillation. In this condition 
attacks of angina pectoris rarely occur. Patients who 
may have suffered from attacks of angina pectoris when 
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Fig. 8.—Part of simultaneous tracings (slightly reduced), after the 
administration of two drachms of tincture of digitalis. The 
auricular waves a in the jugular are 72 per minute, while the 
radial pulse is 36. During the pause in the radial pulse an extra¬ 
systole occurred, so weak that it is not shown in the radial 
tracing. On auscultation a single sound was heard during the 
pause which is shown diagrammatically under the radial tracing. 
The auricular waves during the pause in the radial beat are larger 
than the one which preceded the radial beat. The reason for 
this is that at the time the auricle contracted the ventricle was in 
systole, so that the contents of the auricle could not be emptied into 
the ventricle, but are forced back in the jugular. 

the rhythm was normal become free from them when 
auricular fibrillation appears. One reason for this fact 
is that whereas effort provokes pain in patients with a 
normal rhythm; during auricular fibrillation, breathless¬ 
ness occurs so readily that they are pulled up from this 
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cause. Nevertheless, in some cases, particularly where 
the heart is persistently rapid, pain of considerable 
severity may be felt across the chest, and it may 
disappear when the heart becomes slow under the 
influence of digitalis. 

Theory of Disturbed Reflexes Applied to the 
Action of Drugs. 

The theory of disturbed reflexes throws a new and 
unexpecced light upon the action of digitalis and other 
cardiac drugs. It had been recognised for over 100 
years that digitalis at times caused great slowing of the 
heart’s action ; consequently, the drug was supposed to 
be indicated whenever there was an increase in the 


It takes from 4 to 7 drachms to get a definite effect in 
auricular fibrillation—the patient taking 1 drachm per 
day. In this patient the effect seemed to be produced 
after 2 drachms. Support of this view is found in- 
the absence of effect on the auricle. The auricular 
rate fell from 86 to 72 on first taking digitalis. The 
auricular rate did not rise above 72 when the digitalis 
was stopped while the ventricular rate increased. The 
resumption of the digitalis speedily affected the 
ventricle but did not affect the auricular rate (see 
Figs. 5, 6, and 7). I recognise, however, that more 
observations will have to be made before this suscepti¬ 
bility is proved. There is a point of resemblance in the 
recovery from heart failure between auricular fibrillation 


R - 
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Fig. 9.—Part of simultaneous tracings (slightly reduced), taken four 
days after the stoppage of digitalis; the patient's condition 
became worse and the pulse became rapid and extremely 
irregular, with periods of rapid ventricular beats. Auricular 
rate 74. (June 7th, 1920.) 

heart's rate. It was found, however, that the slowing 
only occurred in a few cases. An inquiry into this 
difference enabled me to point out in 1906 that this 
slowing only occurred in people with an abnormal 
rhythm, particularly in those conditions which we now 
recognise as auricular fibrillation and aruricular flutter. 
Although these observations have been fully confirmed, 
no clear understanding of the reason could be given. 
We are now able to give the explanation. In the vast j 
majority of people who have a rapid action of the heart 
there is present some disease which produces agents 
that act upon the cardiac reflexes. Thus, in febrile 
states, such as pneumonia, influenza, and measles, the 
heart is usually rapid, sometimes very rapid, because 
of the action of the toxins of those diseases upon some 
portion of the cardiac reflex. When digitalis is given in 


Fig. 10.— Part of simultaneous tracings (slightly reduced), taken four 
days after resuming the digitalis; the series of small ventricular 
beats had ceased, though tho rhythm was still irregular. This 
tracing shows a group of normal beats, and periods when the 
radial pulse had only half the frequency of the auricular rate, as in 
Fig. 8, and for the same reason. Auricular rate 74 per minute. 
(June 12th, 1920.) 

and this ventricular rhythm in that the diminution of 
the ventricular rate seems the chief agent in restoring 
the heart’s efficiency, more time being given after each 
systole for recovery. 

Sutherland 4 has shown that certain hearts with a 
rapid rate and the normal rhythm are susceptible to 
digitalis. This observation does not invalidate the 
view expressed here; it merely shows that there are 
agents which increase the heart’s rate and which the 
digitalis can overcome. 

Prognosis. 

In the investigation to which I refer in the intro¬ 
duction I spoke of the principles which guided me in 
detecting the mechanism by which symptoms are 



Fig. 11— Simultaneous tracings (reduced to 2) taken on the fifth day of digitalis administration, the patient's condition still showing signs 
of improvement. The tracing represents a period of great irregularity, which the intercalated diagram shows are due to the erratic 
appearance of ventricular extrasystoles. Auricular rate 72 per minute. (June 13th, 1920.) 


such cases no effect is produced because the reflex is 
already poisoned by an agent which the digitalis is 
unable to overcome. The rapid pulse in auricular 
fibrillation and in the idio-ventricular rhythm described 
in this paper is due, to a totally different cause. In 
auricular fibrillation ‘it is the shower of weak stimuli 
from the flbrillating auricle which causes the increased 
ventricular rate. While in this form of independent 
ventricular rhythm which we are discussing the increased 
rate is due to some agent in the ventricle itself quite 
apart from the reflex. The digitalis, therefore, is acting 
in these cases upon a reflex not disturbed by any other 
toxic agent. 

It is known that a stimulation of the vagus has a 
distinct effect in dulling the auriculo-ventricular con¬ 
ducting system, and it is probably on this account that 
digitalis slows the heart in auricular fibrillation. But 
this is not the explanation which causes the slowing 
in this ventricular tachycardia. The researches of 
Gaskell ' show that the stimulation of the vagus has a 
very definite influence upon the various functions of 
the heart muscle fibres, and it is probable that the 
digitalis effect in Case 4 was due to some such action. 
It is to be noted that the slowing of the heart was more 
rapidly produced in Case 4 than in auricular fibrillation. 


produced. Another matter absolutely essential to intelli¬ 
gent practice had to be considered—namely, what 
happens to the patient who shows an abnormal sign. 
This matter of prognosis is one that has been greatly 
neglected. While investigation into the various forms 
of cardiac irregularity has added greatly to our know¬ 
ledge, such knowledge can only become of real praotical 
use if it is supplemented by the knowledge of what 
effect the cause of these irregularities has upon the 
heart’s efficiency. The great question, therefore, in 
every case is, Does this sign indicate heart failure or 
does it foreshadow its oncoming ? It has been rather 
hastily assumed that this kind of knowledge was so 
easily acquired that no special steps should be taken to 
find it out. In reality it is a subject of very great 
difficulty, and requires a particular method of obser¬ 
vation which very few people have undertaken. To 
begin with, to be able to undertake an inquiry into 
prognosis it is necessary to have a knowledge of the 
Bymptoms of heart failure; and so far very little has 
been done to discover what these are, for a great many 
signs which have no relation to heart failure have been 
mistaken for signs which gave that knowledge. 

An investigation into this subject has revealed the 
fact that no physical sign or peculiarity of the heart 
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itself can ever give the information as to its functional 
efficiency. The presence of some cardiac signs may be 
recognised as associated with heart failure, but they 
themselves are not signs of heart failure, so that one j 
can say that no single abnormal sign is of itself a basis 
for prognosis. 

Many years ago, on looking up my cases of pulsus 
alternans, I found that they had all died, and the 
question arose, Was this a sign of grave moment? A 
prolonged investigation revealed that when it was of 
grave prognostic significance there was always a great 
limitation of response to effort. It was occasionally 
present when not associated with any form of heart 
failure, as in certain forms of paroxysmal tachycardia, 
or when an individual had suffered severe pain such as 
hepatic colic. On the other hand, when this sign is 
present and indicates a grave prognosis, it is invariably 
accompanied by a great limitation of the person’s 
response to effort, that is, effort evokes sensations of 
breathlessness or pain with great facility. 

The reason that I have quoted the first case is to 
show that this ventricular rhythm may be present and 
the patient be in no danger, while its presence in 
Cases 3 and 4 shows that while it may embarrass the 
heart it is not of itself necessarily a serious sign—that 
is to say, the heart muscle itself was manifestly 
impaired, and the presence of this abnormal rhythm 
further embarrassed the heart in its work. The 
presence of pulsus alternans in Case 3 was of grave 
significance, but there was present such a degree of 
functional inefficiency that the slight embarrassment 
induced by this abnormal rhythm immediately caused 
great suffering, and the outcome of the case justified 
the view that the patient’s condition was a grave one. 
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MEDICO-MILITARY TRAINING. 

By H. E. R. JAMES, C.B., C.M.G., O.B.E., 
F.R.C.S. Eng., 

LIEUTENANT-COLONEL., B.A.M.C. 


IN introducing the subject of the best form of instruc¬ 
tion for medical students to fit them to take their part 
in case of national emergency, I would first postulate 
that the Officers’ Training Corps, which has fully estab¬ 
lished itself and is completely organised, should be 
accepted as the organisation under whose aegis the 
training should be carried out. Its machinery is com¬ 
plete and it has come to stay. The national emergency 
is, of course, war, but there are many minor emer¬ 
gencies which may be encountered, even in the course 
of civilian private practice, in which a training calcu¬ 
lated primarily to make a medical practitioner fit 
for field service as an army medical officer will be 
found of value, particularly to a medical man who 
enters any form of State medical service. Secondly, 
the training must be carried out in the leisure time 
of the student. The present medical curriculum, 
calculated to make a student efficient in carrying out 
duties to the sick in civil life, is sufficiently intense and 
exacting to make it unfeasible to add compulsory 
auxiliary subjects to those considered essential. Thus 
the training must be voluntary. It takes up time which 
the less patriotic or provident student devotes to games. 
Therefore the instruction should be as recreational as 
possible, and calculated for the mental enlargement as 
well as the physical culture of the student. It should 
be adapted to serve him in whatever course he adopts, 
as far as is compatible with its main object. 

Origin of the Officers' Training Corps. 

The medical units, Officers’ Training Corps, form one 
of the branches of the senior division of that body, of a 


specialist type. For the information of those who have 
not been brought into touch with the subject of the 
Officers’ Training Corps it may be well to state shortly 
its nature and functions. 

It was formed in 1908 during the Secretaryship of State of 
Lord Haldane by a committee of school and university 
teachers, under the chairmanship and guidance of Sir 
Edward Ward, then Permanent Under Secretary of State for 
War, with the object of giving a standardised measure of 
training in military matters to students at schools and 
universities such as would fit them to become officers of the 
army, S.R.O., and T.F. It absorbed existing volunteer corps 
at schools and universities and consists of junior and senior 
divisions—the juniordivisionat public andother large schools, 
the senior division at universities (and the Inns of Court). 
The officers in the junior division are schoolmasters, in the 
senior division members of university staffs, and both are on 
the Unattached List of the Territorial Force. 

In the junior division, with the exception of two schools, 
where some engineer work is taught, infantry training alone 
is given. In the senior division, although infantry training 
is their staple, units of cavalry, artillery, engineers, signals, 
R.A.S.C., R.A.M.C., R.A.V.C. are formed and the special 
duties of these branches are taught in units of the con¬ 
tingent, of the formation of corresponding units in the army. 
The training is carried out under the general supervision of 
chief of the Imperial general staff, by the officers of the 
several contingents in term time and in annual camps. 
Adjutants who are attached to the general staff are appointed 
from the Regular army to contingents, and N.C.O. instructors 
are supplied. Equipment, arms, and uniform are also found 
by the public in kind or from grants. Cadets serve under a 
contract with their universities; they are not subject to 
military law, and enrolment is voluntary. 

The affairs of university contingents are administered by 
a military education committee of the university where they 
| exist, and the War Office assists the committee as necessary 
in carrying out their work. A certain minimum number of 
instructional parades are necessary to qualify for efficiency. 
Annual camps are held, and the training is made as practical 
as possible to fit the cadet for war service conditions. 
Certificates are obtained by examination. 

One year of training is the minimum to admit a cadet to 
sit for "Certificate “A,” and two years for Certificate “B.” 
Only Certificate “ A ” is obtainable iu the junior division; 
both “A” and “ B ” are obtainable in the senior division. 
The possession of these certificates gives the holder certain 
definite privileges if he should choose the military career. 

But the real value of the organisation is that it 
disseminates military knowledge among a large body of 
the class of men who are best fitted to hold commis¬ 
sions, and prepares them to take their places as officers 
in time of emergency, with a minimum of preliminary 
instruction. The Officers’ Training Corps comprises a 
very large body. Twenty-one contingents exist in the 
senior division, and 162 in the junior division. The 
value of the training was fully proved in the war. Had 
it not been for the Officers’ Training Corps output it 
would have been impossible to supply the army with 
junior officers. It is not too much to say that it saved 
the situation at the beginning of the war. 

The Medical Units of the O.T.C . 

These units have been formed of medical students, 
as units of the senior division contingents, with a view 
to training them for the Military Medical Services. The 
training uuit is a section of a field ambulance, that being 
the war unit which gives the best opportunity of 
visualising the functions of the medical service in the 
field. Such units have been formed at the Universities 
of London, Cambridge, Oxford, Dublin, Belfast, Edin¬ 
burgh, Aberdeen, and Glasgow, at which centres the 
larger medical schools are located. It is hoped that 
other units may be formed at other medical schools, 
but this cannot be sanctioned at the present crisis in 
national financial affairs. 

Before proceeding with details I may state that some 
5000 medical students were trained prior to the war in 
these medical units. A proportion of them took com¬ 
missions in the Special Reserve and Territorial Force. 
The remainder, all such as were qualified, served in the 
oapacity of medical officers in the navy or army, and the 
value of their O.T.C. training was testified to both by 
the officers wiiose commands they joined, and under 
whom they served, and by themselves. The value to 
the army of this body of trained medical officers was 
immense ; and here I would insist that it is not enough 
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for a medical man, in order to develop his fnll usefulness 
in the Army Medical Service, for him to be in possession 
of a medical qualification, and to have added a measure 
of military science, whether during a course at a train¬ 
ing centre or in another arm of the Officers’ Training 
Corps than his own. It is true that a knowledge of 
discipline and leading, and the action of other arms in 
addition to his medical qualification, will make some 
sort of an army medical officer, but it is not quite to 
the point, because the Army Medical Service is a highly 
specialised branch of the medical profession, and 
although its primary function is to aid the fighting 
power of the army by keeping the largest possible 
number of soldiers fit to fight, yet its essential aims 
are of a conservative kind, whereas in the fighting 
branches they are all destructive. The two points of 
view are essentially opposed to each other and the 
training shapes the mind to one or other aim. More¬ 
over, it is a waste of time and money to train a cadet 
whose services would be certainly best, and perhaps 
only, used in war in the medical service, in the work of 
a fighting arm, and vitiates his point of view. There 
is enough of important military medical knowledge to 
be acquired with advantage throughout the whole of 
a medicil cadet’s training in a medical unit to take him 
all his training period to assimilate. This work has a 
direct bearing on his duties as an army medical officer. 
It is such as is not acquired during his purely medical 
curriculum, though much of it would aid him in his civil 
practice, such as sanitary and administrative work. 
And the method of its conveyance is far superior to 
that of a condensed course such as that undergone at a 
training centre, as it is spread over a longer period and 
given in assimilable doses. 

There is another most important advantage in the 
existence of a medical unit at a university which is 
that it keeps the Army Medical Service in the eye of 
the public of the university. The Army Medical 
Service in time of peace is a body little known to such 
public, and from time to time good students have not 
only not been encouraged to join but actually dis¬ 
couraged by their teachers from doing so. The late 
war has been responsible for bringing the work of the 
corps to the knowledge of the medical profession, and 
there exists a very large body of medical men who 
have been trained in war and who may be counted as 
available for service in case of emergency for a few 
years. But the Officers’ Training Corps is for the 
purpose of training the young men during their 
university education, and is a provident institution. 
It is the only piece of mechanism in this country that 
provides a reserve of potential medical officers for the 
army, and for this reason alone it deserves all the 
encouragement it can get. 

Course of Training . 

The course of training, as has been said, is shaped 
to fit the medical student on his becoming qualified to 
undertake the duties of a junior officer of the Army 
Medical Service in the field, with the least expense of 
time, or even with no preliminary training at a centre, 
and to make him as nearly as is possible in the time 
equal in essential matters belonging to war conditions 
to the young medical officer of the Royal Army Medical 
Corps. He cannot, naturally, have an equal knowledge 
of hygiene, tropical diseases, drill, discipline, interior 
economy, <£c., in which the Royal Army Medical Corps 
lieutenant has had a six months’ course at Aldershot 
and the Royal Army Medical College, and to which all 
his time has been devoted, but he will have gained 
enough to enable him to grasp the ideas underlying his 
work, its general direction, and many of its necessary 
details. 

The course given to enable the cadet to enter for 
Certificate “ B ” lasts for at least two years ; for Certificate 
“ A ” one year. Daring the first year, before he has entered 
upon the professional subjects of the medical curricnlnm, 
such as surgery and medicine, he is taught the military 
part of his duties and a certain amount of elementary 
sanitary work, and such portions of the work of a medical 
officer as do not involvo the knowledge of his medical 
specialty. The cadet of the infantry is at this time learning 
to be a platoon leader, and the medical cadet acquires such 


knowledge of squad and company drill and ambulance drill, 
map-reading, and elementary military law as will make him 
efficient in the matter of leading and commanding the men 
who will be committed to his charge in parallel with him. 

He also learns bandaging and the application of splints 
and tourniquets, field dressings, the contents of the medical 
panniers, means for the purification of water for the troops, 
tent pitching, field cooking, and the construction of extem¬ 
porised structures used in camp sanitary conservancy, in 
which particulars he has to instruct his men. During the 
annual camp he puts them into practice. He receives 
instruction in the outlines of army and army medical 
organisation by lecture, in order that he may appreciate his 
particular sphere of activity and his responsibilities as an 
army medical officer. He has to attend a fixed number of 
instructional parades and the annual camp to attain to 
being “efficient.” He supplements such instruction by a 
study of certain text-books of regulations. 

Before sitting for Certificate “ B ” he undergbes a second 
year at least of Officers’ Training Corps teaching of a kind 
which involves some knowledge of medicine, surgery, and 
hygiene, and medico-militarv details to a more particularised 
extent. This is intended to fit him to act as a medical 
officer in charge of a unit other than medical, and as a 
junior officer of a medical field unit. It involves training 
in organisation and administration, a knowledge of the 
structure and functions of medical units, military law, 
hygiene, including prophylaxis against diseases of armies, 
ana methods of disinfection of buildings and clothes, and of 
water purification, personal hygiene and prevention of 
disease, under which come various agencies in the causation 
of disease, methods of disinfection and sterilisation and 
disinfestation in the field, sanitary survey of places 
frequented or used by troops, means of transport of sick and 
wounded, improvisations to supplement existing convey¬ 
ances, the medical aspect of marches, quarters, movements 
of troops by rail and sea, and housing, feeding, and clothing 
of troops. 

Opportunities for physical training exist in contingents 
and cadets are encouraged to learn to ride where there are 
facilities for it. Instructional stores are provided at con¬ 
tingent headquarters, being specimens of the vehicles, 
tentage, and ordnance, and medical stores of a field ambu¬ 
lance, for use in demonstration and practice during term- 
time. In the annual camp, which the cadet attends for 
eight days at least, the unit obtains from the command in 
which the camp is held vehicles and horses and stores to 
make it up to the establishment, and it is exercised on a 
scheme devised to demonstrate its working under war con¬ 
ditions. During term-time, when possible, tactical schemes 
may be carried out to illustrate the interworking of the unit 
with other units and arms. 

Objects of Medical Cadet Training. 

The whole training is designed to give the cadet a 
comprehensive outline of the work of any army medical 
officer in war, with as much useful detail as possible, 
and to enable him to instruct his subordinates. He 
must know enough of discipline and procedure to 
relieve him from embarrassment on entering his new 
sphere and to develop his full usefulness, enough of 
drill to enable him to move his men correctly and give 
him confidence, and enough of interior economy to 
enable him to deal with matters concerning the comfort 
and well-being of his men and patients. 

The advantages of such training are, from the point 
of view of the State, considerable, in that it provides 
a reserve of potential medical officers possessing an 
amount of knowledge of the duties they would have to 
perform in war adequate to make them of the fullest 
value from the time of their joining, and this is fully 
realised. The advantages to the cadet are also con¬ 
siderable; he acquires, at no expense to himself, 
except that of some of his leisure time, an insight into 
subjects which in the event of his joining a State 
Medical Service are of supreme value, and, should he 
take up private practice, will fill gaps in his ordinary 
curriculum and be found very useful. 

These are: a practical view of elementary hygiene 
which makes a good groundwork for its more intimate 
study ; practice in first-aid methods and in the transport 
of sick and wounded and in improvisation in this con¬ 
nexion ; organisation and methods of administration 
which enable him to deal with masses, as in railway 
accidents, mine disasters, &c., and to conduct his 
affairs with method; discipline, which will serve him 
in all the amenities of life and in dealing with 
subordinates. Map-reading is an accomplishment of 
practical use in everyday life, and its application to 
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surveying and inspection will be found very useful by 
a medical officer of health. Drill and ambulance drill 
put him in the way to direct his assistants in the 
carrying out of any combined operation, such as the 
placing a patient upon a stretcher or in a vehicle. In 
addition to these pieces of knowledge the cadet gets an 
annual airing in camp at no expense to himself, which 
is most beneficial to his health. He is a member of a 
corporate body within the university, and his social 
relations with his comrades are of the most pleasant 
and healthy kind. To the university in whose Officers’ 
Training Corps contingent he serves the organisation is 
of value in the fact that it has a body of students bound 
together by the ties of discipline and comradeship, who 
are working with a high aim for the welfare of the 
State, and who set the best kind of tone in the 
university, and influence others by their example. In 
a non-resident university this is particularly valuable. 
The training fosters habits of punctuality and the 
realisation of duty and responsibility. 

War Record of the Medical Units. 

The war record of the medical units is a very fine one 
and has amply established the value of the organisation 
and training. Unfortunately records are not complete, 
but of a body representing about a quarter of the whole 
number of medical officers of all services and categories 
who trained in these units—Royal Naval Medical 
Service, Royal Army Medical Corps, Special Reserve 
of Officers, Territorial Force, and temporarily com¬ 
missioned officers—1178 in number, whose records have 
been obtained, 95 gave their lives, 176 were decorated, 
and 114 mentioned in despatches, a testimony to their 
devotion and efficiency and an example to the rising 
generation of students. 

Their Present Position. 

At the present time the senior division of the Officers’ 
Training Corps, and particularly the medical units, are 
at a low ebb. For this there are several reasons:— 

(11 A general feeling of war weariness and an idea fostered 
by the hope that there will be no more war in the near 
future. 

(2) The fact that most of the present generation of medical 
students have served and do not feel disposed to give their 
leisure time to further military training under peace con¬ 
ditions. This reacts upon the younger men who were not 
of military age during the war. 

(3) Certain very acute grievances which affected those 
former cadets who had taken commissions in the Special 
Reserve of Officers and Territorial Force during their war 
service. Of these grievances, the most poignant was (a) the 
better rates of pay accorded to medical men who took 
temporary commissions at consolidated rates of pay—24s.— 
the Special Reserve of Officers and Territorial Force officers 
only getting 20s. at the maximum, inclusive of their allow¬ 
ances which they dropped when on leave or in hospital; 
others were (6) the reluctance experienced in the granting of 
temporary rank to Special Reserve of Officers and Territorial 
Force officers, as compared with temporary officers, owing 
to the fact that seniority lists in the Special Reserve of 
Officers and Territorial Force were adhered to and were of 
a permanent nature, whereas on demobilisation temporary 
officers would be clear of the military establishment; (cl the 
ignoring of the previous training of Officers’ Training Corps 
cadets on posting, due to the anxiety and hurry of 
mobilisation. 

. (4) During the war it was compulsory upon all students 
who were held to continue their studies, or who were physi¬ 
cally of low category and for these reasons not called to the 
colours, to join the Officers’ Training Corps. This brought 
a number of reluctant men into the medical units. The 
reversion to the voluntary system was the signal for these 
men to break away. 

(51 The fact that those who had had their studies inter¬ 
rupted during the war felt it necessary to give the whole of 
their time to professional work and to make up the time lost 
in preparing themselveB to earn their livelihood in civil life. 

(o) A doubt as to whether it is worth while, and a question 
as to the tangible advantages to be drawn from the training. 

Measures Enacted to Remedy Grievances. 

The remediable causes of disinclination have after 
representation been remedied, and the following 
measures enacted:— 

(1) In future all commissions will be in the Special Reserve 
of Officers or Territorial Army; this abolishes the giving of 
temporary commissions carrying higher rates of pay, and 


avoids the setting up of a standard of comparison which was 
so unfavourable to Special Reserve of Officers and Terri¬ 
torial Force Officers under former conditions. 

(2) Six months’ seniority will be given to officers who on 
joining the Special Reserve of Officers and Territorial Army 
possess Officers’Training Corps Medical Certificate “B,” 
and three months to holders of Certificate “ A.” 

(3) A credit of 6 per cent, of marks to holders of Medical 
Certificate “B” and 3 per cent, to holders of Medical 
Certificate “ A” will be accorded at the entrance examina¬ 
tion to candidates for Royal Navy Medical Service and Royal 
Army Medical Corps. 

(4) Preference in the matter of posting and promotion will 

be given to officers in possession of Officers’ Training Corps 
certificates over those who have not trained who apply for 
service in the medical branch of the army. Card records of 
the Officers’ Training Corps services of medical cadets ye 
now kept by the D.G.A.M.8. for reference. # 

The other causes of reluctance should in time cure 
themselves, provided always that encouragement at 
the medical schools is given to students to undergo 
their training. _ 


THE TREATMENT OF INFECTIOUS DISEASES BY 

LEUCOCYTOLYSIS 

PRODUCED BY RONTGENISATION OF THE SPLEEN. 

BY IVAN I. MANOUKHIN, M.D. 

(From the Institute of Experimental Medicine, Petrograd.) 

In my thesis “ On Leucocytolysis ” (Petrograd, 1911) 
I proved by direct experiments that an organism 
combats infection mainly by means of the breaking-up 
of its leucocytes. If in many acute infectious diseases 
there is an increase in the number of leucocytes in the 
blood, I regard this phenomenon as preparatory to their 
subsequent breaking-up. The organism can only cure 
itself when the specific anti-substances produced by the 
leucocytes have come out from them and filled the 
blood plasma, as a result of leucocytolysis. This 
process is produced in the blood by special soluble 
ferments entering into it, which I proposed to call 
“ leucocytolysins,” and leucocytosis, in those cases 
when it precedes leucocytolysis, is produced by soluble 
ferments, whose properties are opposed to those of the 
leucocytolysins, and which I proposed to call “ anti- 
leucocytolysins. ’ ’ 

Later on I succeeded in proving that leucocytolysins 
are produced by the spleen, and anti-leucooytolysins by 
the liver. 1 

From that moment it became possible to verify the 
correctness of the above theory in practice, and in 
1913 in Professor Metchnikoff’S laboratory at the 
Pasteur Institute in Paris I carried out with this 
purpose the following experiments. I infected with 
human tuberculosis monkeys ( Macacus cynomologus 
and rhesus) and guinea-pigs, which are very susceptible 
to tuberculosis, and I stimulated artificially in them the 
activity of the spleen so that leucocytolysins should 
appear in the blood and that the leucocytolysis caused 
by them should exercise its curative effect. The 
stimulation of the activity of the spleen was carried 
out by radiating the organ with small doses of Rontgen 
rays. On this method, which is now being widely 
applied to men, I shall dwell in more detail as follows. 

Method of Radiation. 

The human spleen is radiated by a dose of X rays 
equal to 1 h., as measured by the SaboUraud and 
Noir6 radiometer, using the Holtzknecht scale. In the 
case of weak patients a smaller dose is given. The rays 
are filtered through 1 mm. of aluminium. I obtain this 
dose during five minutes at 1 ma. and 5-7 a. with 
X rays whose hardness is 8 on Benoist’s radiochromo¬ 
meter and 10 on Wehnelt’s criptometer (but the 
hardness of the rays and duration of radiation are 
varied in relation to the gravity of the case), and with 
the anticathode at a distance of 25 cm. from the body. 
The spleen of monkeys and guinea-pigs is radiated with 

1 Archives des Maladies du Coear et du Sang, No. 2, 1913; and 
Comptes Rendus Hebdom. des Stances de la 8oci6t4 de Biologie, 
I 1912, p. 686. 
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a somewhat smaller dose and with softer X rays, so . 
that the rontgenisation lasts usually for about ten 
minutes. The dose and the duration of the rontgenisa¬ 
tion is fixed separately for each species of animal, 
according to the extent of the leucocytolysis occurring 
in the blood. As the liver and the spleen secrete 
antagonistic ferments it is very important that the 
Rontgen rays should not fall on the liver while 
radiating the spleen. Therefore, for instance, in the 
case of humans, the radiation of the spleen is done 
exclusively from the front or back, but never from the 
side; and, to avoid radiating the liver, when the spleen 
is being radiating from in front, the right boundary of 
the tube (8 cm. diameter), which does not let the X rays 
pass through its sides, must be to the left of the left 
mammary line, and during rontgenisation from the 
back it must be to the left of the left scapular line. 

Experiments on Animals. 

The results of the rontgenisation of the spleen of 
monkeys and guinea-pigs have proved that leucocyto¬ 
lysis plays an important r61e in the cure of infectious 
disease. 2 In order to formulate a theory of the 
significance of the leucocytolysis in the cure of 
infectious disease I carried out other experiments in 
Professor Metchnikoff’s laboratory, and afterwards in 
Russia. It appears that rontgenisation of the spleen 
increases the proportion of alexin and the following 
specific anti-substances in the blood: hemolysins, 
agglutinins, bacteriolysins, and opsonins. 3 

Again, working with Professor Besredka in MetchnikofT’s 
laboratory on guinea-pigs inoculated with human tuber¬ 
culosis, I tested the blood by the .Bordet-Gengou 
reaction with the tuberculin of Besredka, and at the 
same time investigated the leueocytolyfcie properties of 
the blood. I convinced myself that the curve of 
fluctuation of specific anti-substances in the blood, 
revealed by the Bordet-Gengou reaction, was in full 
correspondence with the curve of fluctuation of the. 
leucocytolysins in it. 4 

Applications of Knowledge Gained by Animal 
Experiments, 

The results of these experiments on animals gave a 
perfect ground for passing to the application of the 
method of rontgenisation of the spleen of men for 
curative purposes. 

Pulmonary tuberculosis. —I made my first observa¬ 
tions in 1913 on patients suffering from tuberculosis of 
the lungs in Professor Vaquez’s department in the 
St. Antoine Hospital, Paris. 5 Since that time during 
seven years I have evolved the application of my 
method of treatment, not only to tuberculosis, but to a 
series of infectious diseases. 

Typhoid. —Daring the war, being at the head of a Red 
Cross hospital for infectious diseases in Kiev, I first 
tested the curative rdle of rontgenisation of the spleen 
in cases of typhoid. In the war-time setting the disease 
gave a very high mortality, being complicated in 40 per 
cent, of the cases by pneumonia, and it often took a 
septic course caused by various micro-organisms. 
Rontgenisation of the Bpleen reduced the mortality 
from typhoid to half. But as this method could only 
enable the organism to combat the bacteriaemia of the 
blood I attempted to increase the effect by introducing 
various anti-substances, which reached the blood as 
a result of rontgenisation of the spleen, into the 
affected sections of the intestines and their content. 
With this purpose I supplemented the rontgenisa¬ 
tion of the spleen with the feeding of the patients 
with an autoserum obtained from their blood taken 
from them 8-10 minutes after the rontgenisa¬ 
tion. The autoserum was administered in gelatin 
capsules. By this means I succeeded in reducing the 
mortality from typhoid 7.J times. Out of 225 patients 
not treated by my method 43 died—i.e., the mortality 
was 19*1 per cent. Out of 351 patients treated by 

- For further details of these experiments see my communication 
to the Society do Biologic, June 14tli, 1913. 

a ComptesRendns Hebdom.des Stances de la Soci£t6 de Biologic, 
1913, p.1221; also Russky Vratch, 1916. 

4 Russky Vratch, 1916. 

6 Published in La Sem&ine M6dienle, May 21st, 1913. 


. radiation of the spleen alone 34 died—i.e., the 
mortality was 9*7 per cent. Out of 305 patients 
treated by radiation of the spleen and by feeding on 
the autoserum 8 died—i.e., the mortality was reduced 
to 2’6 per cent. 

Tetanus. —After this our hospital had to extend wide 
medical help to patients suffering from tetanus. The 
majority were of short incubation period (mostly 5-8 
days), which, even with a serum treatment, gave a 
mortality of 92-98 per cent. After some preliminary 
tests I established the following treatment for tetanus 
cases: to each patient, three times a day, 20 c.cm. of 
serum (prepared by Parke, Davis and Co., or by the 
Copenhagen Institute, or by ourselves at the Kiev 
Bacteriological Institute) was introduced under the 
skin, and 10 c.cm. of one of the above sera was injected 
intrathecally, together with 10 c.cm. of autoserum 
obtained from blood taken from the patient 8-10 
minutes after rontgenisation of the spleen. Under 
this treatment the following figures, winch are excep¬ 
tional for war-time, were obtained: of 132 patients 36 
died—i.e., the mortality was only 27*3 per cent, and 
the percentage of recovery 72'7 per cent. 

It should be noted that in this case the rontgenisa¬ 
tion of the spleen, besides immunising the body to the 
toxin of tetanus, removed the effect of the serum 
anaphylaxis. 1 had already proved in MetchnikofTs 
laboratory that in the origin of anaphylaxis the antd- 
leucocytolysins of the liver play an important part; 
and these, under rontgenisation of the spleen will be 
neutralised by the leucocytolysins. 

Preparation, of Curative Sera. 

I also availed myself very widely of the rontgenisa¬ 
tion of the spleen for the preparation of curative sera. 
Alongside with the immunisation of horses against the 
toxin of tetanus (and later also in cases of immunisation 
of horses against B. typhosus , B. dysenterice , and Vibrio 
cholene asiaticce) a rontgenisation of their spleen was 
performed. Thus I obtained curative sera of high con¬ 
centration in a shorter time, and was able more readily 
to meet the great demand for them during war-time 
and considerably to cheapen the cost. For instance, 
I prepared the anti tetanus serum, containing 2000 
American units in 10 c.cm.—i.e., equal to the serum of 
Parke, Davis and Co. supplied to us at that time, ready 
for distribution in ampoules in three months. 

Other infectious diseases. —I shall not dwell on such 
acute infectious diseases as acute bronchitis, pneu¬ 
monia, pleurisy, typhus recurrens, the special 
“ Carpathian ” typhus, acute arthritic rheumatism, 
and acute malaria. They progress very satisfactorily 
under the influence of one rontgenisation of the spleen 
of the patients. As to the membranous inflammation 
of the lungs, I showed that favourable results were 
obtained by rontgenisation of the spleen before the 
war in the Maryinsky hospital for the poor in 
Petrograd. 

Dysentery. —In the case of dysentery, which, in our 
hospital was more often of the Flexner type, and rarely 
of the Shiga-Kruse type, the progress of the disease 
was especially favourably influenced by introductions 
of autoserum, taken 5-10 minutes after radiation of the 
spleen, into the large intestine through a long syringe. 

Non-infectious diseases. —Of non-infectious diseases 
the following are successfully treated by rontgenisa¬ 
tion of the spleen : Bronchial asthma, owing to the 
connexion between anaphylaxis, which forms the basis 
of asthma, and the anti-leucocytolysins of the liver, 
referred to above; hepatitis and cholangitis, since in 
their case the irritation of the liver is also accompanied 
by an accumulation of anti-leucocytolysins in the blood ; 
and haemophilia. 6 

Treatment of Tuberculosis. 

I have published in various places in Russia details 
of the treatment of infectious and non-infectious diseases 
by rontgenisation of the spleen, and shall conclude 
this brief exposition by an account of the cure of 
tuberculosis of various organs. 

• A communication by the writer on this aabfcoi appeared in La 
Semaine M6dicale, May 21st, 1913. 
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Pulmonary tuberculosis .—For the last seven years I 
have personally treated 8000 cases o 1 tuberculosis, 
mostly of the lungs, in Russia. I purposely treated 
them in the most unfavourable climatic conditions—in 
Petrograd—so that there should be no doubt that the 
climate played no part in the cure. I only demanded 
from my patients increased nourishment, so that there 
should be no lack of building material for the pro¬ 
duction of leucocytes and various specific anti-substances 
(whose formation was greatly accelerated by the 
rontgenisation), and rest during the day of rontgeni- 
sation, asking them to remain in bed until 12 a.m. on 
the day following if possible. During the last two 
years my patients could not keep even these conditions; 
they had to be employed to obtain food, and spent 
much energy in walking to get their very insufficient 
ration and in doing all sorts of unwonted work. Owing 
to this the treatment was protracted, but nevertheless 
even under these circumstances I obtained results 
which fully justified the method. 

In tuberculosis of the lungs radiation is performed 
not oftener than once a week, and in cases of tuber¬ 
culosis of the kidneys, bladder, sexual organs, lymphatic 
glands, or bones once in five days. In Petrograd the 
treatment of tuberculosis of the lungs of the first stage 
requires 8-10 seances, of the second stage 12-15, and of 
the third stage two series of 12-15 each, with an 
interval between of two or three months. In general 
I never give more than 15 seances at one stretch. 

When the first stage of tuberculosis is treated in this 
way the temperature (which often rises a trifle after 
the first seances) falls to normal, coughing decreases, 
and the patient rapidly gains weight. Of the objective 
signs the harsh breath-sounds disappear, and the 
bronchial glands, which are usually swollen, are 
reduced. When the second stage is treated at first the 
disease becomes slightly worse. After this the details 
of recovery vary in different patients, but in the 
majority of cases, during the second half of the treat¬ 
ment the tubercle bacilli in the sputum decrease and 
finally disappear. The haemorrhages cease, if there 
have been any, the sweats cease, and the patient 
gradually gains weight. The objective signs become 
worse at the beginning of the treatment; moist rales 
appear in abundance in the affected regions, and in 
places where auscultation has not revealed them before, 
and the only evidence of disease has been that revealed 
by X ray examination. After this the moist r&les 
gradually decrease and completely disappear, giving 
place to symptoms of the ensuing cicatrisation of the 
tuberculous process. 

The third stage responds to treatment like the second 
stage ; its treatment is prolonged according to the size 
of the cavities present. Radiograms of the lungs taken 
before and after the seances have plainly showed their 
cicatrisation towards the end of the treatment. Thus 
the actual affection of the lungs with the tuberculous 
process is not in itself a contra-indication of the treat¬ 
ment by rontgenisation of the spleen. This treatment 
is only inapplicable in cases of extreme exhaustion, 
accompanied by a vigorous intoxicative affection of the 
blood-forming apparatus. Again, the treatment is 
unfavourably influenced by any change of the spleen 
pulp, for obvious reasons; for instance, patients who 
suffered from a lingering chronic malaria, with a large 
and firm spleen, do not react at all to the treatment. 

Tuberculosis of kidneys and bladder .—Tuberculosis of 
the kidneys and bladder usually progresses very satis¬ 
factorily under the influence of only 15 seances of 
rontgenisation of the spleen. At first the tubercle 
bacilli and blood disappear from the urine, then the 
temperature, which had risen at the beginning of the 
treatment as in tuberculosis of the lungs, falls; the 
pains cease, and finally the urine is gradually cleared 
of leucocytes. 

Tuberculosis of lymphatic glands .—Tuberculosis of 
the lymphatic glands is also quite successfully treated, 
usually in 15 seances. In cases where the tuberculous 
lymphadenitis has led to suppuration of the gland, the 
abscess is opened surgically, the suppurative secretion 
gradually diminishes, the infiltration disappears, and 
the fistula rapidly closes over with a soft cicatrice. 


Tuberculosis of bones .—Tuberculosis of the bones also 
requires about 15 seances. In cases with fistulas the 
secretion at first increases, then, after 5-7 seances it 
gradually begins to diminish,'the infiltration disappears, 
the pains cease, and the fistula closes over. 

Tuberculous peritonitis .—This condition forms no 
exception in the general successful progress of this 
treatment of tuberculous processes. 

Tuberculous meningitis .—Only acute tuberculous 
meningitis does not yield to this treatment. In one 
case I tried to supplement the treatment by intrathecal 
injections of autoserum from the blood of the patient, 
taken after rontgenisation of the spleen. But the 
injections were made too late. Perhaps, as in tetanus, 
the application of autoserum from the very first days of 
the disease will make even these cases yield to treatment . 

In better climatic conditions the treatment of tuber¬ 
culous patients progresses still quicker than in Petro¬ 
grad. Thus, I had to treat two cases of tuberculosis of 
the lungs in Naples; the patients lived in Sorrento. 
The second stage was over after four seances; the first 
after two. The successful application of the method of 
treatment proposed by me to various forms of infectious 
diseases shows that its theoretical foundation is correct. 
Indeed, the constancy of the results of the application 
of rontgenisation of the spleen to different infections 
can only be explained on the theory that it brings in 
nothing new, but only strengthens the defensive 
mechanisms organised by Nature. 

“ It is in this way,” as I said in one of my previous 
articles, 7 “that the organism can avail itself most 
extensively of the substances present in the leuco¬ 
cytes, for not only do we vigorously destroy the latter, 
but we also, through this destruction, stimulate the 
blood-forming organs to an increased production of new 
leucocytes which will go on breaking up in the blood,” 
saturating the blood-plasm with specific anti-snbstances 
which are necessary for the struggle with bacteria and 
their poisons. 

Even from this very concise exposition of the large 
supply of material at my disposal I think one may con¬ 
vince oneself that, in leucocytolysis, produced by 
radiating the spleen with a stimulating dose of Rontgen 
rays, we have acquired a sure method of governing the 
blood reaction of the organism. We can, therefore, at 
any moment give radical help to man struggling with 
various infections. 


NOTES OF A 

TYPHOID CARRIER CASE* 

By J. R. CARVER, M.D., D.P.H. Cantab., 

SENIOR BACTERIOLOGIST, PUBLIC HEALTH LABORATORY, 
UNIVERSITY OP MANCHESTER. 


The death occurred in 1914 of a woman who had long 
been known as a typhoid carrier and to have infected 
at least 10 persons who lodged with her. The case has 
been mentioned frequently by Dr. J. Niven, M.O.H., 
Manchester, in his annual reports to the Manchester 
Health Committee. A short record of her history may 
be of interest, as the case had been under observation 
for several years, and many samples of the excreta had 
been examined at the Public Health Laboratory of the 
University of Manchester. Moreover, the woman was 
under treatment for several weeks at Monsall Fever 
Hospital, and was again admitted there before her 
death from malignant disease of the stomach and 
pancreas, and Dr. Fletcher was able to make a 
post-mortem examination. 

In the autumn of 1907 the attention of Dr. Niven was 
drawn to the connexion of Mrs. W. with cases of 
typhoid fever. Inspector Hewitt was instructed to 
inquire closely into her history, and he presented a 
report, of which the following is a summary:— 

“ Mrs. W., aged 54, had good health till 1893, when she 
had an illness said to be influenza, with headache, pains in 
back and limbs, delirium, and great sickness. She was for 


i La Semaine MSdicale, 1913, p. 241. 

* This report was prepared in the autumn of 1914, but on account 
of the war was not published. 
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five weeks in a onion hospital. Her health after this was 
good till 1898, since when she has had periodic attacks of 
great abdominal pain, with vomiting and blood-coloured 
urine.” 


Table/II .—Summa ry of Examinations of Mrs, W.'s Excreta at 
the Public Health Laboratory. 


Date. Specimen. Result.* Remarks. 


Cases of typhoid continued to occur in Mrs. W.’s 
house, and there was barely a year without an infec¬ 
tion. Her husband died in 1906, aged 64. He is stated 
to have had sickness and diarrhoea and an abscess on 
the side, but it was evidently not considered typhoid. 
In 1912 she was treated at home with salol and 
urotropin with a view to free the excreta from the 
typhoid bacillus, but without success. In January, 1913, 
she was admitted to Monsall Fever Hospital and treated 
with an autogenous typhoid vaccine prepared at the 
Public Health Laboratory. After several weeks’ treat¬ 
ment examination of excreta at the hospital gave 
negative results, and she was discharged April, 1913. 
One month later the typhoid bacillus was again present 
in the faeces, but not in the urine, and another case of 
typhoid occurred in her house the same year. 

The Manchester Health Committee then resolved to 


Nov.12th, 

i 

Pieces. 

+ 

1908. 

) 

Urine. 

+ 

Dec. 3rd, 
1908. 

( 

) 

Fieces. 
Urine. , 

+ 

Jan. 25th. 


Fieces. 1 

+ t 

1909. 

> 

Urine. 

4- ! S 

April 4 th, 

S 

Pieces. 

+ 

1912. 

) 

Urine. 

+ 

Jan. 18 th, 


Fieces. 

+ 

1913. 

‘1 

Urine. 

+ 

May 1st, 
1913. 


Pieces. 

Urine. 

+ 

May 23rd, 

s 

Pieces. 

4 

1913. 

1 

Urine. 

— 

April 3rd, 

( 

Pieces. 

+ t 

1914. 


Urine. 

+ ( 


Nearly pure growth. 


Very scanty growth. 

No growth. 

In very small numbers. 

Nearly pure growth. 

Very numerous colonies. 

Nearly pure growth, 
do. (vaccine prepared). 

Found after repeated examination. 
Bacillus resembling typhoid, but 
with no specific agglutination. 
Numerous. 

Numerous. 


Between Jan. 18th and May 1st, 1913, patient was in Monsall Hospital. 


give her a pension on condition that she took no more 
lodgers. She began about this time to show signs of 
malignant disease, and died in Monsall Fever Hospital, 
May, 1914. The blood was tested on two occasions at 
the Public Health Laboratory for the Widal reaction ; 
in November, 1907, it was negative, but a year later 
it was positive, and when patient was in Monsall 
Hospital, 1913, it was positive. 

Table I. shows cases of typhoid which occurred in 
Mrs. W.’s house from 1898-1913. 


Table I. 


No. 

Date. 

Patient 

Age. 

Result of 
Widal test. 

- 

1 

October, 1893. 

\V. D. 

25 

+ 

Death. 

2 

April. 1905. 

A. B. 

25 

+ 

— 

3 

May, 1905. 

H. R. 

19 

+ 

— 

4 

1906. 

A. W. 

28 

4- 

Death. 

5 

September, 1906. 

A. A. 

28 

+ 

,, 

6 

„ 1907. 

J. W. E. 

19 

— * 


7 

„ 1908. 

J. H. W. 

36 

H- 

— 

8 

1910. 

Servant. 

14 

4- 

— 

9 

.. 1912. 

Young man. 

— 


— 

lOf 

.. 1913. 

Male. 

64 


— 


—* No record of Widal test, 
t After Mrs. W.’s return from Monsall Hospital. 


For a satisfactory examination of the faeces for 
presence of the typhoid bacillus, &c., it is advisable to 
give the patient a sufficient amount of sulphate of soda 
to secure a good fluid evacuation. This is more likely 
to clear the upper part of the bowel, where the typhoid 
bacillus exists in greater numbers, and thus renders its 
detection easier. This method was introduced by 
Professor S. DelSpine many years ago. On arrival at the 
laboratory successive dilutions are made of the fluid 
stool and surface cultures are made on litmus lactose 
agar culture set in Petri capsules. Sometimes the 
bacillus is found at once in large numbers, but if it 
cannot be found at the first attempt it is advisable to 
make several plates from the most suitable dilution. 
The small blue colonies (non-lactose fermenting) are 
picked out, subcultured and tested. The urine is 
centrlfugalised and the sediment treated in the same 


Some Further Notes from Various Sources. 

A number of specimens of clothing, &c., were 
collected from Mrs. W., and were examined at the 
Public Health Laboratory by Dr. Sheila M. Ross, who 
has kindly given me permission to publish the results. 
The specimens were: washing from hands; scraping 
of nails; saliva; clothing—apron, blouse, chemise, 
drawers. No typhoid bacilli were obtained from any 
of these, though a bacillus was obtained from the 
underclothing which in some respects resembled the 
typhoid bacillus. The B. coli was obtained from the 
underclothing. 

Dr. Barbara Cunningham (then assistant M.O.H. for 
Manchester) has kindly given me some further notes on 
the case. She says:— 

14 Mrs. W. was a woman of clean and refined habits. She 
was distressed at being considered a source of infection, and 
gave us every assistance in the investigations. She was 
never found wearing soiled linen. She was usually con¬ 
stipated, and had periodic recourse to salts to secure an 
evacuation of the bowel. When at stool she was, owing to 
her rheumatism, unable to use sanitary paper, but made use 
of long strips of linen.” ._ 

Notes from Monsall Hospital .—Dr. Fletcher, at that 
time medical superintendent, has kindly sent some 
notes on the case. 

Mrs. W. was admitted to Monsall Hospital, Feb. 8th, 1913. 
The general condition was good and the spleen not palpable. 
The Widal reaction was positive; the typhoid bacillus was 
found in faeces and urine from Feb. 14th to April 2nd. 
An autogenous vaccine was given. The first dose was 
100 millions, and it was gradually increased to 1000 millions ; 
there was little or no reaction after inoculations. The only 
medicinal treatment adopted was helmitol gr. 10 t.d.s. from 
March 14th to April 12th. 

After the beginning of the vaccine treatment bacterio¬ 
logical examination of the faeces and urine were made at the 
hospital with the following results :— 


Date. Freces. Urine. 

March 3rd . - -f 

April 1st . - -j- 

,. 3rd . - . 

„ 12th . - . 

„ 27th . - . 


way. 

Post-Mortem Bacteriological Examination. 

After Mrs. W.’s death at Monsall Fever Hospital, the 
spleen, liver, kidneys, and mesenteric glands were 
sent to the Public Health Laboratory for bacteriological 
examination. Cultures made from the liver, spleen, 
kidneys, and glands showed a large growth of the 
B. coli only, but it should be remarked that the organs 
arrived 48 hours after death. In the gall-bladder there 
was a fair-sized gall-stone of cylindrical shape; this 
was cut in half and cultures made from the interior. 
Numerous colonies of the typhoid bacillus was found, as 
well as a bacillus of the Gaertner group. The typhoid 
bacillus was also recovered from the bile, but with some 
difficulty, as it appeared to be growing in symbiosis 
with a Gaertner bacillus; one distinct colony contained 
both bacilli. 


The patient was discharged April 27th, 1913. On May 18th, 
1914, the patient was readmitted in a very emaciated condi¬ 
tion, with a history of hsematemesis and incontinence of 
faeces and urine. She became rapidly worse and died on 
May 26th, 1914. 

Pont mortem.—A oolumnai-celled carcinoma was found 
involving the pancreas and cardiac end of stomach, with 
secondary deposits in mesenteric glands. The gall-bladder 
contained several calculi. On bacteriological examination 
the typhoid bacillus was found in the gall-bladder but not in 
the spleen. 

Remarks. 

Mrs. W. may be regarded as a typical example of a 
chronic carrier, as opposed to the temporary case, 
where the bacilli persist for a limited period only after 
the disease. It is not clear whether the bacilli were 
present continuously or intermittently. Though they 
were always found in the examinations here during a 
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period of six years, yet the specimens were mainly sent 
after the infecting of the various lodgers. 

One point of interest is the clear connexion of the 
gall-bladder with the condition: there were numerous 
attacks of cholecystitis and biliary colic, and it is 
possible that these attacks caused a fresh discharge of 
bacilli into the intestine, then at the post-mortem 
examination gall-stones were present and the typhoid 
bacillus was obtained from the bile and from the 
interior of a gall-stone. Typhoid bacilli were found 
in the bile as long ago as 1888 ; and in 1899 Droba was 
the first to isolate them from the interior of a gall¬ 
stone. Some years ago I examined a number of gall¬ 
stones in association with Dr. E. M. Brockbank, and in 
almost every instance a bacillus of the Gaertner group 
was obtained from the interior, usually in pure culture. 
It is probable that some bacterium is always the centre 
of the crystallisation of the gall-stone. 

Dr. Fletcher makes no mention of any ulceration of 
the intestine, so we may accept the gall-bladder as the 
source of the bacilli found in the faeces; but what of 
their presence in the urine? Ledingham, in a long 
report to the Local Government Board, 2 states that in 
chronic typhoid carriers he never finds the bacilli in the 
urine of a male, and only occasionally in the female, and 
he believes it is always due to external contamination 
and is not found in a catheter specimen. 

In the above recorded examination, while the bacillus 
was always present in the stools, it was found in the 
urine in 55 per cent, of specimens. In Monsall Hospital 
the bacillus was found in the urine on two occasions 
when it was not found in the faces. My view is that 
although it may reach the bladder by external contami¬ 
nation it multiplies there, and is frequently present in 
enormous numbers. During the vaccine treatment, it 
appeared to persist longer in the urine than in the 
faeces. It will be noticed that the patient underwent 
treatment by various drugs, and had a full course of 
vaccine treatment at Monsall Hospital, an autogenous 
vaccine being used. The vaccine treatment appeared 
to be of temporary benefit, but within two months of 
leaving the hospital she had infected another lodger, 
and the bacillus was isolated from the faeces. 
Ledingham 1 states that the only permanent cures on 
record have been due to surgical treatment of the gall¬ 
bladder. 

In this case the Widal reaction was negative at one 
time, but on two other occasions it was positive. 
Ledingham 1 finds in the numerous cases he has 
collected that the reaction was positive in about 70 per 
cent., but there is little evidence as to variation of the 
reaction. 

As to the public health aspect of the case, it is 
evident there should be some compulsory powers to 
prevent a typhoid carrier from taking up any occupa¬ 
tion in regard to preparing or serving food or drink of 
any kind. 

My thanks are due to Professor Del4pine for kind 
advice; to Dr. Niven and Dr. Cunningham, of the 
Manchester Health Office; Dr. Fletcher, of Monsall 
Hospital; and Dr. Ross, of this laboratory, for their 
kindness in permitting me to make use of their reports 
and notes. 


2 L.G.B. Reports, 1908-9. 


Welsh National Memorial.—T he quarterly 
meetings of the National Memorial (Tuberculosis) Associa¬ 
tion, held at Shrewsbury on March 18th and 19th, were of 
unusual interest, in that the newly appointed chief medical 
officer, Professor Lyle Cummins, met the committees for 
the first time. The future medical work of the association, 
which controls over 1000 beds in 18 institutions, in addition 
to tuberculosis dispensaries, was carefully considered and 
planned, and the way in which it will be coordinated with 
organised research set on foot by the Medical Research 
Council was explained. Both the medical staff and the 
medical committee felt that the future of the work had 
better prospects ahead than has been the case since the 
war interfered with progress. Various appointments were 
announced, including that of Sir Robert Philip as honorary 
consulting physician, Mr. W. Thelwall Thomas as consult¬ 
ing surgeon, and Sir Henry Gauvain and Major Alwyn Smith 
as consulting physicians. 


VASCULAR CHANGE DURING UTERINE 
INVOLUTION : 

A STUDY OP THE CONDITION OF THE ARTERIES IN A 
UTERUS REMOVED 24 DAYS AFTER DELIVERY. 1 

BY GEOFFREY EVANS, M.D. CANTAB., 
M.R.C.P. Lond., 

ASSISTANT DIRECTOR OF THE MEDICAL PROFESSORIAL UNIT AT, 
AND ASSISTANT PHYSICIAN, 8T. BARTHOLOMEW'S HOSPITAL. 


During the past 70 years many observers have made 
a close study of the histological changes that occur in 
the uterine vessels in the course of normal involution 
of the uterus after labour. It would seem that after so 
much inquiry there can hardly be any aspect of the 
subject in dispute or new observation to be made. In 
recent years a very complete research into this subject 
has been carried out by Dr. James Goodall, and both 
on account of its intrinsic merit and the fact of its being 
quoted at length in Eden and Lockyer’s “ New System 
of Gynaecology ’ ’ it may be accepted as the standard 
work on the vascular changes that take place in uterine 
involution. The present communication deals with a 
single aspect of this subject—namely, the presence or 
absence of fatty degeneration in the muscle fibres of 
the arteries of the uterus undergoing involution. 

The majority of past observers have found that fatty 
degeneration does occur both in the muscle fibres of the 
uterus and the muscle fibres of its vessels. In fact, 
there is no need to make any distinction in dealing 
with this subject between the muscle fibres in the two 
tissues, because there is no record of fatty degenera¬ 
tion occurring in the one group of muscle fibres while 
absent at the same time in the other group; the con¬ 
verse also holds good. Some have noted the appear¬ 
ance of fatty degeneration at an earlier stage in the 
puerperium than have others, but there has been little 
difference of opinion as to the fact of its occurrence. 
Goodall agrees with the majority of past observers and 
notes the presence of fatty degeneration in the muscle 
fibres of the uterus and arteries of the uterus, and 
states that <( the muscle cells of the parent media 
undergo fatty degeneration at an early stage in the 
process of Involution. ’ ’ 

Description of the Case. 

Dr. H. Williamson has kindly given me the oppor¬ 
tunity of preparing specimens from a uterus removed at 
operation 24 days after delivery of a dead foetus. 

The case was that of a patient, aged 41, admitted to 
St. Bartholomew’s Hospital under Dr. Williamson on 
Sept. 6th, 1919, on account of bleeding from the uterus and 
25 weeks gravid. She was found to have a carcinoma of the 
cervix which extended up to, but did not involve, the 
posterior vaginal wall. The patient had had eight children, 
with straightforward labours and no miscarriages. The 
menstrual history was normal. The present pregnancy was 
normal until the onset of bleeding in April. On Sept. 17th, 
under general anesthesia, the membranes were ruptured 
and abortion induced. At 2 a.m. on the 20th—that is, m the 
twenty-seventh week of the pregnancy—abortion took place. 
The foetus was born dead, but not macerated. On Oct. 14th, 
24 days after the delivery of the dead foetus, Wertheim’s 
hysterectomy was performed and the uterus removed. 

The organ was placed in formol-saline, and at a later 
date parts of it were removed for section. The separate 
parts were embedded in gelatin according to Dr. J. F. 
Gaskell’s method and cut frozen. Sections were stained 
in Sudan III. and acid haemalum, others in Van Gieson 
and acid haemalum, and others in Weigert’s elastica 
and eosin. The advantages of the gelatin method of 
embedding are that the tissue is not raised to a higher 
temperature than 37° C., and is not brought into contact 
with xylol; as a result the cells retain their normal 
form more nearly, and any fat present is not dissolved 
out of the tissues. 

The sections thus prepared show the usual changes 
in the vessel walls characteristic of normal arterial 
involution. The most striking changes occur in the 


1 A paper read at the Section of Obstetrics and Gynaecology of 
the Royal Society of Medicine on March 3rd, 1921. 
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intima; there is a cellular proliferation and hyaline 
swelling of the subendothelial layer, together with a 
swelling and splitting of the internal elastic lamina. 
In the media there is the appearance of a granular 
atrophy of the muscle fibres and a hyaline swelling of 
the intermuscular connective-tissue fibrils. 

Remarks. 

The picture has been often described and does not 
require detailed notice ; in fact, the only point to which I 
would draw attention is the absence of any sign of fatty 
degeneration either in the medial coats of the vessels 
or in the muscle fibres of the uterus. The histological 
picture of the vessels in this specimen are in all 
respects comparable to the changes seen in the involu¬ 
tion of the hypogastric and umbilical vessels after 
birth. I have examined many specimens of these 
vessels up to two years after birth and have not 
observed fatty degeneration occurring in the media in 
any vessel. Neither does fatty degeneration occur in 
the involution of arteries after ligature or thrombosis, i 
nor in the normal involution of the ductus arteriosus; 
in fact, so far as I am aware fatty degeneration is not a 
normal feature of arterial involution. It would appear 
that it is only in uterine involution that fatty degenera¬ 
tion occurs in vessels undergoing this physiological 
change. The absence of fatty degeneration in my 
specimen is therefore in accord with the general 
observations on the changes that take place in arterial 
involution, and it further establishes the fact that 
fatty degeneration need not of necessity occur in 
uterine involution. 

The presence or absence of fatty degeneration in 
uterine involution is a matter of importance to a 
proper understanding of the processes involved 
in the varied arterial lesions described under the 
term of “arteriosclerosis.” Thus Thoma maintained 
that slowing of the blood stream was a dominant factor 
in the production of arteriosclerosis, and he based his 
theory largely on the change occurring in the iliac and 
hypogastric arteries of newly born infants. Thoma’s 
theory of arteriosclerosis is chiefly concerned with the 
process of involution. The weightiest single piece of 
evidence against this hypothesis is the characteristic 
presence of fatty degeneration in the histological picture 
of arteriosclerosis and its absence in normal involution. 
But this distinction will fail if it is established beyond 
doubt that fatty degeneration occurs in the media of 
arteries undergoing involution in the puerperal uterus. 

I do not feel that it is expanding the subject too far in 
applying the observations on arterial changes in uterine 
involution to the wider subject of arteriosclerosis, 
because Goodall follows his observations to the same 
goal, and in discussing their bearing on arteriosclerosis 
he concludes by stating that his work seems to prove 
that both Jores and Thoma are right in their views as 
to the nature of the processes underlying the production 
of arteriosclerosis. 

A Critical Examination of Current Views. 

It is difficult to dismiss the work of past observers 
who have found that fatty degeneration always occurs 
in uterine involution, and at the same time in their 
writings there is not, in general, sufficient detailed 
information given to allow of adequate criticism of 
their material or methods. As regards my own 
specimen it may be objected at once that the 
pregnancy had not gone to full term and that the 
organ was in a condition of subinvolution. This 
criticism is fair, and one of my objects in bringing 
this matter forward is the hope that it may lead to my 
having better material to examine on a future occasion. 
The criticism, however, loses some force in that fatty 
degeneration is absent in my specimen; had it been 
present it might have been ascribed to subinvolution, 
but subinvolution cannot account for its absence. In 
the second place the criticism fails to an extent 
because the material of those who have found fatty 
degeneration in the muscle fibres of involuting uteri is 
also abnormal. I have not read any account of arterial 
changes in human uterine involution which avoid this 
criticism. I 


It would take too long to justify this statement in 
detail, but to illustrate my meaning .1 will take Dr. 
Goodall’s research. It is based on, the examination of 
80 uteri, but the observations on the subject of the 
changes that occur in the puerperal uterus are based 
on only six cases. Goodall states that five of these 
showed subinvolution; in the sixth there was a morbid 
lesion, which one would expect to interfere with the 
process of normal involution. 

It is a mistake to regardGoodall’s observations as a record 
of the changes that occur in normal uterine involution, for 
he states on p. 61 of his monograph that “all the chronic 

inflammatory diseases, blood dyscrasias, . and possibly 

malignant growths modify the normal complete involution.” 
As there is no doubt as to the truth of this statement it is 
fair to assume that any unexpected histological features 
presented by uteri taken from cases in which any of these 
conditions were present are capable of explanation in terms 
of a pathological process rather than in terms of the physio¬ 
logical process involution. Further, in the six cases on 
which Goodall based his observations the cause of death 
was in all cases due to a disease which might in itself have 
caused both vascular disease and fatty degeneration in 
muscle fibres. Thus Case 1 died of “ eclampsia, associated 
with, or caused by, a very grave chronic parenchymatous 
nephritis.” Case 2 died of “ syphilitic arteritis of the brain.” 
Case 3 died of “septicaBmia, secondary to an abscess of the 
breast with subinvolution.” Cases 4 and 5 died of tuber¬ 
culosis of the lungs, while Case 6 died of “acute yellow 
atrophy of the liver, chronic parenchymatous nephritis, and 
broncho-phthisis incipiens.” An interesting comment is 
made on this case, for the author writes: “Hence it 
is seen why Case 6, who had had chronic Bright’s disease, 
followed by acute yellow atrophy of the liver, should present 
such intense degree of incomplete oxidation of tissue,” and 
in another paragraph that “such cases must be looked 
upon as abnormal.” It is obvious that the author recog¬ 
nised his material as being pathological, and he cannot be 
blamed for his work being mistaken for an account of the 
changes that occur in normal involution. When a condi¬ 
tion of suboxidation exists fatty degeneration may be 
expected to occur, and therefore* before it is established 
that fatty degeneration is a part of the normal process of 
uterine involution it must be found to occur in a uterus 
taken from a healthy subject. Further, as regards the 
presence of fatty degeneration in the media of the vessels, 
it must be proved that the other vessels in the body are 
normal in order to exclude the possibility. of the’local 
vascular fatty degeneration being part of a diffuse vascular 
disease. This last condition will be fulfilled, in my opinion, 
if the intimate vasculature of the spleen and kidney are 
found to be normal, because I have found that diffuse 
vascular disease tends to have its chief incidence on these 
two organs. 

Conclusion. 

It must necessarily be difficult to obtain material 
from the human subject which will satisfy these 
conditions, and in the meantime we must rely on obser¬ 
vations made on uterine involution as it occurs in 
animals. 

Such observations have been made on rabbits. 

Broers found that fatty degeneration occurred in the 
muscle fibres of the uterus between the third and thirtieth 
day of the puerperium ; no reference was made to its presence 
or absence in the media of the vessels. Helme made similar 
observations on 10 rabbits, and since his work was primarilv 
directed to this question it is of particular importance. He 
thus states the object of his research : “ The prime question 
that presents itself is: Does a degeneration of muscle cells 
occur?” His answer is: “I have been unable to find a 
single muscle cell whose substance gave the characteristic 
appearances and reactions of fat,” and later he speaks of the 
occurrence of a gradual diminution of the volume of the 
muscle cells of the media, “just as in the muscle cells of 
the uterine wall.” 

Too close a parallel cannot be drawn between the 
changes that occur in uterine involution in animals and 
those that occur iu the human subject. There is also 
a conflict of observation. I think, however, that the 
conclusion is justified that the question of the presence 
or absence of fatty degeneration in the media of the 
vessels in the puerperal uterus is not as yet definite! v 
setlled. 

Goodtt 11, James: Studies from the Royal Vietorin 
Hospital, Montreal, vol. ii.. No. 3, Gyn r • >l<>-v. i. EJeu an I 
i < m-<\> <*r: Now System of Gynaecology, 1917, ii., 130. 3 Gaskell ,T F 
•Jour. Path. Bact.. 1912, July, 58. 4. Broers, C. W. : Virchow s 

Areh., 1895, cxli., 72. 5. Helme, A.: Trans. Boy. Soc. Edin.. 1887 
xxxv.. Part 2. 
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TWO CASES OF PERINEPHRIC ABSCESS. 

By Octavia Wilberforce, M.R.C.S., L.R.C.P. Lond., 

HOUSE PHYSICIAN, ST. MABY'S HOSPITAL, PADDINGTON. 

With a Note by 

Wilfred Harris, M.D. Cantab., F.R.C.P. Lond., 

SENIOR PHYSICIAN, ST. MARY’S HOSPITAL. 


The following two cases of perinephric abscess, 
admitted under the care of Dr. Wilfred Harris (to 
whose courtesy I am indebted for permission to publish 
these notes) at St. Mary’s Hospital, Paddington, and 
operated on within 24 hours of each other, present 
certain features of interest:— 

Case 1.—A. M., male, aged 41, admitted Jan. 8th. Sent by a 
doctor who wrote that he had first seen patient on Dec. 14th, 1920. 
At that time patient complained of great pain in left lumbar region 
radiating forwards toward h the left groin. Temp. 103 ’ F. This condi¬ 
tion continued on and off till Dec. 28th, when pain shifted upwards 
over base of left lung, where signs of pleurisy were noticed, and on 
Jan. 4th on exploration, a haemorrhagic fluid was withdrawn. On 
the 6th a painful tender swelling appeared in the left lumbar 
region. Temp. 101°. Family history of T.B. On admission a further 
history was elicited of a boil in the neck which began during the 
last week in November, 1920. This was incised and drained, and as 
it cleared up early in December the patient first noticed a gnawing 
pain in left lumbar region which gradually became acute; on 
Dec. 14th he took to his bed. 

Condition on admission— Patient appeared wasted, toxic, and 
very weak; T. 102'4°, P. 120, R. 26, and very shallow. Signs of 
plenral effusion over left side reaching to axilla. The urine con¬ 
tained no pus or blood, and only a slight trace of albumin. A 
diagnosis of perinephric abscess with accompanying pleural 
effusion was made, and on Jan. 9fch Mr. C. W. G. Bryan operated 
under local anaesthesia (novocaine), the patient’s condition not 
warranting a general anaesthetic. He first removed by aspiration 
about 2 pints of haemorrhagic fluid from the pleura, and then 
making an incision over the site of the abscess evacuated about 
14 pints of pus. A drainage-tube was inserted for four days, when 
the wound was allowed to heal. Temp, dropped to normal, and 
patient made an uninterrupted recovery with no further chest 
symptoms. 

Pathological report. —(1) Pus: Direct film, many Gram-positive 
cocci, polymorphs and lymphocytes. Cultures: Many staphy¬ 
lococcus colonies. (2) Pleuritic fluid: Many cells, lymphocytes 
rather more numerous than polymorphs, no organisms seen. 
Cultures: No organisms grown. No T.B. found in either 
specimen. 

Case 2.— T. H., male, aged 50. Admitted Nov. 20th, 1920, for 
'’gastritis" and wasting. He gave a history of boils in the anal 
region recurring from May till the end of August, 1920, when he 
had“ influenza ’’ with much vomiting followed by pneumonia and 
“gastritis," He was confined to bed, became much thinner, and 
continued to run a temperature until his admission to hospital. 
On admission he was obviously much wasted, seemed listless, 
T.99*8°, P. 120, R. 26. Heart not enlarged, no murmurs audible. 
Other systems normal. Patient very constipated, carious teeth 
and pyorrhoea present. On Nov. 27th cultures of Staphylococcus albus 
were grown both from blood and urine. A blood count (Nov. 29th) 
showed: r.b.c., 4,000,000; Hb, 54 per cent.; colour index, 0‘6; 
w.b.c., 24,000; polymorphs, 64 per cent.; small lymphocytes, 32'5 per 
cent.; large lymphocytes. 2‘5 per cent.; large hyalines, 1 per cent. 

The patient was treated with an autogenous vaccine without 
benefit, nor did improvement result from extraction of all his 
teeth. Temperature was of ‘a septic typfe, fluctuating between 97'5° 
and 102 4°. Pulse-rate 100 to 120. Constipation remained obstinate 
from admission until Dec. 22nd, when an attack of diarrhtea super¬ 
vened, lasting eight days. On Jan. 10th, for the first time, a small, 
fluctuant, painless swelling the size of a Tangerine orange was 
noticed in the right lumbar region about four inches to the right of 
the spine. This was only slightly tender on deep palpation. A 
blood count now showed : r.b.c., 4,000,000; Hb, 38 per cent.; colour 
index, 0'45; w.b.c., 18,000; polymorphs, 79 per cent.; small lympho¬ 
cytes, 17 per cent.; large lymphocytes. 1 per cent.; large hyalines, 
3 per cent. A perinephric abscess was diagnosed. The patient was 
operated on by Mr. C. A. Pannett and about a pint of pus evacuated. 
Temp, dropped to normal, drainage-tube was removed on the 
twelfth day, and patient was discharged from hospital Feb. 3rd. 

Pathological report—The pus removed from the perinephric 
abscess contained polynuclear cells and masses of Gram-positive 
cocci, presumably staphylococci. Cultures on blood-agar plates 
gave pure culture of a Staphylococcus albus. 

Note by Dr. Wilfred Harris. 

The coincidence of two cases with perinephric 
abscesses, secondary to boils, being met with so close 
together is unusual. Case 1 was admitted and operated 
on as an urgency after my house physician had made 


the diagnosis of perinephrio abscess without my having 
seen it. Case 2 had been a puzzle to us for weeks. 
The patient was evidently suffering from septicaemia, 
and gave a blood culture of Staphylococcus albus , but I 
had examined the patient carefully for signs of suppura¬ 
tion on more than one occasion, nothing more blame¬ 
worthy than pyorrhoea and carious teeth being found. 
Ulcerative endocarditis was considered as a possible 
explanation, though no bruit ever appeared. The man 
gradually wasted and weakened, and undoubtedly 
would have died had it not been that Miss Wilberforce 
in this case also discovered a swelling over the right 
loin. 


A NOTE ON 

HERPES ZOSTER AND VARICELLA. 

By James Watt, M.A., M.D. Aberd., D.P.H., 

MEDICAL SUPERINTENDENT, THE DOWNS SANATORIUM, SUTTON. 


In view of the controversy regarding the mtiologio&l 
connexion of herpes zoster and chicken-pox, every case 
likely to afford any evidence of value ought to be 
reported. 

P. R. M., male, aged 39, was admitted to the Downs Sanatorium on 
July 12th suffering from pulmonary tuberculosis, affecting both 
lungs, mainly the loft, and complicated with chronic bronchitis. 
Tubercle bacilli were present in sputum. Temperature was normal 
till the 26th. On that and the two following days the morning 
temperature rose to98'0° and 98‘2°F., and evening to 99*2° and 99'4°. 
On July 29th, 30th, and 31st the level rose to 98‘6 J to 99' in the 
morning and 99‘4° to 100'2° in the evening. Pulse-rate ranged between 
80 and 92. On the 25th and following days patient complained of 
severe pain in left side and back, and on the 29th a typical herpes 
zoster appeared on the left side, the eruption being confluent and 
covering the left scapula below its spine, extending half an inch 
beyond its inner border. The following day another group of 
vesicles covering an area as large as a penny appeared in the 
middle of the left axilla, and a third area extended from outside 
the left nipple along the fourth and fifth interspaces below it. On 
August 1st a papular eruption appeared with the distribution of a 
small-pox rash, and the evening temperature rose to 101*4° F. The 
papules were profuse on the forehead and the rest of the face, 
scattered on the trunk, and sparse on the upper and lower limbs. 
On the 2nd many were vesicular and of diverse shape and size. 
Chicken-pox was diagnosed, and confirmed by Dr. W. Habgood, 
medical officer of health for Sutton, and later by Dr. F. M. Turner, 
of the South-Eastern Fever Hospital, to which the patient was 
transferred on August 2nd. 

The sequel, however, raised a doubt. Dr. Turner 
has kindly sent the following further notes:— 

On admission this man had obvious herpes zoster. The lesions 
were of very unusual size, but otherwise typical. In addition to 
the herpes lesions he showed numerous small pustules and scabs 
scattered over face, trunk, and limbs, suggestive of chicken-pox, 
and of no obvious distribution or arrangement. On August 17th 
he had a fresh outbreak of herpes along the third and fourth left 
intercostal spaces, the anterior axillary fold, and down the inner 
side of the left arm, with severe pain in all these regions. 
There were some herpetiform spots, also painful, on the right 
side of the chest between the anterior and posterior axillary 
lines. On the 20th there were herpetiform lesions over both 
sides of the chest, a few on the abdomen and on both upper 
arms. There was still considerable pain. Temperature did not 
exceed 99° F. Gradual subsidence then followed. In view of the 
distribution of the second rash, which at first simulated herpes • 
zoster, but later was anomalous both for herpes and for chicken- 
pox, and in view of the rarity of relapse of chicken-pox, I began to 
doubt the evidence of chicken-iiox in the first attack. 

This man had been vaccinated in infancy, and when 
9 years of age had been sent to hospital for small-pox. 
As he was sent home again within a fortnight, it 
probably turned out to be chicken-pox. Neither he nor 
any of his family had previously had herpes, nor had 
any of his six children had chicken-pox. 


Royal Medical Benevolent Fund Guild : 
Bristol Branch.— At a meeting held in the Counoil 
Chamber of the University, presided over by the Lord Mayor 
of Bristol, Mrs. Lauriston Shaw gave an interesting account 
of the work of the guild, chiefly on behalf of needy.dependents 
of deceased medical men, work which is supplementary to 
that of the fund itself. She laid particular stress on the 
valuable assistance to the education of children of medical 
men, which the guild has been able to furnish, and made a 
number of suggestions as to methods of collecting funds. 
The meeting, which was well attended, was also addressed 
by the Lord Bishop of Bristol, the Master of the Society of 
Merchant Venturers, and Mrs. Hugh Stack, the secretary of 
the Bristol branch of the guild, a branch which is the fifth 
largest in the country, with 112 members. 
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A meeting of this section of the Royal Society of 
Medicine was held on March 22nd, Dr. A. F. Yoelcker, 
the^President, being in the chair. 

Dr. F. Parkes Weber read a paper on 

Thrombosis of the Inferior Vena Cava, 
in which he described the case of a patient who had 
been under his care with this condition plus thrombosis 
of both renal veins. 

The patient was a man, aged 40, who had been admitted to hos¬ 
pital under the care of Dr. M. L. Schroeter in September, 1920. In 
the spring of 1919 he had suffered from a septic wound of the right 
hand. This was followed by an attack of thrombo-phlebitis in the 
left lower extremity, and at the same time a gradually increasing 
hydrocele on the left side was first observed probably (as was later 
seen) connected with venous obstruction from throm bo-phlebitis of 
the left pampiniform plexus. The right testis was undescended, 
but could be palpated as a mass about as big as a large walnut on 
the right side of the lower front of the abdomen. The man had had 
gonorrhoea but never syphilis, and his Wassermann reaction had 
been found to be negative on throe occasions. The urine was of 
rather low specific gravity, and contained a trace of albumin; 
no sugar. Otherwise nothing special was found on ordinary 
examination. 

The hydrocele was operated upon at the end of the month. About 
two weeks later thrombo-plilebitis in the right internal saphenous 
vein was observed and was accompanied by slight pyrexia. Sodium 
citrate, 15 gr. three times daily, was prescribed and continued for 
three to four weeks and a diet containing sufficient green vegetables 
and fruit. The fever lasted about ten days. About a month later 
the superficial veins on the front of the abdomen were markedly 
dilated, more especially on the left side, and the circulation in them 
waB from below upwards. There was slight cedeina of the lower 
extremities. After about a fortnight there was thrombo-phlebitis 
in one of the superficial veins on the left front of the abdomen and 
a little temporary fever. 

Early in December the patient was transferred to the medical 
side of the hospital under the care of Dr. Weber. For three days 
he had been passing very little urine. There was no definite ascites, 
but the abdomen was rather full (? venous engorgement). The 
dally quantity of urine was 200 c.cm., the specific gravity was 1012, 
acid, free from sugar, and practically free from albumin. The 
brachial systolic blood pressure was = 165 mm. Hg. There was con¬ 
siderable pain in the lumbo-sacral region for a week and much 
headache for a fortnight. For three days there was apparently 
anuria, which seemed clearly due to thrombotic obstruction in both 
renal veins. He was given two injections of urea (2 g. and 4'2g.) 
subcutaneously on consecutive days and treated by hot hip baths 
for five days. The amount of urine passed increased gradually, 
was of low specific gravity, and contained a little albumin. There 
was occasionally a little vomiting and one short epileptiform 
attack. 

About the middle of December the superficial veins of the 
collateral venous circulation on the trunk were becoming much 
more dilated. There was dullness to percussion at the base of 
the right lung, apparently due to pleural effusion, and afterwards 
a little dullness at the base of the left lung also. Ophthalmoscopic 
examination by Dr. C. Markus showed nothing definitely wrong 
in either fundus. The superficial veins over the back of the trunk 
became collaterally dilated as well as those on the front. At the 
present time the patient's condition was much as at the end of 
January. There had been three transitory epileptiform attacks, 
evidently not of uraemic origin. He was passing about 1450 c.cm. 
urine in the six hours, the specific gravity was about 1015, and 
there was a “ cloud ” of albumin and a few tube casts. There was 
still slight dullness at the base of both lungs behind. 

In discussing the condition Dr. Weber said that, 
apart from thrombotic obstruction of the inferior vena 
cava connected with malignant tumour, thrombo¬ 
phlebitis might follow traumatism, some infection— 
such as typhoid fever, varicella, erysipelas, or, as in 
this case, a septic wound. In such cases the patient 
might recover and live for a long time, but not very 
much was known as to the exact subsequent history 
and the average duration of life. Sooner or later a 
special liability probably developed to attacks of 
thrombo-phlebitis in the enlarged (varicose) veins. 

In 1907 he had seen a man, aged 26 years, whose inferior vena 
cava had become thrombosed seven years previously as a sequel to 
typhoid fever. The thrombosis was associated with the usual 
oedema of the legs and compensatory enlargement of superficial 
veinB, which had reached thoir maximum six weeks after the first 
signs of thrombosis. Since then the man had had throe attacks of 
thrombosis in the left lower extremity and had had varicose ulcers 
and pigmentation of the legs. Dr. Weber had heard that his 
condition in 1912 was much the same as in 1907. 

Dr. J. L. Bunch had recorded a case of traumatic thrombosis of 
the inferior vena cava in a man aged 33, who, three years pre¬ 
viously, after exertion in running, suffered from oedema of the legs, 
and developed collateral enlargement of the superficial veins of 
the abdomen and groin. 


In 1903 Dr. Weber examined an active, fairly muscular, energetic 
man, aged 28£ years, for life assurance, in whom the superficial 
veins of the lower extremities and lower part of the trunk were 
greatly enlarged, doubtless resulting from traumatic thrombosis of 
the inferior vena cava. About five years previously, after a 
carriage accident, his lower limbs had become swollen, and the 
superficial veins of these limbs and of the lower part of the trunk 
began to enlarge. He had been kept in bed for five months. He 
was otherwise in good health, and his urine was free from albumin. 
His life was accepted for a whole-life policy, with 10 years extra, 
and in 1917 Dr. Weber ascertained that the insurance was still in 
force and the man was about to pay his last premium. 

Dr. Weber then gave a short account of the case of 
the late Dr. W. Rivers Pollock, who suffered from 
thrombosis of the inferior vena cava at the age of 
about 24 years. 

The whole history was published by Professor S. G. Sh&ttock. 
because the patient himself had bequeathed the affected parts of 
his body for dissection to the Royal College of Surgeons. When 
the thrombosis occurred (1884) he was in perfect health and won 
the 120 yards hurdle race for Cambridge University against Oxford 
in the record time of 16 seconds, holding his breath through the 
whole race. Immediately after the race was over he lay on the 
grass, and within a few seconds complained of pain in the lumbar 
spinal region. He was kept in bed for six months. The oedema of 
his legs and lower part of the trunk which at once supervened was 
followed in a few days by progressive enlargement of the super¬ 
ficial veins. Albuminuria, which likewise appeared after the 
injury, persisted throughout his life. Death occurred 25 years later 
from tonsillitis and septicaemia. During the last six years of his 
life he had been subject to attacks of thrombo-phlebitis in the 
enlarged saphenous veins. Professor Shattock found that the 
inferior vena cava was converted into a flat impervious ribbon from 
the point of entry of the hepatic vein downwards; both right and 
left renal veins were closed at their entrance to the vena cava, so 
that the return of blood from the kidneys must have taken place 
through the veins of the capsules aud thence by way of the lumbar 
veins through the azygos vessels. Professor Shattock argued that 
the thrombosis .was probably secondary to the rupture of the 
inner coat of the vena cava caused by the violent strain of the race 
with the holding of the breath; he compared the venous condition 
in question (for which he suggested the name “ dissecting varix ” ) 
to the arterial condition known as “ dissecting aneurysm " when, 
owing to some violent strain or previous disease, a rupture of the 
inner coat of the aorta had occurred. 

The paper was discussed shortly by Sir Humphry 
Rolleston. 

A Tuberculosis Immunising Vaccine. 

Dr. Nathan Raw read a paper on this subject. He 
said that in spite of an enormous amount of research 
we had not yet obtained a specific remedy which would 
effectively destroy tubercle bacilli in the body. There¬ 
fore we had to rely on producing a sufficient immunity 
in the tissues to resist the attack of virulent tubercle 
bacilli. This immunity could be obtained (1). by 
increasing the natural resistance by means of in¬ 
creased nutrition and sound hygienic conditions, and 
(2) by producing an artificial active immunity in the 
tissues. At the annual meeting of the British 
Medical Association in 1903 he had expressed the 
opinion 3 that human and bovine tuberculosis were 
separate and distinct infections, producing a different 
set of symptoms in the human body. The lesions 
caused by the human bacillus (direct infection) 
were pulmonary tuberculosis, tuberculous laryngitis, 
secondary intestinal ulceration, and, in some pases, 
lupus. The lesions caused by the bovine bacillus, 
which were generally caused by Infected milk in 
the early years of life, were tuberculous glands, 
mesenteric tuberculosis, surgical tuberculosis, bones 
and joints, &c. (frequently), tuberculous meningitis, and 
some cases of lupus. Dr. Raw said that not only did 
he still hold to this classification and differentiation, 
but he firmly believed that one form of tuberculosis 
conferred an immunity in the body to the other form— 
in fact, that the two varieties of bacilli would not exist 
together in the body at the same time. 

After treating over 2000 cases of tuberculosis in hos¬ 
pital with Koch’s tuberculins, prepared from virulent 
cultures, he had come to the conclusion that, although 
a certain amount of success was obtained, the results 
were not, on the whole, satisfactory. The uncertain 
action of the tuberculin and the alarming reactions 
sometimes produced were very disconcertiug, and 
there was no doubt that in certain cases quiescent 
tubercle was stirred to acute activity. For this 
reason he came to the conclusion that it was 
essential to use cultures of very low virulence 


i Proc. R.S.M., Sect, of Path., 1913, vi., p. 126. , 
The Lancet, 1903, ii., 473. 
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and to avoid, if possible, general febrile reactions. 
The only certain way of permanently attenuating 
virulent cultures of tubercle bacilli was long-continued 
^n4 systematic subculturing spread over a number of 
y$fcrs. In 1906 Professor Koch had given him a pure 
.picture on glycerine agar of human bacilli from the 
.sputum of an advanced case of pulmonary tuberculosis. 
Professor Calmette had supplied him with a pure 
culture of bovine tubercle bacilli from the mesenteric 
glands of a cow, and Professor Bang, of Copenhagen, a 
pure culture of avian bacilli from the liver of a chick. 
These cultures had been subcultured on glycerine 
potato and then transferred to glycerine agar every 
mPfith for 14 years in his laboratory, the present 
'growths representing the 184th generation. The 
growths were still profuse and true to type, but were 
quite noo-tuberculigenic and non-pathogenic to animals. 
v Every year since 1906 he had injected these bacilli into 
animals, and until 1912 had noticed no change in their 
yirulence, i.e., to the 94th generation of subcultures. 
Afterwards attenuation became marked, and by a 
series of animal inoculations in 1913 and 1914 they were 
p]bs6rved to be avirulent. During the war he took the 
Cultures to France and continued the investigation 
tfiere for four years, inoculating hares, rabbits, and 
guinea-pigs in 1916 and 1917. The cultures were in all 
,cases non-pathogenic. In 1919 he inoculated more 
. animals at the Lister Institute with large doses, but no 
, infection was conveyed, and the animals remained alive 
( and well for four months. These experiments, extend¬ 
ing over 14 years, proved that virulent tubercle bacilli 
could be attenuated to such a degree as to be avirulent 
. apd non-pathogenic to highly susceptible animals, and 
showed, in his opinion, that we had a remedy against 
tuberculosis which would be of the greatest value, not 
only in the cure of the disease but in its prevention. 
Natural attenuation, while removing the virulence 
and. toxicity of the organism, enhanced the value 
of the vaccine in treatment. In small-pox the 
immunity derived from inoculation of the virus 
•of vaccinia was considerably greater than that 
which resulted from an attack of variola, because 
the defensive elements of the body had not been 
r weakened in overcoming the virulence of the toxin. 
The treatment of disease by vaccines prepared from 
organisms attenuated naturally meant that the produc¬ 
tion of antibodies would take place rapidly without the 
preliminary shock which invariably followed the 
ejection of a vaccine prepared from a virulent strain. 
Hitherto it had not been possible to test this in tuber¬ 
culosis owing to the length of time necessary to 
produce a non-pathogenic strain of the bacillus. 

His work on animals had shown that immunity 
^against infection was produced by injection of 
^attenuated bacilli, and it was reasonable to suppose 
that the same would hold good in the human. Cattle 
could be rendered immune to virulent bovine bacilli 
by previous inoculation with virulent human bacilli, 
and he was convinced that there was a marked 
antagonism in the human body between human and 
bovine infections; these two organisms could not 
flourish in the body at the same time. A child 
who developed a primary abdominal tuberculosis 
•with involvement of the mesenteric glands or an 
infection of the neck glands, which were usually caused 
by the bovine bacillus, was immune to the human 
bacillus, and young adults attacked by the human 
bacillus, producing primary pulmonary tuberculosis, 
were similarly immune to bovine infections for the rest 
of life. The differentiation between human and bovine 
infections in the body was not sufficiently accurate to 
be decisive. There were atypical strains of bacilli 
which could not be classed with certainty, and the 
varying virulence of these bacilli and their effects on 
susceptible animals were still a matter of some un¬ 
certainty in a fair number of cases. With a view to 
determining whether the disease caused by the human 
bacillus was antagonistic to that caused by the bovine 
bacillus and vice versa, he had instituted a clinical 
Observation on a large soale in a Liverpool hospital of 
•900 - beds, of which he had sole charge for 18 years. 
•During that time he had had the opportunity of 


treating over 10,400 persons suffering from tubercu¬ 
losis in all its forms. There were 200 beds for tubercu¬ 
losis, half for primary pulmonary tuberculosis and half 
for surgical tuberculosis—glands, bones, joints, and 
lupus. During this period there were 4800 cases of 
phthisis and 1820 cases of surgical tuberculosis. In no 
case of primary pulmonary tuberculosis were any of the 
following lesions developed during the course of the 
illness: tuberculosis of bones, glands, skin, or tuber¬ 
culous meningitis. Several cases developed brain 
symptoms during the last stages of the disease, but 
they were due to insanity, toxaemia, or exhaustion, 
and in cases with meningeal symptoms, those examined 
post mortem were found to be of pneumococcal menin¬ 
gitis. Amongst the surgical cases 28 developed lung 
symptoms, and were examined by laboratory methods 
and animal inoculation. Of these, 25 died and were 
carefully examined post mortem. In all cases the 
infection in the lung was either by direct exten¬ 
sion from cervical glands to the apex of the 
lung, or from a primary focus in the abdomen 
through the diaphragm to the bronchial glands 
and lungs. . This clinical experiment convinced him 
that the human body was attacked by two quite 
distinct forms of tuberculosis, one conveyed from 
person to person by direct infection and attacking 
chiefly the lungs, or so-called consumption, the other 
conveyed by milk from tuberculous cows and developed 
in the first few years of life. These two diseases were 
caused by different types of tubercle bacilli which 
would not live in the body at the same time, and one 
disease produced immunity to the other. For this 
reason he always used a vaccine prepared from bovine 
cultures in the treatment of the human infections and 
vice versa. Most cases of tuberculosis were of low 
virulence and, given suitable conditions, were favour¬ 
able for treatment, but in some cases the virulence was 
so high as to destroy the person in a few weeks or 
months, and these were the cases popularly known 
as “galloping” consumption. He thought that the* 
virulence of the tubercle bacillus in this country 
was less than it was 30 years ago; the number of 
deaths from tuberculosis in 1920 in England and 
Wales was 12,000 less than in 1919. A large percentage 
of the population were immunised to some extent 
against further and more severe infection by having 
had a mild infection of tubercle, and if we could induce 
some immunity by artificial means in children whose 
parents were tuberculous, and who, by constant 
association with them, were liable to infection, we 
should have gone a long way towards stamping out 
tuberculosis. 

The vaccine which he had prepared from these 
attenuated cultures was a bacillary emulsion of the 
bacilli, and contained all the products of the bacillus* 
It was non-toxic and avirulent, and produced no 
reaction, even in large doses. For purposes of immun¬ 
isation of susceptible children six injections were given 
at weekly intervals, and repeated in three months. 
The doses recommended were 0*001, 0*002, 0*003, 0*004, 
0*005, and 0*006 mg. No symptoms whatever had been 
observed to follow these injections. In the treatment 
of the active disease the doses used were much large/ 
than had been possible hitherto; and the treatment 
should consist of at least 12 injections given in 
increasing doses at intervals of seven days. The 
doses commenced at 0*0001 and increased to a maximum 
dose of 0*025 mg. The vaccine should be freshly 
prepared from the cultures and should not be used 
after one month. The vaccine could be used with 
complete safety in any stage of the disease, and even 
in advanced cases he had observed great relief from 
night sweats, toxic symptoms, and erratic tempera¬ 
tures. The results in suitable cases were excellent, 
but it would require at least two years accurately to 
gauge the effect of the vaccine for purposes of 
immunisation. 

Discussion. 

Sir James Kingston Fowler said that he agreed 
with Dr. Raw in regarding scrofula and tuberculosis 
as essentially different. He had been led to this con¬ 
clusion by having to estimate the degree of increased 
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liability to tuberculosis of those with cervical scars 
dating from early life. He had rarely seen cases of 
pulmonary tuberculosis in which there were neck scars. 
That some kind of immunity to pulmonary tuberculosis 
was conveyed by the other form acquired in early life 
might be one explanation. Dr. Marcus Paterson had 
told him that he had examined some hundreds of cases 
of pulmonary tuberculosis at the hospital to which he 
was attached, ‘and only a very small proportion of 
the patients had evidence of having had glandular 
tuberculosis in early life. He had never seen a 
case of pulmonary tuberculosis in which he was 
convinced that tuberculin had done any good, but 
this did not invalidate what Dr. Raw had advocated. 
He thought that the evidence pointed to pulmonary 
and glandular tuberculosis being different infections. 
Eighty-five per cent, of cases of glandular tuber¬ 
culosis were bovine, and all, or nearly all, cases of 
pulmonary tuberculosis were caused by the human 
bacillus. 

Dr. Weber said that the therapeutic use of tuberculin 
had now been almost given up all over the world, even 
in the country from which it had originated. Tuberculin, 
unfortunately, did not really produce immunity to 
tuberculosis (that is to say, to tubercle bacilli), though 
it could produce immunity to tuberculin. Granting that 
what Sir James Kingston Fowler had said was true (as 
he thought future statistics would ultimately prove it 
to be)—namely, that persons with “scrofulous” scars 
from infection with bovine tubercle bacilli in childhood 
were comparatively immune to grave pulmonary 
tuberculosis (from human tubercle bacilli), he did 
not take a quite hopeful view, from the thera¬ 
peutic standpoint, as to the probable results of Dr. 
Raw’s method of treatment. There was a great 
difference between persons who had been attacked 
by bovine tuberculosis as children and those injected 
wtyh Dr. Raw’s vaccines. In the former case the 
patients had been inoculated, and actually infected, 
with virulent bovine tubercle bacilli over a long 
period, and even they were not quite invariably pro¬ 
tected from death by subsequent tuberculosis of the 
lung (human tubercle bacilli). What, then, might 
the result be of injections of Dr. Raw’s bacilli, which 
had altogether lost any virulence? He (Dr. Weber) 
thought that the immunity produced even by actual 
inoculation with Dr. Raw’s living cultures of non- 
virulent tubercle bacilli would probably last only a 
very short time. Much more proof to the contrary 
was needed. 

Dr. W. Camac Wilkinson said that the only way to 
prove the incidence of bovine and human tuberculosis 
was to take a long series (300-400) of post-mortem cases 
and work out from the tuberculous lesions the exist¬ 
ence of one or other or both varieties of bacillus. The 
two varieties could exist in the same individual in his 
opinion. Gaffky had found that in 300 consecutive 
post-mortem examinations on children there were 
57 cases of fatal tuberculosis, and in 55 out of the 57 the 
tubercle bacilli were of the human type. In a further 
series of 100 consecutive post-mortem examinations on 
children who had died in a general hospital 21 per cent. 
Of the deaths were due to tuberculosis, and only 
one was due to the bovine bacillus. In Japan the 
cattle were immune to tuberculosis. Where did the 
children get the disease ? In Japan tuberculosis was 
relatively greater than in England. Dr. Wilkinson 
then spoke of the favourable experience he had had 
with tuberculin. 

Dr. C. W. Hutt said that Stanley Griffiths had 
pointed out that a very much larger number of children 
exhibited bovine tuberculosis than Dr. Wilkinson had 
said. 

Dr. Raw said, in reply, that he wished to establish 
the general principle that we had to deal with two 
infections. He had found that tuberculin prepared 
from cultures of low' virulence was much safer for the 
patient than that prepared from virulent cultures. He 
had performed 1800 post-mortem examinations on 
patients who had died from tuberculosis, but had never 
seen tuberculous meningitis occur in a case of primary 
pulmonary tuberculosis. 


WAR SECTION. 

Medico-Military Training. 

A meeting of this section of the Royal Society of 
Medicine was held on March 14th, when Colonel 
H. E. R. James read a paper on the best form of 
instruction for medical students to fit them to take 
their part in case of national emergency. The paper 
is published in full in the present issue of The Lancet. 

Mr. H. Wansey Bayly considered that there was 
urgent need for all medical students to receive some 
course of instruction in duties which they might be 
required to fulfil if called upon for war service. He 
very much doubted the reliability of Colonel James’s 
statement that in future wars only those medical men 
belonging to the Reserve of Officers, or the Territorial 
Force, would be called up, as he believed that in the 
future, as in the past, temporary officers would 
have to be employed. Lack of proper instruction to 
M.O.’s, either before the war or during their military 
service, had entailed much unnecessary loss of life, 
and loss in the value of medical officers’ services, and 
he stated that neither during his service at home, 
nor during his service as battalion medical officer in the 
Guards’ Division, nor as medical officer to a brigade of 
artillery in France, had he ever received any instruc¬ 
tions in his duties, with the result that he, in common 
with many other Territorial and Temporary officers, had 
felt that they had not been so useful as they would 
have liked to have been. It w r as true that orders and 
instructions were constantly being received on paper 
from headquarters, but such orders were liable to get 
lost or destroyed. The inspection and supervision were 
almost nil, so that it depended entirely upon the keen¬ 
ness of the medical officer as to whether he made any 
attempt to carry out the orders that he had received. 
Many medical officers seemed to consider that their 
duties consisted in attending to the sick when at rest, 
or to casualties when in the line, and failed to realise 
that their chief value lay in teaching preventive 
medicine, in carefully supervising the sanitation and 
hygiene of their unit, and in giving instruction in these 
matters to the officers and men. 

In order to endeavour to obtain continuity in 
sanitation he had drawn up some battalion sanitary 
standing orders which, with the sanction of his 
A.D.M.S., were adopted by his battalion and which 
were published in The Lancet of June 16th, 1917, and. 
he believed, were adopted in a few* units. He con¬ 
sidered that the cause of medical students’ and medical 
men’s reluctance in joining medical units at the present 
time could be summed up In one word—distrust— 
distrust of the War Office, based on many bitter 
memories. He considered that the instruction could 
be better carried out by the civilian teachers and 
civilian teaching hospitals than by the R.A.M.C., as the 
really essential portion of such education was very 
simple and did not take long. 

Civil and Military Training Contrasted. 

Mr. T. B. Layton considered that the duties of the 
R.A.M.C. officer have in the past differed from those of 
his civilian colleagues in three ways: (1) He has been 
employed in preventive medicine to an extent unknown 
to members of the civil branch of the profession; 
(2) he is always engaged to a certain extent in 
administrative work; (3) the sick and w'ounded are 
not his personal patients, but they are the patients 
of the corps, coming under him for a short time 
only. He (the speaker) considered it was necessary to 
organise our instructions on the principle of teaching the 
students such subjects as apply especially to military 
work, to which insufficient attention is at present 
paid in the curriculum. In his position as an officer 
the surgeon had certain duties common to other 
branches of the Service, such as procuring food, clothing, 
and quarters ; the power to move bodies of men rapidly, 
which is known as drill; and a knowledge of military 
law. These portions of the student’s education should 
be taught as an irreducible minimum or not at all. 
There are plenty of other subjects to occupy such short 
time as he can spare, which are of vital importance to 
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him as soon as the necessity arises. Advances of surgery 
in future wars would depend almost entirely upon the 
development of medical tactics, and unless we can apply 
to mobile warfare the six-hour ideal from wound to 
operating theatre all advances of civil surgery will be 
applied to military surgery in vain. For the junior ranks 
of the R.A.M.C. Mr. Layton would say it was enough if 
they studied the subject of shock and collapse in its 
relation to the transport of wounded. Hygiene of the 
march cannot be too strongly impressed upon anyone. 
He would have the students study it particularly in 
relation to the weight carried by the soldier and 
the problem of water-supply. He foresaw a great 
struggle with the combatant soldier in the future on 
the weight problem, and every medical man should be 
in the position to give firm advice, on this point. The 
examination of recruits should be limited to men 
who have had training therein. The nation is, he 
believed, now spending thousands of pounds weekly on 
pensions to men with pre-war disabilities, which were 
not noticed on their enlistment forms (B178), or as the 
result of badly done boards (B179) in the early stages 
of demobilisation. He would urge that the chief 
subjects to be taught under the head of sanitation are 
those of food and of the louse problem. Besides that, he 
would teach them how to make a sanitary inspection 
with firmness but politeness. If the medical student 
learns all these things, he will have no time to study 
the army form on which to claim his allowance, how to 
obtain a tablet of aspirin, a bottle of brandy, a bar of 
soap, or a tin of pork and beans—he will learn these 
quickly when he once begins. 

Opportunity for Military Training in the Curriculum . 

Dr. C. H. Miller thought that it would be possible 
for teachers in civil hospitals to point out the objects 
for which the Army Medical Service existed. In the 
field it was the minor malady and the slight wound that 
were important. A man who had sustained a compound 
fracture of the femur was useless to the army for 
many months, if not permanently; and therefore, from 
the army point of view, he was less important than a 
man suffering from I.C.T. It was not only incumbent 
on the student to learn about disease in all its aspects, 
but to realise that it was part of his duties to keep as 
many men fit as possible. 

Dr. H. L.' Eason considered that civilians were 
trained to consider the individual, whereas the army 
medical officer had to consider both patients and 
diseases in the mass. He thought it was impossible to 
give efficient instruction in hygiene and State medi¬ 
cine during the undergraduate’s curriculum, as it was 
already overcrowded; but that some scheme would 
have to be devised whereby the claim for a doctor’s, 
service after qualification is possible for a period of 
6 to 12 months for the purpose of army training. It had 
not always been realised by the R.A.M.C. that the day 
had gone by when they could expect a medical man to 
turn his hand to anything ; this was a day of specialism, 
and some scheme must be devised whereby in a 
national emergency the chief medical officers should be 
allotted to posts for which their peculiar training fitted 
them. He was sure that if medical men were to be 
trained to fit themselves for national emergency, any 
such scheme devised for this purpose must be to a 
large extent compulsory. 

Several other members of the section took part in 
the discussion, all agreeing that the really necessary 
education should be as simple in character as possible, 
and that the elements of war sanitation and hygiene 
were essentials, and expressing the opinion that there 
would be difficulty in obtaining recruits until the 
memory of various grievances (such as higher pay of 
Temporary over Territorial or Special Reserve Officers; 
the employment of specialists in ordinary routine 
work, while persons of no special knowledge were given 
positions as specialists ; the payment of war gratuities 
on substantive rather than acting rank; promotion for 
reasons other than competency, &c.) had become dim 
through the passage of time. The discussion was a 
most interesting one, as contrasting the opinions and 
views of the Regular, and Territorial and Temporary 


branches of the Service; and the practical unanimity 
with which all those speakers who had held Territorial 
or Temporary rank agreed that the present lack of 
enthusiasm for military service amongst civil medical 
men and medical students was largely based on 
undeniable grievances during the late war. 

SECTldN FOR THE STUDY OF DISEASE IN 
CHILDREN. 

Congenital Syphilis. 

At a meeting of this section of the Royal Society of 
Medicine, held on March 16th, Dr. F. S. Lang mead, 
the President, being in the chair, the discussion on 
Congenital Syphilis, adjourned from Feb. 25th, was 
reopened by Dr. H. Mobley Fletcher, whose paper 
appeared at length in The Lancet of March 26th. 

Post-natal versus Ante-natal Treatment . 

Dr. Leonard Findlay 1 said that he would like in 
the first instance to draw attention to the Wassermann 
reaction when properly carried out as being undoubtedly 
the most important aid to the diagnosis of the anomalous 
and late varieties of congenital syphilis. In support of 
this contention he referred to an analysis of 1000 reac¬ 
tions performed for him by Dr. R. M. Buchanan of 
Glasgow, in which the clinical and serological findings 
were contrasted. Cases of undoubted and suspicious 
early syphilis were divided into four groups according to 
the degree of clinical certainty of syphilis or no syphilis. 
In the cases clinically definitely syphilitic the reaction 
was positive in 98 per cent., whereas in those definitely 
non-syphilitic it was negative in 100 per cent. These 
figures, too, were in close agreement with those showing 
the behaviour of the reaction in the mothers of syphilitic 
and non-syphilitic children. Statistically, then, a posi¬ 
tive reaction meant syphilis, and a negative reaction no 
syphilis, at least in the presence of active manifesta¬ 
tions of disease. The serological test was, in fact, more 
frequently in agreement with the pathological lesions 
than the Widal reaction in the case of enteric fever on 
the finding of the tubercle bacillus in phthisis pulmonalis. 

! In view of the above the Wassermann reaction 
should be a great help towards deciding if a particular 
pathological process possessed a syphilitic basis. It 
would be curious if it were only the anomalous forms 
of the disease that gave a negative reaction, and it was 
difficult to understand how the syphilitic infection 
could so profoundly alter the child’s nutrition or call 
forth radical changes in various organs and yet fail 
to induce the usual serological changes. Yet this was 
what many writers inferred to happen. In the presence 
of a negative reaction one demanded very strong clinical 
proof that the diseased condition was of a syphilitic 
nature. As the reaction persisted long after all clinical 
manifestations had disappeared, it should be our most 
delicate test of cure and a good gauge of the efficacy of 
the different methods of treatment of congenital syphilis 
as practised to-day. Treatment with mercury alone 
was most unsatisfactory, because a large proportion of 
the youngest patients died; in his own experience 
70 per cent, of these under 3 months of age. 

With the combined treatment with salvarsan or its 
allies and mercury the mortality of the young patients 
had been greatly reduced, only some 20 to 30 per cent, 
dying, but unfortunately, at least as evidenced by a .per¬ 
sistently negative reaction, a cure was only obtained in a 
proportion of the cases. In children under 1 year of age 
8 per cent, could not be cured with as many as 
14 injections and in children over 1 year of age a cure 
could not be obtained in 50 per cent, of the cases. 
Such a state of matters was one with which no one can 
rest satisfied and contrasted very markedly with the 
results of ante-natal or prophylactic treatment, by means 
of which he had obtained 100 per cent, of successes— 
at least the children had never reacted positively to 
Wassermann’s test nor had they presented any signs 
of the disease, even when observed over as long 
a period as seven years. Perhaps the most striking 


1 Dr. Findlay’s remarks were made at the meeting on Feb. 95th. 
but were not received in time for insertion in our issue of 
March 5th 
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feature of ante-natal treatment was that these women 
continued to bear healthy non-syphilitic infants, 
though no further antisyphilitic treatment had been 
instituted. Ante-natal treatment was undoubtedly the 
treatment par excellence, and should be encouraged by 
us in every manner possible. In his opinion this 
implied notification. By ante-natal treatment all mis¬ 
carriages and Btill-births could be avoided and the 
health of the future progeny ensured. 

Ante-natal andNeo-natal Disease. 

Mr. John Adams confined his remarks to ante-natal 
syphilis, and the disease as it occurs in the newly born. 

Congenital syphilis, he said, was rarely seen clinically in 
young people ana adults, and the treatment of such cases was 
unsatisfactory, whereas the treatment of ante-natal syphilis 
and post-natal syphilis in infants was most encouraging. 
The best time to treat mother and child was at the earliest 
possible moment; the youngest baby he had treated was an 
hour old. The resultswere seen at*once, and there was no 
secondary eruption. The Wassermann reaction rarely 
reverted to positive, and for the past three and a half years 
his cases were tested every three months. The year ending 
August 31st, 1920, was a particularly successful one at the 
Thavies Inn Venereal Clinic for Pregnant Women. Thirty- 
seven mothers had been admitted with syphilis, 37 babies 
had been born alive, one with a positive Wassermann 
reaction, 36 with a negative reaction; none of the babies 
died of syphilis, and no foetus was stillborn from syphilis. 
The babies were treated according to a special scheme, 
which had been found most satisfactory, by intramuscular 
injections of galyl in glucose, intramuscular injections of 
mercury, and mercury by the mouth. 2 He thought 
that, except in the most expert hands, injection into 
the superior longitudinal sinus or external jugular vein 
must be difficult, dangerous, and disastrous. Mercurial 
treatment alone waB too slow, but the results of galyl were 
seen in the baby within a few hours, and in adults within 
an hour. 

When women were infected with syphilis during the 
seventh month of pregnancy the baby was healthy, which 
bore out Dr. Routh’s view as to the protective part played 
by the syncytial cells ; besides this, the lipoids appeared to 
have a protecting influence on the foetus. Dr. Routh, in his 
lecture on Ante- and Post-Natal 8yphilis before the Harveian 
Society in January, 1918, stated that, according to his estima¬ 
tion, 27,000 deaths occurred annually in England and Wales 
alone in the ante-natal period and the week following birth 
as a result of syphilis. It would seem that the reason why 
we saw so few children and adults affected by congenital 
syphilis in clinics was because they had ceased to exist. 

Mr. Adams thought that venereal disease lying-in 
centres should be established in every town with 
medical officers specially appointed to look after the 
cases. He looked forward with confidence to the future, 
expecting that the wastage of infant life from syphilis 
would almost be abolished. 

Dr. Reginald Jewesbury gave the results of the 
first 12 months’ experience in the venereal clinic for 
children at St. Thomas’s Hospital. These results are 
about to be published. 

Infection from the Mother. 

Mr. J. E. R. McDonagh said that if a woman con¬ 
tracted syphilis before the fifth month of pregnancy 
the child always contracted the disease; if she 
became syphilitic during the sixth and seventh 
months the child was affected by congenital syphilis 
in about half the cases, and if during the eighth and 
ninth months the child escaped. 

Many of the infants who escaped infection in utero 
acquired syphilis by direct contact with their mothers soon 
after birth, and quite a large number of cases of so-called 
congenital syphilis were really cases of acquired. When a 
woman contracted syphilis, if she should have nine preg¬ 
nancies, the first and last three were most likely to result 
in abortions, stillbirths, or in the birth of apparently 
healthy children who would show symptoms before the 
ei&th week. Non-syphilitic children were most likely to 
be born in the middle. This was also true of a woman 
who conceived and contracted the disease from the 
embryo (conceptional syphilis). Although this was a general 
rule it must never be forgotten that once a woman had 
borne a syphilitic feetus she was ipso facto herself a 
syphilitic and therefore capable of infecting all her future 
offspring, even if the father had never had the disease. A 


2 Royal Society of Medicine: Section of Obstetrics and Gynaeco¬ 
logy, Nov. 7th. 1918; Nov. 4th, 1920; The Lancbt, 1918, ii., 707, and 
1920, ii., 990. 


syphilitic woman, therefore, should be treated throughout 
the whole period of each succeeding pregnancy, irrespective 
of the amount of treatment she had already undergone. 

With regard to the effect on the child of the treatment of 
its syphilitic mother, he said that, provided that the mother 
had had treatment throughout the whole of pregnancy, or 
when the disease was first diagnosed, one might expect the 
birth of an apparently healthy child. Without being able 
to give the exact percentage, he had formed the opinion 
during the last ten years that the majority of those 
apparently healthy children were really syphilitic. They 
did not develop symptoms before the sixth week, as 
used to be the case in the pre-salvarsan era, but at the 
age of 4 years or more developed eye, ear, or nervous 
troubles which did not respond to treatment. The syphilitic 
child in utero might be so influenced by the treatment 
of its mother as to behave like an acquired syphilitic 
whose response to the disease had been cut so short by 
treatment that when a recurrence appeared the lesion apea 
the primary sore. He now always treated for two to three 
ears every child born of a syphilitic mother, however 
ealthy at birth it might appear to be. Whether such a 
course would prevent syphilis hereditaria tarda only the 
future would show. 

Value of Serological Tests. 

As to whether pathological tests were of any value in dis¬ 
cerning which children were syphilitic and which were not* 
he said that it \vas the rule for children born of treated 
syphilitic mothers to be serologically negative and to remain 
so till clinical manifestations appeared, even if they did not 
appear for some years, therefore a negative complement- 
fixation test could never be held as signifying that the child 
was not syphilitic. In cases in which the test was positive 
during the first months treatment only very slowly rendered 
it negative, and without treatment it tended to become 
negative about the age of puberty. When the test became 
positive for the first time three or four years after birth, it 
remained positive for the rest of the patient’s life irrespective 
of the amount of treatment he or she underwent. If &- 
mother gave a positive reaction at the time of birth the 
umbilical blood was usually positive as well; and even the 
infant’s blood might be positive, although the child was not 
necessarily syphilitic, as, for instance, when the mother 
contracted the disease at the eighth month. Therefore a- 
positive reaction given by a child at or soon after birth was- 
not proof positive that the child was syphilitio. 

Mr. McDonagh thought that we should see less early 
congenital syphilis in the future, but much more 
syphilis hereditaria tarda, especially in cases of late 
congenital nervous syphilis. It was impossible to say 
yet whether treatment of both the mother and the 
child would prevent this. On the other hand, it was 
possible to assert that pathological tests would neither 
help in prognosis nor indicate whether a case was- 
cured or not. 

Interstitial Keratitis. 

Mr. H. Neame discussed the results of treatment in 
38 consecutive cases of interstitial keratitis. The 
treatment consisted of one, two, or three intravenous- 
injections of novarsenobillon or diarsenol. Mercury by 
the mouth was given simultaneously. 

Of the 38 cases 24 were suitable for inclusion in a group 
with a view to estimating the value of the treatment. In 
this series the arsenical preparations combined with mercury 
had not prevented five patients, who had come for treat¬ 
ment with keratitis in only one eye, from involvement 
of the second eye. Three had still only one eye involved. 
The evidence as to whether treatment prevented other com¬ 
plications, such as choroido-retinitis, was insufficient. There 
were five cases with this complication in the series. Three 
of these were old cases; one had been under treatment for 
interstitial keratitis in one eye, the other eye having been 
diseased six years before; the last had had the disease and 
was treated by other means for nearly a year before arsenic 
injections were given. Of the rest of the series there were 
only three in which choroiditis was possibly present. Ii 
was probable that the arsenical preparations had an effect on 
the choroid, since it was a very vascular structure. With 
regard to the effect on interstitial keratitis already estab¬ 
lished, it would appear from the visual acuity results in this 
series and from Wallis’s experiences in 1913 that arsenical 
preparations had some influence in improving the final 
j vision and in its more rapid attainment. With the growth 
of prophylactic treatment during pregnancy it was possible 
that the incidence of interstitial keratitis, like that of other 
manifestations of congenital syphilis, would dwindle. 

Changes in the Teeth. 

Mr. A. T. Pitts spoke of the teeth in congenital 
syphilis, and said that although we were not now so 
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completely dependent on clinical manifestations for 
diagnosis since the introduction of the Wassermann 
reaction, yet the presence of certain dental dystrophies 
peculiar to congenital syphilis was still a sign of 
considerable positive value. 

The teeth which showed characteristic modifications were 
the upper central incisors and the first permanent molars. 
The former were described by Hutchinson in 1858, and the 
latter appeared to have been recorded by Moon, the dental 
surgeon to Guv’s Hospital, in 1878, and were often spoken of 
as Moon’s molars. There were two elements in a typical 
“Hutchinson’s” incisor, the narrowing toward the tip 
and the notch. The first indicated an alteration in the 
whole architecture of the tooth, and would suggest that 
before calcification commenced the cells of the tooth 
germ were affected by the syphilitic virus. The notoh 
would appear to be due to a true hypoplasia, due to some 
interference with calcium metabolism, and comparable with 
the hypoplasia seen in rickets and other disorders of child¬ 
hood. Mr. Dolamore had suggested that this might not be 
an essential part of the syphilitic manifestation, but due to 
some intercurrent illness* of malnutrition. Stein had stated 
that there were four stages in the life-history of a syphilitic 
tooth: (1) a diminution in breadth and an area of badly 
formed enamel at the cutting edge on eruption; (2) wearing 
of the cutting edge, which left the typical notch; (3) oblitera¬ 
tion of the fiotcn from wear to only a slight bevel on the 
anterior edge ; and (4) obliteration of the notch and so much 
of the tooth that its diagnostic value vanished. 

It must be admitted, however, that though this grouping 
of the life-history of the Hutchinson tooth was attractive, 
its clinical history was not absolutely conclusive. It 
should be remembered, however, that there might be 
an early stage when the notch was absent, and an 
undue insistence on its presence might blind an observer 
to the significance of a tooth unnotched, but with 
a marked, narrowing toward the cutting edge. In his 
opinion, the enamel of syphilitic teeth was usually normal 
and showed no greater liability to caries than any other j 
teeth. The view that mercury was the cause of hypoplastic 
teeth was not generally held nowadays. The lateral 
incisors of the upper jaw and the lower incisorB might also 
show the characteristic shape, but much less commonly, 
and only rarely without the upper centrals being affected. 
Moon’s teeth also showed a diminution in breadth towards 
the masticating surface, and shared the characteristic 
alteration in their architecture. The cusps were stunted 
and rounded; Moon described them as “ dome-shaped,” 
and an American writer had recently described them as 
the “ mulberry ” molar. Their appearance was equally 
characteristic with Hutchinson’s teeth, but had to be dis¬ 
tinguished from hypoplasia. In syphilis the molar tooth 
seen from the side view was dome-shaped, almost conical, 
and without the bulge of enamel usually present. The 
masticating surface was a fiat plateau on which the rounded 
stunted cusps projected like small beads. 

Another sign of congenital syphilis described by Sabouraud 
was said to affect the upper first molars only, and consisted 
of an accessory cusp on their internal surface at the anterior 
corner. This was a frequent malformation and often existed 
alone in a mouth whose dentition was otherwise regular and 
normal. It occurred in so large a proportion that it must be 
an anatomical variation, and he thought it was without 
pathological meaning. The same variation was sometimes 
found in the upper second deciduous molar. With regard to 
the milk dentition he was doubtful whether there was any 
condition which could be regarded as truly diagnostic of 
congenital syphilis, although the changes might be 
suggestive. A few cases of Hutchinson’s teeth in the 
milk dentition had been recorded, among which were 27 
cases recorded by Parrot, who, however, regarded rickets as 
a syphilitic manifestation. Calcification of the deciduous 
incisors commenced at the sixteenth to eighteenth week 
of intra-uterine life, and syphilis attacking the foetus at 
that early stage was more likely to cause its death. This 
was probably the reason why a dental manifestation in the 
milk dentition was so rare. He suggested that some of 
the examples of Hutchinson’s teeth recorded in the 
deciduous dentition might really have been cases of caries 
which had produced notches. 

One disorder found in milk teeth, undoubtedly associated 
in some cases with congenital syphilis, was hypoplasia. 
Out of 4000 children he bad only been able to collect 20 cases. 
It must be caused by faotors operating before birth, and as 
syphilis was the disease which was most important at 
tms period, it was reasonable to suppose that it must be 
included among the diseases which caused defective 
development of the deciduous teeth. There were, however, 
other causes, such as malnutrition of the mother, and a 
laok of vitamines in the maternal diet. Such must be 
eommon in mothers of the poorer classes, and yet hypoplasia 
of the milk teeth was very rare. It was of interest that out 


of his cases four occurred in congenital syphilitics, and in 
these the hypoplasia was especially well marked. 

Without being dogmatic on sach scanty evidence he 
would like to suggest that on a priori grounds congenital 
syphilis should be regarded as one of the causes of 
hypoplasia of the milk teeth, and that any well-marked 
case should arouse a suspicion sufficient to warrant 
further investigation. 

Infrequency in General Practice . 

Dr. Ronald Carter said he had had 25 years’ 
experience in general practice and 14 years at infant 
welfare work, and congenital syphilis was, in his 
experience, a comparatively rare disease. 

He referred to a passage in Dr. Amand Routh’s address 
last November on Latent Syphilis, in which he quoted 
some statistics of Dr. Helen Campbell, chief medical 
officer of the infant department of Bradford, on the fre¬ 
quency of congenital syphilis in industrial cities. Of 2172 
infants born in 1918, 1606 were registered; the infant 
mortality was due to congenital syphilis in 80 per cent, 
of the deaths. Dr. Campbell ascribed these startling 
figures “to the fact that congenital syphilitic infants are 
peculiarly selected for attack by respiratory, gastro¬ 
intestinal and specific infections, such as measles, <&c., 
which kill them in much larger numbers than infants not so 
affected.” Dr. Carter pointed out that no pathological 
report of the cases was given and that, therefore, these 
statistics were of no value. They oould not in any way 
represent the frequency of the disease amongst the industrial 
population. 

He regretted that statistics which were so unreliable 
should have been quoted. 

A Summing-up. 

The President said that in the few minutes that 
remained he would not attempt to summarise the dis¬ 
cussion, but would mention one or two important 
conclusions which could be drawn. On the diagnostic 
side it was clear that the general opinion was that a 
positive Wassermann reaction was good evidence of the 
presence of syphilis, except within a short time after 
birth, whereas there was some difference of opinion as 
to the value of a negative reaction. He thought that 
Mr. O. L. Addison’s contribution had shown conclusively 
that what was generally known as syphilitic epiphysitis 
was really a manifestation which was very generally 
distributed through the osseous system, a conception of 
the disease which was not as well known as it should 
be. The importance of X rays therefore in diagnosis, 
especially on the surgical side, was evident. Sir Humphry 
Rolleston, as also Dr. Morley Fletcher, had broken a great 
deal of new ground, and had stimulated us to the closer 
investigation of a large number of disorders of doubtful 
aetiology. He was sure that they would be the first to 
agree that some time must elapse before we could 
postulate the influence of syphilis in their production. 
Of extreme practical importance was the general agree¬ 
ment upon the value of antisyphilitic treatment of the 
pregnant mother. The discussion had been a very 
valuable one in many ways, and if it had done no more 
than bring this point of view decisively before the 
profession it had played a very useful part. 

Sir Humphry Rolleston, in his reply, said that he 
thought that some of the most important contributions 
to the discussion were those on the special subjects. 
There was clearly a difference of opinion as to the 
incidence of the disease. The view taken by Dr. Morley 
Fletcher that there had been a change in type was very 
interesting. _ 


South-Western Ophthalmological Society.— 
The meeting of this society, held on March 9th at the 
Bristol Eye Hospital and presided over by Mr. E. Richardson 
Cross, was well attended, in spite of the scattered nature 
of the area covered by the society. The morning was 
devoted to examination of a number of interesting cases, 
among which may be mentioned one in a child, shown by 
Mr. A. N. Godby Gibbs (Bristol), which illustrated very well 
the difficulty of distinguishing between glioma and pseudo- 
lioma retinea. After luncheon the meeting was addressed 
y Mr. R. J. Coulter (Newport) on Some Squint Problems. 
In this he adopted heterodox views in order to provoke 
discussion, and a good debate ensued. 
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An ordinary meeting of this society was held on 
March 18th at 1, Upper Montague-street, W.C., 
Dr. F. E. Fremantle, M.P., the President, being in 
the chair. Forty-one new members were elected. 

Dr. A. T. Nankivell (M.O.H., Poole) read a paper on 

The Relation of the Laboratory to Preventive Medicine . 

He spoke of the present-day cry for 44 economy,” and 
said that it would be well if the people would rather 
ask for “science,” for where the voice of the scientist 
was heard economy and thrift had followed. If the 
public would follow their scientific advisers, the health, 
and therefore the prosperity, of the community would 
be vastly bettered. The people were very ignorant of 
the science of public health. They knew little of the 
triumphs over malaria, plague, cholera, enteric, diph¬ 
theria, anthrax, and tetanus, and while they were aware 
that the Panama Canal existed, they were ignorant of 
the work of the scientists who conquered disease and 
made its construction possible. The first person to 
realise the value of the laboratory to the health depart¬ 
ment was Dr. D. S. Davies (M.O.H., Bristol), who 
was a pioneer in the large scale bacteriological examina¬ 
tion of diphtheria contacts. The speaker heard with 
regret that some M.A.B. hospitals were discharging 
their diphtheria cases without swabbing. In Poole, 
where active swabbing was performed, including all 
sick school children and all cases of sore-throat, 
purulent nasal discharge, and discharging ears, the 
case mortality from diphtheria was only 3 per cent. 
Perhaps the laboratory was most useful in connexion 
with the diagnosis of diphtheria and tuberculosis. 
To-day in England and Wales practically all counties 
and county boroughs had their own laboratories or 
arrangements with laboratories at hospitals or uni¬ 
versities, but many smaller towns and rural districts 
had no adequate arrangements. There was no doubt 
that with adequate staffing small laboratories were 
most useful, especially in saving time in connexion 
with diphtheria swabs. Every whole-time M.O.H. 
should have a laboratory to deal with diphtheria, 
sputa, ringworm hairs, blood, faeces, and water 
samples. In the larger places they might undertake 
all pathological work, including morbid histology 
and animal inoculation. General practitioners made 
much use of such facilities, and small fees might be 
charged, which were welcome in place of the fancy 
prices charged by some laboratories. In Poole the 
laboratory at a flat rate of Is. 6d. per specimen was 
almost a paying concern. A fully-equipped county labora¬ 
tory might extend its scope still further to agricultural 
bacteriology, for example. Chemical analysis should 
be left to the public analysts. The Dawson Report 
foreshadowed laboratories at the primary health 
centres, but Dr. Nankivell suggested that the family 
doctor, in respect for whom he yielded to no one, is but 
rarely competent to manage a laboratory, and that it 
would be better to continue to use the existing labora¬ 
tories of the public health departments. The crying 
need of to-day was research and a close cooperation 
between the statistician, the epidemiologist, and the 
laboratory. Every M.O.H. who has a laboratory might 
undertake some research. To them was given the 
opportunity, and they would only have themselves to 
blame if others took the chance which they had missed. 

Dr. C. W. Ponder (Pathologist and Assistant M.O.H., 
Kent) said that at his county laboratory they examined 
20,000 specimens last year. They served a population 
of one million, and 450 doctors were continually sending 
specimens. No charges were made, and the inclusive 
cost for a year, after the deduction of £570 received back 
on account of venereal work, was £1250. The charge at 
a commercial laboratory would have been over £3500. 
He was not quite so sure of the value of swabbing in 
dealing with the prevention of diphtheria in large 
populations, though he realised that it gave good results 
in isolated communities. A special use of the laboratory 


was in educating the practitioner. Bacteriology was of 
great importance in dealing with typhoid fever, and he 
instanced an outbreak at Strood from infected water- 
supplies which was nipped in the bud by action taken by 
Dr. W. G. Howarth following upon the discovery in the 
laboratory of four simultaneous positive Widal reactions 
from that town. He thought that for poor people the 
public health laboratory should do non-infectious work, 
such as vaccines, sections, and blood examinations. Why 
should not the present local and county laboratories be 
linked up with the primary and secondary centres of 
the Dawson Report? In connexion with diphtheria 
swabs, delay in the post was a great trouble. He found 
that nearly 90 per cent, of positive diphtheria swabs 
were diagnosable by direct smear before culture, and 
this method should always be practised. 

Dr. J. A. Watt (M.O.H., Ilkeston, and T.O., Derby¬ 
shire) said that the Derbyshire laboratory also dealt 
with the whole county. No charges were made. He 
agreed with the practice of taking no swabs from 
diphtheria cases on discharge from hospital. He believed 
that the cases which persisted in giving positive swabs 
over a long period did no harm. In typhoid fever it was 
most important to test the blood of all cases of illness 
in the family. He was in favour of attaching small 
laboratories to the primary health centres, if started. 

Lieutenant-Colonel J. A. Anderson, R.A.M.C. 
(Assistant Director of Hygiene, R.A.M. College), 
stated that in the army there was better coopera¬ 
tion between the hygienist and the pathologist than 
in civil life. Close intimacy was essential, and 
chemical, entomological, and biological laboratories 
were needed as well as bacteriological. In Salonica he 
had found all these necessary in dealing with ^malaria. 
Through laboratory work they had found that the 
application of cresol to pools, &c ., gave better results, 
than the oil which was available. The education of 
the general practitioner was more important than of 
the sanitary specialist in this respect. The speaker, 
wondered whether the mobile laboratories, which were 
so valuable in the war, would not also be useful in civil 
practice. 

Dr. E. W. Goodall (Metropolitan Asylums Board> 
agreed that every health authority should have a well- 
equipped laboratory. In collaboration with the late 
Dr. Washbourn he had had a good deal to do with 
the inclusion of bacteriology in the curriculum for 
medical students. He felt, however, that they had not 
got from bacteriology all that- they had at one time 
expected. At his hospital they did not swab diphtheria 
cases on discharge. He took this course with a full 
sense of responsibility and in the knowledge that the 
cases were carefully watched by the M.O.H. For many 
years he had insisted on three negative swabs before 
discharge, but the results under that system had been 
no better, and return cases as common. Swabbing had 
been as devoid of results in connexion with post- 
scarlatinal diphtheria. The swabbing of all admissions 
and the isolation in a separate ward of those with 
diphtheria bacilli had not made the least difference to 
the incidence of diphtheria in the scarlet fever wards. 
They found that 10 per cent, of the scarlatinal 
admissions were reported as positive and had to be 
isolated. He questioned how many “positives” were 
really virulent bacilli. There was work which showed 
that only those from recent cases of diphtheria were 
virulent. The needless discovery of harmless positives 
was a nuisance. The matter was certainly one which 
urgently needed settling. He thought that valuable 
statistical comparisons might be made between M.A.B. 
hospitals having different practices in regard to 
swabbing. In connexion with the remarks on the 
laboratories proposed in the Dawson Report, h© 
reminded the meeting that these were proposed for 
clinical and not for public health purposes. 

Surgeon Rear-Admiral P. W. Bassett-Smith (R.N. 
College, Greenwich) said that the greater part of naval 
medicine was preventive, and that laboratory work was 
of the greatest importance. They had laboratories on 
all great ships and in all hospitals. The medical 
personnel was well versed in laboratory procedure, 
and the hygiene officers in close touch with the 
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laboratories. They regarded it as important that no 
diphtheria cases should go back to the crowded 
conditions on ships until three negative swabs had 
been obtained. Where they had positive results and 
no clinical signs, virulence tests were done. At 
Greenwich School they practised widespread swabbing 
daring the occasional diphtheria outbreaks. The 
laboratory was very important in the discovery of 
typhoid carriers. Laboratories should not be too 
small, as numerous places cannot all have expensive 
equipment and trained bacteriologists. 

Dr. R. Veitch Clark (M.O.H., Croydon) had found 
that it was a sound economic proposition to run a fully- 
equipped laboratory for a district of about 200,000 popu¬ 
lation. In closed communities, such as schools and 
orphanages, he had been able by examination and 
swabbing to stop persistent outbreaks of diphtheria. A 
laboratory was essential both for clinical purposes and 
for administrative preventive medicine. He had greatly 
regretted, in connexion with two outbreaks of infective 
jaundice, that he had not a well-equipped laboratory at 
his disposal. He instanced dental decay, pyorrhoea, 
pseudo-rheumatic conditions, and the use of vaccines 
in respiratory diseases as requiring research. It was 
also required in connexion with school medical work, 
which was too much concerned at present with the 
mere piling up of statistics. M.O.H.’s should make 
special note in their annual reports of such conditions 
and epidemics as demand researoh, and of the 
difficulties experienced. 

Lieutenant-Colonel F. Harvey, R.A.M.C. (Deputy 
Director of Pathology, War Office), remarked that Dr. 
NankivelTs laboratory work in France was well known 
to him. He referred to the early systematic bacterio¬ 
logical work at the R.A.M. School at Netley. In 1898 
they had there an excellent course with which was 
associated the names of Sir Almroth Wright, Sir 
David Semple, Sir William Leishman, and Sir William 
Horrocks. In the army there was a very close link 
between public health and the laboratory. 

Dr. 8 . Monckton Copeman (Ministry of Health) said 
that too much prominence had been given to swabbing 
and “carriers’* in diphtheria, and great expense was 
often wasted in this connexion. Seven per cent, of 
the population harboured diphtheria bacilli (so-called) 
in their throats. Virulence tests must be done, and if 
virulent the result was much more important. What 
was to be done with the carrier when discovered ? 
Sections of the tonsils showed that the bacilli were 
usually deep in the crypts and not on the surface, and 
therefore surgery should be thought of. Recent 
American work claimed value for the testing of com¬ 
munities by the Schick reaction and the injection of 
toxin-antitoxin mixtures to produce immunity in those 
who were found by this reaction to be susceptible. 
The immunity thus produced was said to last three 
or four years (instead of a few weeks only, as 
when antitoxin only was injected), and the likelihood 
of anaphylaxis was said to be less. The Schick 
reaction could be tested again to determine whether 
the immunity had persisted. The results of the 
reaction indicate that many acquire immunity in a 
diphtheria outbreak without getting the disease in 
•clinical form. Experiments were to be carried out 
shortly at Bristol on these lines. Where there was a 
good university laboratory Dr. Copeman thought it was 
better to make use of it than to start one independently 
in the health department. In any case he did not 
-approve of the multiplication of small laboratories. 

Dr. T. Shadick Higgins (M.O.H., St. Pancras) 
doubted whether even the virulence test was sufficient 
to substantiate the dangerousness of so-called diph¬ 
theria carriers. He instanced work which he had done 
at Birmingham in collaboration with Dr. C. J. Lewis, in 
which scarlatinal convalescents were found frequently 
to have in their noses diphtheria bacilli which on 
isolation proved to be virulent to guinea-pigs. These 
patients had not infected any members of their families 
with diphtheria, though many of them had caused 
return cases of scarlet fever. 

Dr. Herbert Jones (M.O.H., Herefordshire Com¬ 
bined District) said that he now discouraged the 


swabbing of diphtheria contacts, and that the results 
were no better than in the absence of swabbing. They 
must rely more on the virulence test. They might be 
doing harm in relation to public opinion by pushing 
such bacteriology too much to the front. 

Dr. T. Evans (M.O.H., Swansea) remarked that it 
was his practice in dealing with diphtheria contacts in 
schools to swab only cases with clinical signs, espe¬ 
cially nasal discharge, enlarged glands, anaemia, or 
recent sore-throat. He questioned whether the Schick 
reaction could be applied to large populations. He 
instanced various directions in which laboratory 
research was needed, and claimed that there was no 
necessity for separate laboratories for bacteriological 
and pathological work. 

The President observed that the discussion had 
centred too much round the subject of diphtheria. He 
said that the value of laboratories in military medicine 
had been proved over and over again. At the present 
time our difficulty was that we knew far too little to 
enable us to interpret bacteriological results, and the 
chief need was for research. The M.O.H. could spend 
his time most profitably in administrative work, and 
should not devote himself overmuch to petty laboratory 
work. There should be only one laboratory for a given 
area, which should do all the civil work required in the 
district, as well as naval and military work. , They 
must press ahead, but go very carefully. Medical 
students should be turned out in the future with 
complete bacteriological knowledge. 

Dr. Nankivell briefly replied. 


Meeting of the Welsh lira tick. 

A meeting of the Welsh Branch of the Society of M.O.H.’s 
was held at Shrewsbury on March 19th, Dr. Colston 
Williams in the chair. A paper was read by Dr. Howard 
Jones in which he described steps taken in Newport to 
improve existing housing conditions, first by persuading 
occupiers to carry out improvements recommended bv the 
health authorities, and then, through frequent insjiection, 
by insisting on tenants maintaining hygienic conditions. 
Great advance in the direction of raising the amour propre 
of the tenants was stated to have been obtained without 
proceeding to legal compulsion. 


MEDICAL OFFICERS OF SCHOOLS 
ASSOCIATION. 


Cw'poral Punishment in Schools. 

At a conference of this Association, held on 
March 18th, representatives were present from every 
class of educational institution. Mr. R. C. Elmslie, 
the President, referred to a previous meeting at which 
the medical aspects of the matter had been discussed 
and a resolution passed:— 

“ In view of the evidence of damage from caning on 
the hand, and the possibility of consequent impairment of 
function, this society is of opinion that caning an the hand 
should be forbidden.” 

That resolution had been sent to the Home Office, 
the Board of Education, and the Ministry of Health. 

Dr. E. H. T. Nash referred to instances of injury he had 
seen, and to a questionnaire he had sent round, to which 
there was an almost unanimous reply that whilst corporal 
unishment was an occasional necessity it should never be 
y caning on the hand. He advocated the tawse as used in 
Scotland, or else the cane on Nature’s appointed place. 

Canon A. A. David, Headmaster of Rugby, thought 
punishments had much decreased in the past 20 years. 
Boys were better trained in preparatory schools and enjoyed 
much increased activities, so that masters could concentrate 
on positive encouragement and guidance rather than on the 
negative restraints and the rod. The less boredom existed 
the less need for punishments, but the element of fear was 
still necessary. If they caned they must hurt. He would 
not give up the stick, but it was not displayed or used 
indiscriminately. 

Mr. C. W. Crook, ex-President of the National Union of 
Teachers, said the elementary school teacher was at a 
disadvantage compared with the public school masters, as 
he had not the power of expulsion. The risks of caning 
had been much exaggerated. A body like the London County 
Council, responsible for a million children, would not have 
adopted caning on the hand with the restrictions they had 
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without having some idea that it was the best form of 
punishment; and if not that, what was there for girls ? 
An elementary school teacher who applied the rod to the 
back and raised wheals would soon find himself before the 
magistrate accused of brutality. He found the mere entry 
of a boy’s name in the punishment book often sufficient. 
The time had not yet come when the medical profession 
could convince those responsible for elementary education 
that, if they punished at all, it must be elsewhere than on 
the hand. 

Dr. W. Gripper, M.O., Royal Female Orphanage, found 
corporal punishment necessary. It was administered by 
the matron in camera. He could not say that caning on 
the hand was really bad. 

Mr. M. J. Rend all, Headmaster of Winchester College, 
regarded caning on the hand as a distinct blunder. They 
thought of the hand as sacred at Winchester and avoided 
damage even for a (short space of time. Punishment by 
prefects (senior boys) for quite trivial offences was very 
useful under careful regulation. The difference in opinion 
between the elementary school and.public school view was 
remarkable and he hoped would be overcome. 

Mr. W. Sharman, London Teachers Association, instanced 
a case where a teacher who had caned an insolent boy on 
the body had been punished himself by reduction of salary 
representing 60 times the amount he would have been fined 
bad he assaulted the boy in the street. 

Mr. J. R. Eccles, Headmaster, Gresham’s School, Holt, 
said he came into personal touch with all his 250 boys, and 
had not caned a boy in his own house for a dozen years. 
Caning was not degrading ; it might be necessary, but should 
always be on the buttocks. He was wholly against birching 
or the frequent use of corporal punishment. He had 
used deprivation of games or privileges as a substitute 
punishment. 

Mist Deane, Kentish Town Secondary School, had doubts 
as to the efficacy of any corporal punishment. For girls in 
secondary schools it was unknown, and, from what had 
already been said, seemed rather an acknowledgment of 
failure on the part of the teacher. 

Mr. L. Lumby, National Union of Teachers, said that 
caning on the hand should never leave a bruise. If the tawse 
was recognised it would much simplify matters. 

Mr. Guy Kendall, University College School, used two- 
hour periods of detention, which had resulted in corporal 
punishment becoming obsolete, not because it was not 
wanted, but because there were persons who could not be 
trusted with it. 

Rev. Cecil Grant, St. George’s School, Harpenden, com¬ 
menced his teaching career strongly opposed to corporal 
punishment, but had reluctantly come to the conclusion 
that there were occasions on which it was essential. 
Detention and deprivation were, however, good substitutes 
on most occasions. 

The President said that there had been practical 
unanimity amongst the medical members that the use 
of the cane on the hand was unjustifiable, and that they 
must condemn it whatever the teacher might say. He felt 
with the Head of Winchester that there was too wide an 
interval between the public and elementary school standards, 
and that the traditions which led to the present regulations 
in the public schools were of great value and should be a 
guidance to all teachers. 


WEST LONDON MEDICO-CHIRURGICAL 
SOCIETY. 


A meeting of this society was held at the West 
London Hospital on March 4th, Dr. F. J. McCann, the 
President, in the chair, when a paper was read by Dr. 
Bernard H. Spilsbury on 

Instrumental Abortion. 

Dr. Spilsbury said that abortion was a practice by no 
means confined to civilised communities and instanced 
some of the crude methods in use amongst primitive 
races—e.g., pummelling the abdomen with stones. For 
the production of abortion the most effective methods 
were those in which violence or other physical agents 
were applied directly to the uterus. Success depended 
upon the amount of the local disturbance and to some 
extent upon the readiness of the uterine reaction, a 
factor which varied in different individuals. 

The following were some of the commoner methods 
used 

(1) Passing an instrument into the cervical canal or into 
the body of the uterus. Id self-attempted abortion the 


favourite instrument was a hatpin, crochet hook, or a 
skewer. Skilled abortionists resorted to more suitable 
instruments, such as catheters. Without the requisite 
anatomical knowledge a woman was unlikely to pass an 
instrument into her own uterus, unless prolapse was 
present, when she might be successful. 

e lntravaginal injections of various fluids. 

Intrauterine injections of fluids, of which soap 
tion was a favourite. Even scalding water had been 

(4) Blowing air through a catheter passed into the uterus. 

(5) Manipulation of the external os uteri with the hand. 

(6) Packing the vagina. 

(7) Abdominal massage of the uterus. 

(8) The local application of electricity. 

(9) Dilatation of the cervix and immediate removal of the 
products of conception, a method chiefly employed by medical 
practitioners. . 

The dangers of instrumental abortion were three— 
viz., infection, hemorrhage, and shock. 

Infection was favoured by the large raw surface in the 
uterus and the proximity * of large blood-vessels to the 
placental site. Streptococci and the colon bacillus were 
the most frequent infecting agents. In fatal cases the 
course of infection varied greatly. At the one extreme 
was a rapidly fatal septicaemia with little or no local 
suppuration, and at the other was a prolonged septicaemia 
ending in pyaemia. Septic pulmonary infarcts were common. 
Massive embolism of tne pulmonary artery might occur. 

Haemorrhage alone was occasionally responsible for death 
when the placental site was damaged or the uterus per¬ 
forated, but it was more frequently associated with septic 
infection in fatal cases. 

Shock often occurred at the moment of passage of an 
instrument into the uterus and was usually transient, but 
occasionally instant death occurred. This might also result 
from the injection of fluid into the uterus. 

Discussion. 

The President referred particularly to treatment of 
cases of attempted abortion. Treatment mast be 
prompt and first directed to a thorough cleansing of the 
whole genital passages. If this proved ineffective 
there should be no hesitation in opening the abdomen 
and, if necessary, removing the uterus.—Dr. A. 
Lapthorn Smith endorsed the President’s statements, 
and pointed out that the doctor’s first duty was to save 
the patient and not that of detective. It was always 
wise in these cases to call in the aid of another practi¬ 
tioner, both for his medical assistance and to avoid any 
appearance of secrecy. After cleaning the passages he 
advised the free use of powdered boric in the vagina.— 
Dr. W. H. Willcox congratulated Dr. Spilsbury on his 
comprehensive paper, and referred to Dr. Spilsbury*s 
unrivalled experience of these cases during the last 
15 years. He said that frequently instrumental abor¬ 
tion was aided by ecbolic drugs given either before or 
after the mechanical interference. He was glad that 
two important points had been emphasised—viz., that 
the mere passage of an instrument into the pregnant 
uterus might cause sudden death. Several instances 
of this had occurred in recent years. The second point 
was the extreme rapidity with which septicaemia often 
occurred, since in many instances septic organisms 
were directly introduced into the peritoneal cavity.— 
Dr. J. A. Mansell Moullin agreed with what had 
been said regarding early treatment. Free drainage of 
of the infected uterus was imperative, with laparotomy 
if necessary.—Dr. A. Knyvett Gordon said that from 
his experience in the treatment of a large number of 
cases of puerperal septicaemia he had come to regard 
the administration of large doses of anti-streptococcic 
or anti-colon bacillus serum (according to the bacterio¬ 
logy of the case) as the most valuable constitutional 
remedy we had. At least 100 c.cm. should be given in 
2 pints of saline into the subcutaneous tissues. He 
strongly deprecated the use of vaccines in acute cases. 
It was wrong in theory and disastrous in practice.—Dr. 
F. G. Lloyd said that these cases were always unsatis¬ 
factory from the practitioner’s standpoint. He strongly 
advocated sharing the responsibility with another prac¬ 
titioner in suspected cases of criminal abortion. He 
pointed out that any deposition made by the patient 
could only be taken as evidence if the patient fully 
appreciated that she was beyond hope of recovery. 
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into Satires of gaafes. 


Public Health and Insurance. 

American Addresses by Sir Arthur Newsholme, 

K.C.B., M.D., F.R.C.P. London: P. S. King and 

Son. Baltimore: The Johns Hopkins Press. .1920. 

Pp. 270. $2.50. 

The publication of these addresses, delivered in 
various American cities during 1919 by a man with 
the extensive experience of Sir Arthur Newsholme, is a 
matter of interest to a wide circle. In the first lecture, 
which reviews public health progress in England during 
the last 50 years, the author refers regretfully to the 
effect of perfunctory economic teaching, to the neglect 
of the public health side of the Poor-law organisation, 
and to the creation of independent local insurance 
committees, which he considers the greatest blunder 
of a National Insurance Act, “which was conceived 
ill-advisedly, had too short a gestation, and suffered a 
premature and forced delivery.” In the second lecture 
there is a word of warning for eugenic enthusiasts. 
“ Public health embraces some eugenic elements and 
may comprise more when eugenists have accumulated 
adequate non-fallacious evidence on which to base 
valid conclusions.” In the same lecture there is also 
a much-needed defence of representative government 
and a plea for decentralisation. We cordially agree with 
Sir Arthur Newsholme that a central authority should 
not have to concern itself in minutiae of local administra¬ 
tion, but should devote itself to the larger general issues, 
and to raising the work of all local authorities to the 
same level of efficiency. Sir Arthur Newsholme has 
much to say about “the ad hoc vice,” the need for the 
abolition of small and relatively inefficient local 
authorities and the creation of “complete local Parlia¬ 
ments dealing with all Governmental concerns.” A 
considerable amount of space is also given to a dis¬ 
cussion of the great need for an improved medical 
service, and of how the service should be built up. 

The disadvantages of publishing in one volume a 
number of separate addresses are referred to in the 
preface; repetitions are unavoidable and are particularly 
noticeable in the statement of the case against the 
Insurance Act. Every lecture is of great interest, though 
•perhaps Lecture VII.—The Obstacles to and Ideals of 
Health Progress—best illustrates the author’s grasp of 
his subject. It seems unnecessary to predict that this 
volume will be widely read and to suggest that every 
student of sanitary or social reform will act wisely in 
making a careful study of its pages. 


Manual of Medical Jurisprudence and Toxi¬ 
cology. 

Fourth edition. By W. G. Aitchison Robertson, 
M.D., F.R.C.P.E., F.R.S.E., Lecturer on Medical 
Jurisprudence and Public Health, School of Medicine, 
Royal College of Surgeons, Edinburgh. London: 
A. and C. Black. 1921. Pp. 414. 12 s. 6 d. 

That Dr. Aitchison Robertson’s manual should have 
gone through four editions since 1908 is alone proof 
of its recognised usefulness to students studying for 
examinations. In earlier editions public health has 
been included with medical jurisprudence and toxi¬ 
cology, but now it has been found more convenient to 
deal with public health separately. As it stands, the 
volume on medical jurisprudence and toxicology is 
packed with valuable matter in a condensed form. 
The author disclaims any intention to do more 
than instruct students without competing with the 
ampler text-books provided for practitioners and 
lawyers. In the circumstances it is natural that 
he should not cite authorities for all the varied infor¬ 
mation that he gives. However, for a writer who 
deals with legal topics, reference to authorities* is a 
useful check. F6r example, Dr. Aitchison Robertson 
goes rather far in saying that when a defence of insanity 
is raised at the trial of a criminal charge the test is the 
power of the accused to control his actions. Bo far as 


England is concerned it is hardly true to say that what 
is known as the Rule in M‘Naughton’s case is obsolete.' 
Many medical men have argued that it is capable of 
improvement, and juries have not always been induced 
to apply it strictly, but the change here, at any rate, 
has not gone further than that. 


Anxiety Hysteria. 

Modern Views on Some Neuroses. By C. H. L. 
Rixon, M.D., M.R.C.S., Senior Neurologist, Ministry 
of Pensions Neurological Hospital, Exeter; and 
D. Matthew, M.C., M.B., Ch.B., Neurologist to the 
same hospital. With a Foreword by Colonel Sir A. 
Lisle Webb, K.B.E., C.B., C.M.G., &c., Director- 
General of Medical Services, Ministry of Pensions. 
London : H. K. Lewis and Co. 1920. Pp. 124. is. 6 d. 

The authors have written a little monograph on 
anxiety and conversion hysteria as seen by them in a 
wide experience of the neuroses of war. The book 
follows more or less didactically the common lines of 
psychopathology, symptomatology, diagnosis, and treat¬ 
ment, and if it contains no striking novelties (not, 
perhaps, that such are now to be expected) it embodies 
much sound and useful teaching. In particular, the 
diagrams given in the first 'Of the above-mentioned 
sections are eminently calculated to enable the general 
practitioner to form a better idea than he is otherwise 
likely to get of the mechanisms concerned in the 
production of hysterical symptoms—i.e., the mental 
mechanisms. For while reference is duly made in the 
text to such physical symptoms as tremor, ocular 
symptoms, sweating, palpitation, vasomotor and pilo¬ 
motor symptoms, &c., no attempt is made to explain 
the physiological mechanism of their production, im¬ 
portant though this must obviously be, and no correla¬ 
tion of neuroglandular or neuronal disorder with 
psychological disorder is envisaged. We are, it is true, 
told that the vasomotor system is very liable to be 
unbalanced as the result of the emotional conflict, 
but in the symptomatology of hysteria there is 
more than a mere secondary effect on neuronal 
function of primary psychological disturbance. It is 
the peculiar nature of the disorders on the physio¬ 
logical level that calls for minute and unprejudiced, 
investigation. ^ 

Taken as a whole, nevertheless, and considering the 
expressed aim of the book to be a. guide for the general 
practitioner dealing with cases of hysteria on medical 
boards, we are of opinion it serves a useful purpose. 


Hypnotism. 

An Introduction to the Study of Hypnotism , Experi¬ 
mental and Therapeutic . Second edition. By H. E. 
Wingfield, M.A., M.D., B.C. Cantab., Consulting 
Physician, Royal Hants County Hospital. London: 
Bailliere, Tindall, and Cox. 1920. Pp. 195. Is, Bd. 

The second edition of Dr. Wingfield’s introduction to 
the study of hypnotism should go far towards removing 
the prejudice still lurking in some quarters against the 
more general use of the procedure as a psychothera¬ 
peutic method of service in selected cases. Describing 
in simple and direct terms his exact technique, Dr. 
Wingfield substantiates his claim to enduring results in 
many instances by a series of brief clinical records, the 
value of which is undoubtedly increased by his candid 
admission of the limitations of the method and by his 
expressed unwillingness to hail in hypnotism a panacea 
for epilepsy, morphinism, dipsomania, stammering, and 
what not. Owing to the vogue of psycho-analysis as a 
therapeutic process hypnotism has perhaps somewhat 
fallen into the background; yet Dr. Wingfield’s experi¬ 
ence is that in the latter method lies a powerful factor 
in the unearthing of repressions supposedly accessible 
only to the former, and since psycho-analysis is in 
many cases practically an impossibility, more use might 
certainly be made of hypnotism. For a sane, cautious, 
and discretionary advocacy of the treatment of neurosis 
by suggestion with or without actual hypnotisation we 
can recommend the physician to turn to Dr. Wingfield*a, 
book. 
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Nerves and the Man. 

A Popular Psychological and Constructive Study of 

Nervous Breakdown. By W. Charles Loosmore, 

M.A., Brown Scholar at Glasgow University. 

London: John Murray. 1920. Pp. 234. 6#. 

We hope the day is far distant when the medical 
man will become so knowledgeable from the perpetual 
imbibition of strictly professional treatises that he will 
refuse to learn anything from those outside the pale of 
the Medical Register. As it is, there is, and has always 
been, a tendency to ignore contributions to therapy 
emanating from lay sources, doubtless because such 
are often characterised by one-sided presentation of the 
particular thesis advocated—a failing, however, not con¬ 
fined to non-professional contributions. The student of 
functional nervous disease, remembering that he must 
treat the whole man—body, soul, and spirit—and con¬ 
scious that a knowledge of human nature is worth tons 
of text-book lore, will hail a kindred mind and appre¬ 
ciate innumerable therapeutic hints, no less valuable 
because not couched in technical language, as 
revealed in Mr. Loosmore’s “Nerves and the Man.” 
The management of the neuropathic individual is as 
onerous as his treatment, and none can manage 
others to whom his own mental trends, intellectual 
and affective, are as a sealed book. For ever treating 
others, the physician is too often forgetful of the old 
adage “Know thyself.” A useful corrective is to be 
found in the slender volume under review, which we 
have perused with pleasure and profit no less for its 
literary garb and style than for the thread of sound 
common sense interwoven throughout. At critical 
periods in a man’s life certain phrases, certain thoughts 
couched in an epigrammatic form, it may be, have 
proved often enough precious pegs on which to hang up 
his troubles, and though possibly Mr. Loosmore’s 
“restful phrases” have more of a religious cast than 
certain others, the principle is absolutely sound. The 
reader will find a charm in scanning the pages of this 
little guide to self-knowledge and in applying to himself 
the wisdom gleaned from many fields and admirably 
set out by its author. 


Anatomy of the Brain and Spinal Cord. 

Fifth edition. By Ryland Whitaker, B.A., M.B. 

Loud. Edinburgh: E. and S. Livingstone. 1921. 

Pp. 262. 12*. 6 d. 

We welcome a new issue of a book which has always 
been a favourite with those who desire more than a 
purely superficial acquaintance with the intricacies of 
the central nervous system. This edition has been in 
part rewritten and rearranged by the author and makes 
a small volume of description easy to read and follow, 
with illustrations clear and good, if sometimes rather 
small. The main portion of the book is descriptive 
anatomy, and can be heartily recommended to the 
student. The last chapter deals shortly with develop¬ 
ment and is more in accordance with common form; 
here we would point out that the infundibulum is not 
to be described with strict accuracy as developing from 
the telencephalon. A slip of such sort, however, does 
not detract from the value of the book as an exposition 
of central nervous anatomy and arrangement, and it is 
from this point of view that we offer it welcome. 


Text-book of Embryology. 

Third edition, enlarged. By (the late) C. W. 
Prentiss and Leslie B. Arey. London and 
Philadelphia : W. B. Saunders Company. 1920. 
With 388 illustrations. Pp. 412. 27*. 6d. 

The Embryology of the late Professor Prentiss was a 
well-known book which, after his untimely death, 
passed into other hands for its second and third 
editions: in these hands it has more than retained 
its position among students in America. It deals 
with the development of the human, pig, and 
chick embryos from the laboratory and student’s 
point of view, and gives clear and well-illustrated 
accounts of the processes. But, as we have had 


occasion to point out with reference to several 
works emanating from the other side of the Atlantic, 
the foundation is practically altogether German, and it 
may be said that embryology in England has gone 
beyond the level adopted in these works. We may add 
that one of the very few references in this book to 
English work is to the demonstration of the maturing 
human ovum by Professor A. Thomson, which is 
regarded as hardly conclusive. This is of course a 
matter of opinion, but those who had the good fortune 
to be present when Professor Thomson demonstrated his 
specimens will hardly agree with it. We say this in no 
spirit of rancour—the book is an excellent one, so far as 
it goes, but we do not consider that it goes far enough 
for English students. A meed of congratulation is due 
to the publishers for the way in which the volume is 
turned out. 


Physical Chemistry. 

Prakticum der Physikalischen Chemie insbesondere der 
Kolloid-chemie. Ffir Mediziner und Biologen. Von 
Prof. Dr. med. Leonor Michaelis. Berlin: Julius 
Springer. 1921. Mit 32 Text-abbildungen. Pp. vii. 
+ 160. M.26. 

This book contains a description of over 70 experi¬ 
ments in physical chemistry which Professor Michaelis 
has devised for his numerous pupils; they have been 
gradually evolved during the course of many years, 
partly in conjunction with his colleague, Professor P. 
Rona. The names of these authors are well known to 
all biochemists, and we have pleasure in recommending 
this volume to our readers, as the experiments will 
be found of value alike by the beginner and by the 
more advanced worker. Before each group of experi¬ 
ments there is a short explanatory section stating 
upon what principles the method depends or what is 
its importance in biology. The experiments are 
arranged methodically, though not always in accord¬ 
ance with the physical subject-matter. Thus, they 
begin with the simple “series” experiment of deter¬ 
mining rennin and pepsin, and lead on, through colloidal 
precipitation, determination of hydrogen-ion concentra¬ 
tion by means of indicators, surface-tension, diffusion, 
adsorption, to the measurement of electrical conduc¬ 
tivity and electro-motive force. Every experiment is 
clearly and neatly described, the more complicated 
being greatly assisted by the many excellent diagrams 
of apparatus. 


Physiology of Protein Metabolism. 

By E. P. Cathcart, M.D., D.Sc., F.R.S. (Mono¬ 
graphs on Biochemistry.) London: Longmans, 
Green, and Co. 1921. Pp. 176. 12a. 6 d. 

This monograph, like all others in this excellent 
series, is an example of the best method of crystallising 
out what is really known from what is surmised. It 
deals with the digestion, absorption, and subsequent 
history of protein in relation to the economy of the 
body as a whole, and in relation to the physiology of 
starvation and work. Though some overlapping with 
Dr. R. H. A. Plimmer’s monograph on the “Chemistry 
of the Proteins ” is inevitable, the balance between the 
purely chemical and the biological is well preserved. 
The subject is one of peculiar intricacy. In its broadest 
outlines protein metabolism can no doubt be presented 
in an apparently simple and conclusive manner, but 
when we come to look a little deeply the simplicity 
vanishes. It is unfortunately true that few but pro¬ 
fessional physiologists are likely to appreciate this volume 
to the full, but the fault for this does not lie with its 
author. Even the chemistry of the proteins is a clear 
and well-explored domain when compared with the 
physiology of protein metabolism. But it must not be 
imagined that the subject is a dull one, or that Professor 
Cathcart has not dealt with it in a satisfactory way. 
Indeed, his own researches in this field qualify him to 
write with that clearness and vitality which pertain 
only to first-hand knowledge. Despite the vast amount 
of work which has been done since the days of Volt, 
there is as yet no unanimity of opinion on any of the 
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fundamental physiological questions of protein meta¬ 
bolism—for example, on the minimum protein require¬ 
ment or the relations of protein to the energy needs of 
the body. The perusal of the present volume leaves us 
with a stronger impression than ever that we have now 
much information but little knowledge on the subject; 
doubts, unverified hypotheses, and unsolved problems 
cropping up on almost every page. An important object 
of these monographs is to consolidate our advances and 
to gain observation posts for future work. The author 
has admirably accomplished both of these aipns. The 
large and up-to-date bibliography (25 pages) is a useful 
feature, but it should be pointed out that some at least 
of the references in the text are not to be found therein. 
One of these is to work done by Mrs. G. D. Cathcart. 


Six Papers bt Lord Listrr. 

With a Short Biography and Explanatory Notes by 

Sir Rickman J. Godlee, Bart. (Medical Classics 

Series.) London : John Bale, Sons, and Danielsson, 

Ltd. 1921. Pp. viii. + 194. 10*. 

This little volume is one of a series dealing with 
“ some of the most epoch-making contributions to 
medical science," published under the general editor¬ 
ship of Dr. Charles Singer. It is Intended to follow 
this volume with others treating of Pare, Laennec, 
Auenbrugger, Hippocrates, and Galen. It is eminently 
fitting that the work of a man whose researches revolu¬ 
tionised surgery should lead the series, and we must 
congratulate Sir Rickman Godlee upon his illustrative 
selection and also tor his biography, though there are 
naturally, as Sir Rickman Godlee confesses, many 
regrettable gaps. However, we have papers upon the 
Early Stages of Inflammation, on Anaesthetics, on a 
New Method of Treating Compound Fractures, a 
Demonstration of Antiseptic Surgery, on the Nature 
of Fermentation, and an address on the Present 
Position (1890) of Antiseptic Surgery, delivered before 
the International Medical Congress at Berlin. Of 
these papers the two upon Compound Fractures 
and upon Fermentation are perhaps the most 
interesting, and give a very good picture of Lister's 
patient way of working and of the honesty in which 
he always set forth his failures together with his 
successes; it is interesting, too, to compare the paper 
upon Fermentation (1877) with Tyndall’s treatment of 
the same subject in 1876. 1 There is, by the way, what 
seems to us a somewhat misleading statement in a 
note (p. 95) to a passage in the paper on compound 
fractures—“Carbplic acid is almost absolutely in¬ 
soluble in water," for the crystalline purified variety 
which is mentioned in the note is soluble in 1-14 of 
water at 56° F. 

The collected edition of Lord Lister's papers is* 
expensive and the selection now before us will help 
many who have neither the time nor the opportunity to 
read the full collection, to realise what manner of man 
Lister was, and how great is the debt which suffering 
humanity owes to his patient studies. 


Chemical Pathology. 

Fourth edition. By H. Gideon Wells. London and 

Philadelphia: W. B. Saunders Company. 1920. 

Pp. 695. 35*. 

This text-book has now reached its fourth edition, 
and has been revised and additional new matter 
incbrporated without any serious increase in size. Dr. 
Wells gives a review of general pathology from the 
standpoint of the chemical processes involved. The 
importance of a knowledge of the chemical changes 
induced in various morbid anatomical states cannot be 
too fully emphasised. We know of no other book which 
really attempts to describe these changes with such a 
thorough review of the literature. For example, the 
well-known amyloid degeneration is described, including 
its chemistry, and the views which have been put 
forward as to its origin. If one refers to the book 
for information on such subjects as calcification, fat 

1 Fragments of Science, vol. ii., p. 251. 


necrosis, the composition of exudates and transudates, 
or of gall-stones, a good account will be found, with 
abundant references to the literature. 

The book can be recommended not only to the 
pathologist but to the student who is desirous of 
obtaining information on chemical pathology, and thus 
bridging the gap between his knowledge of chemical 
physiology and general pathology. It can also be 
recommended to the clinician, since in it he will find 
abundant information on the present state of our 
knowledge of the chemical changes induced in disease. 
The chapter on anaphylaxis is good; a difficult subject 
is clearly dealt with, modern views being discussed. 
The chapter on the chemistry of growth and repair, 
including as it does an excellent summary of our 
knowledge of deficiency diseases, and the part played 
by vitamines is also worthy of special mention. In 
passing we observe that Dr. Wells is inclined to 
regard pellagra as a deficiency disease, and it is there¬ 
fore included in this chapter. The chapter on patho¬ 
logical pigmentation deals with the chemistry of 
pigments, a subject of absorbing interest, and the 
relations of the various pigments are here described. 
A good account of melanin and lipochromes will also be 
found in this chapter, as well as a description of blood 
pigments. The so-called toxaemias are exhaustively 
considered from the chemical point of view, and the 
physician will obtain much valuable information from 
a perusal of the book, particularly with regard to 
uraemia, the toxaemias of pregnancy, and acidosis and 
ketosis. The difficult and complex problem of intestinal 
toxaemia has attracted considerable attention amongst 
medical men ; a large number of diseases have been 
ascribed thereto, and it is of interest that the advance- 
of chemical knowledge tends to minimise the import¬ 
ance of this as a cause of disease. 

Dr. Wells has produced a really excellent work which: 
can be recommended to all interested in the subject of 
chemistry as applied to medicine, and for the mass of 
readable information and the copious references to the 
literature contained therein. 


Books for Nurses. 

1. Medicine for Nurses. By JOHN HENDERSON, M.D., 
Ch.B., F.R.F.P.6. Glasg. London: Edward Arnold. 
1921. Pp. 263. 8*. 6 d. 

Although Dr. Henderson's book should prove of 
undoubted value to nurse-students who prefer to study 
special books on the special departments of nursing, 
it cannot be said that it is a particularly useful addition 
to nursing literature, and the information it offers in no 
way excels that contained in any comprehensive text¬ 
book on general nursing. Dr. Henderson explains that 
care has been taken to select only essential material, 
but it must be realised that the finesse of nursing 
depends largely upon a full understanding of the details 
which underlie good technique, and although the nursing 
and treatment are given in conjunction with each disease, 
one could wish for a more graphic description of nursing 
methods. The subject-matter is well arranged, and 
specially commendable is the short introduction on 
surface anatomy to each class of disease. The book 
can be recommended to students who are under the 
close supervision of a ward sister or sister-tutor respon¬ 
sible for the correct application of the treatment 
prescribed. - 

2. Bandages and Bandaging for Nurses. By M. CORDELIA 
Cowan. London and Philadelphia: W. B. Saunders 
Company. 1920. With 189 illustrations. Pp. 177. 
10 *. 6 d. 

The excellent illustrations which make up the greater 
part of Miss Cowan's book almost convince us that it 
may be possible to achieve success in the difficult art' 
of bandaging without the aid of a demonstrator. So 
realistic are the reproductions of the methods employed 
that each step may be closely followed until the 
required result is reached. We congratulate Miss Cowan 
upon the concise and attractive form in which she has 
presented her subject, and regret only that the present • 
price of her book may prevent many English student- 
nurses from purchasing it. 
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The Mother and the Infant. 

By Edith V. Eckhard. London : G. Bell and Sons, 

Ltd. 1921. Pp. 256. 6s. net. 

This is a new volume of the Social Service Library, 
under the general editorship of C. R. Attlee. Miss 
Eckhard, who is a tutor in the Ratan Tata department 
of Social Science in the University of London, in con¬ 
junction with which the books in this series are 
published, has contributed an account of the aims 
and activities of the child-welfare movement, at least 
as far as these concern the child up to school age. Miss 
Eckhard points out how far the scope of voluntary 
organisations is enlarged by the growing activities of 
the State, and lays stress on the many ways in 
which a closer cooperation between these public and 
private bodies can be made effective. The main 
interest and value of the work, indeed, lie in the con¬ 
structive and very practical suggestions scattered 
throughout its pages; and, though for many of the 
problems raised the author frankly acknowledges that 
there is no one solution, there is nothing vague or 
nebulous in the way in which the facts and the 
difficulties alike are faced. 

The opening portion of the book describes the need 
for child-welfare work, and the growth of the move¬ 
ment from small and humble beginnings, the succeeding 
chapters dealing with the expectant mother, child- 
welfare centres, creches, day nurseries, and other 
organisations. There is a useful chapter on Workers 
and Training, in which is criticised the inadequate 
training, both theoretical and practical, allowed by the 
two years’ course for health visitors; it must, indeed, 
be difficult to plan the time-tables in view of the wide 
range of subjects to be covered. 

The book, as a whole, bears evidence of careful 
thought, and is one which will repay study by the social 
science worker of to-day. 


The Literary Year-Book, 1921. 

London: Routledge and Sons, Ltd. Liverpool: 

Editorial Offices, 67, Dale-street. 8s. 6 d. 

In amount and arrangement of matter this issue is 
the best which has appeared. The Directory of Authors 
and Journalists, with a note on pseudonyms, occupies 
some 300 pages, and quantity of output must in such a 
work of reference determine to a considerable extent 
the amount of space allotted to each writer rather than 
his or her literary position. Mr. Thomas Hardy, Miss 
Marie Corelli, Mrs. Irene Osgood, and “Rita” tie 
with 15 lines apiece, and Sir Hall Caine and Mr. 
John Galsworthy with 14. Mr. Bernard Shaw does 
not detail his work, and fills only nine lines, while 
Sir Harry Johnston and Mr. E. V. Lucas each occupy 
22. There are notable omissions, but it is impos¬ 
sible that this should be otherwise ; everyone who 
writes is not an author, and when he may be said 
to become one defies definition. In a sense medicine 
has not, perhaps, been adequately noticed—neither 
Sir Clifford Allbutt nor Sir Almroth Wright are to be 
found in the directory, though the letters after the 
Poet Laureate’s name serve to remind us that he is a 
medical man. The medical author, however, is an 
excellent example of the writer whose literary output 
is usually subservient to his proper calling. Our 
sympathies go out to the compiler of this list, who can 
have no arbitrary rules to guide him as to exclusion or 
inclusion. 

Amongst the many features of general literary interest 
is a useful chapter on “ Literary Property ” contributed 
by Mr. G. H. Thring, the Secretary and Solicitor to the 
Society of Authors. This article embodies the expe¬ 
rience and practice of years, and should have the 
desirable result of inspiring all who would enter into 
business arrangements with regard to the publication 
of their works to seek the advice of this Society. The 
chapters headed “Thoughts on Selling MSS.,” “The 
Author as a Business Man,” and “ Some Hints for 
Contributors” are all valuable. 


jjtefo Jitbentians. 


A SIMPLE AND EFFICIENT INTRATRACHEAL 
ETHER APPARATUS. 

This apparatus is simple in construction and gives a 
constant vapour of any strength at an even temperature. 
It may be worked with a foot-bellows, rotary pump, 
compressed air or oxygen as desired. As will be seen 
from the illustration the apparatus consists of : A light 
and specially constructed foot-bellows; a bottle to 
contain ether fitted with a new type of regulating valve ;' 
a water bath; a safety valve and manotneter ; and an 
electric or hot water heater. A filter packed lightly with 
cotton-wool is placed in the course of the tube leading 
from the bellows to the bottle which contains the ether. 



The upper lever of the regulating valve diverts the air 
from the bellows over the surface of the ether or 
completely shuts it off. I have used this apparatus 
in a large number of cases of all sorts—e.g., removal 
of neoplasms of the neck, removal of tongue, upper 
jaw, &c., and it has proved itself to be efficient. The 
apparatus can be equally well used for the administra¬ 
tion of intratracheal chloroform. 

Messrs. Coxeter and Son, 171, Pancras-road, N.W.l,, 
to whom I am indebted for many helpful suggestions 
with regard to mechanical difficulties and also for 
making a light and efficient pair of foot-bellows, are the 
wholesale makers of the apparatus. 

A. W. Matthew, M.K.C.S., L.R.C.P. Lond., 
London. W. AmesthetUt to St. Mary's Hospital. 


The King has granted unrestricted permission 
to Mr. A. A. Miller, L.R.C.P. Lond., M.R.C.S., to wear the 
Cross of the Chevalier of the Legion of Honour, conferred: 
upon him by the President of the French Republic in 
recognition of services to the French sick and wounded in 
the late war. 
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OCULAR TRAUMATISM AND MENINGITIS . 1 

By Professor F. de LAPERSONNE. 

The following is a summarised account of a case of 
acute meningitis following an infected wound of the 
eye, seen at the Ophthalmological Clinic of the H6fcel- 
Dieu, Paris. 

Patient, a boy, aged 13, was wounded in the right eye by 
broken glass on Oct. 9tb, 1920. An oculist, consulted on the 
11th, reported a penetrating wound of the. cornea, with 
hypopyon. On the 19th the patient was sent to the H6tel- 
Dieu and admitted as an urgent case ; upon examination we 
found panophthalmia with yellowish cornea and chemosis. 
Movements of eyeball limited; temperature 38° C.; headache 
and excitement. Exenteration was immediately performed, 
with local anaesthesia, by Dr. Velter, chef de clinique. Com¬ 
plete curettage, followed by thermo-cauterisation of the 
orbit, brought away the whole of the membrane and masses 
of purulent matter. On the same day the temperature rose 
ana remained at 40° 0. until the following day. On the 21st 
it fell to 37° C., and 3 c.cm. of Delbet’s serum was injected. 
On the 22nd temperature again rose; there was stiffness of 
the nape of the neck, and Kernig’s sign, but no vomiting or 
headache. Lumbar puncture gave a doubtful liquid. An 
intravenous injection of 20 c.cm. of electrargol was given. 

On the 23rd the nervous symptoms were less evident, the 
patient was calmer and more sane; temperature was 
58*2° C. On the 24th further injections of Delbet’s serum 
and electrargol were given. On the 25th the meningeal 
symptoms were accentuated; the occipital headache was 
intense, with great excitement, nocturnal cries, Kernig’s 
sign; temperature 402°C., pulse uncountable. Pupil of 
unaffected (left) eye dilated; papillary stasis present. 
Another lumbar puncture was made. Injections of 
electrargol and Delbet’s serum were continued; on the 
29th an injection of antimeningococcal serum was given. 
Lumbar puncture gave a liquid distinctly cloudy and hyper¬ 
tensive. The temperature remained above 39° C.; .the 
patient died on Oct. 31st, three weeks after the injury and 
l2 days after the operation. 

Examination of cerebrospinal fluid.— The first and second 
fumbar punctures showed abundant polynucleosis, but 
direct examination revealed no bacterial elements. The 
third puncture showed considerable polynucleosis with 
numerous pneumococci, presenting their characteristic 
aspect of diplococci encapsuled and Gram-positive. There 
was no question of meningococci, which have a different 
morphological character and are Gram-negative. Cultures 
from the fluid obtained by anterior puncture gave pure 
pneumococci. 

Autopsy.— The exenterated ocular cavity was perfectly 
empty, there being no choroidal debris. The orbit con¬ 
tained neither purulent infiltration nor any foreign body. 
A generalised meningeal congestion was observed, with 
haemorrhagic pachymeningitio plaques. The arachnoid 
cavities were tilled with a muco purulent fibrinous mass. 
The base of the skull was especially involved; the median 
fossa was covered with thick greenish-yellow pus, which 
had spread over the entire anterior arachnoid membrane, 
and traces of which had reached the anterior fossa and even 
the cerebellar fossa. The sinuses of the dura mater were 
intact. 

Simple and Complicated Injuries of the Eye. 

Meningeal affections following ocular or oculo-orbital 
injuries are rare, but very serious. War ophthalmology 
has given relatively numerons examples of traumatic 
meningo-encephalitis caused by oculo-orbital injury. 
Not only the eye was involved; the vulnerant agent 
had produced an oculo-orbital wound, with direct 
fracture of the base of the skull in the anterior fossa 
and with discharge of cerebro-spinal fluid. We have 
observed 12 cases of meningo-encephalitis amongst 
1500 wounded treated in the ophthalmological depart¬ 
ment of the HOtel-Dieu, and were able to distinguish 
the following four varieties. 

1 A lecture delivered at the Ophthalmological Clinic' Hdtel-Dieu, 
Paris. 


1. Very acute. form. The patients reached us very 

quickly, but were already in a manifestly mehingitic condi¬ 
tion. They rapidly became delirious or comatose and died 
iq less than 48 hours. . . 

2. Ordinary form, with stiffness of back pf .neck, Kernig’s 
sign, excitement, and fever. Cerebro-spinal fluid cloudy ; 
death within ten days. 

3. 81ow form, lasting three webks, with very irregular 
thermic curve, and periods of excitement and quiet. The 
cerebro-spinal fluid filtered more or less intermittently 
through the wound; its issue sometimes coincided with a 
partial remission of symptoms. This fluid, clear or mixed 
with pus or blood, had an ammoniacal odour., The condi¬ 
tion produces progressive enfeeblement and terminates in 
death. 

4. Form admitting of cure. Certain patients were onted 
in spite of very grave injuries. In the case of one of onr 
blinded men a bullet had destroyed the contents of both 
orbits and the root of the nose. Cerebro-spinal fluid flowed 
from this large wound, in which the cerebral pulsation was 
visible. After a period of great danger the patient developed 
mental disturbances for some months. We have lately 
seen him in good health. 

Simple penetrating wounds limited to the eyeball can 
also produce meningeal disturbance. Several observa¬ 
tions have been published upon this subject. In 1897 
I presented to the Soci6t6 Frangaise d’Ophtalmo- 
logie the following summarised account of a case 
resembling in every way that reported at the beginning 
of* this paper. , . 

A child, aged 12, was wounded in the cornea by a blow 
with a pair of scissors. On the fifth day very painful 
iridocyclitis was observed, with headache and excitement. 
Classical enucleation was performed on the sixth day; 
incision of the eyeball revealed a purulent iridocyclitis with 
involvement of the vitreum. The child remained in an 
excited condition and headache persisted. The. third 
after operation the temperature roseto 40° C„ with severe, 
headache, vomiting, delirium, and stiffness, of the nuena. 
Death occurred on the tehth daly after intervention. ( ' ' 1 ‘' 

Autopsy.— Suppurating meningitis was revealed, diilV 
slight at the convexity, but forming at ihe base a 'tbidk 
greenish yellow exudate, extending from the medtiilat • 
oblongata to. the optic chiasma. 1 Bacteriological examinstn 
tion demonstrated the existence of pnepmococci, witli ! nq i . 
associated organisms, in the mepingeai pua and in ,t|ie 
sheath of the optic nerve. The sinuses of the dura rnatct 
presented no alteration. ' • , , , . 

Kalt has published accounts of two cases pf pneumo-. 
eoccal meningitis following operation , (one a child', 
suffering from orbital sarepma with cprneal ulceration.’,', 
the other a man of 60, enucleated for purulent irido-,' 
cyclitis). These conditions must be distinguished fropa 
thrombo-phlebitis of the orbital veifljg and of the 
cavernous sinus. We have lately observed tjhe fallowing 
case:— ", , : .. _ 

'Qn Nov. 3rd a man, aged 40, was admitted to the Hfltqf- 
Dieu as an urgent case. With a temperature of 40-.6°u. and * 
delirium. He presented, on the same side as iHdocyclitis bf 
long standing, orbital cellulitis with palpebral oedema, 
exophthalmia, and papillary stasis. After 48- hours the 
same symptoms were observed on lihe other side. 'Thrombo¬ 
phlebitis of the orbital veins and of the cavernous sinus had., 
attacked the other side by way of the coronary sinus. The 
cerebro-spinal fluid showed abundant polynucleosis. 
patient died four days after his admission to hospital. 

Pathogenic Agency of the Pneuimooccus. / > * 

The pneumococcus is the pathogenit* ; agent pf . 
meningitis following infected wounds df the eye. 
Since 1897, at the Societ6 Frdngaise d’ Ophfcalmologie—' 
i.e., in the thesis of my pupil Painblaii (Lille, 1897), ‘ 
atid in a lecture delivered at the Hotel-Dieu [Press e • 
Midicale , 1901)—I have insisted on the part played ’in ' 
these complications by the pneumococcus. ‘In Germany*,, 
a year before my first communication—i.e., Jin 1896— 
Zimmermann had 'reported, in a case .'of meningitis 
following enucleation, the presence of ^’tihdifferentiated 
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cocci.” The pneumococcus, however, has been recog¬ 
nised since Taiamon and Fraenkel. My colleague, 
Calmette, Director of the Pasteur Institute at Lille, 
and I attempted at that time to produce the same 
phenomena experimentally. 

Our results with rabbits were as follows : (1) Section 
of optic nerve; injection into sheath of nerve of a drop 
of only slightly virulent pneumococcal culture; death, 
due to generalised infection, in 10 days. (2) Inoculation 
into anterior chamber with a strong pneumococcal 
culture; death in two days, due to pneumococcal 
toxaemia. 

In these two cases we did not find orbital or 
meningeal suppuration, but we proved the presence of 
the pneumococcus in the optic nerve-sheath, at the 
level of the optic chiasm, and at the base of the brain. 

The pneumococcus often exists as a saprophyte in the 
conjunctival culs-de-sac and in the lacrymatory canals 
without causing the slightest inflammation; but it is 
also often pathogenic, producing conjunctivitis of the 
new-born and corneal ulcer with hypopyon, and when 
penetrating injury of the eye takes place it frequently 
begins to cultivate, and may produce meningitis. Our 
two observations concern children of 12 and 13 years of 
age, but analogous adult cases have been reported. 
Must we assume that a process of anaphylaxis takes 
place—that after a former pneumococcal infection the 
system is specially sensitised for the pneumococcus? 
In any case this micro-organism is a redoubtable enemy. 

Method of Treatment, 

Experiments in vitro show that certain antiseptic 
solutions (the mercuric salts, such as sublimate, for 
instance) do not penetrate the enveloping capsule of the 
pneumococcus. Lavages, and even subconjunctival injec¬ 
tions, of sublimate or cyanide probably have no action, 
since ocular infection depends upon the pneumococcus. 
Alkaline substances dissolve the capsule and prevent 
the pneumococcus culture from spreading. Since 1897 
I have used hyperchlorite of calcium, but I have had to 
stop using it, because it sets up irritation of the con¬ 
junctiva. The hypochlorites again came into use 
during the war (Carrel’s method, with Dakin’s fluid), 
and I myseif in 1917 advised the employment of 
chloramine in 1 per cent, solution, for oculo-orbital war 
injuries. 

In the presence of a penetrating injury of eyeball or 
orbit success depends essentially on rapidity of diag¬ 
nosis and treatment. The patient should be carefully 
and quickly examined with use of radiography or radio¬ 
scopy. Intervention should follow rapidly—less than 
24 hours after the injury. My pupils, Du verger and 
Velter, in their work “ Ophtalmologie de Guerre,” have 
detailed the rules of rapid treatment, which treatment is 
essentially conservative. But in the presence of an 
acknowledged panophthalmia, all delay is dangerous; 
here the eye is painful, definitely lost for purposes of 
sight, and likely to induce grave complications. The 
surgeon must choose between enucleation and exentera¬ 
tion. In 1884, de Graefe, after the death of two of his 
cases of panophthalmia, insisted upon simple eviscera¬ 
tion in preference to enucleation. In 1889, an interesting 
discussion on this question was held at the Soci£t£ 
Fran raised’ Ophtalmologie ; Panas and Gayer preferred 
enucleation, but the former afterwards adopted exente¬ 
ration with the cautery, which I advocated in 1892 for 
all cases of panophthalmia. 

Exenteration has this great advantage over enuclea¬ 
tion: the sheath of the optic nerve is not thereby 
opened and infected. At the International Congress 
of Medicine held in Paris in 1900 Pfluger, Snellen, 
de Schweinitz, and Swanzy presented reports on 
“ Enucleation and suggested operations to replace it.” 
Agreement between them was not complete. More¬ 
over, the total statistics from 1861 to 1896 of Moorfields 
Hospital showed seven cases of death in 6876 enuclea¬ 
tions. It must be noted, however, that these 6876 
cases were not all of panophthalmia, and that the seven 
deaths all followed panophthalmia. In 1908 Albert 
Terson, in a report on the Treatment of Wounds of the 
Eye, declared that M exenteration with the cautery as 
advised by Lapersonne should be accepted as the least 


dangerous and most efficacious operation against pan¬ 
ophthalmia.” Antonelli made certain reservations in 
connexion with sympathetic ophthalmia, but sym¬ 
pathetic ophthalmia is not to be feared in pan¬ 
ophthalmia ; what is to be feared is plastic iridocyclitis. 
In 1912 Jacqueau, of Lyons, recorded a case of pan¬ 
ophthalmia consequent upon a penetrating wound, in 
which enucleation was followed by death. 

Conclusion. 

At the present time exenteration with the cautery is 
practised by the majority of ophthalmologists. Con¬ 
sideration of the case recorded at the outset of this 
lecture does not point to contra-indications, for it is 
clear that the meningeal affections existed before the 
operation. 

I am convinoed that exenteration with the cautery is 
demanded by the indications I have detailed. It is the 
only treatment for acute panophthalmia following a 
penetrating accidental or surgical wound of the eye, 
with infiltration of Tenon’s capsule, chemosis, and 
threatened orbital cellulitis. But if fever, headache, 
and other symptoms are already in evidence, the 
prognosis must clearly be made with reservations as to 
meningeal complication. 


CORNEAL ANAESTHESIA 

INDUCED BY LESIONS OF THE TRIGEMINUS. 

BY CH. COUTELA, 

OPHTHALMOLOGIST TO THK PARIS HOSPITALS ; 

AND 

A. MONBRUN, 

ELK AT) OF THE OPHTHALMOLOOICAL LABORATORY, HOTEL-DIiil', PARIS. 


Corneal anesthesia may exist in an isolated con¬ 
dition and may pass unobserved, but more often it 
forms part of a neuro-ocular syndrome—neuro-paralytic 
keratitis, ablation of the Gasserian ganglion, fracture of 
the base of the* skull, ophthalmic herpes, neuralgic 
herpes of the cornea, or kerato-malacia. It is nearly 
always connected with a lesion of the Gasserian 
ganglion. The ophthalmic nerve, its nasal branch, the 
ophthalmic ganglion, or the ciliary nerves can, however, 
be directly reached. Sometimes it is connected with a 
lesion of the root of the trigeminus, or of a protuberant 
lesion (alternate hemianesthesia), or of a cerebral lesion 
(hemianesthesia). 

Isolated Corneal Ancesthesia. 

This condition may exist unobserved, but if & 
minimal corneal injury takes place or an operation 
on the eye is performed it may be the beginning of 
neuro-paralytic keratitis. In order to avoid serious 
complications it is well to pay strict attention to the 
sensibility of the cornea. We shall shortly refer to a 
case of fracture of the skull in which a very slight 
traumatic conjunctival keratitis ended in necrosis of 
the cornea with panophthalmia. The corneal anaesthesia 
had not been dealt with sufficiently early. 

Corneal Amesthesia and Operation for Cataract. 

In four of our cases operated upon for cataract com¬ 
plications developed; and only the accident of these 
complications enabled us to discover corneal anaesthesia 
in the eye operated upon, an anaesthesia also existing 
in the other eye. A brief record of these four cases 
follows :— 

Cask 1.—Complete bilateral cataract; aged 88. Nothing 
to report. On Jan. 23rd, 1920, extraction of the cataract of 
the left eye, with iridectomy and snture of the cornea. 
Cicatrisation of the corneal incision only took place after 
five weeks; no pain. Mo other complications, except an 
intense oblique astigmatism, reducing vision to 6 60. 

Case 2. —Complete bilateral cataract. Nothing to report. 
Right eye: extraction with iridectomy, without suture; 
incomplete coaptation of corneal incision for more than 
three weeks. Interstitial opacification of superior part of 
cornea. 

Case 3.—Female, aged 58, alcoholic. Lacrymal dnets 
impermeable, but not infected. Complete bilateral cataract. 
On Dec. 6th, 1919, preparatory iridectomy of right eye. On 
July 3rd, 1920, extraction of cataract and suture of cornea. 
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Incomplete coaptation of corneal incision. Iridocyclitis with 
hypopyon, atrophy of eyeball. No pain. Corneal cicatrisa¬ 
tion only complete after six weeks. 

Case 4.—Female, aged 64. Left eye operated upon for 
cataract in 1916, with no complications. Right eye: complete 
cataract. Former involuntary lacrymation, but the injection 
was well taken, and there was no conjunctival reaction. On 
Oct. 7th, 1920, extraction of the cataract with iridectomy 
and suture of cornea; incomplete coaptation of inoision. 
Iridocyclitis without pain, hypopyon, then panophthalmia, 
necessitating exenteration. 

• There is no reason to attribute the corneal anaesthesia 
to our intervention. In his thesis on “ Corneal 
Sensibility” (Paris, 1908) Cerise showed that “it is 
always on the cicatrice itself that sensibility returns in 
the first place,” and that the corneal portion rapidly 
regains its innervation. In our four cases complete 
and persistent anaesthesia was present extending over 
the whole cornea not only of the eye operated upon 
hut also of the other- eye. This insensibility was 
evidently present before the operation, and caused 
delay of cicatrisation, The first case had no trouble¬ 
some sequel; the second was complicated by corneal 
opacity. In the third and fourth cases incomplete 
cicatrisation of the incision facilitated septic endo- 
ocuiar complications (atrophic iridocyclitis, panoph- 
thalmia; due to the defective condition of the lacrymal 
■ducts. To sum up—before operating on cataract it 
seems to us of value to complete the examination of the 
■condition by testing the corneal sensibility. 

Neuro-paralytic Keratitis and Extension of Anaesthesia 
into the Trigeminxl Tract. 

It is evident that anaesthesia of the whole trigeminal 
tract can only be induced by a Gasserian or retro - 
Gasserian affection. When the anaesthesia only affects 
the tract of the ophthalmic nerve the lesion is seated 
behind the orbit or at the level of the Gasserian 
ganglion. We have observed in our present work 
under Professor F. de Lapersonne a neuro-paralytic 
keratitis with anaesthesia of the ophthalmic nerve and 
hemicrania, very probably connected with an endo- 
•cranial neoformation of the region of the Gasserian 
ganglion. The anaesthesia is often limited to the 
•cornea and to the conjunctiva, and more often still to 
the conjunctiva alone. The lesion may be in front of 
the Gasserian ganglion, and sometimes at the level of 
the ciliary nerves themselves (orbital affection), but 
Almost always it is a lesion of the Gasserian ganglion 
itself. And in that case, how can we explain affection 
of corneal sensibility when cutaneous sensibility 
remains unaffected ? It would be interesting to know 
If this greater vulnerability of the fibres supplying the 
cornea is due to the disposition of their course across 
the Gasserian tract. Another hypothesis appears 
equally admissible: the very special sensibility of the 
cornea would be more easily modified than that of the 
skin. 

The skin reacts in three forms of sensibility, unlike 
the cornea. Corneal sensibility to pain is very great; 
corneal sensibility to contact, denied by the majority 
of writers, is ill-defined; it requires separation of 
the points of Weber’s compass by more than 5 mm. 
Corneal sensibility to heat is a disputed question; 
a current of hot air produces a sensation of cold. 
However it may be, neuro-paralytic keratitis is oftenest 
induced by a lesion of the Gasserian ganglion, even 
when the cutaneous sensibility of the trigeminus is 
intact. 

jV euro-Paralytic Keratitis and the Surgery of the 
Gasserian Ganglion . 

Everyone is aware of the gravity of neuro-paralytic 
keratitis following resection of the ganglion. To avoid 
this dangerous complication, certain writers have 
advised the substitution for this operation of retro- 
Gasserian section of the trigeminus. For Sicard 1 
“ section of the root, whilst leading to cure of neuralgia, 
gives shelter to neuro-paralytic complications.” We 
have, however, just observed a case of neuro paralytic 
keratitis following retro-Gasserian neurotomy. 


Case 5.—Female, aged 36, who had suffered for 12 years 
from trigeminal neuralgia, resisting all treatment. On 
August 2nd, 1920, Dr. de Martel performed retro-Gasserian 
neurotomy on her; anaesthesia of cornea and conjunctiva and 
of the trigeminal tract. Two months after the operation 
neuro-paralytic keratitis developed with ulceration of the 
nasal membrane and of the wing of the nostril. Tarsorrhaphy 
arrested the evolution of the corneal ulceration, and the 
latter disappeared, leaving several opacities. Absolute 
corneal anesthesia persisted. 

Neuro-paralytic Keratitis and Traumatism of the Skull . 

In the presence of cranial traumatism corneal anaes¬ 
thesia is a symptom to be looked for. It indicates a 
lesion of the base and makes it possible to avoid ocular 
complications. 

Case 6.—Male, wounded Nov. 3rd. 1917, by several 
fragments of shell. Wounds of limbs and “non¬ 
penetrating injury of the left temporal region. Shell 
splinter extracted from the soft portion ”; ordinary 
traumatic kerato-conjunctivitis, with slight epithelial 
erosion of the cornea. On Nov. 13th a vast central ulcer 
was observed, with total corneal anaesthesia and hypopyon; 
no pain. On the 26th panophthalmia; exenteration. To 
sum up—a radiating fracture of base of skull, with probable 
involvement of Gasserian ganglion. If corneal anaesthesia 
had been discovered in time tarsorrhaphy would, perhaps, 
have preserved the eye. 

Neuro-paralytic Keratitis and Meningeal Reactions. 

All bony, meningeal or encephalic lesions involving 
the Gasserian region can induce neuro-paralytic 
meningitis. Syphilis occupies the chief place in this 
aetiology. But it must be realised that the meningeal 
reactions so frequently observed during certain general 
or epidemic affections may be accompanied by corneal 
anaesthesia with neuro-paralytic complications. 

Neuro-paralytic Influenzal Keratitis. 

During the 1918-1919 epidemic we observed 24 cases 
of neuro-paralytic keratitis in patients suffering from 
influenza.* This manifestation was accompanied by 
pains in the trigeminal tract on the same side, with head¬ 
ache. In cases where lumbar puncture was performed 
we found very distinct albuminosis and lymphocytosis. 

Corneal lesions have a polycyclic contour, as in 
corneal herpes. One of our cases presented numerous 
vesicles, analogous to those of herpes zoster, on the 
upper eyelid. 

Keratomalacia. 

This condition should be put in the same class with 
neuro-paralytic keratitis; it ends in perforation of the 
cornea, whilst the symptoms of reaotion are only slightly 
marked. Keratomalacia is generally followed by death. 
Anatomical and pathological reports have made clear 
the meningo-encephalic nature of this disease, which 
attacks very young, premature, or weakly children. 

Herpes of the Cornea. 

Neuralgic herpes of the cornea is accompanied by 
painful symptoms in the trigeminal region and by hypo- 
sesthesia, or even anaesthesia, of the cornea. We have 
just seen that certain meningeal conditions produce an 
analogous syndrome. The corneal lesions of neuro¬ 
paralytic influenzal keratitis, with polycyclic contours, 
for example, are absolutely identical with those of 
corneal herpes. On the other hand, the corneal 
anaesthesia of herpes zoster is also accompanied by 
vesicular eruption, the ulceration of which assumes a 
polycyclic form. It would be of interest to examine 
the cerebro-spinal fluid of patients suffering from 
neuralgic herpes of the cornea. This disease is doubt¬ 
less connected with a slight affection of the Gasserian 
ganglion, allied to a defective condition of the meninges. 

Ophthalmic Herpes. 

In herpes zoster corneal anaesthesia is to be expected. 
The vesicular eruption rapidly assumes a polycyclic 
shape. Furthermore, herpes zoster is characterised 
by painful phenomena, to which we shall return later. 

Basing their data on a series of 21 cases of thoracic 
herpes zoster, with autopsy, Head and Campbell have 
shown that the condition is one of inflammatory and 
haemorrhagic lesions situate at the levels of the spinal 
ganglia. This theory, reserved at first for spinal herpes 


1 Soci6t6 de Neurologic, June, 1990. 


1 Monbrun, A.: Archives d’ophtalmologle, August, 1919. 
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zoster, must be extended to coyer facial herpes. Andr6 
Thomas and Henyer found the same type of inflamma¬ 
tory and haemorrhagic lesions at the level of the 
Gasserian ganglion. 8 

Herpes zoster is very often accompanied by cerebro¬ 
spinal fluid reactions—lymphocytosis and albuminosis. 
We have always noticed this fact in the numerous cases 
we have studied under Professor de Lapersonne. Certain 
types of herpes zoster are perhaps due to an undeter¬ 
mined infection, “ epidemic, non-relapsing, and con¬ 
tagious,” as claimed by Landouzy. But very different 
diseases may induce herpes zoster—syphilis, tubercu¬ 
losis, pneumonia, eruptive fevers, influenza, typhoid, 
diphtheria. MM. Achard and Laubry, Pautrier and 
Clement Simon, have seen it following spinal anaesthesia. 
It is known that the arachnoid and the pia mater are 
inserted in the dural cavity of the Gasserian ganglion, 
and that the latter is directly connected with the 
cerebro-spinal fluid. Herpes zoster is induced by a 
meningo-Gasserian lesion. And it is the affection of the 
Gasserian ganglion which produces corneal anaesthesia 
and the symptoms common to herpes zoster, to 
neuro-paralytic keratitis, and to certain forms of corneal 
herpes. 

Painful Anesthesia of the Trigeminus . 

Herpes zoster, neuralgic herpes, and certain forms of 
neuro-paralytic keratitis are accompanied by neuralgia 
in the trigeminal region ; these painful phenomena are 
to be contrasted with anaesthesia of the tegument. It 
is interesting to study this dissociation of the objec¬ 
tive and subjective sensibility of the trigeminus. More¬ 
over, the trigeminus contains sympathetic fibres of the 
cerebro-spinal system. Some of these sympathetic 
fibres lead directly to the branches of the trigeminus, 
others to the Gasserian ganglion (sympathetic Gasserian 
nerve fibres of Francois Franck). 

In 1916 one of the writers investigated pains of the 
trigeminal tract of causalgic type due to “ alteration of 
the sympathetic in certain wounds of the eye and 
orbit.” 4 One of our wounded cases presented at the 
same time a complete anaesthesia of the whole 
trigeminal tract. Herpes zoster completely effects 
this painful anaesthesia. We know that Dgjerine and 
Thomas, and Head and Campbell, attribute a certain 
importance to the sympathetic in intercostal herpes 
zoster. In 1919 Sicard, Roger, and Vernet insisted upon 
the role of the sympathetic and upon the causalgic 
character of the pains of herpes zoster. We consider 
that in herpes zoster, neuralgic herpes, and certain 
forms of neuroparalytic keratitis a Gasserian lesion 
attacks at the same time the true nerve-fibres of the 
trigeminus, producing anaesthesia of the tegument, and 
its sympathetic nerve-fibres, causing pain. 

This theory is important from the point of view of 
surgery of the Gasserian ganglion. Resection of the 
ganglion and retro-Gasserian radicotomy anaesthetise 
the tegument innervated by the trigeminus, too often 
producing neuro paralytic keratitis, but they do not 
always cure facial neuralgia, since the attachment of 
the sympathetic to the trigeminus is partly at the level 
of the ganglion and partly below it. 

LACK OF LAUNDRIES IN PARIS. 

(From a frequent Paris Correspondent.) 

The annual fete day of the Paris washerwomen 
has gone by—it used to coincide with the Mid-Lent 
Carnival—when the Queen of Beauty is elected 
to preside over the rejoicings, being chosen among 
the laundresses. But modern industrialism, steam- 
laundries, the high price of coal, and the general 
circumstances of life prevalent in Paris have played 
havoc with an ancient and picturesque custom. There 
Was a time when the Seine sufficed for the washing 
Of Paris linen, and nothing can be better or more 
natural than to wash clothes in running water and 
hang them out to dry in the open air and sunshine, so 


* Soci4t£ de Neurologic, 1912. 

Moobrun, A.: Archives d ophsalmologie. May, 1916. 


long as such treatment of the river does not affect its 
value for the community in other ways. There are 
little recesses on the banks of the Seine where for 
centuries the laundress of Paris earned her living free 
from rent. During the reign of Louis XV. a man named 
Marie obtained permission to instal a houseboat near 
the Pont Louis XV., so constructed as to serve for a 
laundry. Here, in a sheltered partition, each 
laundress could wash her goods in the running ; 
water, and it was her habit, when the season allowed, j 
to wear flowers. The presence of so many women, 
sometimes gaily bedecked with flowers, gave anima^ 
tion to the banks of the Seine; and, as they I 
were washing close together, the Queen of Beauty | 
could be more easily selected among them than if they 
had been engaged on some other occupation. 

The Passing of the Houseboat Laundry. 

Time, however, wiped these mediaeval pictures off the 
canvas. Paris spread out and the river ceased to be the 
centre of the city. The houseboat laundries, which had 
become very numerous, decreased in numbers, and by 
1849 only 80 remained, and a Parliamentary Com- I 
mittee was appointed to inquire into them and the 
whole laundry situation of the city. The reporter for 
the committee, Mr. Armand, argued that dirty linen was 
a cause of disease and that the fact of its existence 
was a symptom of laziness and, if not overcome, 
of moral decadence. But as a consequence it was 
decided to build baths and washhouses in districts 
that were some distance from the Seine, for in 
all parts of the town there would be linen to 
wash. The first of these new washhouses was , 
constructed in the old insalubrious quarter of the 
Temple. It was called the Bain Lavoir Napoleon 
and was opened in 1853. As these establishments i 
increased in number, the houseboat laundries, such as 
were left, disappeared one by one; their picturesque 
features had largely gone before. When the danger had 
thus ceased to exist a scare was started that the Seine 
was contaminated by the dirty linen, but by that time 
the sewers, or the overflow from the sewers, were in 
operation as real dangers. It was decided that no new 
floating laundries should be allowed, and to-day there j 
only remain three or four which are in the last stage of j 
decrepitude and cannot float much longer. The days- 
of the laundry-boat are numbered and a popular feature 
of Paris life is fading away. What is more serious far 
is the fact that the other laundries are also disappearing, 
the picturesqueness whioh supported the boats being 
absent from the washhouses. 

A Substitute Must be Found . 

Yet Paris must wash its dirty linen. Before the 
war there were 350 public washhouses; but the 
space they occupied is now wanted for new offices, 
warehouses, banks, and even kinemas. Already 184 
washhouses have been abolished. It must be borne 
in mind that in the tenement-houses and flats of 
Paris there are no conveniences for washing, no 
boiler, no little back garden or yard where the linen 
can be hung to dry. The housewife takes her linen to 
the public washhouse and pays a small sum for the 
necessary accommodation to wash it. The majority of 
families have not the means to give their linen to 
laundries; they must wash at least a considerable 
part of it themselves. The large steam-laundriea 
that take in the linen of families and hotels are 
established in the outskirts of Paris, notably at 
Boulogne, where they have the necessary room, and 
with a motor-car carry the linen to and from town, 
manage very well. But the charges made are ruinous 
to all but the wealthy. If the poor and persons of 
moderate means cannot get their linen washed on 
reasonable terms, public health must suffer. But if the 
Mid-Lent Carnival has this year so far forgotten its 
traditions as to select for its Queen of Beauty a typist 
instead of a washerwoman, that is no reason why 
public attention should not be called to this public 
grievance. Some remedy may then be found, and the 
festival will have served a good purpose. j 
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The Actiop of X Rays on Living 
Tissues. 

In some respects it may be said that the general 
physiological effects of X rays have not received 
the experimental study that they merit. It is only 
natural that in the treatment of disease by these 
rays attention has been focussed upon the affected 
structures, the careful observation of which, com¬ 
bined with experimental investigation, has resulted 
in a very large number of facts being ascertained. 
The microscopic Endings, indeed, form a separate 
branch of pathology which may conveniently be 
included in the term radio-pathology. Such detailed 
studies have provided a basis for a rational 
interpretation of the various processes by which 
a malignant tumour, when irradiated in vivo, 
may be arrested in its growth, diminish in 
size, and possibly disappear in the course of 
time. It is, however, unlikely that this sequence 
of changes occurs simply as a result of the irra¬ 
diation which the tumour cells have under¬ 
gone, for the normal tissues of the host also share 
to some extent in the exposure to the rays. The 
nature of this physiological reaction will largely 
depend on the conditions under which the irradiation 
is carried out. In our present issue an account of 
some experimental studies is given by Dr. Ivan 1. 
Manoukhin. The author has come to the conclusion 
that as a result of exposing the spleen to X rays 
leucocytolysins are set free in the blood. The 
action of such bodies, as their name indicates, is 
to effect a solution of the leucocytes, a process 
which the author looks upon as a necessary step 
in the successful combat of certain diseases in the 
body. The experimental basis of this work was 
provided by monkeys and guinea-pigs, and Dr. 
Manoukhin satisfied himself that subsequent to an 
exposure of the spleen to X rays the blood shows 
an increased content of bacteriolysins, agglutinins, 
and other antibodies. 

Starting from this basis Dr. Manoukhin carried 
out a large amount of therapeutic work in cases of 
tuberculosis, tetanus, typhoid, and other diseases, 
the main feature of such treatment being the 
irradiation of the spleens cf the patients. An 
important supplement to this treatment is men¬ 
tioned by the author; 10 minutes after the X rays 
are given blood is obtained from the patients, and 
tiie serum from this is readministered to them 
in the form of gelatin capsules. The line 
of investigation seems one of considerable 
importance, and will probably stimulate further 
inquiry into the physiological processes which 
occur among the various organs of the body after 
irradiation. Since 1903, when Senn drew attention 
to the direct effect of X rays upon the spleen in 
cases of leukemia, a great deal of work has been 
done upon the blood changes which occur in 
animals after exposure to X rays. The researches 
of Aubertin and Beaujard in 1908 upon guinea- 
pigs stand out as one of the most important 
of the early contributions to the subject; they 
came to the conclusion that not only are the 
circulatory elements of the blood affected by the 
rays, but that some disturbance is produced in the 


bone-marrow. They found that a medium dose 
of X rays caused a condition of hyper-activity of 
the bone-marrow which was the more accentuated 
the more marked the decrease in the leucocyte 
content of the blood. 

Recent observations by Dr. J. C. Mottram have 
shown that individuals who have been exposed to 
repeated small doses of the penetrating gamma 
rays suffer a serious diminution not only in their 
circulating leucocytes but also in their red cells. In 
extreme cases he showed that this may result in 
an aplastic pernicious aneemia. Last week we 
reported the untimely and tragic death of Dr. 
Ironside Bruce, who has fallen a victim to a blood 
disease of the above kind. It can only be sur¬ 
mised that, during the course of his radiological 
work, in alleviating the suffering of others Dr. 
Bruce received fractional doses of radiation, the 
effects of which manifested themselves with 
startling suddenness; for he died after only a brief 
illness. Such an event may cause apprehension 
among radiologists generally. The dangers attend¬ 
ing the use of X rays are only now being fully 
revealed, and it is recognised that these fall into 
two categories: the superficial damage to the 
skin caused by the softer types of X rays 
resulting in dermatitis or still graver conditions; 
and the damage to the deeper structures, including 
the blood-forming organs, caused by the more 
penetrating types of X rays and the gamma rays 
from radio-active substances. It must be admitted 
that the conditions under which a great deal of the 
radiological work of the country is done at present 
are of an exacting nature. The main factors 
detrimental to the health of operators appear to be 
(1) fractional doses of the rays they are using, 
owing to insufficient protection; (2) the fouling of 
the atmosphere due to high tension discharges and 
bad ventilation; and (3) the necessity for a number 
of hours per day being spent in the dark room. 
The difficulties of providing adequate safeguards to 
health under the varied conditions of radiographic 
and radiotherapeutic work are considerable, but 
certainly not insurmountable, and we look with 
confidence to radiologists to overcome these 
difficulties, so that the practice of radiology may 
continue under a regime in which the personal 
safety of the operator has been made the subject 
of scientific investigation. To initiate such a 
regime was, we understand, Dr. Bruce’s earnest 
wish, and its inauguration would be the most 
fitting memorial to his life-work. 


Hospital Administration: 

A Test Case. 

It should be a great help to the quiet solution of 
the problems of hospital administration throughout 
the country to have them worked out on the stage 
in the lime-light and with a full orchestra. For 
this reason we may all be thankful to Bradford. 
There everything has conspired to produce a 
dramatic effect; last of all the Boundary Extension 
Inquiry, which has given a fine opportunity to 
representative health officers of other sanitary 
districts to Bay what they think of municipal health 
administration as judged by its results in the county 
borough of Bradford. The city, said one, was badly 
scavenged and had a persistently high infant mor¬ 
tality rate; the chances of prospective mothers dying 
in childbirth, said another, were twice as great at 
Bradford as anywhere else in the West Riding, 
largely owing to filthy homes. We quote the 
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harsh statements apart from their context, as 
has been done widely in the daily press, but 
without endorsing their conclusions. Cause and 
effect are not always easy to trace in health 
matters, and we have a questionable precedent 
supplied by the Minister of Health himself last 
week, when attributing the fall in infant mortality 
in London to the maternity benefit under the Insur¬ 
ance Acts. Efficient scavenging and unanxious 
motherhood are both good things, even though they 
must compete with many others for an immediate 
effect on vital statistics. But admitting all this, it 
is equally certain that the public health service 
in Bradford with its 27 rate-paid doctors has not 
yet demonstrated by its results the necessity for 
doing away with the voluntary hospital system, 
and that, without mincing words, is what the 
proposals of Dr. J. J. Buchan, medical officer of 
health for Bradford, amount to. 

The local medical advisory council does not share 
Dr. Buchan’s views, but this excellent institution, 
which consists of three consultants, nine general 
practitioners, and two whole-time officers, did not 
come into being till last December, and has only just 
presented its report, a unanimous one, on the pro¬ 
posed municipal hospital of St. Luke’s. The proposal 
is, it may be remembered, to provide a total of 1148 
hospital beds, which, judging by the actual experi¬ 
ence of running expenses at the Royal Infirmary and 
the tuberculosis sanatorium of the Insurance Com¬ 
mittee, would entail a cost of at least 16s. per 
annum per head of the population of Bradford. 
Not that this would be a high price to pay for 
a complete system of municipal health, but the 
advisory council contends with justice that such a 
levy at the present time would cut off at its source 
most of the revenue of the voluntary hospitals. 
A deficiency of in-patient beds is frankly admitted 
by the advisory council, which therefore approves 
the St. Luke’s scheme in so far as it is neces¬ 
sary to supplement the present provision of hos¬ 
pital beds and to make this provision adequate. 
But on Sir Napier Burnett’s estimate of three beds 
per 1000 of population, Bradford would require no 
more than 900 hospital beds in all, or only 600 of 
the additional 1148 suggested. The casualty depart¬ 
ments of the voluntary hospitals already meet 
local needs, their out-patient departments suffice 
for the reduced demand brought about by domi¬ 
ciliary treatment under the Insurance Acts, and 
facilities for treatment of eye, ear, nose, and throat 
might be provided by cooperation with the existing 
special hospitals. The alternative scheme set forth 
by the advisory council appears on the face of it 
to be a thoroughly business-like one. It proposes 
. the establishment of a joint hospital board with 
executive powers enabling it to coordinate all the 
hospitals in the city, to allocate special work, to 
avoid overlapping, to give first-hand information 
on hospital matters to the municipal health com¬ 
mittee, to appoint the visiting staffs, to select and 
nominate applicants to all vacant posts. At St. 
Luke’s itself it advocates a practitioners’ ward 
into which patients might be sent for treatment by 
their own medical attendants; apart from this, the 
appointment of the staff to be made on the lines 
recently adopted at the Paddington Infirmary, 
London, under the St. Mary's Hospital scheme. 
Such a staff would be made up of four physicians, 
four surgeons, one obstetrician, one ophthalmic 
surgeon, one aural surgeon, one pathologist, one 
radiologist, and two anaesthetists, and, in addition, 
beds should be placed at the disposal of the tuber¬ 
culosis officer. 


We believe that the scheme substantially as 
suggested, if it could be carried out with the full 
and hearty concurrence of all those concerned, 
would indeed meet the needs of Bradford and 
provide a nucleus for future development, whether 
along municipal or voluntary lines. It contains 
the essentials of continuity with the past without 
unduly pledging the future. It has a proper 
regard for economy both in money, materials, and 
personnel. Whether all parties in Bradford are 
prepared to sink their grievances, some of them 
very real ones, for the common good remains to be 
seen. The eyes of the public health workers of the 
country are fixed upon them; this is a critical 
position, and no one will mistake for weakness the 
conciliatory attitude of true statesmanship. 


Intussusception. 

Intussusception in its acute form among 
children is a disease which even at the present 
time is exceedingly fatal, but this high mortality is 
not inevitable and is due very largely to delay in 
diagnosis. Mr. C. P. B. Clubbe, of Sydney, N.S.W.. 
a second edition of whose useful book 1 has recently 
appeared, has had a relatively large experience of 
the condition, yet it is, fortunately, not of very 
frequent occurrence, and this, no doubt, partly 
accounts for the fact that when it does occur it is 
not more readily diagnosed. Nevertheless, it is not 
difficult to recognise. A previously healthy child is 
seized quite suddenly, screams, turns pale, vomits, 
and in a short time seems to recover itself, only to 
cry again at intervals as if in pain. These 
symptoms are not in themselves diagnostic, but 
they become so when coupled with the fact that in 
97 per cent, of cases blood is passed by the bowel 
in from 2 to 10 hours . Treatment carried out at 
this stage will probably result in the patient’s 
recovery, yet in very many cases the diagnosis is 
not made for two or three dayB, by which time the 
child is exhausted and collapsed and is unlikely to 
survive an operation for more than a few hours. 
It must be admitted that this common delay in 
diagnosis may be due in part to inefficient 
teaching. The description of the disease is in 
some text-books actually misleading; the early 
passage of blood per rectum is insufficiently 
emphasised, and the impression is conveyed that 
the acuteness of the disease, and therefore the 
urgency of operation, is to be gauged by the 
degree of collapse seen in the patient. Yet in 
every case, except in the very rare condition 
of chronic intussusception usually found in adults, 
the disease is essentially acute from the very 
start, and by the time collapse is seen the 
patient is almost beyond the help of surgery. 
The treatment of intussusception by injection 
into the bowel from below has now been 
abandoned in favour of operative treatment. 
Mr. Clubbe, however, while advocating operation 
in every case, believes that a partial reduction of 
the intussusception may be obtained by a pre¬ 
liminary injection and that the duration of the 
operation may be in this way shortened. His con¬ 
clusions in most other respects do not differ 
materially from the accepted views, but for the 
reasons already indicated his book should be 
widely read by those whose duty it is to ensure that 
every case of intussusception is diagnosed and 
treated at an early stage of the disease. 

1 The Diagnosis and Treatment of Intussusception. By Charles 
P. B. Clubbe, L.R.C.P., M.R.C.S. Second edition. London : Henry 
Frowde and Hodder and Stoughton. 1921. Pp. 92. Prioe 7i. 6d. net. 
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IMMUNITY AND TUBERCULOSIS. 

We can count from memory at least three new anti¬ 
serums and four new tuberculosis vaccines which have 
come to our notice since the war ended—most of them 
with the blast of trumpets in the daily press—and a 
reference to contemporary medical journals would 
reveal a considerable addition to the number. There 
is also a chapter of immunology just opening, with 
accounts of the protective powers of certain special 
types of protoplasm against the tubercle bacillus. 
Witness the almost supernatural accounts of recent 
experiments with the caterpillar and the snail in 
destroying the inoculated tubercle bacillus. These 
accounts recall the early records of Richet’s experiments 
on the sea anemone and anaphylaxis when immuno¬ 
logists paused in wonderment. And the results may 
not be dissimilar—fascinating and yet disappointing in 
their application to man. It is essential, therefore, 
that if we strive for the mastery over the tubercle 
bacillus we strive by right methods. The late Sir Michael 
Foster once said that the physiologist should exercise 
his imagination to the full outside the laboratory, and 
should forthwith eschew it when he reached his bench. 
This warning is probably more needed now than at any 
time since Darwin first preached evolution. It has also 
been said that when the bacteriologist suffers from 
nightmare he is haunted in his dreams - by a hideous 
row of control experiments which he has neglected to 
perform. We could almost find it in our hearts to wish 
that some men suffered from this nightmare a little 
oftener. Failure to control experiments is a serious 
mental aberration on the part of the bacteriologist, and 
when the clinician turns bacteriologist he is particularly 
liable to this form of mental disorder. How many 
valueless tests have been made in the study of tuber¬ 
culosis, and how many wrong Conclusions drawn by 
failure to make controls with the normal ? We need to 
control the virulence and parity of our cultures, the 
toxicity of our media, and a hundred other factors; and 
when we come to use antiserums there is a whole 
new field of control research awaiting us on the 
influence of normal serum on immune bodies and 
on pyrexia and metabolic processes generally, 
which at present we have barely visualised. Nor 
are these the only factors. The physician, if 
he be honest with himself in testing a tuberculosis 
vaccine or antiserum, must make controls as to dosage 
and auto-inoculation; he must compare the normal 
individual with the abnormal. In the ideal experiment 
there is only one variable factor, the one on which we 
are at the moment researching; all else is stabilised. 
These are conditions we should aim at. Here especially 
is the clinician’s pitfall, because it is hard to equalise 
things by the bedside. And the climax of research is 
reached in those statistical results known as “cures” 
which beset the path of every worker. No phase of 
work is more readily misinterpreted. A little difference 
in the method of choosing cases, a little carelessness in 
following up our results, a little variation in the “ end¬ 
point ” of a clinical reaction which is rarely as clearly 
defined as a titration in volumetric analysis, a little 
undue optimism about that fatal phrase “ quiescent 
lesion,” and it is all up with our statistics. The penalty 
is paid by the patients. One moral is to pay a vast deal 
more respect to the accurate meaning of the word 
specific. Having exalted the term to a special place in 
the vocabulary of immunity, let us not prostitute it to 
the use of every new and untried remedy in vaccine 
and serum therapy. _ 

THE COMPARATIVE METHOD IN MEDICINE. 

For many years Sir Clifford Allbutt has been 
advocating the consolidation of all branches of medical 
study in the belief that without the comparative 
method medicine cannot make active growth on the 
larger lines. Professor F. Hobday’s lecture, which we 


print elsewhere, delivered at a combined medical and 
veterinary meeting, gives examples of the peril to man 
from animal diseases, grave enough in themselves to 
drive this lesson home. But there is far more in it 
than this, as Professor Hobday indicates—namely, that 
only in the light of disease as a whole can its parts be 
adequately known and its intimate laws understood. 
The comparative method has been fertile of results in 
the spheres of anatomy and morphology, as, indeed, it 
has been the groundwork of modem developments in 
the study of history, language, and religion. Much 
good might come from affiliating a section of veterinary 
medicine with the Royal Society of Medicine, or, 
perhaps better, from organising a section of com¬ 
parative medicine at which graduates of both pro¬ 
fessions could discuss subjects of mutual interest. The 
large attendance at the discussion on March 14th to 
discuss the Eradication of Tuberculosis in Man and 
Animals confirms the interest taken in these border¬ 
land topics. Cambridge University has its field 
laboratories and its agricultural department, and, apart 
from any other motive, it would probably pay pedigree 
stock-breeders and nurserymen very well to endow an 
institute for practical and theoretical work on com¬ 
parative medicine, both of plants and animals. An 
endless variety of experience and opportunities for 
research would be afforded by comparative pathology. 


THE UROHyEMOLYTIC COEFFICIENT. 

Professor Alfredo Amati, of the University of Naples, 1 
has been conducting some new researches on urinary 
haemolysis as an aid to the diagnosis of nephritis and 
malignant disease. In his first series of experiments 
his object was to investigate in what way the red cells 
behaved when immersed in the urine of healthy persons, 
and what influence the specific gravity, reaction, 
amount of chlorides, urea, and molecular concentration 
had upon the phenomenon of haemolysis. The result 
of this first series was to show that normal urine is 
never haemolytic, but, on the contrail, has in the 
majority of cases an antihaemolytic action on 
the blood cells. And an interesting point is 
that this antihaemolytic action bears no direct 
relation to the specific gravity, reaction, quantity of 
urea and chlorides, or cryoscopic delta. Apart from urea, 
which it is known has no action on the red cells, it was 
found that urines with low specific gravity, deficiency 
of chlorides, and high cryoscopic delta did not cause 
haemolysis, almost as if they did not obey the physical 
laws of osmosis, thus confirming the hypothesis that in 
the urine of healthy persons there is an antihaemolytic 
substance which renders it resistant to these physical 
laws. The second series of experiments were with 
pathological haemolytic urines, of which, after long 
investigation, Professor Amati only found six—three 
from cases of chronic interstitial nephritis, one in 
chronic parenchymatous nephritis, one with carcinoma 
of the uterus, and the last with sarcoma of the sternum. 
The specific gravity, amount of salts, &c., seemed to have 
very slight influence on the phenomenon of haemolysis 
in these cases, but the reaction was not constant. The 
inconclusive nature of these experiments led Pro¬ 
fessor Amati to a third series in which he investi¬ 
gated the effect of adding distilled water to urine—i.e., 
if the urine of a healthy person is not haemolytic how 
much distilled water must be added to make it globuli- 
cldal. He took a series of eight test-tubes, the first 
containing 6 c.cm. urine alone, the next 5£ c.cm. urine 
and & c.cm. distilled water, and so on, the eighth having 
& c.cm. urine and 5& c.cm. distilled water. The patient’s 
finger is pricked and two drops of blood allowed to fall 
into each test-tube, which are then placed in an incubator 
at 37° C. for 2-24 hours. The results found were that 
physiological urines in order to become haemolytic had 
to have a marked dilution with distilled water, usually 
5 water to 1 urine. The important point is that the degree 
of dilution is constant in all urines, and if the smallest 
dilution required to render a urine haemolytic be called 
the urohaemolytic coefficient, it may be said that this 


1 II Polidinico, Practical Section, Feb. 28th, 1921. 
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coefficient is constant in normal urine, being usually 
bqual to 3, but may oscillate between § and With 
pathological urines, however, using the same dilution, 
it was found that in nephritics and patients with 
malignant disease this urohsemolytic coefficient 
becomes considerably changed or even inverted, rang¬ 
ing between / f , h and We call the attention of 
observers to these researches which promise to be 
useful for diagnostic purposes; the method is simple 
and easy, and within the range of everyone, and if 
Professor Amati’s conclusions are verified the investiga¬ 
tion of the urohaBmolytic coefficient may become one 
of the common laboratory methods and of utility in 
doubtful cases of nephritis and malignant disease. 


A FRENCH REVIEW OF MEDICAL PROGRESS. 

The Archives de Medecitu et de Phannacie Militaires , 
published by order of the Minister of War, proposes to 
issue every three months a “ medical chronicle ” draw¬ 
ing attention to the notable facts and ideas which have 
during the period marked the progress of medicine. 
The present chronicle is from the pen of Dr. de Lavergne, 
professor at the Military Medical School of Val-de- 
Grace, and recounts striking advances in medicine 
which have come to notice during the war. Spiro- 
chsetosis ictero-haemorrhagica was previously unknown, 
also the broncho-spirochsetosis of Castellani, apparently 
brought to France by Arab troops from Africa; Noguchi 
has proved yellow fever to be due to another spirochsete. 
Gas poisoning was a new disease, and amoebic dysentery 
was almost unheard of in France, where only 13 cases 
of endemic origin had been reported up to July, 
1914. Paratyphoid-A fever was very rare, too, until 
imported, probably by troops from Algeria and Morocco. 
Then encephalitis lethargica, a polymorphic disease, 
was discriminated about 1918. Its virus is a filter- 
passer which sets up the disease in injected monkeys 
and rabbits. It is a question whether various of the 
rarer but well differentiated nervous diseases which 
we so little understand may not be sporadic cases of 
this infectious disease. The nature of chorea is in 
consequence being rediscussed; some bold spirits even 
ask whether hysteria in certain of its manifestations 
may not be the expression of an infectious disease. We 
shall probably in future inject serums protective 
against both gas gangrene and tetanus, and surgeons 
have found in the war that the bacteriologists can 
help them, as for years the physicians have known. 
The cause of influenza is not completely understood. 
It appears to be a filter-passer which causes an 
illness, in itself slight, but opening the way for 
serious secondary infections against which a patient 
may be protected by suitable vaccines. The cause 
of mumps is also a filter-passer, and, inoculated 
within the parotid of the cat, after nine days’ 
incubation it excites a parotitis, which is sometimes 
complicated by orchitis. The cause of another infectious 
disease, typhus, is not yet known, though the disease 
reproduces itself (Ch. Nicolle) in the guinea-pig injected 
with the blood of a typhus patient, and cultures of 
Bacillm proteus are agglutinated by serum from cases 
of typhus. Levaditi and A. Marie claim they have proved 
the existence of two races of Treponema pallidum , one 
of which is neurotropic and attacks the nervous system, 
while the other, dermotropic, attacks only the skin. 
Shock is considered due (Delbet) to the absorption of 
toxins, products of the crushing of muscles. Then 
there is Widal’s “haemoclasic reaction,” due to the 
entry into the organism of a heterogeneous albumin. 
This reaction is recognised by examination of the 
blood, by the blood pressure, or by alteration in the 
refractive index of the serum. Sometimes no symptoms 
follow, sometimes we have evidence of anaphylaxis; 
Examples are asthma from the smell of sheep, giant 
urticaria after certain foods have been taken, epileptic 
fits excited by eating chocolate, or an attack of 
malaria due to the break-up of the rosettes. He 
and his pupils show it is not only as amino-acids 
that proteins leave the intestine; they sometimes 
enter the portal circulation unchanged. One social 
change due to the war must be mentioned. A man 


nowadays brought before a discharge board and. 
found to be on medical grounds unfit for service is pre¬ 
sumed to be entitled to a disability pension unless the 
army can show that his unfitness is not due to his 
service. Antityphoid, anticholera, antitetanic pre¬ 
ventive injections formerly debated are now uni¬ 
versally accepted. Some prevent typhus by injecting 
serum of patients convalescing therefrom, and similar 
proposals are made regarding measles. But, of course, 
these methods are of themselves insufficient. Places 
must be kept clean, water must be sterilised when 
suspicious; a vigilant police at the frontier may keep 
off plague and typhus—but what do these precautions 
avail if the general population be not educated In pro¬ 
portion, if its own manners and customs are unclean 
and unhygienic ? It is clear from the zeal with which 
France is throwing herself into the fight against tuber¬ 
culosis that her hygienic conscience is thoroughly 

aroused.But Professor de Lavergne’s review should 

be read at length in the original. 


OCCUPATIONAL DERMATITI8 IN DENTISTS. 

Dr. C. Guy Lane, 1 assistant dermatologist to the 
Massachusetts General Hospital, Boston, remarks that 
occupational dermatitis in dentists has usually been 
attributed to one of their antiseptics or soaps, and with 
the exception of Mook, who records a case due to 
apothesin, no one has associated the skin lesions with 
the use of local anaesthetics. Dr. Lane has recently 
had occasion to treat three dentists who presented 
an irritated, condition of the hands, apparently 
due to their individual susceptibility to proo&in. 
This drug was introduced into the United States 
in 1912, where it appears to be the most widely 
used local anaesthetic among dentists. In its lesser 
toxicity, greater solubility and stability it possesses 
considerable advantages over cocaine. It is neutral 
in reaction, and its solutions are precipitated by 
alkaloids and alkaline carbonates, though it is not 
affected by sodium bicarbonate. The eruption in Dr. 
Lane’s cases consisted of circinate erythematous areas 
with fissures on both palms and about the fingers, and 
was attended with intense itching. The lesions in the 
palms closely resembled those of an epidermophyton 
infection, but examination of the scales was negative. 
Skin tests with procain solutions revealed an individual 
susceptibility in each case, there being intense redness 
and itching within 24 hours at the points of inoculation. 
A rapid cure followed the discontinuance of the use of 
the drug, or in protecting the hands by wearing rubber 
gloves. _ 

ETHNOLOGY FROM AN EASY CHAIR. 

This is the alternative title of Lieut.-Colonel T. R. 
St. Johnston's delightful book on the Islanders of the 
Pacific. 2 Here and there we do not follow the medical 
author’s arguments, but his title disarms criticism 
based upon stern logic. Colonel St. Johnston’s thesis 
is that “ the Polynesian and the European had in the 
remote ages of the past one common ancestry, a 
kinship of common blood.” And the following is the 
author’s account of this ancestry. There was once 
(p. 262) a nation termed “Armenoid,” who inhabited 
the country north of Mesopotamia, and who, several 
thousand years ago, began one of the well-known 
tribal migrations. The Armenoids invaded Egypt, 
got down to the Persian Gulf and invaded India, 
where to-day the Nagas are probably their descend¬ 
ants. They pushed out the aboriginal inhabitants 
—i.e., the Dravidians, who were driven down to 
the Malay Peninsula and the Indonesian islands. 
Meantime the Armenoids who had gone down to 
Egypt had worked their way down the Red Sea and 
eastwards to India where they also came into contact 
with the Dravidians, and pushed on into the Pacific, 
intermarrying with the Negrite Pacific aboriginals, 
and founding the Melanesian peoples of to-day. But 
the real Polynesians are the descendants of the 


1 Archives of Dermatology and Syphilology, M&rclul921. 
a London: T. Fisher Unwin. 1921. Pp. 307. 2*. 
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Armenoids who came into India by land, and who in 
their turn were slowly pushed on by the Aryans until 
they reached Java and the gates of the Pacific not later 
than the fifth century b.c. They left Java about the 
beginning of the Christian era, and when they got to the 
Pacific islands they found there the black, flat-nosed 
people of whom so many traditions are found in Poly¬ 
nesian legend. Of the connexion between these people 
and the people in other parts of the world who mined for 
gold, worshipped the sun, and built great stone temples, 
we have not space to talk. But we must refer to one 
passage of Colonel St. Johnston's book, on the Fire 
Walk ceremony (p. 173) which, as he says, is or was 
carried out in other parts of the world, Indonesia, 
Japan, Egypt, and Bulgaria. In the Pacific it is confined 
to the Polynesian districts, for though found in Fiji it 
is only in the definitely Polynesian island of Benga that 
it exists, and is even there confined to one special group 
of people. Now Virgil gives an account in the Eleventh 
Book of the iEneid of a Fire Walk ceremony held at 
Soracte in honour of Apollo, similar in every way to 
the Polynesian ceremony described by Colonel St. 
Johnston. Here are his words:— 

“ Summe demn, saneti cuntos Soractds Apollo. 

Quem primi colimus, cui pineus ardor acerve 
Pascitur, et medium freti piet&te per ignem 
Cultores multa premiums vestigia pruna.” 

Highest of gods, Apollo, guardian of holy Soracte, 
thou whose chief worshippers we are, thou for whom 
the pile of burning pine wood is fed, while we upborne 

by faith press our footsteps in the glowing embers. 

Pliny (Hist. Nat., VII., 2), commenting on this custom, 
says that the power to walk through the blazing wood 
embers was confined to one family, the Hirpi, and 
Servius, the commentator, quotes Varro as saying that 
they rubbed their feet with a drug, “medicamento 
plantas tingunt.” So we find an identical ceremony 
in primitive Italy and in Polynesia. Dr. Warde 
Fowler, in his Roman Essays and Interpretations, has 
drawn a most interesting picture of the extraordinary 
parallelism between certain customs, especially of 
divination, which exists between those of primitive 
Italy and certain tribes of modern Borneo, such as 
the Kayans and Kenyahs. The Kayans are partly of 
Caucasian blood, and are believed to have found their 
way into Borneo from Central Asia by way of Burma ; 
Borneo, it is true, is not Polynesia, but it is a stepping- 
stone thither from India. So here we have another 
link between ancient Italy and the Far East, and the 
sum of Colonel St. Johnston’s speculations is that the 
Polynesian race must not be allowed to die out. One 
point more, and that a very speculative one. There is 
a tradition that about the twelfth century a ship with 
whites on board arrived at Oahu, and that this is 
probably the same ship in which Paumaha, of 
Oahu, brought back two white gods or priests to 
Hawaii. Could these white men have been Nestorian 
missionaries ? In the sixth century there was a flourish¬ 
ing Nestorian church in Malabar, and in the eighth 
century a Nestorian patriarch of China. It is not 
impossible, therefore, that by the twelfth century 
some enterprising missionaries may have got into 
Polynesia, though there is no record left of the 
pilgrimage. _ 

THE FOURTH VENEREAL DISEASE. 

According to Dr. William M. Donovan, 1 Instructor in 
clinical medicine at the University of Wisconsin 
Medical School, who records an illustrative case, the 
subject of the so-called “ fourth venereal disease,” or 
specific ulcerative and gangrenous balano-posthitis has 
received comparatively little attention. The condition 
is an acute inflammatory disease of the glans penis and 
opposed surface of the prepuce, characterised clinically 
by ulceration and at times gangrene, with a copious 
flow of foetid pus, and caused by the symbiosis of a 
spirochaBte and fusiform bacillus morphologically indis¬ 
tinguishable from those met with in Vincent’s angina. 
Predisposing causes are (1) a redundant prepuce with 
tendency to phimosis, and (2) cm unclean preputial sao 

1 American Journal of the Medical Sciences, February, 1921. 


with its decomposing smegma* The comparative 
frequency of the condition is shown by the fact that it 
constitutes 2-3 per cent, of the cases seen at the 
Hdpital du Midi. The period of incubation ranges from 
two to eight days. Subjectively there is a mild itching 
followed by constant burning pain in the preputial sac 
and extreme tenderness of the penis on manipulation. 
Exfoliation of the epithelium of the sulcus, prepuce, 
and glans takes place and is followed by ulcera¬ 
tion. (Edema of the whole penis, phimosis with 
heat and redness, and palpable dorsal lymph 
vessels are common. Bilateral inguinal adenitis 
is frequent, but suppuration does not occur. Con¬ 
stitutional symptoms are absent except in severe 
cases which are attended by prostration, fever, 
vomiting, &c. In cases with much phimosis gangreue 
is liable to supervene unless proper treatment is insti¬ 
tuted, but when there is no such phimosis the condition 
may subside spontaneously with the ordinary methods 
of cleanliness in two or three weeks. The disease is 
sometimes complicated by the coexistence of syphilis. 
The diagnosis is established by the presence of the 
spirochsete and fusiform bacillus in the pus. Prophy¬ 
laxis consists in the performance of circumcision. 
Cauterisation is contra-indicated, as it renders anaerobic 
conditions possible beneath the coagulated albumin. 
The following treatment is recommended by Dr. 
Donovan : A dorsal slit should be made in the phimosis 
so as to enable remedies to be applied and favour 
aerobic conditions; the sac should be irrigated every 
few hours with peroxide of hydrogen solution, and 
powdered salvarsan or neo-salvarsan should be applied 
daily to the ulcers. _ 

ANILINE AND CANCER OF THE BLADDER. 

The International Labour Office of the League of 
Nations at Geneva has established a special section, 
under the direction of Dr. Caroezi, to deal with 
industrial hygiene. This section has now produced 
its first publication, a booklet 1 dealing with cancer of 
the bladder among workers manipulating aniline. 
Rather inconclusive reports have been issued on this 
subject in recent years, and we welcome this reasoned 
summary of all available evidence, feeling that anything 
which may throw light upon conditions or influences 
leading up to malignancy cannot fail in the long run 
to prove of value to the whole cancer problem. While 
at the present time the development of the dye industry 
in this country gives special interest to the subject. 
The earlier cases of dancer of the bladder were reported 
from Frankfort-on-Main, but statistics now published 
include other cases studied by. Leuenberger at Basle, 
which is another centre of the dye industry. The 
figures indicate that among 15,800 patients treated at 
the surgical clinic of this town from 1861-1900, only 6 
(0*04 per cent.) were tumours of the bladder; while 
from 1901-10, after the chemical industry was estab¬ 
lished, among 9650 cases 16 (0*2 per cent.) were tumours 
of the bladder and 12 of these cases occurred among 
workers in the dye industry. The occurrence of these 
cases at Basle establishes a definite relation between 
the industry and tumours of the bladder. The condition 
itself takes varying periods to develop, depending upon 
the chemical influence concerned ; less than three years’ 
exposure is claimed to be sufficient in the case of 
benzidine, five years in the case of naphthylamine, and 
12 for rubine and fuchsine. The first symptom is 
frequently hsematuria with dysuria, and stranguria ; but 
bladder irritation, disappearing and reappearing, may 
precede by a considerable time more serious alterations. 
Lack of personal hygiene, malnutrition, and alcoholism 
favour the condition, and workers who take great care of 
their skin show a smaller number of cases. Papillary 
tumours, adenomata, and adenocarcinomata occur; 
but the majority of the tumours have an extraordinary 
polymorphism. These tumours result from “an atypical 
growth of the epithelium of the mucous membrane 
with the formation of microscopic and macroscopic 


1 Cancer of the Bladder among Workers in Aniline Factories. 
Studies and Reports. Series F, No. 1. International Labour Office. 
Geneva. February, 1921. 
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papilloma, the development of granulated tumours, 
carcinoma, adenocarcinoma, sarcoma, &c.” Doubt 
seems to be present in the first stages of any case as to 
whether it is benign or malignant. For some indefinite 
reason a sharp distinction is drawn in the report between 
tumours of the bladder due to aniline compounds, 
and epithelial carcinomata as seen among workers 
manipulating tar, shale oils, and pitch. In each case 
at first there is an overgrowth of epithelial tissue, 
papilloma of the bladder in the one case and skin warts 
in the other. In each case difficulty arises in deter¬ 
mining when the overgrowth has taken on malignant 
characters; O’Donovan 2 holds that in dealing with tar 
cancer we have in all probability a carcinomatous 
histological picture from the beginning. In each case 
metastasis is not the rule. In each case there is a 
ohemical similarity in the bodies bringing about the 
tissue changes; aniline is a benzene compound, while 
tar, paraffin, and pitch are all distillation products of 
vegetable matter containing benzene derivatives. 
Determination, in these instances of occupational 
cancers, of the precise substances which can induce 
hyperplasia in living tissues might go far to disclosing 
the first stage from normality to abnormality upon 
which malignancy is finally superimposed. Probably 
chimney-sweeps’ cancer, induced by coal-tar products 
in soot, and cancer of the lip and buccal cavity, induced 
by products of tobacco distillation, would be found to 
have a similar primary cause. 

Considerable effort has been made to discover which 
chemical products are at fault. Evidence points to the 
aminobenzenes, particularly benzidene and j8-naphthyl- 
amine. The path of entry into the body is not clear; 
probably the respiratory and digestive tracts, as well 
as the skin, each play their part; but the analogy of 
T.N.T. poisoning would suggest that the skin is the 
most important. The path of exit is indicated by the 
pathological results; Kuchenberger claims to have 
found a colour test by which the presence in the urine 
of amino-aromatic compounds can be demonstrated. 
The value of this test, like Webster’s test among T.N.T. 
workers, is to establish the presence of exposure to 
risk, and the necessity for more efficient means of 
prophylaxis. Exposure can be minimised by good 
ventilation, rigorous cleanliness, dust prevention or 
removal, short periods of work, clean overalls, and a 
clean skin. Periodical medical examination, including 
cystoscopy, is needed. Milk should be given to the 
workers, and alcohol and Bmoking prohibited. 

This pamphlet, which contains a valuable biblio¬ 
graphy of the subject dealt with, will, we hope, only be 
the forerunner of other interesting studies concerned 
with diseases peculiar to- industry. 


ACCOMMODATION FOR SEAMEN. 

We are informed that the town council of Newport 
(Mon.) has formally complained against the unsatisfac¬ 
tory Regulations of the Board of Trade which permit the 
present degrading type of accommodation for seamen 
to continue in the British Merchant Service. The 
report adopted by the council states that the time is 
ripe for the revision of the British regulations for the 
hygiene of crew spaces in order to secure larger cubic 
space for sailors, and urges that a strong committee 
representing the Board of Trade, the Ministry of Health, 
shipowners, shipbuilders, the officers and men of the 
Merchant Service, port sanitary authorities, and the 
Admiralty be set up with this object. The council 
points out that the present British official standards are 
too low, and in some respects inferior to those insisted 
upon by many foreign countries and British colonies. 
The council proceeds to say that the excessive rates 
for sickness and deaths amongst seamen are closely 
related to the unfavourable conditions of their lives at 
sea. The figures per thousand for the Navy and the 
Merchant Marine) drawn from the best statistics avail¬ 
able before the war, strengthen these arguments, 


a O’Donovan, W. J.: Epitheliom&tous Ulceration Among Tar 
Workers, British Journal of Dermatology and Syphilis, vol. xxxii., 


though it must be remembered, as we pointed out 
recently in another connexion, these may be gathered 
on systems which are not really comparable :— 

Royal Navy, Merchant Marine, 


1913. 1913-14. 

Total number of men . 126,830 245,619 

Death-rate from injury. 1*18 5-01 

„ „ disease. 2*06 4*1 

Total death-rate . 3*24 9*11 


The Merchant Service would appear to have a death 
rate from disease which is double, and from injury 
quadruple, that of the Royal Navy in peace-time. We 
should have to go back 20 years to find so high a death- 
rate from disease alone in the Navy, but it is three 
times higher in the Merchant Service. The report 
points out that, “ apart from the question of pro¬ 
viding healthier and brighter housing conditions 
for the Mercantile Marine in return for their noble 
self-sacrifice during the war and their heroic work 
in saving the Allies from starvation and ruin,” our 
foreign competitors are giving their men better 
accommodation, and British sailors and firemen have 
shown preference for service in American merchant 
vessels, where conditions of life are so much better. 1 
According to the town council of Newport large 
numbers of ships have been recently built with the war¬ 
time improvements omitted, and this without official 
interference. A 48-hour week for seamen may possibly 
in the near future be adopted. In that case crews must 
be much larger, more accommodation will be quickly 
required, and it is the more important that we should 
have good plans ready now. The need for international 
agreement in this matter is real, for ships pass from 
country to country and crews are of many nationalities, 
and the Newport report is sound in urging that the 
League of Nations should establish a minimum inter¬ 
national standard of marine hygiene for sailors’ accom¬ 
modation. The report is to be sent to the Prime 
Minister, the Board of Trade, the Ministry of Health, 
and others interested in, and with power over, port 
sanitary work, from whom we trust it will get the 
careful attention it deserves. It marks an epoch in the 
fight for good accommodation for seamen in their ships, 
where the medical officer of health for Newport, Dr. J. 
Howard-Jones, has long been a protagonist. 


SIR WILLIAM THORBURN. 

At the end of last year, as our Manchester corre¬ 
spondent recorded at the time in our news columns. 
Sir William Thorbum resigned his appointment as 
senior honorary surgeon to the Manchester Royal 
Infirmary, doing so, as we were aware, a little before 
his time expired in order to devote himself more 
entirely to the private practice of his specialty. The 
resignation necessarily carried with it the vacation of 
the chair of clinical surgery in the University of 
Manchester. The Council and the Senate of the 
University, in accepting the double resignation, 
expressed their appreciation of his services and passed 
a resolution referring to his distinguished record and 
skill in the practice of his profession. The very warmth 
of this expression, which was widely published in the 
press, has had the embarrassing result of mis¬ 
leading many of Sir William Thorbum’s friends to 
believe that he has retired from practice. We 
are glad to assure them that this is not the 
case. He has always remained in full private practice, 
nor has his connexion with the hospital ceased. 
At a meeting of the medical board of the Man¬ 
chester Royal Infirmary, held on March 30th, a resolu¬ 
tion was moved and carried confirming the appointment 
of Sir William Thorbum to continue to give lectures on 
the surgery of the nervous system and to continue 
doing surgical work at the Infirmary. 


We regret to record the death, at the age of 55 years, 
of Dr. Robert Murray Leslie, senior physician to the 
Prince of Wales Hospital and to the Royal Chest 
Hospital, City-road. 

1 The Lancet, 1921, i., 90. 
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TUBERCULOSIS IN GERMANY. 

By E. G. Glover, M.D. Glasg., 

FORMERLY MEDICAL SUPERINTENDENT, BIRMINGHAM MUNICIPAL 
SANATORIUM, CHELTENHAM. 


From time to time conflicting newspaper reports 
reach England as to the exact degree in which Germany 
has suffered in well-being as the result of the war, and, 
for this reason, it is perhaps worth while examining 
the statistical evidence with reference to tuberculosis. 
The figures given here are taken from the records of 
the Gesundheitsamt. Tables A and B are concerned 

Annual Death-rate from Tuberculosis of All Organs per 10,000 
Living Inhabitants. 


A.—Whole of Prussia. B.—In German towns. 


Year. 

Absolute 

No. 

Death- 

rate. 

Year. 

No. of 
districts. 

Absolute No. 
(civil and 
military). 

Death- 

rate. 

1892 

— 

260 

1914 

386 

41,730 

16’0 

1913 

56,861 

136 

1915 

383 

44,805 

16'8 

1914 

58,577 

138 

1916 

383 

48,779 

180 

1915 

61,606 

14 4 

1917 

383 

67,860 

25 "2 

1916 

66,544 

15 7 

1918 

373 

75.160 

287 

1917 

87,032 

20 5 

1919 

365 

66,604 

271 

1918 

96,844 

228 

1 





merely with the death-rate from tuberculosis, since 
there is no compulsory notification of infection in 
Germany, but only a compulsory notification of deaths 
from tuberculosis. 

The figures in Table A are for the whole of Prussia, 
town and country included; in round figures, we may 
note specially the fall of the death-rate from 26 in 1892 
to 13’8 in 1914 and the rise to 22-8 in 1918. As, however, 
the figures for rural districts always water down the 
tuberculosis death-rate it is advisable to consider the 
town death-rate as given in Table B. In this case the 
figures are for the whole of Germany and deal with 
the rate in towns of 15,000 inhabitants and over in 
about 380 districts, the population concerned totalling 
25,797,000. The increase from 1914 is again remark¬ 
able, and we may say that between 1914 and 1919 
100,000 more patients died than might have been 
expected, calculating from the rates of 1914. These 
figures are perhaps less illuminating as there is no 
record for Alsace-Lorraine in 1918-19, and none for 
Posen in 1919, and over 10,000 other fatal cases have, 
therefore, not been included. 

Owing to the faulty system of notification in Germany, 
and the frequent lack of differentiation between lung 
tuberculosis and tuberculosis of all organs, it is difficult 
to give satisfactory figures with regard to lung disease, 
but a rough idea may be obtained from Table C, which 
deals with lung rates in some towns, districts, and 
and provinces. 


Table C.— Death-rate of Lung Tuberculosis per 10,000 Living. 


Place. 

1885 

1913 

1917 

1918 

1919 

Berlin. 

34‘6 

166 

304 

299 

23‘3 

Hessen . 

29‘2 

125 

21*2 

200 

190 

Bavaria . 

254 

14 7 

170 

1 176 

— 

Prussia . 


120 

182 

205 

— 

Munich . 


17’3 

21 9 

239 

— 

Saxony . 

25‘0 

114 

131 

1 Incoin- 

— 




1 

| plete. 



The difference between industrial and rural areas in 
Table C. is very striking, With regard to the increase 
in the tuberculosis “ infection-rate,” this can only be 
guessed in Germany, but going on the assumption that 
at least twice the total number of deaths represents the 
number of cases living (and this, in England at any 
rate, would be a very modest assumption), we may take 
it that in 1913 there were 200,000 cases, and that in 
1918 this figure had risen to 340,000. As a matter of 


fact, the Gesundheitsamt estimates that there are at 
present little short of 500,000 cases in Germany, and 
this is probably true. 

A certain amount of corroborative evidence can be 
had from general health statistics, although naturally 
less stress can be laid on their probable accuracy. 
From a report of the Reichs-Versicherung one finds that 
whereas in 1913 10,400 adults were on the sick-list, in 
1919 this number had risen to 43,000 ; in Hamburg the 
number of tuberculous patients receiving extra nourish¬ 
ment rose to nearly double in the period from November, 
1917, to August, 1919; in Berlin the death-rate for 
women and children rose from 14 in 1913 to 19 in 1920 
(this last figure making due allowance for the influenza 
epidemic). According to the Berlin Industrial Friendly 
Society the percentage of deaths caused by tuber¬ 
culosis, in relation to the total deaths from all causes, 


is as follows:— 

Men. Women. 

1914 . 30 32 

1917 . 42 45 

1919 . 35 39 


As is well known, a similar rise in tuberculosis death- 
rates and morbidity-rates occurred in England during 
the war (speaking from memory, the number of actual 
deaths in England and Wales rose from 49,000 in 1913 
to 58,000 in 1918), but compared with the rates in 1892 
it is not nearly so striking as in Germany. The figures 
before 1892 in Germany are not very reliable or rather 
not comparable. It is therefore interesting to inquire 
whether in Germany, as in England, an improvement 
took place after the conclusion of hostilities. That such 
an improvement did take place can be gathered from 
the following figures, which show the half-yearly death- 
rates per 10,000:— 

First half. Second half. 

1914. 17-5 . 14-6 

1919 . 34-4 . 27-1 

1920 . 25-6 . (?) 16 (incomplete). 

All the figures go to show that the highest death-rate 
was reached in 1918, and that, especially in the second 
half of 1919, there was a marked improvement which 
has since continued. The same applies to the statistics 
for living cases. The figures for the Berlin Kranken- 
kasse show a distinct drop since 1918, and this is 
confirmed by the Stettin report, but it is interesting to 
note that in Mannheim (where industrial conditions are 
very bad) the reverse holds true, especially for infectious 
patients. Not only has the rate risen there, but whereas 
in 1918 of all new cases 17 per cent, were infectious, in 
1919 21 per cent, were infectious. Whether the rates 
will shortly fall to the pre-war level is an open ques¬ 
tion, but taking into account the present food situation 
in Germany it seems unlikely. As a rough approxima¬ 
tion one might say that the present food conditions in 
Germany are much worse than they were ever in 
England at the worst time of the war, and that this 
must affect the next ten years at least, especially 
amongst those who are at present in youth or 
adolescence. 

Methods of Fighting Tuberculosis. 

On the other hand, the fact has to be faced that 
the present organisation of antituberculosis work in 
Germany is unable to cope with the problem: firstly, 
because of lack of money; secondly, because the 
German is no longer as docile and amenable to health 
regulations, or, indeed, to any official regulations, as 
formerly; and thirdly, because the dispensary system 
has not been effectively organised, especially with 
regard to treatment and after-treatment. Of course, 
there are many excellently organised centres, as in 
Stettin, but in other places these are absent, and in 
large towns like Berlin there are so many organisations 
that within a circle of stools the unfortunate patient 
falls to the ground. The working of the insurance 
regulations in a town like Berlin is curious. Sick 
benefit is organised and administered, as in England, 
through the medium of the Krankenkassen, but tuber¬ 
culosis work is in the hands of the invalidity depart¬ 
ment. This is due to the fact that since the invalidity 
section suffered so much from tuberculosis unemploy- 
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ability they set out, at first, to attempt to cure tuber¬ 
culous cases; and latterly, to attempt to prevent 
infection. For this reason the Landes-Versicherung 
has a well-organised system of dispensaries, sana- 
toriums, Ac. 

The uninsured are less fortunate. True, at the 
Charity (a model University hospital) there exists an 
organisation where officials of the more needy class, 
small shopkeepers, shop assistants, and widows and 
children without means can receive treatment. In 
1919, 6080 were on the books, and in 1920 this rose to 
9200. As a side-light on present conditions, it may be 
noted that in 1919 the figure included 38 authors and 
artists, a few doctors and lawyers, and several hundred 
Government officials, many of whom were of high 
grade. At the Charite the patient pays one-third of 
his own costs, the employers, if any, are approached to 
pay another third, and the remainder is found from 
various sources—e.g., the municipality, the Government, 
the Deutsche Central-Komitee, or privately. 

An additional complication in Berlin was introduced 
by the extension of the town boundaries. In the 
suburbs, both rich and poor, regional dispensaries 
existed for dealing with the diagnosis and home 
visitation of tuberculosis cases, and these have not yet 
been absorbed into any oentral organisation. Both 
insured and uninsured are dealt with here, and here, 
as with the Landes-Versicherung and Charite, the 
families of infected cases are dealt with. It is 
expected that in the near future this family system 
will apply to diseases other than tuberculosis. In 
practice, then, a tuberculous patient is recommended 
by his private doctor, or by the Kassenarzt (insurance 
doctor) or by his Poor-law doctor (Armenarzt) to go, or 
goes of his own initiative, to a local Fursorgestelle 
(dispensary), whence, if insured, he is transferred to 
the Insurance Organisation, or where, if uninsured, 
various attempts are made to provide him with 
treatment. 

Deficiencies of the System. 

But when one comes to inquire what this treatment 
actually amounts to, the German system, sometimes 
through no fault of its own, shows up very badly. In 
all Germany in the year 1918-1919 there were 168 
sanatoriums, with 17,500 beds, and for children 172 in¬ 
stitutions, with 14,000 beds. This does not include, of 
course, a number of beds in the various hospitals and 
Poor-law infirmaries. In Berlin, for example, there 
are 378 beds in hospitals and 160 in Poor-law infirmaries, 
mainly for hopeless cases, leaving roughly about 680 
available beds in proper tuberculosis sanatoriums. 
This, for a population of over four million under 
present conditions of infection, is much too little. It is 
estimated at the Gesundheitsamt that only 25 per cent, 
of any new series of cases can get effective sanatorium 
treatment; the Charite authorities estimate the figure 
at 35 per cent., and it is at any rate safe to say that 
50 per cent, do not get adequate treatment. The period 
of treatment, too, has been reduced, largely through 
lack of money, to 6-8-10 weeks’ duration. Moreover, 
it is much more difficult for uninsured cases to obtain 
treatment; the iminsured Fiirsorge-Stellen must go 
from pillar to post begging or purchasing sanatorium 
accommodation under various organisations in various 
parts of the province of Brandenburg. 

This deficiency in sanatorium treatment would not 
be serious if at the various dispensaries there was 
provided effective out-patient treatment or after-treat¬ 
ment. Unfortunately this is not so. The dispensaries 
are exceedingly well organised as far as diagnosis, 
statistical records, the supply of printed forms, innumer¬ 
able recommendation forms, and the dispensing of good 
advice is concerned; they are also the centre-point for 
a staff of efficient nurse-supervisors, but the dispensing 
of medical treatment is practically unknown. There 
are, indeed, many insurance dispensaries where tuber¬ 
culin is administered, and the Charite in Berlin has a 
fairly efficient treatment clinic for uninsured cases, but 
in general there is no treatment in dispensaries. The 
patient has the cold comfort of accurate diagnosis, and 
must thereafter extract what satisfaction he can from 
printed recommendations. What the dispensaries have 


done in the past and still try to do is to distribute food, 
cod-liver oil, and clothing to needy cases, but at the 
present time this is practically a dead letter. When 
the tuberculosis patient in Germany asks for bread he 
is almost literally given a stone, or at least a bread- 
substitute which closely resembles emery-paper. 

In practice, treatment is limited (if one exclude the 
small amount of sanatorium treatment provided) to 
home-care, or, as it is euphemistically termed in 
England, “domiciliary” treatment. This is usually 
carried out by the Insurance or private doctor. The 
Poor-law doctor also treats cases, but he is not in 
great demand; the Brandenburger hates the Poor-law 
and, indeed, until recently at any rate, treatment 
by Poor-law officials entailed loss of certain civil 
rights. The end of the tuberculosis story in Germany 
is very simple: notification of the patient’s death is 
made under legal statute to the Kreisarzt who is 
really the police doctor, the house is sterilised, the 
children are examined, and that is the end. 

Some Observations . 

Three observations of some interest may be made. 
Amongst all classes in Germany the relatively alarming 
increase in tuberculosis is attributed mainly to the 
effect of the “ Hunger-blockade ” as it is called, and by 
the same classes it is held that improvement in tuber¬ 
culosis is greatly retarded by the transfer to other 
countries of a large proportion of milk cows. On the 
other hand, some tuberculosis authorities are, all things 
considered, very optimistic about the future of the 
tuberculosis crusade and think that in a comparatively 
short time after food-supplies approximate to the 
normal quantity the rates will also fall to normal. 
The outside observer, remarking as he must, the lean, 
yellow, under-nourished look of German youths cannot 
but feel that this bodes ill for the tuberculosis rate 
in ten or so years’ time, and finds such optimism is 
premature. 

The second observation is that England and America 
have every reason to feel proud of the activities of the 
various relief missions, especially those of the Quakers, 
who unobtrusively, but effectively, help in some way to 
provide children, apprentices, university students (and 
in the near future, it is hoped, tuberculous cases) with 
adequate nourishment. It is true that often only the 
fringe of the problem is touched, still the attempt is 
one which deserves all praise. 

The last observation is that the average German 
appears to have only a theoretical acquaintance with 
the principles of fresh-air inhalation; preferably he 
takes his air well boiled, or at any rate half cooked; 
real fresh air he relegates to its natural habitat— 
viz., out of doors. It is worthy of comment that the 
interior of many tuberculosis institutions is warm 
enough to make the enthusiastic foreigner mop his 
inquisitive brow, and to make him sigh for the English 
system whereby he no sooner enters a tuberculosis 
centre than he is almost blown out of the exit. In 
Germany, however, this does not apply to the 
poorer institutions and not to the homes of the poor. 
It should be remembered that even substitute coal in 
Germany costs more marks than the indigent can 
afford. 

I am obliged to Professors Mollers and Kayserling, to 
Dr. Helm, to Geheimrat Putter, and many others for 
much information and the privilege of inspecting their 
institutions and statistics. 

Berlin, Feb. 8th. 1921. 


Serbian Workers Reunion.—T he second annual 
reunion of the workers for Serbia will be held at the 
Wharncliffe Rooms, Great Central Hotel, London, on 
Tuesday, April 19th. Colonel Sir Courtauld Thomson, Chief 
Commissioner of the British Red Cross in the- Near East 
from 1915 to 1919, will take the chair. Dinner 7 for 7.30 p.n,, 
dancing at 9.30 p.m. Last year 164 were present, and it is 
hoped that all medical men and women who served with the 
medical missions or with the R.A.M.C. units attached to the 
Royal Serbian army will attend. Application for tickets 
should be made before April 12th to the honorary secretary, 
Miss Marx, 24, Melcombe-court, Dorset-square, London, 
N.W.l. • 
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IRELAND. 

(From our own Correspondent.) 

Professional Secrecy. 

The Council of the Royal College of Surgeons in 
Ireland has passed the following resolution:— 

The Council are of the opinion that it is contrary to the public 
interest that medical men should break their professional tradition 
and, without the consent of their patient, disclose information 
which they have obtained in the discharge of their professional 
duties. If any instance is reported to the Council in which one of 
the Fellows or Licentiates of this College is pressed to break con¬ 
fidence, such specific case will be considered by the Council and 
representations made to the authorities if such be thought 
necessary. 

It is understood that an opinion in a similar sense has 
been embodied in a resolution by the Royal College of 
Physicians of Ireland. 

Sentences on Medical Practitioners. 

It is announced that Dr. Patrick McCarville, 
Monaghan, has been sentenced to six years’ penal 
servitude for operating in a “ Flying Squadron ” in 
the Bragan Mountains. The trial took place at 
Belfast. The “ flying ^arty ” occupied a house near 
the hills owned by a man named M‘Kenna, in which 
arms, ammunition, and explosives were found. Dr. 
A. English, assistant medical officer of the Ballinasloe 
District Asylum, has been sentenced to nine months' 
imprisonment for having in her possession literature 
relating to Cumann n’ Ban and Dail Earann. 

The Irish Census. 

Arrangements for the taking of the Irish Census were 
in train, and it was expected that the enumeration 
would be made next month. Last week, however, 
Dail Earann issued a decree prohibiting those who 
acknowledge its authority from assisting in the Census. 
In face of this very regrettable decision there is little 
use in the Commissioners proceeding with their task, 
since without cordial cooperation on the part of the 
entire public a Census will be worse than useless; it 
will be misleading. 

M&roh 28th. __ 

SCOTLAND. 

(From our own Correspondents.) 

Post-graduate Medical Teaching in Glasgow. 

FOR many years post-graduate instruction in medicine 
has been given in several Glasgow hospitals, but only 
in the early part of 1914 was a special endeavour made 
to organise a permanent comprehensive post-graduate 
teaching scheme for Glasgow as a whole. The out¬ 
break of war delayed further progress until 1919, when 
an emergency post-graduate course was organised and 
carried on in the summer and autumn. The course 
was highly successful, and the committee in charge 
felt justified in recommending the institution of a 
permanent scheme. Such a scheme was adopted on 
March 2nd, 1920, at a joint meeting of the Faculty of 
Medicine of the University of Glasgow and the General 
Committee for Post-Graduate Medical Teaching, which 
had been appointed in 1914 at a public meeting of the 
medical staffs of the various Glasgow teaching institu¬ 
tions and hospitals. The various teaching institutions 
and teachers taking part in the scheme constitute an 
association the business of which is managed by a 
Board elected periodically by them. The chairman of 
the Board is Sir Donald MacAlister and the vice- 
chairman Sir Hector C. Cameron. To inaugurate the 
scheme the Board arranged a series of weekly demon¬ 
strations for practitioners extending from November last 
till May of this year, and the number of practitioners 
taking advantage of the series is satisfactory. For the 
ensuing summer and autumn the Board has arranged 
a comprehensive course of instruction for medical 
practitioners extending from May till October. Most 
of the Glasgow hospitals are taking part in the scheme, 
which has been arranged as far as possible so that a 
practitioner who so desires may occupy the greater 


part of each day attending classes open to all qualified 
medical practitioners and conducted independently 
of the undergraduate courses. A practitioner may enrol 
for one or several classes and may attend for one or more 
months at his discretion. The Board has also had in 
view the provision of facilities for young graduates and 
others who may wish to obtain a closer acquaintance 
with hospital work in one or other of its branches and 
who are prepared to give the necessary time. Arrange¬ 
ments have been made whereby a limited number may 
become attached to wards or out-patient departments, 
nominally as clinical assistants, for definite periods 
throughout the year. As such they would work under 
the direct supervision of the physician or surgeon in 
charge and carry out such detailed investigations as 
directed. A young graduate wishing to specialise in 
children’s diseases, mental diseases, tuberculosis, 
venereal disease, or other subjects should find such a 
training invaluable. It has long been felt that Glasgow, 
in the midst of such a vast industrial population, with 
its abundance of clinical opportunities, should become 
one of the leading centres of post-graduate medical 
teaching. This year the Board of the Glasgow Post- 
Graduate Medical Association presents to the medical 
profession its first organised scheme of teaching, 
trusting it will enable practitioners to keep them¬ 
selves abreast of the times. Full information con¬ 
cerning the classes and clinical assistantships may be 
had on written application to Dr. A. M. Kennedy, 
secretary, Post-Graduate Medical Association, Univer¬ 
sity, Glasgow, or by applying personally at the various 
hospitals which are taking part in the scheme. 

Coordination of Medical Services in Aberdeenshire. 

A conference of representatives of the local authorities 
in the county of Aberdeen and other bodies interested 
in coordination of the medical services was held in 
Aberdeen on March 18th. The main points discussed 
were : The possibility of devising a scheme for coordina¬ 
tion of the services of the medical staffs of the county 
council and the education authority with a view to 
economy in administration and prevention of over¬ 
lapping ; a possible agreement whereby the services of 
the nurses employed by the several district nursing 
associations be made available not only for the 
purposes of maternity and child-welfare schemes and 
the tuberculosis scheme but for the medical inspection 
and treatment scheme of the education authority. 
Gould an agreement be arrived at between the educa¬ 
tion authority and the various local authorities not only 
for the cleansing of verminous children, but also, where 
necessary, of the whole household in which the children 
resided ? The meeting was unanimously of opinion that 
a scheme of coordination for the several local authorities 
should be instituted. It was resolved that the county 
medical officer, the medical officers of health for the 
several burghs, the school medical officer, and the 
tuberculosis medical officer should consider the whole 
question of the coordination of the medical service and 
frame a scheme and submit it to a future meeting. 

Perth Infirmary: Students' Effort. 

A week’s effort, organised by students of Dundee 
University on behalf of the Perth County and City 
Royal Infirmary, which last year had a deficit of 
almost £7000, was opened on March 26th by a free gift 
sale at Perth Auction Mart. The sale was opened by 
Sir Robert D. Moncrieffe. With donations the sum 
realised was fully £500. 

Aberdeen Dispensary and Vaccine Institute: Annual 
Meeting. 

The annual meeting of the managers and subscribers 
of the above institute was held on March 24th in the 
town-hall, Lord Provost Meff presiding. The annual 
report showed that in the past year the total number of 
cases treated in all departments was 3659, an increase 
of 447 on the previous year. The number of patients 
treated at their own homes by the general staff of the 
dispensary was 929, being an increase of 236 on the 
previous year, and the number of visits paid to patients 
was 2639, being an increase of 803. The number of 
vaccinations and re vaccinations performed was 111. 
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being 72 more than the number for the previous year. 
The special ear, nose, and throat cases treated 
numbered 336, with a decrease of 19 over the number 
in the previous year. In the ophthalmic department 
80 cases, and in the special department for women 142 
cases, were treated. The number of prescriptions 
dispensed was 14,536, being 128 fewer than in the 
previous year. The number of medical students who 
paid for admission to the general practice of the institu¬ 
tion was 100, being an increase of 74. The number of 
vaccination certificates issued amounted to 65, an 
increase of 27. The annual subscriptions received 
amount to £87 7 s. 6 d., being a decrease of £6 13s. on 
the previous year. The total receipts for the year 
ending Dec. 31st, 1920, were £967 7s. 3£d., and the total 
expenditure £1008 16s. l$d., leaving a deficiency for the 
year of £41 8 s. lOd. 

March 28th. _____ 

URBAN VITAL STATISTICS. 

(Week ended March 19th, 1921.) 

English and Welsh Towns. —In the 96 English and Welsh 
towns, with an aggregate population estimated at 
184 million persons, the annual rate of mortality, which 
bad been 15 5,15*2, and 15*2 in the three preceding weeks, 
declined to 13*9 per 1000. In London, with a population of 
44 million persons, the death-rate was 13*1, or 2*0 per 
1000 below that recorded in the previous week, while among 
the remaining towns the rates ranged from 8*0 in Rotherham, 
8*1 in Walsall, and 8*4 in Wallasey, to 23*7 in Dewsbury, 
26*1 in Hastings, and 26*8 in Bury and in Tynemouth. The 
principal epidemic diseases caused 249 deaths, which 
corresponded to an annual rate of 0*7 per 1000, and comprised 
77 from infantile diarrhoea, 63 from diphtheria, 51 from 
whooping-cough, 34 from measles, 20 from scarlet fever, and 4 
from enteric fever. Measles caused a death-rate of 2*9 in West 
Bromwich and diphtheria of 2*8 in Merthyr Tydfil. The 
deaths from influenza, which had been 138,167, and 149 in 
the three preceding weeks, numbered 151, and included 42 in 
London, 10 in Leicester, and 6 each in Birmingham and 
Sheffield. There were 3695 cases of scarlet fever and 
2817 of diphtheria under treatment in the Metropolitan 
Asylums Hospitals and the London Fever Hospital, against 
3730 and 2818 respectively at the end of the previous week. 
During the week ended March 12th 5 cases of encephalitis 
lethargica were notified in the County of London, and 
comprised 1 each in Finsbury, Greenwich, Lewisham, 
St. Marvlebone, and Wandsworth. The causes of 44 of 
the 4946 deaths in the 96 towns were uncertified, of 
which 13 were registered in Birmingham, and 3 each in 
Stoke-on-Trent and Manchester. 

Scottish Towns.— In the 16 largest Scottish towns, with an 
aggregate population estimated at nearly 24 million persons, 
the annual rate of mortality, which had been 19*4, 18*0, 
and 18*5 in the three preceding weeks, fell to 17*8 per 
1000. The 398 deaths in Glasgow corresponded to an 
annual rate of 18*9 per 1000, and included 47 from whooping- 
cough, 15 from influenza, 7 from infantile diarrhoea, 4 from 
diphtheria, 2 from scarlet fever, and 1 from measles. The 
158 deaths in Edinburgh were equal to a rate of 18*5 per 
1000, and included 7 from influenza, 6 from measles, 2 from 
whooping-cough, and 1 each from diphtheria and infantile 
diarrhoea. 

Irish Towns.— The 140 deaths in Dublin corresponded to 
an annual rate of 17*3, or 0*8 per 1000 below that recorded 
in the previous week, and included 2 each from influenza 
and infantile diarrhoea, and 1 from diphtheria. The 147 
deaths in Belfast were equal to a rate of 18*3 per HXX), and 
included 16 from whooping-cough and 3 from infantile 
diarrhoea. 

(Week ended March 26th, 1921.) 

English and Welsh Towns— In the 96 English and Welsh 
towns, with an aggregate population estimated at I 84 
million persons, the annual rate of mortality, which had 
been 15*2,15*2, and 13*9 in the three preceding weeks, further 
fell to 13*0 per 1000. In London, with a population of 44 
million persons, the death-rate was 11 * 6 , or 1*5 per 1000 
below that recorded in the previous week, while among the 
remaining towns the rates ranged from 4*9 in Smethwick, 
6*3 in Wallasey, and 7*0 in Gloucester, to 20*0 in Hastings, 
20*5 in Middlesbrough, and 25*4 in Carlisle. The principal 
epidemic diseases caused 226 deaths, which corresponded 
to an annual rate of 0*6 per 1000 , and comprised 
65 from infantile diarrhoea, 59 from diphtheria, 53 from 
whooping-cough, 33 from measles, 14 from scarlet fever, 
and 2 from enteric fever. Whooping-cough caused 
a death-rate of 1*3 in Sunderland, and diphtheria of 
1*4 in Tottenham and 2*8 in Dewsbury. The deaths 
from influenza, which had been 167,149, and 151 in the three 


preceding weeks, declined to 121, and included 33 in London, 
10 in Sheffield, 7 in Birmingham, and 6 in Leicester. There 
were 3608 cases of scarlet fever and 2778 of diphtheria 
under treatment in the Metropolitan Asylums Hospitals 
and the London Fever Hospital, against 3695 and 281T 
respectively at the end of the previous week. During the 
week ended March 19th, 5 cases of encephalitis lethargica 
were notified in the County of London, and comprised 1 each 
in Islington, Finsbury, "Bethnal Green, Battersea, and 
Wandsworth. The causes of 20 of the 4633 deaths in the 
96 towns were uncertified, of which 4 were registered in 
London and 3 in Birmingham. 

Scottish Towns—In the 16 largest Scottish towns, with an 
aggregate population estimated at nearly 24 million persona, 
the annual rate of mortality, which had been 18*0,18.5, ana 
17*8 in the three preceding weeks, further fell to 15*3 per 
1000. The 354 deaths in Glasgow corresponded to an annual 
rate of 16*8 per 1000, and included 19 from whooping-cough, 
15 from influenza, 4 each from diphtheria and infantile 
diarrhoea, 2 from measles, and 1 from scarlet fever. The 
115 deaths in Edinburgh were equal to a rate of 13*4 per 
1000, and included 7 from influenza, 5 from whooping-cough, 
3 from diphtheria, and 2 from measles. 

Irish Towns .—The 136 deaths in Dublin corresponded to an 
annual rate of 16*8, or 0*5 per 1000 below that recorded in the 
revious week, and included 4 from infantile diarrhoea, 

from influenza, and 1 each from whooping-cough and 
diphtheria. The 124 deaths in Belfast were equal to aerate 
of 15*4 per 1000, and included 7 from whooping-cough, 3 from 
infantile diarrhoea, 2 from measles, and 1 each from scarlet 
fever, diphtheria, and influenza. 


w Serbires. 

ROYAL NAVY MEDICAL CLtJB: ANNUAL DINNER. 

The annual dinner of the Royal Navy Medical Club will 
take place at the Hotel Cecil, London, on Thursday, 
April 14th, at 7.30 p.m. for 8 p.m. Members who wish to be 

S resent are asked to inform the honorary secretary, Royal 
avy Medical Club, 1, Lake Buildings, St. James’s Park, 
London, S.W. 1, not later than seven clear days before that 
date. _ 

ROYAL NAVAL MEDICAL SERVICE. 

Surg. Lieut.-Cmdr. D. Loughlin is allowed to withdraw from the 

Service with gratuity. - 

ARMY MEDICAL SERVICE. 

Major-Oen. O. R. A. Julian retires bn retired pay. 

ROYAL ARMY MEDICAL CORPS. 

The undermentioned Captains relinquish the acting rank of 
Major: C. M. Gozney, G. D. Harding, and C. R. Dudgeon. 

Lieut, (temp. Capt.) H. G. P. Armitage to be Captain. 

H. W. Street, late Captain, Can. A.M.C., to be temporary 
Captain. 

Officers relinquishing their commissions'Temp. Major M. H. 
Allen (retains the rank of Major), Capt. E. Hulme and Temp. Capt. 
J. D. Judson (retain the rank of Captain). 

TERRITORIAL FORCE. 

Capts. H. K. Griffith and S. F. St. J. Steadman to be Majors. 
ROYAL AIR FORCE. 

Flight Lieut. C. W. T. Baldwin and Flying Officer F. T. Allen are 
granted temporary commissions in the ranks stated. 


Brighton, Hove, and Preston Provident Dis¬ 
pensary.— The report for 1920, submitted to the annual 
governors’ meeting on March 15th, recorded increased 
charges to patients. The payments of members are to be 
increased from 2d. to 5tl. for those over 16 years of age, and 
from Id. to 14 d. per week for those under that age, the 
maternity fee being raised from £1 Is. to £1 ID. 6 a. The 
whole of the members’ contribution was paid to the 
doctors attending them without deduction of any kind, and 
the doctors supplied all necessary medicine free of any 
further charge. The administrative expenses were provided 
bv subscriptions and donations and from the income of 
invested capital. The governors would in future be obliged 
to require those using the hospital to pay still further 
for some of the benefits they receive over and above 
their weekly subscription. The" dispensary was founded ih 
1837 to enable the poorer classes to choose their own doctors 
and be attended to by their own paid medical men. When 
the National Insurance Act came into operation it was 
found that there was still need for the provident dispensary, 
135 new members being admitted during 1920, against 156 
.in 1919. There has been some doubt expressed as to the 
effect on the work of the dispensary of Dr. J. F. Gordon Dill’s 
provident scheme for hospital benefits and additional 
medical services, but this cannot yet be estimated. 
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" ^ndl alteram partem." 

A CONTROLLED STUDY OF SANATORIUM 
RESULTS. 

To the Editor of The Lancet. 

Sir,—I am glad that Dr. Thompson Campbell has 
replied to Dr. E. Ward's article on sanatorium results 
in your issue of March 12th. The obviously unscientific 
data on which Dr. Ward’s conclusions are based must 
have struck many who read his article. If he were right, 
in our present state of knowledge, the best that can be 
done for tuberculous patients is to leave them alone. 
The worst, almost, is to send them to sanatoria for 
treatment. Statistics, as quoted by Dr. Ward, are of no 
value because they give figures which only deal with 
tuberculous cases from one, and that the least important 
aspect. To classify patients as suffering from slight, 
medium, and extensive tuberculosis is irrational 
and useless. In the ultimate issue it is not the 
extent but the intensity of the disease that tells. 
Slight disease with marked toxsemia has a far worse 
prognosis than extensive disease with a slight degree 
of toxemia. Further, he does not state the duration 
of treatment. Three months in a sanatorium is rarely 
of much good, and, to judge the results of sanatorium 
measures from a series of cases who spend an inadequate 
period, is wrong. Many patients require three years’ 
treatment and not three months. That it pays to keep 
patients for prolonged periods one has had frequent 
proofs. For example take the following case :— 

One of our large Scottish Universities gives a prize 
to the student who proves to be the most brilliant 
man of his year in any faculty. Last year the man 
who obtained that prize was one who had been 
a patient in the Consumption Sanatoria of Scotland, 
Bridge of Weir, six years ago. He suffered from 
advanced phthisis and had very marked toxaemia. 
Had we discharged him at the end of one year, I have 
little doubt that he would have been dead within a 
few months. Had we discharged him at the end of two 
years, I fear that he would have survived but a short 
period. Keeping him for three years so established 
bim that he was enabled to go through an arduous 
university course, and gain not only this coveted prize 
but a scholarship of several hundreds a year for four 
years. He has, I may say, had no recurrence of the 
symptoms during the period of strain. Dr. Ward says 
that “if a tree growing feebly in a poor soil is trans¬ 
planted to a good soil, and then after improvement 
returned again to the bad soil, it will not resume its 
feeble growth, but will probably die.” That is not 
quite true. It depends upon how long the transplanted 
tree is allowed to remain in the good soil. 

Dr. Ward’s controls seem to have been a doubtful 
collection. One of the reasons why they were not sent 
to sanatoria was because it was decided to keep them 
under observation for a while, to avoid for them the 
sanatorium stigma. Another reason was that they 
were unwilling to go to a sanatorium. What proof 
had he that they were really tuberculous ? My expe¬ 
rience in consulting and dispensary practioe is, that 
patients, when diagnosed as tuberculous, are very sub¬ 
missive in their anxiety to be restored to health. They 
gladly acquiesce in any suggestion. Very rarely does 
the stigma of a sanatorium weigh with them. In cases 
that are doubtful it is different. The majority of these 
dp well with a change and with symptomatic treatment. 

A personal experience over many years has convinced 
one of the fact that in the sanatorium we have a means 
of dealing radically with this scourge in individuals. 
The results frequently are quite as dramatic as those 
obtained in the realm of surgery. Three things are 
required: the right type of case, a well-organised 
method of treatment along the lines of graduated rest 
and exercise, and a prolonged period of residence. 
Hyperaeration, hyperalimentation, and in selected cases 
tuberculin do the rest;—1 am, Sir, yours faithfully, 

- James Crocket, M.D., 

March 21st. Lecturer on Tuberculosis, Glasgow University. 


INSURANCE RECORDS: THE VIEW OF THE 
LONDON PANEL COMMITTEE. 

To the Editor of The Lancet. 

Sir,—A t their meeting on March 22nd the London 
Panel Committee directed me to send you a copy of the 
following resolutions:— 

(a) That the Committee are of opinion that some form of medical 
record is necessary. 

( b ) That the Committee are of opinion that practitioners should 
not be required to enter matters on the record cards which in 
their opinion are likely to be detrimental to the interests of the 
insured persons concerned. 

(c) That in the opinion of the London Panel Committee the 
present medical records are neither advantageous to the medical 
service nor beneficial to the community, and that it is desirable 
that they be discontinued forthwith. 

I am, Sir, yours faithfully, 

R. J. Farm an, 

Secretary, Panel Committee for the County of London. 
Staple House, 51, Chancery-lane, W.C., March 24th , 1921. 

THE FIGURES OF VENEREAL DISEASE. 

To the Editor of THE LANCET. 

Sir,—I n your Parliamentary Intelligence of March 26 th 
Lord Knutsford is reported to have made the following 
statement in the House of Lords:— 

“ The figures of venereal disease in this country were 
almost too great to be believed. At the London Hospital 
alone they had 23,000 new cases last year.” 

At a low computation each of these new cases would 
put in at least 12 attendances, so that the total number 
of attendances at the venereal department of that 
hospital would amount to considerably over a quarter 
of a million a year. As the total number of attendances 
at the department in 1919 was actually 24,499 Lord 
Knutsford was quite justified in his statement that 
‘the figures of venereal disease in this country wero 
almost too great to be believed.’’ They most emphati¬ 
cally are. I am, Sir, yours faithfully, 

Queen Anne-street, W„ March 26th, 1921 J. ERNEST LANE. 

• “ A VERY ENERGETIC PROPAGANDA.’’ 

To the Editor of THE Lancet. 

Sir,—D uring the recent debate in the House of Lords 
on the report of the Special Committee on Venereal 
Diseases Viscount Knutsford urged the need of a “ very 
energetic propaganda” directed towards the creation 
of a higher standard of morality and a lessening of the 
incidence of these diseases. 

In this connexion a few figures as to the extent and 
scope of the propaganda undertaken in one year by the 
National Council for Combating Venereal Diseases may 
be of interest:— 

Personal letters of inquiry received and answered 

by the medical department. 33,000 

Free pamphlets individually distributed, each 
pamphlet published or approved by the Ministry 
of Health and the N.C.C.V.D. 606,000 

A very large number of addresses have been given to 
teachers, social organisations, employees of large firms 
and workshops, and to unselected audiences of the 
general public. It is impossible without special inquiry 
to estimate the numbers reached in this way by the 
89 branches of the National Council, but the fact that 
one branch alone has reached 33,000 people during the 
last three months indicates the magnitude of this side 
of the work. 

The cinematograph film has proved a most valuable 
addition to the propaganda material. Addresses have 
been given at exhibitions of approved films in more than 
200 centres, the estimated number of such lectures 
being 718. Recent attendances at such displays as 
reported by local branches are: Gateshead (18lectures), 
attendance 25,000; Plymouth (12 lectures), attendance 
12,000; Leicester (24 lectures), attendance 23,000. 

I am, Sir, yours faithfully, 

E. O. Grant, 

Secretary, National Council for Combating 
Marcb 26th, 1921. Venereal Diseases. 
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THE DR. F. M. NEWTON FUND. 

To the Editor of The Lancet. 

Sir,—D r. Francis Morley Newton, medical officer of 
the Stoke-on-Trent Union Hospital, who died on 
Feb. 15th, 1920, left a widow and four children, aged 
8 , 7, 6, and years respectively. He suffered from 
asthma and diabetes and was unable to insure his life 
or to make provision in any other way for his family, so 
that their present financial position and future prospects 
are precarious. A fund in aid of the widow and children 
has been opened under a committee having for chair¬ 
man Mr. R. H. Dickson, F.R.C.S. Irel., President of 
the North Staffordshire Medical Society, and Mr. W. 
Webster, F.R.C.S. Edin., as secretary. 

Dr. Newton was educated at Epsom College and St. 
Bartholomew's Hospital. The committee feels that his 
friends or fellow students might wish to contribute to 
this fund, and takes the opportunity offered by your 
columns to reach them. Contributions will be grate¬ 
fully acknowledged either by the chairman or secretary. 
I am, Sir, yours faithfully, 

Wm. Webster, 

Secretary to the Fund. 

64, King-street, Newcastle-under-Lyme, Staffs, 

March 26th, 1921. 


THE LABELLING OF THYROID TABLETS. 

To the Editor of The Lancet. 

Sir,—W e heartily support Dr. A. E. Carver’s con¬ 
tention contained in his interesting letter in 
The Lancet of March 12th on the prescribing of 
thyroid gland that the present slipshod method 
should be standardised. The dosage of all other 
widely used medicinal products is based on the dried 
substance, and why should an exception be made for 
thyroid gland? Would a pharmacist receiving a pre¬ 
scription for digitalis leaves assume for a minute that 
the doctor meant the moist as he did not state “exsic.” 
or “ desiccat.,” and proceed to calculate how much of the 
dried powder he must dispense to be equivalent to the 
moist? What is absurd in the one case is equally 
absurd in the other. No doctor troubles himself about 
the ratio of dried product to moist for drugs other than 
thyroid. The system is purely a survival of a non- 
scientiflc basis. 

Moreover, this mixed system is fraught with danger. 
For instance, a doctor prescribes 1 gr. of thyroid gland 
in tablet form and the pharmacist dispenses it, using, 
say, Jones’s tablets, which are 1 gr. moist equivalent to 
1/5 gr. dried substance. The patient now has a further 
supply, but from another pharmacist, who in this case, 
conforms to the B.P. standard and dispenses tablets 
which contain 1 gr. of the dried extract made by, say, 
Smith and Co. The patient finds a marked difference, 
it may be for the better or for the worse, and the 
doctor is puzzled. The prescriber never sees the 
bottle, and if he did most probably the issuing label 
would be covered by the pharmacist’s dispensing label. 
We may add that in 1913 a paper was contributed from 
our laboratories to the Pharmaceutical Conference 1 
using the argument which Dr. Carver now employs. 
Martindale and Squire, our two leading authorities 
after the B.P., both adopt the dried substance as their 
standard, and many of the leading manufacturers do 
the same. 

Our experience does not conform with that of Messrs. 
Parke, Davis and Co. that prescribersmean “moist,” 
for we made a large number of inquiries, and always 
had the same reply, that the “dried” substance was 
intended. In several cases the prescriber stated that 
the initial doses were always experimental and tenta¬ 
tive, and the real dose required could only be decided 
by trial and result. We hope that this correspondence 
will do something to bring about a uniformity of 
prescribing and dispensing based on a more scientific 
and uniform principle. 

We are, Sir, yours faithfully, 

Duncan, Flockhart and Co. 

Edinburgh, March 22nd, 1921. 


1 Year Book of Pharmacy, 1913. 



RUTHERFOORD JOHN PYE-SMFTH, CH.M. Sheff., 
F.R.C.S. Eng., 

EMERITUS FROFE8BOR OP BtJRGEBY IN THE UNIVERSITY OF 
SHEFFIELD. AND CONSULTING SURGEON, SHEFFIELD 
ROYAL HOSPITAL. 

We regret to learn the death of Rntherfoord John 
Pye-Smith, lately professor of surgery in the University 
of Sheffield, whose retirement from the medical 
profession only dates from a few months ago. 

Rutherfoord Pye-Smith came of old Sheffield stock, 
his grandfather, John Pye-Smith, D.D., F.R.S., his 
father, Mr. Ebenezer Pye-Smith, F.R.C.S., being both 
Sheffield men, though the latter practised in London, 
where his third son was born in 1848. Like an elder 
brother, Philip, R. J. Pye-Smith was educated at Guy’s 
Hospital, from which he qualified in 1872, becoming 
F.R.C.S. three years later. In 1876 he went to Sheffield 
as a general practitioner. He soon made his mark as a 
man of exceptional skill and versed in modern surgical 
procedure, which was at that date undergoing a revolu¬ 
tion. He was appointed in 1877 honorary surgeon to 
the Public Hospital and Dispensary (now the Royal 
Hospital), where he became the pioneer of Listerism in 
the district, and as such quickly came into prominence. 
Younger men trained on the same lines soon appeared- 
on the scene, but until his retirement Pye-Smith was 
always looked up to and respected as the doyen of 
surgery in Sheffield. 

A colleague writes:— 

When he began his career, like all other provincial 
surgeons of that time, he also carried on a general 
practice. In pre-Listerian days operative surgery alone 
was too scanty to provide a living, at any rate in the 
provinces, and it was necessary for surgeons to take general 
practice as well. Pye-Smith was almost the last of the local 
surgeons to do this, and he continued to do so more or less 
to the end of his career. As his surgical reputation grew 
and the amount of operative work demanded bv the 
public increased, this combination of the two things 
made his work endless, and, as be could not bring 
himself to adopt modern labour-saving methods, it is 
difficult to understand how he got through his day’s 
work. Motor-cars, typewriters, shorthand clerks—all these 
were anathema to him! For many years his single-horse 
brougham remained as the sole survivor of its kind 
amongst the profession! Every letter was in his own 
handwriting, and they were rarely less than four pages! 
No assistant prepared the patient for operation or put 
on the dressings after operation! Everything he did 
was done from beginning to end by himself. Perhaps 
the most striking tribute to his capacity for work, 
and his high sense of personal service, was the time which 
he devoted week by week to his hospital out-patients, even 
during the busiest part of his life. Four or five hours of his 
day, at least twice a week, would be given up to this part of 
his duties alone. 

On the constitution of the University of Sheffield 
Pye-Smith was elected Professor of Surgery and gave 
long and valued services to the University, so that 
on retirement from his chair a few years ago he was 
rightly made Emeritus Professor, receiving also the 
honorary degree of M.Ch. in the University. In the 
affairs of the University, whether in the Faculty, 
Senate, or Council, he took an active part, rarely 
missing a meeting, while his frequent correction of the 
substance or the phraseology of the minutes or reports, 
of which he had always read every line, became a 
by-word amongst his colleagues. It was natural that 
he should be chosen to represent the University on the 
General Medical Council, where again his practical 
experience of the problems of education, learned in the 
evolution of the Sheffield Medical School, was often 
drawn upon by his colleagues. 

During the war, though already showing distinct 
signs of strain from a life of incessant toil, he joined 
the staff of the Wharncliffe War Hospital, and in spite 
of remonstrances of friends, who saw how the work 
was telling upon him, he remained at his post until the 
conclusion of hostilities. But when the war was over 
he could not disguise from himself that his health was 
seriously affected, and a little less than two years ago 
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lie retired from practice and went to live in the country. 
He ceased work however too late, and although for a 
time his health improved he succumbed to a brief 
attack of influenza on March 23rd at his house in 
Ampthill. 

Professor Pye-Smith, though closely associated in our 
minds with the University with which he was connected 
during his long working life, may be regarded as a 
general leader in surgery—he was one of the focuses 
from which modern surgery, based on the discoveries 
of Lister, was distributed throughout the country. 
Outside his profession he was keenly devoted to art, for 
music, painting, architecture, and beautiful scenery all 
had their appeal for him. His holidays were usually 
spent in walking tours in some part of his native 
country. His disposition was serene, no one ever 
saw him ruffled or impatient, and in the difficulties 
of others he was always ready to act as mediator. 
A religious man by conviction and in practice, he 
was a great supporter of Congregationalism in 
Sheffield. He was also chairman of the Council 
of the Y.M.C.A. in that city. He led a full, 
arduous, and generous life, and few citizens can 
ever have been more widely and more deservedly 
regretted. 


Dr. Ernest Hasler Helby, medical officer to 
Prinoetown prison, was killed on March 24th by a fall from 
his motor-cycle. Dr. Helby was a Middlesex Hospital man 
who, after qualifying in 1893, demonstrated in bacteriology 
at King’s College, London, before entering the prison 
medical service. He was at Birmingham and Aylesbury 
before he was appointed to Princetown. 
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NOTES ON CURRENT TOPICS. 

The Medical Committee of the Home of Commons. 

This Committee met on March 21st in Room 13, House of 
Commons, Dr. Nathan Raw in the chair, when Sir Philip 
Magnus submitted correspondence with the Ministry of 
Health on the subject of security of tenure of medical 
officers of health. A Bill drafted some years ago (Public 
Health Officers Bill) was considered. Sir Philip Magnus 
agreed to have the Bill brought up to date and submitted 
to the committee at a subsequent meeting. 

A deputation from the Medico-Political Union, consisting 
of Dr A. Welply, Dr. Gordon Ward, Dr. Macdonald, and 
Dr. Greig, was then heard. Dr. Ward submitted objections 
to the new medical record cards, and Dr. Greig submitted 
objections to the new regulations of the Ministry of Health, 
to oome into force next year, concerning the transfer of 
practices. A discussion then took place, when the deputa¬ 
tion was promised that the points suggested would have the 
attention of the Committee. 


HOUSE OF LORDS. 

Monday, March 21st. 

Criminal Law Amendment Bill. 

On the motion of the Bishop of London, the Criminal 
Law Amendment Bill was read a third time and passed. 

Wednesday, March 23rd. 

Danger of Smuggled Foreign Dogs. 

Lord Bledisloe asked the Government whether there 
were good grounds for suspecting that during the last few 
months dogs had been smuggled into this country from 
abroad, thus evading the quarantine regulations and 
constituting a source of danger to the community in the 
matter of the transmission of hydrophobia; whether the 
maximum penalty for such evasion was for the first offence 
only £20; and whether seeing that such a fine, in the absence 
of any discretion on the part of the Court to substitute 
imprisonment therefor, was an insufficient deterrent to 
many such offenders, the Government would so amend 
the Diseases of Animals Act, 1894, as to empower the 
Court to impose in the case of a first offence the more 
draetic penalties provided thereby in the case of a second 
or subsequent offence. It seemed, he said, to be the fashion 
to breed as small a dog as possible of the varieties known as 
Pomeranians, Belgian griffons, Blenheim spaniels, and more 


I particularly Pekingese, so that it was comparatively easy to 
smuggle into this country in a lady’s muff, or in a small 
portable basket, dogs arriving across the Channel. There 
was also the danger, which was becoming a very real risk, 
of possibly larger dogs being transported to this country by 
aircraft, and more especially military aircraft. This sug¬ 
gestion was strengthened by the location of the various 
confirmed outbreaks of rabies, as published by the 
Ministry of Agriculture. During 1919 there were 155 
confirmed cases of rabies, largely in the South and 
West of England, and more or less in the neighbourhood 
of the camps; and in 1920, although the number was con¬ 
siderably reduced, no more than 42 outbreaks having taken 
place, much more than half those were in Wiltshire, which, 
of course, comprised Salisbury Plain, and in the three 
adjacent counties. Only five took place in all the rest of 
England. In the early part of this year the Army Council 
issued an instruction prohibiting the embarkation of any 
dogs with soldiers on transports or upon other means of 
conveyance to this country without a licence from the Minister 
of Agriculture. In the meantime, however, harm seemed to 
have been done by this illegal smuggling. A month ago the 
Masters of the Foxhounds Association passed a unanimous 
resolution urging the Government to take steps against this 
illicit importation of possibly diseased animals. A rabid 
dog was very seldom found wearing a muzzle, and it was 
therefore questionable whether muzzling, carried out 
sporadically in certain areas only, was an effective pre¬ 
ventive of the spread of rabies. 

Lord Willoughby de Broke, in supporting what Lord 
Bledisloe had said, remarked that not long ago a whole 
pack of foxhounds had to be destroyed. It seemed to him 
that lovers of Pekingese and Belgian griffons and such dogs 
appeared to lose all sense of public spirit in this regard, and 
it would he a great advantage if the Minister of Health would 
look into this matter and offer some kind of advice to the 
public against these dogs being allowed to lick dishes and 
plates in public restaurants as he had seen them do. 

The Earl of Crawford (Chancellor of the Duchy of 
Lancaster) said, with regard to the danger of smuggling 
dogs into the country by aircraft, he was informed that the 
Department of Agriculture, which had given the closest 
attention to the subject, had made inquiries and had 
satisfied itself that public aerodromes were now very well 
watched. The Department, however, was quite conscious 
that some smuggling might he attempted, and they were 
taking steps, which he would not particularise or describe, 
to reduce that danger to a minimum. As regarded fresh 
legislation, for the time being at any rate, the Board of 
Agriculture was of opinion that the present penalties, the 
danger of the quarantine, the guard oi the Customs, and so 
forth, could be relied upon to keep disease out of the 
country; but if any evidence were forthcoming of fresh 
attempts to use the aeroplane for this specific purpose, 
the Ministry would be quite prepared to ask for increased 
penalties. _ 

HOU8E OF COMMONS. 

Tuesday, March 22nd. 

Army Veterinary Service. 

Sir L. Worthington-Evans (Secretary for War) informed 
Colonel Sir A. Holbrook that the question of the amalgaSha- 
tion of the Army Veterinary Service with the Remount 
Service was not a new one. He was informed that it would 
not be practicable for the Army Veterinary Service to 
perform the duties of the Remount Service in addition to 
their own duties, and it was not considered that a saving 
would accrue from a combination of the two services even if 
this were feasible. 

Wednesday, March 23rd. 

Government's Opium Poliey. 

Mr. Montagu (Secretary for India) informed Sir J. D. 
Rees and others that it was not proposed to make any 
change in the opium policy of the Government of India as a 
result of the recrudescence of poppy cnltivation in China. 
The matter was now governed by the Hague Convention. 
Under that Convention, as China had prohibited the import 
of opium, Iudia was bound to prevent the export of Indian 
opium to China. He was given to understand that the 
matter would be discussed by the Opium Advisory Com¬ 
mittee of the League of Nations at the forthcoming Congress 
at Geneva. 

Sanitary Arrangements of Caravans. 

Major Glyn asked the Minister of Health what powers 
were possessed by the Ministry of Health to control the 
conditions and sanitary arrangements of caravans, especially 
when these had ceased to be really mobile and had settled in 
some field or vacant piece of land, joined shelters to the 
vans, and, without control or method, established a kind of 
encampment of vehicles, often a menace to the health of a 
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district.—Dr. Addison replied: The Ministry of Health 
have themselves no direct power in this matter, but the 
local authority can take action under the Nuisances Pro¬ 
visions of the Public Health Act where a tent, van, shed, or 
similar structure is in such a state as to be a nuisance or 
injurious to health, or is so overorowded as to be injurious 
to the health of the inmates. The local authority can also 
make by-laws under Section 9 of the Housing of the Working 
Classes Act, 1885, for promoting cleanliness in, and the 
habitable condition of, such structures, and for the prevention 
of nuisances in connexion with them. 

Venereal Disease. 

Captain Elliot asked the Minister of Health whether he 
had at any time sanctioned the provision of public money, 
either out of the National Exchequer or out of local revenues, 
for the purposes of the National Council for Combating 
Venereal Diseases, either for the purpose of advertisement 
or for any other purpose; and, if so, whether he would 
specify what amount of money had been so provided in each 
of the financial years affected and on what purposes the 
money had been spent.—Dr. Addison replied: The reply to 
the first part of the question is in the affirmative. In 
accordance with the recommendation of the Royal Com¬ 
mission on Venereal Diseases the National Council for 
Combating Venereal Diseases has been recognised by the 
Government since 1916 as the authoritative body for 
the purpose of spreading knowledge and giving advice 
in regard to the question of venereal diseases in its 
varied aspects. During the years ended March 31st, 
1919, and March 31st, 1920, grants were made to the 
National Council from the Exchequer amounting to 
£13,000 and £15,600 respectively, and tne grant up to date 
during the current financial year amounts to £13,750. These 

? [rants have been paid in respect of expenditure incurred by 
he National Council in connexion with a campaign of 
publicity and education by means of lectures, meetings, 
exhibitions, and press advertisements, and by pamphlets, 
posters, and other literature. The grants for the current 
nnanoial year and for 1919-20 included a proportionate sum 
for administrative expenditure. No grants are made direct 
by local authorities to the National Council, but some of 
these authorities have made contributions to local branches 
of the Council in aid of the propaganda and educational 
measures undertaken by those branches. 

Captain Elliot : In view of the recent recommendations 
of the Birth Rate Commission will the right honourable 
gentleman see that steps are taken to persuade the two 
societies engaged in the campaign against venereal disease 
to cooperate instead of pulling in different directions ?—Sir 
J. D. Rees: Will the right honourable gentleman in this 
matter regard with suspicion reports of a profession which 
has reported that victorious England has a C 3 population ?— 
Dr. Addison : I cannot agree with these generalisations. I 
have done everything I can to get these two different bodies 
to work together and am continuing to do so. 

Infant Mortality in London. 

Mr. Gilbert asked the Minister of Health what had been the 
rate of infant mortality during the last four years in London, 
and what had been the cost on the rates during the same 
period of maternity and child welfare centres established in 
the London area.—Dr. Addison replied: The rate of infant 
mortality in London has fallen during the last four years 
as follows : 1917, 104; 1918, 108; 1919, 85 ; and 1920, 75. The 
average cost to the rates of London of the Maternity and 
Child Welfare Service was during each of the last four years 
considerably less than Id. per £ of assessable value. 

Death-rate from Phthisis and Tuberculosis. 

Captain Elliot asked the Minister of Health the number 
of deaths and the death-rate per 1000 from phthisis and 
tuberculosis, all forms, in 1920, and similar figures for the 
previous five years; and whether, as a measure of public 
economy, he proposed to reduce the number of sanatoriums 
and beds available for coping with this disease.—Dr. 
Addison replied : The total deaths during the past six years 
from 1915-20 inclusive from all forms or tuberculosis were 
as follows: 54,295, 53,858, 55,934, 58,073, 46,312, 42,545. The 
death-rates per 100,000 of the population for the same years 
were as follows: 1515, 152*9, lb2*4, 169*4,125*8,112*8. As I 
have already stated, the figures for the last two years were 
the most encouraging we have had since the inception of 
the national scheme for the treatment of tuberculosis. The 
answer to the last part of the question is in the negative. 

Grants for Tuberculosis , Maternity , and Venereal Disease. 
Mr. Briant asked the Minister of Health what were the 
grants towards the services for tuberculosis, maternity 
welfare, and venereal disease for London during the last 
year; and if there had been any reduction in infant 
mortality since the grants in aid w re issued.—Dr. Addison 
replied: The grants paid to local authorities in London 
during the last completed financial year in respect of the 
services mentioned were: tuberculosis, £49,195; maternity 
and child welfare, £39,763 ; venereal disease, £35,543; total, 


£124,501. The mortality-rates are given in my reply to the 
honourable Member for Central Southwark. The total 
expenditure in all these services combined out of an average 
rate in London of 14*. 5 d. for the year 1920-21 was 2Jd. 

Birth -, Death-, and Marriage-rates in Ireland. 

Lieutenant-Colonel Allen asked the Chief Secretary to 
the Lord Lieutenant of Ireland the birth-, death-, and 
marriage-rates, respectively, in Ireland for the years 1910, 
1914, and 1920.—Sir H. Greenwood replied : The figures per 
1000 of the population are as follows:—1910 : marriages 5*04, 
births 23*3, deaths 17*1; 1914: marriages 5*41; births 22*6, 
deaths 16*3; 1920: marriages 6*18, births 22*2, deaths 14*9. 

Washington Maternity Convention. 

Mr. Clynes asked the Prime Minister whether, in view of 
the great importance of the Washington convention on 
maternity, and also of the widespread opinion that the draft 
conventions of the Washington conference must be sub¬ 
mitted to Parliament, an opportunity would be given after 
Easter to discuss the Government’s policy on the maternity 
convention, and also the Ministerial declaration that it was 
for the Government to decide whether any particular con 
vention should be submitted to Parliament.—Mr. Lloyd 
George (Prime Minister) replied: I would refer my right 
honourable friend to a reply given on Feb. 22nd in which a 

E romise was given by my right honourable friend the 
[ember for the Central Division of Glasgow to the effect 
that consideration would be given to this subject in the 
event of a question being put after Easter. 

Condensed Milk Standard. 

Mr. Grattan Doyle asked the Minister of Health whether 
he was aware that the draft regulations based on the Com¬ 
mittee’s recommendations for a standard of condensed milk 
were at direct variance with the bulk of the evidence 
submitted by interests concerned; and whether the Com 
mittee’s report and recommendations would be published.— 
Dr. Addison replied: I understand that the standards 
recommended by the Committee are not substantially 
different from those which were advocated by the majority 
of trade witnesses except in the case of one variety (fufl 
cream unsweetened) where a somewhat lower standard has 
been adopted. I am prepared to publish the Committee’s 
report if there is any general desire to that effect. 

Nation's Supply of Potable Water. 

Major Kelley asked the Minister of Health whether he 
had received any recommendations for the conservation 
and allocation of the nation’s supplies of potable water; and 
whether he proposed to take action to reserve sources of 
water-supply for towns such as Rotherham, whose popula¬ 
tions were certain to expand greatly, but whose areas did 
not adjoin any watershed unpolluted by industry or agri 
culture.—Dr. Addison replied: Recommendations on the 
subjects contained in the first part of the question are made 
in the Second Interim Report of the Water Power Resources 
Committee (Cmd. 79). These have been under my considera¬ 
tion, but it is not practicable to propose legislation on the 
subject at present. 

Pre-war Naval Disability Pensioners. 
Lieutenant-Colonel Arthur Murray asked the Secretary 
to the Admiralty whether naval officers who were invalided 
out of the service before the war, but who served during the 
war, were to be included amongst the pre-war disability 
pensioners.—Sir J. Craig (Parliamentary Secretary to the 
Admiralty): The answer is m the negative. 

Coroners Remuneration Bill. 

Major Steel asked the Prime Minister whether he would 
give facilities for the second reading and subsequent stages 
of the Coroners (Remuneration) Bill in order that this Bill 
might be passed quickly into law.—Mr. Lloyd George 
replied: The Government do not oppose the second reading 
of this Bill, but it must take its chance with other private 
Bills. 


British Association. —The next meeting is 
announced to take place at Edinburgh from Sept. 7th-14th. 
On the evening of the opening day Sir Edward Thorpe will 
deliver his presidential address. Sir J. Frazer is to preside 
over the section of Anthropology, Sir Walter Fletcher over 
that of Physiology, and Professor C. Lloyd Morgan over 
that of Psychology. Biochemistry, Vocational Tests, and the 
Relation of Genetics to Agriculture are to receive their 
share of attention. 

London Temperance Hospital.—A n entertain 
ment, including a musical programme and amateur 
theatricals will be given by the nursing staff of this institn 
tion on April 13th, 14th, and 16th at 8 P.M. The entertain 
ment is in aid of the building fund and will be held in the 
out-patient hall of the hospital. The prices of admission to 
reserved seats are 10*. 6d., 5*., 2s. 6d., and 1«. Tioketa can 
be obtained from the matron at the hospital. 
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«■ University of Cambridge : Diploma of Psycho- 

■ logical Medicine.—A five weeks’ revision course for the 
>■- diploma examination will be held in Cambridge from 
a July 18th to August 20th. The course will include lectures 
s: and laboratory work on the Anatomy and Physiology of the 
si Nervous System (Dr. C. R. A. Thacker), and on Psychology 

(Dr. J. P. Lawson) for Part I. of the examination, and 
lectures and clinical work on Psychopathology (Dr. C. S. 
Myers and Dr. J. F. E. Prideaux) and Mental Diseases (Dr. 

* M’ A. Archdale) for Part II. The fee for the whole course is 
1 12 guineas. That for the course for Part I. or Part II. 

alone is 6 guineas. The examination for Part I. (Anatomy 
and Physiology of the Nervous System, and Psychology) is 
held in October, and that for Part II. (Neurology and 
Psychiatry) in December. Further information may be 
; obtained from the Secretary to the D.P.M. Committee, 

* Psychological Laboratory, Downing-street, Cambridge. 

University of Leeds.— Dr. R. J. Stewart 
t: Me Do wall, whose appointment to the University lectureship 
J in experimental physiology and experimental pharmacology 

■ was noted last week, was in 1917 specialist sanitary officer 
: in charge of the Palestine water-supplies, which included 

the pipe line across the Sinai Desert, and was later 
deputy assistant director of medical services for the British 
Forces in Palestine, Syria, and Cilicia. Since demobilisation 
Vj he worked under Sir E. Sharpey Schafer in the physiology 
: V department of the University of Edinburgh, surrendering 

* the positions of lecturer in that department and of clinical 
tutor in medicine at the Royal Infirmary under Sir Robert 
Philip to come to Leeds. He was a member of the Inter- 

-• national Congress of Physiology held in Paris last year and 
is on the general and organising committee of the physiology 
section of the British Association. 

j 

University of Liverpool.— At examinations held 
i' recently the following candidates were successful:— 

' Degree of M.D. 

Amy Hodgson and N. W. Walmsley. 

Final Examination for Dkgrbes of M.B., Ch.B. 

Part III.—Eileen Dowling, F. H. Edwards, S. Farris, W. S- 
A Gilmour, H. T. Hughes, R. M. Jones, Florence M. Lamport. 

R. F. J. Martin, F. G. Pailthorpe, J. H. Pottinger, A. McK. Reid, 
and J. C. Twomey. 

Part II.— G. C. Bhatia, Eleanor E. Briant, H. R. Chibber (dis- 
? tinction in Forensic Medicine and Toxicology), and C. Cookson. 

Part I .—Ethel Ashton, H. R. Chibber, G. Clark, H. M. Cohen, 
U .T R. W. Cowie, J. Elsohn, I. S. Fox, H. S. Gordon, R. C. Gubbins, 

,J V W. D. Jeans, T. Knowles, Mary E. Nosworthy, G. Sanders, 

S. G. Sheir, Mary D. H. Sheridan, W. T. de V. Thomson, Mary 
• G. T. Williams, and D. A. Woodeson. 

cv Honours. Class II.— J. G. L. Jones (distinction in Obstetrics), 
j Diploma in Public Health. 

A. J. Hawes, J. O. Murray, and L. B. Stott. 

Diploma in Tropical Medicine. 

R. Nixon. A. S. Richmond, J. M. Skinner, R. B. Stewart, and 
Marion Thomson. 

T \ Diploma in Medical Radiology and Electrologt. 

C. C. Anderson, J. H. Mather, R. E. Roberts, and R. I. C. Rodgers. 

> University of Aberdeen.— The following candi- 
y dates have passed the Final Professional Examination in 

Medicine 

Charles Davidson Allan, John James Hall Anderson, Nicholas C. 

, Bodenstein, Foong K. Chen, John Craig, Lilian Fyfe Gall, 
Ronald K. Grant, G. W. Hay, Elcanora M. P. Law, Margaret 
Lipp, Matthew H. Logg, Douglas R. Macdonald. Alexander 
McKay, Elsie Mackie, Katlierina F. E. van der Merwe, Mary G. 
Milne, Dorothy Mitchell, John I. Moir, Marian Elizabeth 
:•> Mowat, J. M. H. Murray, Janet Cruickshank Nicol, Mary Milne 
Pyper, Alexander E. Reid, Edwin N. D. Repper, James P. J. 
Rossouw, George Saint, Norman Charles Simpson, G. Violet G. 
Smith, Ian R. Spark, Alexander L. G. Thomson, Ian S. 

> Thomson, and A. R. Wood. 

Work of the City Coroner during 1920. — 
;; Dr. F. J. Waldo, J.P., H.M. City coroner, held during the 
/ year 1920 599 inquiries in the City of London, inoluding 
H.M. prison at Holloway, as well as in Southwark. Post¬ 
mortem examinations were ordered and carried out in all 
but 14 inquests of death. Juries were summoned in all 
cases except those of a few natural deaths; Dr. Waldo 

* maintains this constitutional and popular pre-war method 
on the principle that the cooperation of an intelligent jury, 

v; such as can be found in the City, secures a better and more 
} satisfactory tribunal than that constituted by a coroner 
sitting alone. Among the inquests held were two cases of 
murder, 2 of manslaughter, 1 of justifiable homicide, 1 of 
felo-de-se, 22 of suicide, and 1 of arson. Inquests were held 
on 24 childrep under the age of 1 year and on 52 between the 
y: a*?es of 1 ana 16 years. Fifty-eight fatalities (28 in the City, 


30 in Southwark) were due to vehicles. Dr. Waldo, backed 
by his juries, has made frequent appeals to the Minister of 
Transport, the Home Secretary and Police, the London 
County Council, and the varions local road authorities for 
more street refuges, more police at fixed crossings to 
assist foot-passengers across congested streets, and com¬ 
pulsory side life-guards on all heavy commercial motors, 
similar to those in use on motor omnibuses ; but his recom¬ 
mendations have so far met with little notice. An inquest 
was held on the body of one infant accidentally suffocated 
whilst in bed with the parents, this figure being the lowest 
ever recorded. The marked general decrease throughout 
England and Wales during the past few years in this 
class of preventable death has, in the coroner’s opinion, 
much less to do with the question of drink than with the 
more general use of cots ana cradles. The holding of more 
autopsies has been an important factor in the lessening in 
the number of these deaths. Inquests were held in only 
8 cases (3 in the City, 5 in Southwark) of sudden death 
accelerated by the administration of anaesthetics for surgical 
operations. As heretofore, the deaths occurred during the 
use of chloroform or a mixture containing chloroform. 

North-East London Post-Graduate College.— 
A special post-graduate course is to be held from Monday, 
April 25th, to Saturday, May 7th, inclusive. At 10.30 a.m. 
and 11.45 a.m. each day practical demonstrations will be 
given on the more important clinical and laboratory methods 
applicable in medical practice. In the afternoons at 2 p.m. 
demonstrations will be given on groups of cases illustrating 
special subjects, and at 3 p.m. on selected cases in various 
departments of practice. At 4.30 P.M. each day there will be 
eitner a clinical lecture (free to qualified medioal practi¬ 
tioners) to be delivered by Sir William Hale-White, Sir 
Thomas Oliver, Sir Henry Gauvain, Mr. H. D. Gillies, Dr. 
P. Manson-Bahr, Dr. Frederic Thomson, and others, or 
clinical consultations on obscure medical and surgical cases. 
On Saturdays demonstrations will be given on the Early 
Diagnosis of the Infectious Fevers at the North-Eastern Fever 
Hospital, St. Ann’s-road, London, N., and on cases of 
Insanity Associated with Epilepsy at the L.C.C. Mental 
HospitaJ, New Southgate, London, N. Further information 
and syllabus of the course may be obtained from the Dean 
of the College at the Prince of Wales’s General Hospital, 
Tottenham, N. 15. 

Horsham Cottage Hospital.— The governors of 
the Horsham Cottage Hospital have found it incumbent 
upon them to increase the fees of the patients rather than let 
the institution ran into serious debt. Increased expenditure 
consequent upon high prices has not been met by a corre¬ 
sponding increase in the receipts, and at the twenty-ninth 
annual meeting held on March 23rd it was unanimously 
agreed that each patient shonld pay such weekly contribution 
as the committee may fix, not being less than 7s. 6 d. or 
more than £2 2s., the committee still holding the power to 
remit the whole or part of such payment at its discretion; 
and that the minimum fee for private patients be £5 5*. per 
week, in addition to dressings, extras ordered by the doctor, 
and a special nurse or nurses, should such be required. 
There were 228 patients admitted during the year, including 
30 accident cases; 100 major operations and 204 minor 
operations were performed. The number of patients (228) 
was the highest on record. Although the governors nave 
some £10,000 in hand for the enlargement of the hospital it 
has been decided that the building scheme must remain in 
abeyance owing to the high cost of materials and labour. 

The late Dr. J. D. Kenny.— John Drought Kenny, 
whose death occurred on March 9th at his residence, 
The Grange, Wickersley, near Rotherham, was a native 
of Ireland, and obtained his medical education at Queen’s 
College, Galway, and at the Ledwick School and Adelaide 
Hospital, Dublin. At the Ledwick School he was first prize¬ 
man in practice of medicine. He qualified iu 1884, and in 
1887 went to Yorkshire, where, after acting for some time as 
assistant to the late Dr. Lyth, of Rotherham, he settled 
down in practice in the village of Treeton, where he remained 
for the next 25 years. He soon built up a large practice, 
gaining the esteem and affection of all classes by his 
good nature and devotion to work, and he will long be 
remembered by the poor of the village for the help he gave 
them in money and provisions during a long and serious coal 
strike. His patients and friends showed their appreciation 
by presenting him with a motor-car when in 1912 he left 
them to take up practice in Wickersley. He held numerous 
appointments under the guardians/ the Yorkshire Coal- 
owners Indemnity Company, and various colliery companies, 
and he also took much interest in ambulance work; for his 
services in the latter connexion he was made, in 1911, an 
honorary associate of the Order of St. John of Jerusalem. 
His death occurred from pneumonia after a few days’ 
illness, and came as a great shock to his many friends. 
He is survived by his widow. 
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Summer Time, 1921.—The Home Secretary has 
fixed summer time this year to commence on Snnday, 
April 3rd, at 2 to 3 a.m. 

General Hospital, Birmingham.— The animal 
meeting was held on March 16th, under the presidency of 
the Bishop of Birmingham. The report stated that the 
main difficulties to be faced were lack of funds and of accom¬ 
modation. The ordinary subscriptions and donations 
showed a steady increase and several large and unexpected 
donations had been received. In December the National 
Relief Fund made a donation of £17,800 towards that part of 
the debt contracted owing to war conditions, and this, added 
to the £40,014 obtained by the sale of securities, enabled the 
hospital to be temporarily free from debt. But such 
additions to the funds coulirl not be expected in the future, 
and without other sources of income the hospital must 
sell further securities or greatly reduce its work. The 
average cost of each in-patient was £9 9#. lid., as com¬ 
pared with £7 ID. Id. for the previous year. The 
total expenditure was £93,734 and the receipts" £63,599, an 
excess of expenditure over income of £30,135. These figures 
are exclusive of the sums received from the National Relief 
Fund and from the sale of securities. The hospital had 
received £9000 from the Hospital Saturday Fund, as com¬ 
pared with £6000 last year, in addition to a grant of £1000 
lor the Jaffray Hospital. From the Hospital Sunday Fund 
was received a sum of £2834, an increase of £822 on last 
year. The number of in-patients was 6930, an increase of 
486. The daily average number in hospital was 335, an 
increase of 20 on the average of the last five years. The out¬ 
patients numbered 42,376, as against 39,330 in 1919; 5923 
operations were performed during the year. 


Utehiral Jiarg. 


SOCIETIES. 

BIRMINGHAM MEDICAL PSYCHOLOGICAL SOCIETY. 

Wednesday, April 6th.—4.15 p.m., Paper:—Dr. R. M.' L&dell: 
Borne Problems in the Treatment of Pensioners. 


LECTURES, ADDRESSES, DEMONSTRATIONS, Ac 

WEST LONDON POST-GRADUATE COLLEGE, West London 
Hospital, Hammersmith, W. 

Monday, April 4th.—2 p.m.. Dr. S. Pinchin: Medical Out¬ 
patients. Dr. Simson: Diseases of Women. Dr. Morton: 
X Ray Department. 2.30 p.m., Mr. Baldwin: Visit to Surgical 
Wards. 

Tubsday. —10 a.m., Mr. Steadman : Dental Department. 2 F.M., 
Mr. Banks Davis: Diseases of the Throat, Nose, and Ear. 
Dr. Pornet: Skin Department. 2.30 p.m.. Dr. Pritchard: 

' Visit to Medical Wards. 

Wednesday.— 10 a.m. , Mr. MacDonald: Genito-Urinary Depart¬ 
ment. 2 p.m., Mr. D. Armour: Visit to Surgical Wards. 
Mr. Sinclair: Surgical Out-patients. Mr. Gibb: Eye 
Department. 

Thursday.— 2 p.m., Mr. B. Harman: Eye Department. Mr. 
MacDonald : Surgical Out-patients. Mr. D. Armour : Opera¬ 
tions. Mr. Baldwin : Orthopaedic Department. 

Freday. —10 a.m.. Dr. Robinson : Gynaecological Operations and 
Visit to Wards. Dr. McDougal: Electrical Department. 
2 p.m., Mr. T. Gray: Surgical Out-patients. Dr. Burnford: 
Medical Out-patients. 2.30 p.m., Mr. Addison; Visit to 
Surgical Wards. 

Saturday.— 10 a.m.. Dr. A. Saunders: Medical Diseases of 
Children. 2 p.m.. Dr. Owen: Medical Out-patients. 

Daily:— 10 a.m. Ward Visits. 2 p.m.. In-patient, Out-patient 
, Clinics and Operations. 

BT. MARYLEBONE GENERAL DISPENSARY, 77, Welbeck-street, 
Cavendish-square, W. 

Post-Graduate Course on Infant and Child Welfare. 

A Course of Twelve Practical Demonstrations on the Manage¬ 
ment and Feeding of Infants and Young Children by Dr. E. 
Pritchard to Qualified Practitioners. 

Tuesday, April 5th.—10.30 a.m., Demonstration I., Causes of 
Infant Mortality. 

Thursday.—3 p.m.. Demonstration II., How to Conduct an 
Infant Consultation, Examine an Infant, and Keep Records. 
BT. JOHN’S HOSPITAL FOR DISEASES OF THE SKIN, 
49. Leicester-square, W.C. 

Thursday, April 7th.—6 p.m.. Chesterfield Lecture:— Dr. W. K. 
Sibley : Seborrhcua and Psoriasis. 

ROYAL INSTITUTION OF GREAT BRITAIN, Albemarle-street. 
Piccadilly, W. 

Monday, April 4th— 5 p.m.. General Meeting. 

Tuesday. —3 i\m., Lecture:—Prof. R. A. Sampson • Present 
Position of the Nebular Hypothesis. 

Thursday.— 3 p.m., Tyndall Lectures (I.):—Mr. C. T. R. 
Wilson: Thunderstorms. 

Friday.— 8 p.m.. Discourse :—Dr. R. H. A. Plimmer : Quality of 
Protein in Nutrition. 

Saturday.—3 p.m.. Lecture:—Dr. H. H. Dale: Poisons and 
Antidotes. 

MANCHESTER ROYAL INFIRMARY POST-GRADUATE CLINIC. 
Tuesday, April 5th.—4.30 p.m.. Lecture:—Mr. W. H. Hey: 
The Diagnosis of the Chronic Abdomen. 



Keynes, G. L., M.D., B.Ch. Camb., F.R.C.S. Eng., has beei 
appointed Assistant Burgeon, City of London Truss Society. 
Certifying Surgeons under the Factory and Workshop Acte: 
Our, j. (Ecclest; McCaue, G. B. f M.D. Dub. (Kirkby Lonsdale/ 
Birtwhistee. F. P. H., M.D. Mancb. (Barton-on-Humbert 
Stores, C. S., M.D. Camb. (Colne); Sommkrville, M., M.B 
Ch.B. Glft.sg. iBhap); Phidipson, G. R., M.B., B.8. Dnrh. 
(Allendale). 


Uatantits. 


For further information refer to the advertisement ootumn*. 

Barnsley and Wakefield Joint Sanatorium Committee. —Asst 
Ttiberc. O. and Res. M.O. at Mount Vernon Sanatorium. £400. 

Barroie-in-Eurn< ss, North Lonsdale Hosjntal .—Second Res. H.S 
1*225. 

Birmingham General Hospital— Asst. Visit. Ansesth. £50. Res 
Ansesth., H.8., 1100 each. H.S. to Skin and Venereal Dept 
£125. Cas. H.B. 1100. 

Birmingham and Midland Homoeopathic Hospital .— Res. H.S. £175 

Birmingham, Buberu Hill and Hollymoor Mental Hospital .—JnE 
Asst. M.O. 1400. 

Bootle Borough Hospital.—Third H.8. £120. 

Bristol General Hospital— H.S. 1175. 

Denbigh Mental Hospital. —Jun. Asst. M.O.—1400. 

Dumfries, Crichton Royal Mental Hospital .—Clin. Path. £400. 

Eccles Borough.— M.O.H. and Sch. M.O. 1800 

Enham Village Centre for Disabled Ex-Service Men, Andoca, 
Hants .— Asst. M.O. 1250. 

Gloucester County Asylum.—Jun. Asst. M.O. 1300. 

Guildford, Royal Surrey County Hospital.— H.S. 1150. 

Hastings Education Committee .—Asst. Sch. M.O. £500. 

Herefordshire General Hospital.—H.S. 1200. 

Hospital of St. John ami St. Elizabeth, 40, GroveEndrroad, N.W.- 
Ansesth. 150. 

Hospital for Sick Children, Great Ormond-strect, London , W.C 
Asst. Cas. M.O., H.S., and H.P. 150 each. 

Hospital for Women, Soho-square, IF.—Res. M.O. 1100. 

Huddersfield Royal Infirmary.— Two Jun. H.S.’s. 1150. 

Isle of Wight County Mental Hospital.—Asst. M.O. 1300. 

King's College Hospital, Denmark Hill, S.E .—Hon. Jun. Dent. 8. 

Kirkburton, Storthes Hall Asylum, near Huddersfield.—Asst. M.O 
1400. 

Leith Hospital.— Res. H.P. 50 gs. 

Liverpool, Royal Southern Hospital..— Two H.P.'s and two H.S. f. 
1120 each. 

London Jewish Hospital, Stepney Green, E .—Clin. Asst. Ophthalmic 
Dept. 180. 

London Lock Hospital, 91, Dean-street, IF.—Pathologist. £500. 

Manchester, Ancoats Hospital, Mill-street.— Med. Registrar ao<i 
Surg. Registrar. 1100 each. Res. Surg. O. 1250. Res. H.F 
1200. Aneesth. 10s. 6 d. per attendance. Female M.O. 3g? 
per clinic. 

Manchester Children's Hospital, Gartside-street .—Asst. M.O. 120C 

Miklmay Mission Hospital, Austinstreet, Bethnal Green, E.— P. 
Dent. S., and Radiographer. Also Jun. Res. M.O. £120. 

Miller General Hosjntal for South-East London, Greenwich-road 
S.E .—Sen. Res. M.O. 1350. 

National Hospital for the Paralysed and Epileptic, Queen-squan 

IF. C.— Asst. P. 

Neivcastle-upon-Tyne, City Mental Hospital, Gosforth .—Jnn. Ass’. 
M.O. 1400. 

Newport, Mon., Royal Gwent Hosjntal .—H.S. £200. 

Northampton General Hospital— H.S. 1200. 

North Riding of Yorkshire County Council.— Tuberc. O. £700. 

Nottingham, Bagthorve Institution and Infirmary .—Res. Ass: 
M.O. 1300. 

Ochil Hills Sanatorium, near Milnathort.—Rea. Med. Snpt. 1500 

Paddington Green Children's Hospital , London , W .—H.P. 115C 
H.S. 1150. 

Prince of Wales's General Hospital, Tottenham , N .—H.P., E.b 
1200. Jun. H.S., Jun. H.P. 1120. 

Queen's Hospital for Children, Hackney-road, Bethnal Green, E - 
Cas. H.S., Asst. Cas. O. 1100. 

Reading, Royal Berkshire Hospital.— Second H.S. 1200. 

Rotherham Hospital.— Jun. H.S. 1150. 

Royal General Dispetisary, Bartholomew Close, E.C. —Rea. M.O 
1175. 

St. Bartholomew's Hospital Medical School. —Chair of Anatomy 
1900. 

St. Peter's Hospital for Stone, dc., Henrietta-street, Coven- 
Garden, IF.6’.—Jun. H.S. 175. 

St. Thomas's Hospital, Albert Embankment, S.E.— Jun. Asst, ic 
Venereal Department. 1400. 

Salford Royal Hosjntal.— H.S.’s 1150. Cas. H.S. 1150. Ale* 
Anresth. 150. 

Sheffield, East End Branch of the Children's Hospital.— H.S. 1150 

Sheffield Royal Hospital.— H.S. and A«st. Cas. O. 1150. 

Sheffield Royal Infirmary.— Three H.S.’s, two H.P.’s, Aural H.S 
and Asst.Cas. O. 1150each. 

South Eastern Hospital for Children, Sydenham, S.E.—Hon. Ass: 
P. and Hon. Asst. B. 

Southampton Free Eye Hospital,— Asst. Hon. Ophth. Surg. 

University College Hospital .—Obstet. Registrar. 1150. 

Wakefield, Clayton Hospital—Sen. H.S. 1250. Jun. H.S. £208. 

West London Hospital, Hammer smiths road, IF.—Cas. O. £5 5* 
per w r eek. 

Winchester, Royal Hampshire bounty Hospital .—Sec. Res. M.O 
1200. 

Wolverhampton and Midland Counties Eye Infirmary.— H.S. 120C 

Wolverhampton and Staffordshire General Hospital.— H.S. £200. 
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Worcester County and City Mental Hospital. Powick. —Sen. Asst. 

M.O. J045O. 

The Chief Inspector of Factories, Home Office, S.W., gives notico 
of a vacancy for an Inspector of Factories under the Factory 
and Workshop Acts at West Bromwich. 


Carriages, anb gtaijp. 


BIRTHS. 

Ash. —On March 26th, at Crow borough House. Crowborough, 
Sussex, the wife of Richard Guy Ash, L.D.S.R.C.S. Eng., of a 
daughter. 

Frankau. —On March 24th, at Wyndham-place, W., the wife of 
Claude Frankau, C.B.E., D.S.O., F.R.C.S., of a son. 

ffROVF. White.— On March 23rd, at Gledhow-gardens, South 
Kensington, the wife of Captain J. H. Grove White, I.M.S. 
(retired), of a son. 

Lkscher. —On the 25th March, at 48, Kedleston-road, Derby, to 
Bridget, wife of Dr. Frank Graham Lescher, M.C., B.A., 
M.B. Cantab., a daughter—Bridget Mari'. 


DEATHS. 

Pye-8mith.— Rntherfoord John Pye-Smith, J.P., F.R.C.S., late of 
Sheffield, on the 23rd March, at his honse in Ampthill, Beds., 
after three days’ illness. Aged 73. Funeral 29th, 2.30, at 
Ampthill. 

Shaw.— On March 17th, suddenly, Lawrence Drew Shaw, D.S.O., 

M. B., Ch.B., Hariey-street, London. W., and late of Tientsin. 
China. 

N. B.—A fee of 7s. 6d. is charged for the insertion of Notices of 

Births, Marriages , and Deaths. 


OommimieatioiiB, Letters, dec., to the Editor have 
been received from— 


A. —Dr. E. E. Atkin, Lond.; Dr. 
H. el Arculli, Liverpool; Dr. G. 
Alexander, Furness: Automatic 
and Electric Furnaces, Ltd., 
Lond.. Managing Director of; 
Dr. E. D. Adrian, Cambridge. 

B. — Dr. G. R. Bruce, Jarrow-on- 
Tyne; Brooklyn Cardiological 
Society: Dr. J. Blomfleld, 
Lond.; Mrs.C.Brereton, Loud.; 
Prof. H. Briggs, Liverpool. 

C. —Dr. F. G. Crookshank, Lond.; 
Chicago School of Sanitary In¬ 
struction; Dr. W. J. Cruik- 
shank, Brooklyn; Major B. J. 
Courtney, Esher; Dr. R. H. 
Cole, Lond.; Dr. A. Chaplin, 
Lond.; Dr. H. P. Cholmeley, 
Forest Row; Dr. P. C. Cam- 
pariole, Trinidad; Dr. F. G. 
Chandler, Lond.; Dr. J. Crocket, 
Bridge of Weir. 

D. —Messrs. Duncan, Flockhart, 
and Co., Edinburgh; Depart¬ 
ment of Scientific and Indus¬ 
trial Research, Lond.; Mr. H. 
Dickinson, Lond.; Mr. A. J. 
Davy, Lond. 

.—Mr. D. L. Eadie. Edinburgh. 
.—Dr. A. G. T. Fisher, Lond.; 
Miss G. Fuller, Lond.; Dr. 
W. E. Falconar, Lond. 

G. —Great Northern Central Hos¬ 
pital, Lond.; Messrs. Gale and 
Co., Lond.; Dr. G. Graham, 
Lond. 

H. —Mr. E. Hughes, Liverpool; 
Harrogate Baths, Manager of; 
Dr. R. Hobbs, Lond.; Dr. R. C. 
Holt, Didsbury. 

J. —Col. H. E. R. James, 
B.A.M.C., Lond. 

K. —Khartoum and Omdurman 
Civil General Hospitals, Direc¬ 
tor of; Dr. A. M. Kennedy, 
Glasgow; Messrs. Kegan Paul, 
Trench, Trtlbner, and Co., 
Lond. 

L. —Mr. C. Lovat, Lond.; Dr. G. C. 
Low, Lond.; Mr. E. M. Little, 
Lond.; Mr. J. E. Lane, Lond.; 
Mr. H. Logan, Barnsley; Dr. 
T. Lewis, Lond.; Dr. F. E. 
Larkins, Lond.; Dr. F. G. 
Layton, Walsall; Messrs. E. 
and S. Livingstone, Edinburgh; 
Leeds University, Sec. of; Dr. 

O. Langmead, Lond. 

M. —Metropolitan Life Insurance 
Co., New York; Dr. R. F. 
Maddren, New York; Sir James 
Mackenzie, St. Andrews; Mr. 

. M. Meredith, Liverpool; Dr. 


H. A. Macewen, Lond.; Major 
F. J. Mitchell, Lond.; Mr. G. 
Mayall, Bolton; Medical Com¬ 
mittee of the House of 
Commons, Lond., Sec. of; 
Margate Chamber of Com¬ 
merce, President of; Medico- 
Political Union, Lond., Hon. 
Sec. of; Dr. A. L. McLean, 
Sydney. 

N. —National Council for Com¬ 
bating Venereal Diseases, Lond.; 
National Amosthesia Research 
Society, Columbus, Ohio; 
National League for Health, 
Maternity and Child Welfare. 
Lond.; National Housing and 
Town Planning Council, Lond. 

O. —Mr. T. H. Oliver, Manchester. 

P. —Dr. R. M. F. Picken, Glas¬ 
gow ; Dr. W. T. G. Pugh, Car- 
sharlton; Panel Committee 
for the County of London, Sec. 
of; Messrs. G. P. Putnam’s 
Sons, Lond.; Mr. H. Platt. 
Manchester; Dr. A. G. Pana- 
gotaton. Alexandria ; Dr. H. R. 
Prentice, Lond.; Dr. R. H. A. 
Plimmer, Aberdeen; Dr. B. T. 
Parsons-Smith, Lond. 

R.— Royal Institution of Great 
Britain, Lond.; Mr. R. G. 
Riddell, Rotherham; Dr. S. 
Rubs, Lond.; Royal Mail Steam 
Packet Co.,Lond.; Royal Naval 
Medical Club, Lond., Hon. Sec. 
of; Mr. A. C. Roper, Exeter. 
8—Dr. T. Stephani, Montana; 
Scottish Board of Health, Edin¬ 
burgh ; St. Marylebone General 
Dispensary, Lond.; Serbian 
Dinner Committee, Lond., Sec. 
of; Surgery Publishing Co., 
New York, Editor of; Mr. 
A. W. Shaw, Lond. 

T. — MrB. M. Taylor, Lond.; Mr. 
H. R. Todd Lond. 

U. —United States Public Health 
Service; University of Edin¬ 
burgh, Sec. to; University of 
Bristol, Vice-Chancellor and 
Council of; Messrs. T. Fisher 
Unwin, Lond.; University of 
8t. Andrews; University of 
Liverpool, Registrar of. 

W. —Mr. F. W. Warrick, Lond.; 
Mr. J. W. Thomson Walker, 
Lond.; West London Hospital 
Post-Graduate College, Sec. of; 
Dr. F. J. Waldo, Lond.; Mr. G. 
Wilkinson, Sheffield; Mr. W. 
Webster, Newcastle, Staffs. 

X. —X Ray8, Ltd., Lond. 


The meeting of the Section of Psychiatry of the 
Royal Society of Medicine arranged for April 12th will not 
take place. 


BOOKS, ETC., RECEIVED. 

Allan, Philip, and Co., London. 

Pilgrim’s Books. No. 5: The Art of High Life. Pp. 271. 5s. 

The Things which are Seot> : A Revaluation of the Visual Arts. 
By A. Trystan Edwards, M.A. Pp. 354. 18s. 

Allen, George, and Unwin, London. 

Pure Thought and the Riddle of the Universe. By Francis 
Sedliik. Pp. 375. 18a. 

Woman. By Magdeleine Marx. Introduction by Henri Barbusse. 
Translated by A. S. Seltzer. Pp. 288. 7s. 6 d. 

Bircheu, E., Leipzig. 

Die Ultra- uud Polarisations-Mikroskopische Erforschung des 
Lebenden Auges und ihre Ergebnisse. Von Dr. L. Koeppe. 
Pp. 270. 20 Schweizor Franken. 

F. A. Davis Company, Philadelphia. 

Practical Psychology and Psychiatry. By C. B. Burr. M.D. 
5th ed. Pp. 268. $2.00. 

Duckworth and Co., London. 

Hunger. By Knut Hamsun. Translated from the Norwegian by 
G. Egerton. Pp. 310. 8*. 6 d. 

Hoddeu and Stoughton, London. 

The Constitution of the United States: an Introductory Public 
Lecture delivered under the Rhodes Benefaction at University 
College, Jan. 17th, 1921. By the Hon. J. W. Davis. Pp. 36. Is. 6 d 
Kargeb, S.. Berlin. 

Kompendium der Spezielien Chirurgie fttr Studierende und 
Aerzte. Nou bearbeitet. Von Dr. F. Erkes und Dr. B. O. 
Pribram. 12-14 auflage. Pp. 422. 

Le Francois, Paris. , 

Les Cardio-R£naux: Etude ThAorique et Pratique. Par le Docteur 
O. JosuA et le Doeteur Maurice Parturier. Pp. 230. Fr.12. 
Masson et Cie, Paris. 

Chirurgie de l’CRil et de ses Annexes. Par F. Terrien, Professeur 
Agr£g6 A la Faculty de MAdecine de Paris. 2nd ed. Pp. 620. 
Fr.50. 

Le Sympathique et les SystAmes Associds: Anatomic Clinique, 
SAmiologie et Pathologic G6n£raledu SystAme Neuro-Glandulaire 
de la Vie Organo-Vdg^tative. Par A.-C. Guillaume. Preface du 
Prof. Pierre Marie. 2nd ed. Pp. 396. Fr.18. 

Examen des Ali£n£s : Nouvelles MAthodes, Biologiques et 
Cliniques. Par le Dr. AndrA Bar be, MAdecin Alienists des 
Hdpitaux de Paris. Preface de M. le Dr. S£glas. Pp. 178. Fr.8. 
Oliver and Boyd, London and Edinburgh. 

The Clinical Study and Treatment of Sick Children. By 
J. Thomson, M.D. 3rd ed., rewritten and greatly enlarged. 
Pp. 912. 32s. 6 d. 

Putnam’s (G. P.) Sons. London and New York. 

“Wade In, Sanitary 1” The Story of a Division Surgeon in 
France. By Lieut.-Colonel R. Derby, U.S. Army. Pp. 260. 12s. 
Pope’s Manual of Nursing Procedure. By A.E. Pope. Pp. 596. 18s. 
Research Laboratory, Parke, Davis, and Co., Detroit, U.S.A. 

Collected Papers. Edited by Dr. E. M. Houghton. Pp. 489. Vol. I. 
Boutlkpgis George, and Sons. London. Dutton, E. P., New’ 
York. 

The Origin and Problem of Life; A Psycho-Physiological Study. 
By A.E. Baines. Pp. 98. 3s. 6 d. 

Springer, Julius, Berlin. 

Einffihrung in die Physikalische Chemie. Von Dr. Walther 
Dietrich. Pp.106. M.20. 

Die Innere Sekretion. Von Dr. A. Weil. Pp. 140. M.28. 
Swarthmore Press, London. 

Quaker Aspects of Truth. By E. Vipont Brown, M.D. Pp. 156. 5-tc 
Thieme, G., Leipzig. 

Monographien fiber die Zengung beim Menschen. Von Dr. 
Hermann Rohleder. Band V.: Die Zengung bei Hermaphro- 
diten Kryptorchen, Mikrorchen und Kastraten. Pp. 143. 
Band VII.: Die kfinstliche Zeugung (Befruohtung) im Tierreich. 
Pp. 128. M.42. 

University oe Toronto Press. 

Notes on the Medical Treatment of Disease. For Students and 
Young Practitioners of Medicine. By R. D. Rudolf, M.D. I*p.457. 
Urban and Schw’arzf.nberg, Berlin and Vienna. 

Leitfaden der Neurologischen Diognostik. Von Dr. Knrt Singer. 
Pp. 201. 

Lehrbuch der Nervenkrankheiten. Von R. Bing. Pp. 672. 
Infektion und ImmunitiU. Von Dr. M. Loewit und Dr. G. Bayer. 
Pp. 550. .M.80 

Princip und Praxis der Vakzintherapie. Von Dr. Alexander 
ForbAfc. Pp. 52. M.6. 
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Stotts, ${prrt Comments, sift Jnsfoers 
to Correspondents. 

OBSERVATIONS ON SOME OF THE 

DISEASES OF ANIMALS COMMUNICABLE 
TO MAN. 1 

By Frederick Hobday, C.M.G., F.R.C.V.S., F.R.S.E., 

HONORARY VETERINARY SURGEON TO H.M. THE KING ; FORMERLY 
PR0FE880R OF THERAPEUTICS AND HYGIENE IN THE 
ROYAL VETERINARY COLLEGE. LONDON. 

Students of human medicine have nowadays become 
specialists and subdivided specialists, and students of 
veterinary medicine have done the same, but there is still 
room for further specialism—that is, for those who will 
bridge the gap which divides the two, and specialise in com¬ 
parative medicine; by which I mean the study of the 
analogies and differences shown in diseases intercommunic- 
able between men and the various species of animals which, 
having no thought for the future, only live (some of them 
very short lives) to look forward to a meal, to automatic 
sleep, and to the excitement of an occasional fight or love 
affair. 

By the study of comparative medicine our sphere of 
knowledge may be greatly enlarged, and by comparison 
of symptomatology, of the sites especially affected, of 
immunity and susceptibility we shall progress forward 
more rapidly in the fight against disease, ana investigators 
Will often save themselves much of the time at present lost 
in following unnecessary side-tracks. Knowledge of the fact 
that certain species of animals are refractory, or even com¬ 
pletely immune, to certain diseases is also of enormous value 
and must always have a satisfactory explanation, if only the 
latter can be discovered. There is no better illustration of 
such immunity than that of the ox tribe to the disease known 
as glanders. Why should the ox be immune to glanders 
when the horse, ass, mule, certain carnivora, and man fall 
easy victims? A knowledge of the diseases of animals 
communicable to man cannot but be beneficial to the 
worker in human pathology; and the number of diseases 
concerned is astonishing. The comparative aspect of any 
one of them could be made the subject of a separate paper, 
but my intention here is to generalise, and to introduce the 
names of certain diseases met with in Great Britain, com¬ 
municable from animals to man, with the object of drawing 
attention to the great value of a knowledge of the compara¬ 
tive aspect of each ; and, in order to attain that knowledge, 
the necessity for collaboration and cooperation between the 
medical and veterinary professions. 

I am sure that individual experiences of others will add 
emphasis to the above remarks, and will perhaps form the 
basis of some scheme advantageous to both medical and 
veterinary practice. 

Communicable Diseases. 

We have at the present time, in Great Britain at least, 
the following which are indisputably communicable: 

S landers, anthrax, tuberculosis, rabies, foot-and-mouth 
isease, mange of all animals (horse, ox, camel, dog, cat), 
ringworm (especially of horse, calf, cat, and mouse), certain 
forms of seborrhcea (such as farriers get from handling 
horses with greasy legs); and I think that the great 
prevalence of pyorrhoea in pet dogs (which are often kissed and 
allowed to lick the lips and hands of their owners) should be 
regarded as a possible contributive factor towards that 
disease in human beings ; pyorrhoea may at some future date 
be definitely added to the list. 

Others, produced by parasites which require an animal 
hoBt in order to make their life-cycle complete before 
they can become pathogenic to man, are Echinococcus , 
the Cysticercus bovis (the larval stage of the 1'crnia 
saginata of man), and Cysticercus cellul-oste (the larval stage of 
Tamia solium ), the parasites of measly beef and measly pork 
respectively, and the Trichina spiralis of the muscles of the 
pig, which gives rise in countries where ham is largely 
eaten smoked and not necessarily cooked, to trichinosis in 
man. 

I now propose briefly to take each condition in turn and 
consider the most important points affecting both man and 
the lower animal, and discuss how the veterinary surgeon 
can help his medical confrere. I would particularly 
emphasise a careful consideration of glanders, anthrax, 
rabies, foot and mouth disease, and certain forms of mange 
and ringworm, as their only source is from some species of 
animal, and when we of the veterinary world have stamped 


1 An illustrated lecture delivered (Feb. 3rd, 1921) before a com¬ 
bined meeting of the Royal Society of Medicine and the Central 
Branch of the National Veterinary Association. 


out these diseases completely from our patients they will 
automatically cease to exist in man; the attainment of this 
result cannot but add credit to the study of comparative 
medicine. 

Tuberculosis stands in a category by itself, as not only 
is it contagious from man to man, animal to animal, and 
animal to man, bat it also does its work insidiously 
through milk, which is so necessary as a food for children ; 
and even when the animal is dead its meat is still dangerous, 
being still, in many instances, only perfunctorily inspected. 
It is to our shame to have to admit now backward England 
is in this matter. 

Glanders. 

Glanders is a particularly good disease with which to 
begin the list, as when it ( is eliminated from the veterinary 
schedule it will become unknown as a disease of mankind. 
Even now a medical man is frequently puzzled when con¬ 
fronted with a patient suffering from this infection, so 
rarely is it seen; but the veterinary surgeon, with the aid of 
mallein, can almost invariably make his diagnosis with 
.certainty and within 48 hours. Here the veterinary pro¬ 
fession has to lead the way, and that it is doing its duty in 
this respect is shown by the fact that in 1901 (only 20 years 
ago) some 2370 horses were destroyed for glanders in Great 
Britain (1828 of these coming from London), and that the 
present statistics of the Veterinary Department of the 
Ministry of Agriculture show that during the past year 
(1920) only 15 outbreaks occurred in the whole of the British 
Isles, with a total destruction of only 22 animals; and this, 
too, after the sale of some 150,000 army horses and mules 
gathered together from various countries and employed in 
the war. In mallein we have a sure diagnostic test; by its 
use glanders was kept completely under control amongst the 
British horses and males during the recent war; I believe I 
am correct in saying that during that time no case of 
glanders in man was ever reported; whereas, daring the 
South African campaign, glanders was terribly rife amongst 
animals and caused endless anxiety both to veterinary and 
medical officers. 

Borne 15 or 20 years ago, in the districts of London 
which contained large cab and omnibns stables it was a 
rare thing for a County Council veterinary inspeotor to 
have a day go by without being called in to see a suspected 
case of glanders’, and I recollect one stud of only about 2000 
horses from which some 90 glandered were taken within 
12 months. Mallein was then in its trial stage, and the law 
did not enforce its compulsory use on the in-oontaot oases, 
the consequence being that when the owner of the stable 
had an outbreak of glanders he promptly sent the in-contact 
animals to a repository, and thus disseminated the disease 
broadcast. Twice I have officially been present at the post¬ 
mortem examination of men who had died of the disease, 
and in neither case was the disease suspected until just 
before death, one being treated for pleurisy and the other 
for rheumatism. 

At the present time the use of mallein is compulsorily 
applied by law to all ponies before they are sent under¬ 
ground for colliery work. When an outbreak takes place 
in a stud or stable in any part of the British Isles the whole 
of the “ in-contacts ” are immediately quarantined and 
tested. All reactors are destroyed, all suspects set aside 
and retested until the veterinary inspector is satisfied that 
a clean certificate can be given to the stnd. 

During the late war special precautions were taken by 
the officers of the Royal Army Veterinary Corps to isolate 
and mallein all animals on purchase and again on admission 
to and evacuation from veterinary hospitals. All units 
were malleined at regular intervals, and before being finally 
sold, either for work or human food, all animals were sub 
mitted to this test. In this way millions of doses were 
used, but the result justified the trouble taken, and no army 
of the whole Allied force was so free from glanders as ours. 
The infection is usually transmitted to man from a glandered 
horse, ass, or mule by means of nasal discharge, discharge 
from a farcy bud, or contact of an abraded surface with a 
sponge, brush, or stable utensil which has become con¬ 
taminated with some of the infections discharge from the 
animal. The possibility of infection of man by ingestion 
also was drawn attention to by the late Mr. W. Hunting, 
the chief veterinary inspector of the London County Council, 
who observed men handling the nostrils of infeoted horses 
and then eating their bread-and-meat or bread-and-cheese 
withont washing their hands. The men most commonly 
affected are those whose life brings them into oont&ct with 
horses, and one has only to read the medical press to see the 
hopelessness of treatment when onoe the disease has become 
established. 

I believe I am correct when I say that there is only one 
instance on record where a human patient has survived and 
permanently become clear of a glanders infection, the 
fortunate man being a well-known member of my own pro¬ 
fession, but it was only after endless operations and several 
years of painful treatment that his medioal advisers were 
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able to certify a cure. One of those who died of this disease 
last year was* a veterinary bacteriologist of the Government 
of India, a man of great promise, the disease being con¬ 
tracted daring the coarse of his duty. 

Glanders in carnivorous animals has been observed in 
lions fed in a zoological garden on infected horseflesh which 
was given raw. 

It is gratifying to read in the annual report of Sir Stewart 
Stookman, the chief veterinary officer of the Ministry of 
Agriculture, that “ this disease is now approaching the point 
of eradication.” When that is accomplished in horses there 
will also be one less disease for the human race to fear. 

Anthrax. 

Anthrax still takes its toll of both animal and man, being 
met with in the latter principally amongst those who have 
to deal with animal products, such as skin, hair, wool, and 
hides from abroad, and those who make or assist at post¬ 
mortem examinations of dead animals. Mention of infected 
Japa nese shaving brushes, which have lately been referred 
to in the medical and lay press, must not be omitted. With 
the veterinary surgeon the disease is seen most commonly in 
cattle, although one meets with it in the horse, sheep, pig, 
and even the dog, the latter animal being rather more 
refractory than the others. 

The returns of the chief veterinary officer of the Ministry 
of Agriculture for 1919 show that Wales had been absolutely 
free for three years, but that 180 outbreaks were confirmed 
in England and 59 in Scotland. In all, 275 cattle, 8 horses, 
1 sheep, 38 pigs, 1 dog, and? ferrets were affected. Twenty- 
five per cent, of the outbreaks occurred on premises where 
anthrax had occurred the previous year. The annual 
average, owing to precautions taken by the officials of 
the Ministry, has been reduced from about 1000 between 
1907 and 1910 to 239 in 1919. The disease is troublesome and 
difficult to control, but the measures at present taken appear 
to be keeping it in check. 

11 only the disinfection of imported things such as hides, 
wool, hair, Ac., can be thoroughly controlled we shall 
hear of fewer cases in man; the same may be said of the 
supply of cotton and other cakes imported into Great 
Britain as a food for cattle. The following were the 
surmises made as to the source of the 1919 outbreak. 
(1) Effluent of tanneries or other similar industries getting 
into streams; (2) feeding of infected offal to pigs; (3) use of 
imported foodstuffs and artificial manures; (4) contaminated 
sewage; (5) contact with infected material of other out¬ 
breaks. 

It is thus by attention to complete disinfection of animal 
products and sources of contamination by animal products 
that we shall diminish the chances of human infection. 
For animals themselves it is a more difficult problem, as so 
much of their food material must of necessity come from 
abroad, a good deal of it from countries in which anthrax 
exists to a considerable extent. The destruction of the 
spores is the chief difficulty, but a good fight is being 
maintained, and if only the disease can be kept under 
control among farm animals the veterinary profession will 
be doing a good deal towards helping to make it a rare 
disease in man. 

Rabies. 

Rabies has had no place m this country for nearly 
20 years until lately; the present inconvenience from which 
dog owners in several parts of England have to suffer is 
entirely due to the surreptitious importation of some dog 
in the incubation stage of the disease. All continental 
countries, with the exception of Norway, Sweden, and 
Denmark, are infected; although mainly seen in the dog, 
rabies is also met with in horses, cows, sheep, cats, foxes, 
wolves, and even fowls, in some of which it produces a 
train of rather curious symptoms, which to the layman may 
not give any suspicion of the disease, and thus disaster may 
be led up to. 

Everyone knows something about the suspicious signs in 
the dog, although the classical symptoms are by no means 
constant. The change of manner, the desire to hide in dark 
corners, great excitability towards strange people and 
strange dogs, restlessness and weariness, snapping at 
imaginary flies, the attempts to chew and futile attempts 
to swallow all objects near at hand, the inability to swallow 
water, the continual salivation, and final violent rage in the 
mad form—or the typically dropped jaw in the paralytic 
form—are all characteristic of the rabid dog. It is strange, 
too, what long distances they will cover in their unconscious 
frenzy, wandering aimlessly on for miles; and it is for this 
reason that sometimes a large area or district has to be 
placed under the restrictions of the Ministry of Agriculture. 
The voice, too, becomes altered, the bark being hoarse and 
accompanied by a most peculiar howl, the sound of which 
when once heard is never forgotten. Paralysis of the hind¬ 
quarters and complete exhaustion and coma finally super¬ 
vene if the disease is allowed to run its course. 

In the cat the symptoms are even more violent than in 
the dog and a rabid cat is even more to be feared by man 


than a dog. It will bite and scratch, attacking men and 
animals in a most reckless fashion. The voice changes in 
tone and, as with the dog, paralysis of the hind-quarters 
eventually follows. In the horse and ox there is violent 
excitement; a particular symptom which has been noted 
again and again is an attempt to bite or rub the scar of the 
original site of infection, as it is practically always from the 
bite of a rabid animal that their infection occurs. Sexual 
excitement is often present. Paralysis of the hind quarters 
is the common sequel in all instances, and the disease is 
always fatal. 

The 1919 annual report of the Chief Veterinary Officer of 
the Ministry of Agriculture showed that 143 cases of rabies 
were confirmed in that year, there being 140 dogs, 2 horses, 
and 1 pig. The first case was imported into Plymouth 
somewhere about Mav, 1918, and it is to this piece of criminal 
thoughtlessness on the part of someone that we owe the 
fact that we are now again an infected country. During 
1919 alone some 179 persons were bitten by animals in the 
scheduled areas, 46 of whom were bitten by animals proved 
to be rabid. Treatment w r as arranged by the medical officer 
of the Ministry of Health, and it is a triumph to the memory 
of Pasteur that there have been no deaths from hydrophobia. 

By the present arrangements the neck and head of any 
dog which has died or been killed as a rabies suspect is 
dispatched at once to the veterinary laboratory of the 
Ministry of Agriculture, together with a history from the 
field veterinary inspector who made the post mortem. This 
is then dealt with at once; the Negri bodies are searched 
for, and if necessary inoculation experiments are made. The 
result has worked out that in 96 per cent, of cases a decision 
could be given at once, thus saving those patients who had 
been bitten much suspense and anxiety; and, what is more, 
enabling the medical officer to advise and urge immediate 
anti-rabies treatment. 

At the present time the necessity for the muzzling order 
still exists in certain areas, and both medical and veterinary 
practitioners must be on the look out for rabies; but there 
is no doubt that what has been done before can be done 
again; an island like ours can be rendered free from rabies. 

Foot-and- Mouth Disease. 

Foot-and-mouth disease, as a disease communicable from 
animals to man, does not bear quite the same importance 
as the diseases previously alluded to, but it is important, 
because, if neglected, it would cause a certain amount of 
trouble through ingestion of milk. Such trouble is not at all 
uncommon in countries where foot-and-mouth disease is 
indigenous; at the present moment in England I am given 
to understand that there now exists at least one definite case 
of contagion in an official who was constantly examining 
mouths and feet. Foot-and-mouth infection can only come 
from infected cattle, and the disease can also be transmitted 
not only to man but to the sheep, goat, and pig, whilst 
horses and fowls are not immune. 

In most European countries it always exists, and it is 
owing to our insular position and to precautions taken by 
the Ministry of Agriculture that this country was entirely 
free from 1895 to 1899, and again from 1903 to 1908, with the 
exception of two small outbreaks which were easily 
suppressed. The present outbreak is very obscure in 
origin, and as the virus is invisible and the disease one of the 
most insidious and contagious in existence, it has presented 
many difficulties. Had it not been taken firmly in hand at 
once it would certainly have cost agriculturists millions of 
pounds, and it is highly probable that another disease would 
nave been added to the medical practitioner’s list. As an 
indication to what extent it will spread it is only necessary 
to mention that in 1892 in Germany no less than 1,504,299 
cattle, 2,193,157 sheep, 17,782 goats, and 438,262 pigs were 
affected, whilst in other continental countries it raged 
with equal violence. 

Even so recently as the spring of 1919 the North of Italy 
was visited by a very virulent form, and a great many of the 
agriculturists of the provinces of Milan, Turin, Tuscany, 
and Cremona were ruined in consequence, as it affected not 
only milking cattle but also working bullocks. 

Mange. 

With regard to mange, the parasite of the disease is in all 
animals; it is always a source of danger to man, and infec¬ 
tion has been noted on many occasions. Three varieties 
of parasite are found on the horse—a sarcopt, a psoropt, and 
a symbiot, but it is the two former which give trouble, and 
man is infected by contact with mangy horses, grooming 
tools, food utensils, &c., usually on the chest (especially if 
hairy), the under surface of the forearm, and the hands. 
Riding a mangy horse has been known to infect men down 
the inside of the legs and in the pubic region, and during the 
recent war this form frequently occurred. Knackermen are 
often infected when employed in skinning mangy horses. 
Sarcoptic mange is very troublesome to get rid of in the 
horse, requiring several months, but the psoroptio variety is 
much more amenable to treatment. 
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Sulphur in Home form or other is the basis of most treat¬ 
ments. In Great Britain it is a notifiable disease. 

That mange in the dog and cat is transmissible to man 
does not seem so generally known and appreciated as it 
ought to be, and some time ago Dr. A. Whitfield and I 

S ublished the histories of 17 cases in which he con- 
rmed the existence of the sarcoptic parasite in the 
human subject, and I confirmed it in the dog. The 
owner of a mangy small dog is often found to com¬ 
plain of an irritable skin, usually the region of the 
inside of the forearm, where the dog rests its head when 
being nursed. The contact of the warm flesh causes the 
mange parasite to leave its original host and transmit itself 
to the human flesh, where it sets up considerable irritation. 
In some of these 17 instances infection had taken place in 
the region of the neck and chest, and in one on the abdomen, 
as a result of the objectionable habit of allowing the little 
dog to sleep in that situation. The lesions produced were 
described by Dr. Whitfield as small vesicles, slightly 
smaller than the ordinary eczema vesicle and surrounded 
by a narrow zone of hypersemia, very like that of varicella, 
only about one-eighth of the size. * These lesions were 
scattered discretely over the surface and not in grouped 
lesions. The intense irritation leads to decapitation of the 
little vesicles, and their original site becomes covered with 
either a serous or a blood scab. If left untreated the parasite 
will live in the human subject for about six weeks, but if 
treated, I am told that it is readily got rid of. 

In the dog we have two varieties of parasite, the Sarcapti* 
coni# and the DomxUi .r folliculnrum ; the latter gives the 
veterinarian endless trouble, and both are infectious to man. 
Sarcoptic mange yields readily to treatment, but it takes 
about a month or six weeks to effect a certain cure. If 
neglected the dog becomes covered with scabs and sores, 
gets thin and emaciated, has a peculiar mousy odour, and 
will eventually die. 

I have with me to-night a cat, the subject of sarcoptic 
mange, really so loathsome and miserable an object that 
one cannot understand the owner or her servants not 
having observed its condition long before. This animal has 
been infected for some weeks and has been wandering about 
the house without restriction. The uncastrated male cat is, 
in all large towns, a fruitful source of the spread of 
sarcoptic mange amongst the females, and, indeed, to other 
males with whom he is constantly at war. 

Ringworm. 

Ringworm of the horse, calf, dog, and cat are the ones 
which interest ns most to-night from the point of view of 
contagion to man. All are contagious and give considerable 
trouble in their treatment. In country districts the calves 
are the constant source of infection, in town the cat is 
mostly the culprit. Dr. Whitfield has recorded several such 
cases, as have also others. 

Measlex in Beef arui Pork. 

Measly beef is, as you know, due to the Cgsticercus bovis, 
the larval form of the Tamia naginata of man. The Cysti- 
cercus cellulose in the muscle of the pig is the larval form of 
the Ttenia solium in man. It is to be remarked that the 
general neglect of proper meat inspection in England is 
lamentable. Fortunately we cook our food well, and to this 
custom we owe a good deal of freedom from disease. 

Trichinosis. 

Trichinosis is a parasitic affection in the muscles of the 
pig, from which it is transmitted to man in sausages or 
other infected food which has not been thoroughly cooked. 
Dogs and rats, amongst other animals, are also subjects of 
this disease ; the pig is infected by eating rats and mice and 
the fiesh and offal of other infected pigs. The disease is 
met with in Germany, America, and other countries, special 
systems of meat inspection being necessary on account of 
its prevalence. 

Tuberculosis. 

The subject of tuberculosis had, perhaps, better be left to 
be introduced and discussed on another occasion. It is con¬ 
tagious from animals to man, and the questions of clean 
milk and clean meat are too important for casual treatment. 
Before the war the matter of a clean milk-supply and the 
eradication of tuberculosis from our herds of cattle was 
being taken up with vigour, and it is soon to be taken up 
again. It is very necessary to root this disease out from our 
herds in order to assist in its disappearance from man. I 
merely mention it, for the subject has so many sides to it 
that I feel we could not half do it justice. 

Conclusion. 

In conclusion, I wish again to draw attention to the part 
played by animals in transmission of certain diseases to 
man, and to emphasise the extent of ground common to 
workers in human and veterinary medical science. By joint 
action much valuable time mav be saved and much better 
results obtained than by holding aloof in separate com¬ 
partments. 


TAPEWORM HOSPITALITY. 

To the Editor of The Lancet. 

Sir,— A patient in Khartoum Civil Hospital, treated once 
in the ordinary way with filix mas, has prodaoed 31 
specimens of T<mia naginata. Is this a record ? 

I am, 8ir, yours faithfully, 

V. S. Hodson, 

Director, Khartoum and Omdurman Civil 

March 10th, 1921. General Hospitals. 

PRACTICE BY FOREIGNERS IN CHILI. 

Foreigners in Chili are becoming aware of the turn of the 
screw against internal competition by non-Chilians in 
various trades and professions. For some years the law lia^ 
forbidden medical practice to any who do not hold the State 
diploma, but until lately the interpretation of this law was 
not strict. The attention of the local medical society was 
directed by a practitioner to the position of the resident 
medical officer of the English hospital, with the result that 
his and all medical diplomas were carefully scrutinised. 
The three assistants at the German hospital are in similar 
case and a German dentist has already been obliged to leave 
Valparaiso. 

LEARNED SOCIETIES. 

The thirty-seventh annual issue of the Year Book of the 
Learned Societies of Great Britain and Ireland (London: 
C. Griffin and Co., Ltd. Pp. 354. 15*.) is compiled from 
official sources and purports to be a record of work done to 
science, literature, and art during the session 1919-20. The 
claim is a large one and its full execution beyond human 
endeavour, while we gladly acknowledge to finding the year 
book a valuable book of reference, giving, as it does, not 
only the addresses, names of officials, dates of meeting, 
and other useful information, but also lists of the 
papers read at the different societies. A comparison 
of the .current issue with its predecessor shows that, 
while a few societies have ceased operation, others have 
come into being, and necessitated an addition of nearly 
20 pages to the book. Medicine, which in 1919 occupied 
35 pages, now occupies 41, and biology, including micro¬ 
scopy and anthropology, which formerly had 44 pages 
devoted to it, now has 47. Psychology remains as pre 
viously with 7 pages, and general science with 53 pages. 
The field of medicine is not quite evenly covered, for while 
the programme of 8t. Mary’s Hospital Medical Society, 
which includes papers by Sir Almroth Wright and others, is 
given, there is no mention of other students’ societies of 
older foundation, such as the Abernethian Society of St. 
Bartholomew’s, the Hunterian Society of St. George’s, or 
the Physical Society of Guy’s. 

THE REMOVAL OF TATTOO MARKS. 

As a result of the social upheavals of the war many person* 
have emerged from strata of society where tattooing is 
regarded as highly artistic to find themselves in strata 
where it is looked upon as vulgar and the badge of a savage. 
Little wonder, therefore, that a fresh impulse has been 
given to the art—a highly complicated and difficult art—of 
removing tattoo marks without further disfiguring the skin. 
Even in the time of the Roman Empire many devices wen 
employed towards this end, and a paper by Dr. P. Cattani of 
Zurich (Schwcizrrische Mcdizinische Wochenschrift , Feb. 10th 
shows that as many as 13 totally different methods have 
been devised, none* of which can be said to be at once 
painless, easy, and effective. His detailed description of 
each method reveals an extraordinary degree of ingenuity 
on the part of cosmetic specialists, and, in some cases, 
marvellous powers of endurance on the part of their patrom. 
Dr. Cattani himself has practised only a few of these 
methods, and the four which he finds the most successful 
are Variot’s, galvano-cauterisation under local anaesthesia. 
“ harpooning ” or digging out each granule of pigment 
(Wederhake's method^, and excision of the skin. Varioi> 
procedure begins with a preliminary cleansing of the skin, 
on which a concentrated aqueous solution of tannin 
is applied. With the tattoo needle the pigmented area 
is now freely punctured, and into the punctures thus mad” 
silver nitrate is repeatedly rubbed,' and the skin is then 
strewed with powdered tannin. A protective dressing is 
applied, and after a short time a violent inflammator> 
reaction follows, with swelling and necrosis of the skin. 
After two to four weeks the crust thus formed is discharge* 1. 
and the underlying structures, which are at first red, pa V 
gradually in a few months. A slightly raised scar is left tjs 
indicate the original site of the tattooing. Dr. Cattani ha* 
never seen permanent ill-effects follow this method which, hi 
admits, is painful as well as requiring much time ami 
patience. He refers to a fatal case recorded by Parein 
Duchatelet in 1857. The patient was a prostitute, whost- 
reaction to the removal of tattoo marks by caustic 
terminated in death. To judge by Dr. Cattani’s accounts of 
this and other methods of removing tattoo marks, it 
abundantly evident that prevention is better than oore. 
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THE COLONIAL MEDICAL SERVICE AS 
A CAREER.* 

By Sib JAMES K. FOWLER, K.C.V.O., C.M.G., M.D., 

CONSULTING PHYSICIAN, MIDDLESEX HOSPITAL, ETC. 


Gentlemen, —I have been asked to address you by 
some members of our profession who are deeply 
interested in the medical and sanitary problems with 
which the Colonial Medical Service has to deal, and 
who, having had personal experience of the work of 
the Service in various parts of the world, desire that 
it should become better known. 

Since the year 1908, when I was invited to be a 
member of a Departmental Committee which was 
then appointed by the Secretary of State to consider 
certain questions that had arisen in regard to the West 
African Medical Staff, I have been sincerely interested 
in all that concerns the welfare of the personnel of that 
and other units of the Colonial Medical Service. As chair¬ 
man of the subcommittee on colonial medical appoint¬ 
ments, which interviews and classifies the candidates, 
I have had for the last 12 years the pleasure of meeting 
all who have entered the service since that date ; and 
as chairman of the Yellow Fever Commission I formed 
the highest opinion of the work of the many distin¬ 
guished members of the West African Medical Staff 
who were appointed to investigate on the spot the 
problems with which that Commission had to deal. 
As a member of the Departmental Committee on the 
Colonial Medical Services, whose report was issued in 
August of last year, I was, moreover, able to learn 
what is in the minds of all those who are interested 
in those’ services. 

Stations op the Colonial Medical Service. 

The Dominions overseas of the British Empire differ, 
as you are aware, in the degree of their dependence 
upon the mother country, but, as was seen during the 
war, not in the degree of their attachment to the 
Crown. With the self-governing Dominions Canada, 
New Zealand, the Union of South Africa, Newfound¬ 
land, and the Commonwealth of Australia we are not 
to-day concerned, as they select and appoint their own 
medical officers. In some of the colonies only the 
senior medical appointments are filled by the Secretary 
of State usually by transfer from other colonies, the 
junior officers being natives of the country and 
appointed by the Governor. 

The colonies in which any of you who may enter the 
Colonial Medical Service are likely to find the best 
opportunities for the exercise of your abilities and for 
a career on which you will be able to look back with 
satisfaction are those in which there is a large staff 
wholly appointed by the Secretary of State. This 
applies specially to the West African Medical Staff, the 
East African Medical Staff, and the Malayan Medical 
Staff. 

The Colonies and Protectorates to which medical 
officers are appointed by the Secretary of State for the 
Colonies are:— 

(a) The West African—viz., Nigeria, the Gold Coast, 
Sierra Leone, and the Gambia. 

{b ) The East African—viz., the Kenya Colony and Pro¬ 
tectorate, the Uganda, Nyasaland, Somaliland, and 
Zanzibar Protectorates and the Tanganyika Territory. 

(c) The Eastern—viz., Ceylon, the 8traits Settlements 
and Federated Malay States, Hong-Kong, Weihaiwei, 
Mauritius, and the Seychelles. 

(d) The West Indian—viz., British Guiana, Jamaica, 
Trinidad, Tobago, the Windward Islands, the Leeward 
Islands, Barbados, British Honduras, and the Bahamas. 

(e) Fiji and the Western Pacific, Cyprus, Malta, Gibraltar, 
St. Helena, Bermuda, and the Falkland Islands. 

* Thfs address to students was delivered at the Middlesex Hos¬ 
pital. and subsequently at Guy’s Hospital. 
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In Ceylon, Mauritius, Jamaica, Barbados, the 
Bahamas, and Bermuda vacancies in the junior ranks 
are practically always filled locally by the appointment 
of qualified native candidates; in the case of some of 
the higher posts—by transfer from other colonies. 
Appointments in Malta are all filled locally. Vacancies 
in the Hong-Kong Medical Department have in the 
past generally been filled by transfer from other 
colonies. The total number of appointments filled by 
the Secretary of State is about 620. 

Vacancies occur most regularly and frequently in 
(1) the West African Medical Staff; (2) East Africa; 
(3) the Straits Settlements and Federated Malay 
States. In nearly all cases the vacancies for which 
medical officers are selected by the Secretary of State 
are in the junior grades of the service. The senior 
appointments, especially those in the more healthy 
colonies, are almost invariably filled by the promotion 
of officers who have rendered good service in the same 
or in other colonies. 

Let ns now in imagination start on a voyage round 
the world. We arrive first at Gibraltar, which no 
Englishman can see for the first time without a thrill. 
Here are three surgical appointments attached to the 
Colonial Hospital. These are very desirable appoint¬ 
ments, two of which have recently been filled by men 
with high surgical qualifications, In Cyprus there is a 
chief medical officer and five district medical officers. 

The West African Medical Staff. 

Returning and proceeding down the coast of Africa we 
pass in succession the colonies in which the West 
African Medical Staff are employed—viz., the Gambia, 
Sierra Leone, the Gold Coast, including Ashanti and the 
Northern Territories, and Northern and Sonthern 
Nigeria, now united as Nigeria. 

The West African Medical Staff is the most highly 
organised and possibly the most efficient unit of the 
Colonial Medical Service. It stands to the West African 
Frontier Force in the same relation as the R.A.M.G. 
does to the Army. Its members have taken part in all 
the various wars in Africa, and during the late war they 
rendered distinguished service in the campaign in the 
Cameroons and East Africa, for which latter campaign 
some of them were lent. Officers are liable for service 
in any one of these colonies, but an attempt is always 
made to meet the wishes of an officer for a particular 
colony on first appointment. 

As you are doubtless aware, the West Coast of Africa 
has had in the past an evil reputation from a health 
and climatic point of view. There is now a tendency In 
some high quarters (not in this country) to suggest that 
it has become almost a health resort. That such a claim 
or any approach to it should be made is the highest 
possible tribute to the devoted labours of the West 
African Medical Staff and to the medical departments 
of the Governments of those colonies by whom their 
work has been directed. I am far from suggesting that 
this era began with the appointment of Mr. Joseph 
Chamberlain as Secretary of State for the Colonies, but 
his name should always be mentioned with honour 
whenever the success which has attended the efforts Of 
the Colonial Medical Service to promote the welfare of 
the European and native inhabitants of onr colonies is 
brought to mind. It was Mr. Chamberlain who first 
established at the Colonial Office the traditions and 
high ideals in regard to tropical sanitation, which his 
successors there have worthily maintained. The con¬ 
tention now is, briefly, that in West Africa there is very 
little wrong with the climate, it is the diseases that 
matter, and that we now know how to prevent and treat 
those diseases, the most important and most prevalent 
of which is, of course, malaria. I cannot go quite as far 
as some are prepared to travel in this direction, but to 
discuss the question at length is beyond the scope of 
my address. That one is constantly meeting men who 
have been on the coast for years and who have not 
apparently suffered in health is a fact that cannot be 
ignored. I believe that it is largely a personal matter, 
firstly of natural resisting power and secondly of a rigid 
adherence to the laws of health which residence in 
tropical countries requires from Europeans if they are 
p 
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to escape the maladies incidental to life in those parts 
of the world. 

Since this address was first delivered the vital 
statistics for West Africa from 1903 to 1919 have 
been published in an official paper. The facts as 
regards the death-rate for non-native officials are, very 
briefly, as follows : The highest death-rate during that 
period was in 1905 = 28*1 per 1000. Subsequently, with 
the exception of a slight rise in 1910, there was an 
almost continuous fall until 1916, when it was 10'3 per 
1000. There has since been a slight rise owing to the 
influenza epidemic, but the rate is now again falling, 
and in 1919 was 12’5 per 1000. In this statement the 
losses during and owing to the war are not included. I 
may remind you that the death-rate for the United 
Kingdom in 1918 was 17*6 per 1000, but I must hasten to 
add that these figures are not really comparable, as the 
non-native officials in West Africa have been subjected 
to a medical examination. 1 

I have examined the returns giving the cause of 
death amongst the members of the West African 
Medical StafT which have occurred since the year 1908, 
when I first began to have a knowledge of their exist¬ 
ence as a body. From these it appears that in the 
13 years under review, climatic conditions are men¬ 
tioned in the certificates of death in 7 cases only. In 
4 cases malaria in some form is mentioned primarily ; 
in 1 case dysentery is given as a secondary cause; in 
1 case enteric fever is given as the primary cause, and 
in 1 influenza. The authorised establishment of the 
West African Medical Staff is about 250. 

The most attractive and the most healthy regions in 
the West African colonies are on the high lands in the 
neighbourhood of Kano in Northern Nigeria, where 
there is a large Arab population, nearly all of whom are 
Mahomedans. Togoland was the first of the German 
colonies to be taken. A small detachment “ on their 
Own” paid a week-end visit to Lom6, the capital, and 
annexed the country. About one-third of Togoland has 
been added to the Gold Coast Colony, the remaining 
two-thirds to the French colony of Dahomey. As a 
result of the war about one-tenth of the area of the 
Gorman colony of the Cameroons has been added to 
Nigeria in the form of a narrow strip along its eastern 
boundary which contains Buea, a mountain station that 
may be of use as a health resort, but during some 
months of the year mist is very prevalent there. The 
remainder of the colony has become French territory. 

The East African Medical Staff. 

Rounding the Cape of Good Hope and going north¬ 
wards we pass Mauritius. In the Seychelles Islands, 
much further to the north, there are three appointments. 
We now come to the East African colonies—Nyasa- 
land, Kenya (late British East Africa), Uganda, Tangan¬ 
yika Territory (late German East Africa), and Zanzibar. 
The medical staffs of these various colonies are now 
in process of amalgamation into a single medical unit 
to be called the East African Medical Staff, and 
in future officers will be liable for service in any 
one of the colonies of the group as in West Africa. 
The authorised establishment of the East African units 
prior to amalgamation was 139. There are now many 
vacancies owing to the general shortage of medical 
men available for civil and Government employment, 
the result of the war and the absence of recruiting for 
the service during the war. Mombasa is the largest 
town and the principal port of Kenya Territory, and is 
also the starting-place of the Uganda railway, which 
runs through Nairobi, the capital of the Protectorate, 
to Kisumu, Port Florence on the Victoria Nyanza, a 
distance of 584 miles. Those who have read “ The 
Man Eaters of Tsavo,” by Colonel Patterson, should 
they ever pass that station, 133 miles from Mombasa, 
will call to mind the thrilling incidents of that story. 
Nairobi, 327 miles from Mombasa, is situated on the 
highlands or central plateau at an altitude of 5450 feet 
above the sea-level. The great game preserves are on 
either side of the railway before Nairobi is reached. 
The highlands have a temperate climate; the mean 

1 The death-rate for London for the week ended Feb. 26th, 1921, 
was 15'1 per 1000, and for 96 Euiffinh and Welsh towns 15'5 per 1000. 


average temperature at noon is 78° F. July, August, 
and September are usually cold months. There are 
many European residents on the highland plateau, and 
their number is constantly increasing. Those who are 
interested in the East African colonies may be 
confidently recommended to read “ Uganda for a 
Holiday,” by Sir Frederick Treves, who combines 
with the highest distinction in surgery a love 
of travel and a literary style which make the 
descriptions of his journeys fascinating guide-books 
for those who follow in his footsteps. My colleagues 
at the Middlesex Hospital, Sir John Bland-Sutton, 
in “Man and Beast in Eastern Ethiopia,” and Dr. 
Corny ns Berkeley in “On Safari,” have also given 
interesting accounts of a visit to these colonies. 
Somaliland is not to be included in the East African 
unit, and from the despatches I have read I do not 
gather that it is a very desirable station, although it 
was lately the scene of one of the cheapest and most 
successful campaigns for which the Colonial Office has 
ever been responsible, and the first in which aircraft 
played an absolutely dominating rdle. 

The Malayan Medical Staff. 

Crossing the Indian Ocean we arrive at Ceylon. 
Here only the higher posts in the medical depart¬ 
ment are filled from home; the other officers for 
the most part hold the licence of the Ceylon Medical 
College, which is recognised by the General Medical 
Council as a registrable Colonial qualification. From 
Ceylon we cross to the Straits Settlements, Penang, 
Malacca, and Singapore, and the Federated and Un¬ 
federated States of the Malay Peninsula, where there is 
a large medical service, which the departmental com¬ 
mittee of 1920 have recommended should be unified as 
the Malayan Medical Service. This is entirely recruited 
from home. The authorised establishment prior to the 
unification was 82 medical officers. 

China and the Western Pacific. , 

In China there are medical appointments at Hong- 
Kong and at Weihaiwei, where there are two medical 
officers. In Fiji there are at present 18 medical officers, 
three of whom are also magistrates, in addition to a 
chief medical officer, a medical officer of health, and a 
senior medical officer. The medical services of Fiji 
and the Western Pacific are interchangeable; officers 
may be transferred from one to the other at the 
discretion of the Secretary of State. The staff in the 
British Solomon Islands Protectorate consists of one 
senior and two junior officers. In the Gilbert and 
Ellice Islands there is one medical officer in charge. 

The West Indian Group. 

Rounding Gape Horn we come to the Falkland 
Islands, where there are two appointments. The first 
British colony as we go north along the coast of South 
America is British Guiana, where there are 33 appoint¬ 
ments, including a surgeon-general. In Trinidad and 
Tobago there are approximately 40 medical officers. In 
the Windward Islands, Grenada, St. Lucia, and St. 
Vincent there are 25 appointments, with the right of 
private practice. Officers may be transferred from one 
island to another at the discretion of the Governor. In 
the Leeward Islands, Antigua, St. Christopher and 
Nevis, Dominica, Montserrat, and the Virgin Islands 
there are 24 appointments. British Honduras is a 
colony on the east coast of Central America. The 
medical staff consists of a principal medical officer, 
who is allowed to undertake consulting practice, and 
five assistant medical officers. Bermuda or the 
Bermudas, for the colony really consists of the main 
island and a group of about 300 smaller islands, is on 
the Western Atlantic, and has a small medical service. 
This completes our tour of the colonies. 

Pay. 

The attractions of any Government service in these 
days depends very largely upon the salaries which are 
offered and on the prospects of promotion and pension 
and a career. Probably the majority of salaried officers 
of any public service of any country are of opinion at 
the present time that their pay is inadequate, and 
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many of them have good grounds for so thinking. 
The Departmental Committee (1920) learned from the 
witnesses that the increase in the cost of living is 
universal; there is not even a “ bush station ” in West 
Africa where the effect of the war in increasing the 
^cost of the necessaries of life has not been felt, although 
the effect is greater in towns on the coast than in the 
interior. 

The salaries attached to the medical appointments in 
the various colonies are not uniform, and in some few 
cases are to be regarded more as retaining fees for the 
performance of certain Government duties than as 
adequate for whole-time employment. This does not, 
however, apply to those units in which the rates of pay 
are fixed by. the Secretary of State, such as the West 
African Medical Staff and the East African Medical 
Staff, and it will, I think, give you a better idea of 
the prospects which await you in the service if I 
state in some detail the salaries which are now offered 
in those two units. 

Pay in the W.A.M.S. 

A considerable addition has lately been made to the 
rates which were in force before the war in regard to 
the West and East African appointments. 

On appointment as an officer of the West African 
Medical Staff on probation the initial salary is at the 
rate of £660 a year, rising by annual additions of £30 to 
£720 a year. After three years on probation, if then 
confirmed in the appointment, the salary rises by 
annual additions of £40 to £960, with proficiency pay at 
the rate of £72 a year. Before, however, passing £800 
medical officers are required to take a special course of 
study for three months. If they obtain satisfactory 
certificates at the end of the course they draw their 
further increments up to £960 a year. These are certifi¬ 
cates of satisfactory attendance, not necessarily of 
having passed an examination. 

The regulations in regard to the special course of 
study are as follows:— 

The approved course of study is the three months’ course 
of the West London Post-Graduate College or the London 
School of Clinical Medicine, Greenwich, in clinical medicine, 
clinical surgery, and pathology. 

Officers are allowed to substitute for this course either 
(i.) the course of study and examination for a recognised 
diploma or degree in public health, sanitary science, or State 
medicine; or (ii.) the course of study and examination for a 
further medical or surgical diploma or degree; or (iii.) if the 
Governor, on the recommendation of the principal medical 
officer, approves, a course of study in some special branch 
of medical or surgical practice—e.g., ophthalmology, derma¬ 
tology, genito-urinary diseases—or an advanced course at 
the London or Liverpool 8chool of Tropical Medicine. 

Whichever of these courses of study is selected, the 
necessary tuition and examination fees are paid by the 
Colonial Government, except in the event oi an officer 
deciding to enter for a further medical or surgical diploma 
or degree, in which case no fees are paid. 

A medical officer who has served for three years on the 
maximum salary of this scale (£960) without obtaining pro¬ 
motion is eligible, if recommended by the Governor, to be 
placed on the scale of £1000, with annual additions of £50 to 
£1150, with £100 proficiency pay. This is the same rate of 
pay as that of senior medical officers. 

There are seven appointments of sanitary officer, with 
salary at the rate of £1050 a year, rising by annual 
increments of £50 to £1200 a year, and a duty allowance 
«t the rate of £210 a year. 

The first step in promotion is to that of senior medical 
officer, in which grade there are 20 appointments with 
salary, as just stated, at the rate of £1000 a year, rising by 
annual incremeuts of £50 to £1150 a year, and proficiency 
pay at the rate of £100 a year. 

There are also seven appointments bearing the title of 
provincial medical officer—two each in tne Southern 
Provinces, Nigeria, in the Northern Provinces, Nigeria, 
and in the Gold Coast respectively, and one in Sierra Leone, 
with salary at the rate of £1200 a year, and duty allowance 
at the rate of £240 a year. 

There are four appointments of the grade of senior 
sanitary officer, one each for the Northern Provinces, 
Nigeria, the Southern Provinces, Nigeria, the Gold Coast, 
and Sierra Leone. Salary at the rate of £1300 a year 
is attached to these appointments, together with a duty 
allowance at the rate of £260 a year. 

The next higher rank is that of deputy principal medical 
officer, in which there four appointments, two in the 


Southern Provinces, Nigeria, and one each in the Northern 
Provinces, Nigeria, and the Gold Coast respectively. Salary 
at the rate of £1300 a year, is attached, together with a duty 
allowance at the rate of £260 a year. 

Principal medical officers receive salaries as follows 
In the Gold Coast and Nigeria, £1500 a year, with a duty 
allowance at the rate £300 a year. In Sierra Leone, £1350 a 
year, with a duty allowance at the rate of £270 a year. There 
is no principal medical officer in the Gambia. The director 
of the medical and sanitary service, Nigeria, receives a salary 
of £1700 a year, with a duty allowance at the rate £360 a 
year. 

There are in addition various special appointments—e.g., 
(a) the director of the Medical Research Institute, Lagos, 
and the pathologist, Accra, receive a salary of £1300 a year, 
with a duty allowance of £260 a year, (b) Salary at the rate 
of £800 a year, rising by annual increments of £40 to £960 a 
year, is attached to about 10 posts (those of assistant at the 
Medical Research Institute, Lagos, and medical officers of 
health at various places). In addition to the proficiency pay 
(£72 a year), staff pay at the rate of £150 a year is also attached 
to these posts; and the holder of the appointment draws 
half of the staff pay during leave of absence, the remainder 
being drawn by his locum tenens. The holders of these 
appointments are not allowed private practice. Duty allow¬ 
ances, proficiency pay, and staff pay are not pensionable 
emoluments. 

Private Practice. 


All officers of the W.A.M.S., except principal and deputy 
principal medical officers, provincial medical officers, sani¬ 
tary officers, and a few other officers holding special appoint- 


taryomcers, ana a lew oiner omcers noiamg special appoint¬ 
ments, are allowed to take private practice, provided that it 
does not interfere with the faithful and efficient perform¬ 
ance of their official duties, but it is within the power of the 
Governor to withdraw or to suspend the privilege in such 
places and for such periods as he may consider desirable. 

The Colonial Office is always very careful to make it clear 
that private practice does not exist at the majority of 
stations, and no guarantee is given that an officer will be 
posted to a station in which he will be able to practise 
privately. As a general rule, stations where there is 

f rivate practice are allocated to senior members of the staff, 
n West Africa, as elsewhere throughout the world, success 
in private practice depends very much on personality. 

Gratuity. 

An officer of the West African Medical Staff may, at the 
end of nine years (of which not less than six must have 
been residential) retire with a gratuity of £1000, or at the end 
of 12 years (of which not less that eight must have been 
residential) with a gratuity of £1250. In the event of an 
officer dying in the service after completing the period of 
residence qualifying him for the smaller or the larger of 
these gratuities, a sum equal to the gratuity in question is 
paid to the credit of his estate. 

Quarters. 

At all the recognised stations single quarters, free of rent 
(but not of rates and similar outgoings), are provided for 
medical officers, or an allowance is paid in lieu of quarters. 

Pensions. 

I shall only give a brief, and necessarily incomplete 
account of the regulations relating to pensions and gratuities 
for the West African Service. Moreover, alterations in the 
West African regulations as to pensions are under con¬ 
sideration. On attaining the age of 50 years, or after 
18 years’ service (of which at least 12 must have been resi¬ 
dential), an officer is qualified for a pension. If invalided 
after a minimum of seven years’ service he still is qualified 
for a pension. If invalided before completing seven years’ 
service he is qualified for a gratuity not exceeding three- 
quarters of a month’s salary for each six months of service, 
provided that he has been confirmed in his appointment. 

The method of calculating the amount of a pension 
appears at first sight somewhat complicated, but it is really 
simple. To the maximum salary of which the officer has 
been continuously in receipt an addition of from £40 to £80 
is made to represent the value of free quarters. The sum 
so obtained is then divided by 40, which, it may be men¬ 
tioned, is a more generous figure than in the Home Civil 
Service, in which the division is into sixtieths. This figure 
is then multiplied by the number of years he has served, 
and the result is the amount of his pension. As an example, 
an officer who has served 18 years satisfactorily, even if he 
has never been promoted from the lowest rank, obtains a 
pension of £553 10*. per annum. 

A book is issued by the Colonial Office called the “ WeBt 
African Pocket Book,” which contains much more detailed 
information than I have here given on the various matters 
mentioned. 

Pay in the East African Colonies . 

The salary on first appointment of a medical officer in 
any one of the East African oolonies is now (1920) £600 per 
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annum, rising by annual increments of £25 to £700 jper 
annum. All Government officials, however, in East Africa 
now receive in addition a special local allowance equivalent 
to 50 per cent, of their salary in respect of salary earned by 
resident service. £600 thus becomes £900. This arrange* 
ment is to be reviewed in March, 1922, in the light of the 
then purchasing power of the rupee or florin. The rupee is 
now stabilised at 2s. 

The next higher grade in the medical service is that of 
senior medical officers, who receive a salary of £700, rising 
by annual increments of £25 to £800 per annum. Deputy 
principal medical officers receive £1000 per annum, and 
principal medical officers £1200. To all these salaries and 
those which follow the special local allowance of 50 per cent, 
must be added. 

The sanitary officers, directors of laboratories, and bacterio¬ 
logists are on the £700-25-800 scale. Principal sanitary 
officers receive £1000 per annum. 

The medical officers of health are usually selected from 
the medical officers on the permanent establishment, 
preference being given to those who hold a diploma of Public 
Health. They receive in addition to their salary and local 
allowance special non-Densionable allowances of £50 or £100 
a year, according to station, as they are not allowed the 
privilege of private practice granted to the other medical 
officers. 

The resident surgeon at the Nairobi European Hospital is 
on the scale £900-50^1000. 

There are at the present date (1921), in addition to the 
above, a limited number of temporary appointments for 
which candidates over 55 years of age are eligible. These 
appointments are for 30 months’ resident service, with the 
leave earned by such service, and carry a fixed salary of £700 
per annum and a gratuity of £200, paia on completion of the 
engagement. 

Gratuity on Retirement. 

Medical officers in the East African colonies are allowed 
to retire with a gratuity if they wish, instead of waiting to 
retire on pension as follows : (a) after nine years’ service, of 
which at least six must have been spent in East Africa, 
£1000; (b) after 12 years’ service, of which at least eight must 
have been spent in East Africa, £1200. 

The concluding section of the paragraph of the report of 
the Departmental Committee of 1920 on the general question 
of pay is as follows:— 

“ It is not possible for the Committee to consider in detail and 
make suggestions as to the pay and the increases of pay that may 
be necessary in all the various units of the Colonial Medical 
Service; it is, however, clear that Colonial Governments, if they 
desire to obtain the services of competent medical men from this 
country, will find it necessary to make very substantial additions 
to the salaries now offered. In many cases in pre-war times the 
salaries paid to medical officers were wholly inadequate. Another 
point which has been brought to the notice of the Committee is 
that the increased cost of living presses with double hardship upon 
officers serving in tropical and sub-tropical colonies, who have to 
maintain out of a fixed income, not only themselves, but also their 
wives and families in this country.” 

The rates of pay in the East and West African 
colonies, which I have given in some detail, have been 
revised since the question first came under the con¬ 
sideration of the Committee, and I hope you will agree 
with me in thinking that they represent a fair and 
honest attempt on the part of the Colonial Office to 
meet the difficulties created by the war. 

It may be mentioned here that a special Commissioner 
has been sent out to report on the question of the rates 
of pay generally in the Fiji and Western Pacific Civil 
Services, and in the meantime the salaries are subject 
to temporary increases. 

Tours of Service. 

The service of the officers of the West and East 
African Medical Staff takes the form of a regular alter¬ 
nation of duty called a “ tour of service ” with a period 
of leave called “return leave.” The ordinary tour of 
residential service is followed by leave with full pay 
during the voyages to and from England, with a free 
passage both ways. The regulations as to the duration 
of the tour of service have recently been revised. The 
ordinary tour of service in the W.A.M.8. is now for 
18 months, but in certain cases it may be for 12 months 
only. The leave in England is one clear week for each 
month spent in West Africa with full pay for whatever 
the period may be. Roughly, therefore, after 12 months’ 
service the officer is at home for 3 months, and after 
18 months’ service for months, as the time spent on 
the voyages is not reckoned against him. The ordinary 
tour of service in the East African Medical Staff is 
2 years to 2& years. 


Specialist Appointments. 

It has been an admitted disadvantage of the public 
medical services until recently that they have afforded 
no continuous professional career to a man who did not 
desire ultimately to become an administrative offioer. 
The work of all the senior and most highly paid 
appointments has been administrative only. 

In the words of a witness who appeared before the 
Departmental Committee, “one of the most awful 
things in the service (is) that a man who is really 
an able medical man, either an able physician or an 
able surgeon, should drift into administrative work.” 
Recently in the R.A.M.C. the system of specialist 
appointments has been introduced, and it is now 
possible in that service for a man to attain to the highest 
rank and pay whilst continuing to practise the branch 
of the profession to which he has devoted his life. 

Many have for long been impressed with the desir¬ 
ability of introducing this principle, wherever possible, 
into the Colonial Medical Service. The presence on the 
staff of the larger hospitals in the more important 
colonies of a very able physician, surgeon, and gynae¬ 
cologist, and of specialists in these departments which 
are everywhere recognised—not omitting the head of 
the clinical laboratory—is of advantage not only to the 
patients under their care, but to the whole of the 
medical men whose practice brings them into contact 
with that hospital. It is not, indeed, an exaggeration 
to state that the standard of clinical work throughout a 
colony may be rased by the existence of such a hospital 
staff. 

If, as the Committee' have suggested, a research 
institute is established in every important colony or 
group of colonies, it should be as close to such a 
hospital as possible, as its work will again react upon 
the clinical work of the hospital, and much of the 
material needed for research will be at its doors. It is 
to be hoped that in accordance with the recommenda¬ 
tion of the Committee specialist appointments will be 
created and given to officers of the service who have 
shown capacity in some recognised branch of medical 
science or practice, and who desire to continue their 
particular work. 

Research. 

Great opportunities for research in medicine and the 
allied sciences exist in all the tropical colonies, and to 
put it on the lowest ground it may be confidently stated 
that there is no better investment for the money of any 
colony than scientific research, both medical and 
economic. It is probable that as a result of the steps 
now being taken we shall ere long possess a research 
institute in all the important colonies or groups of 
colonies. Already there is such an institute near Lagos, 
in Nigeria, a second is about to be established by the 
Liverpool School of Tropical Medicine at Sierra Leone, 
and the scheme for a similar institute under Govern¬ 
ment control at Accra is far advanced. The plans for 
a research institute in Nairobi have been approved, and 
the work of construction is in progress. 

Any medical officer who may show a capacity for 
research work should receive every possible encourage¬ 
ment, and such officers in charge of clinical laboratories 
as give evidence of such capacity should be promoted to 
the research service, but appointment by special selec¬ 
tion should not be excluded. The Committee express 
the hope that in the future it will not be necessary to 
go outside the Colonial Medical Service to find officers fit 
to undertake any medical or scientific work in any of 
the colonies. 

Need for a Head of the Service. 

In the past the Colonial Medical Service has been 
almost unknown to the medical profession in this 
country, and the same is true even of to-day. For this 
the reasons are various; that to which I personally 
attach most importance is that it has had no head or 
director-general; indeed, a service without a head 
can hardly be said to be a service. The Committee in 
their report have recommended that such a post 
should now be created, and in accordance with the 
practice of the office the Secretary of State has 
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reserved his decision on that and on other recom¬ 
mendations contained in the report until the views of 
the Governors of the Colonies concerned have been 
received and considered. Every profession is really 
judged in public estimation by the prizes that may be 
won by those who succeed in reaching the top. The 
climb is arduous, and although on the summit there is 
always standing room, there is no room to sit down, 
except in that of the Bar, for it is well known that 
on the night of his “call” every barrister has visions 
of himself seated upon the Woolsack. 

I venture to claim on behalf of all the medical men 
in the service of the Colonial Office that they have an 
equal right with those who serve in the Navy, the 
Army, and the Indian Medical Service to see at the 
head of their branch of the service a member of their 
own profession, who will give that sympathetic con¬ 
sideration to their hopes and troubles which can only 
be afforded by one who has spent his life in the same 
calling as they themselves have followed and to whose 
position, if found most worthy, they may themselves 
possibly attain in the fullness of time. I feel confident 
that so soon as the Colonial Medical Service is given a 
head and an organisation suitable to the duties which 
it is called upon to perform in its various spheres of 
action, the first step will have been taken towards the 
attainment of that high professional status to which 
the Committee refer in their report. 

The announcement of the delivery of this address 
brought me a reference to a paper published in 1896 
by Sir George Evatt, of the Army Medical Staff, 
entitled “Notes on the Organisation of the Colonial 
Medical Service of the Empire.” It was with some 
concern that I found in that paper nearly all the 
recommendations which are contained in the report of 
the Departmental Committee to which I have just 
referred. This is how Sir George Evatt begins:— 

No one can deny that a service like the Colonial Medical 
Service, scattered over so large a portion of our Empire and doing 
moot important work for it, is deserving of the most generous treat¬ 
ment, and should share, like the other public medical services, 
fairly and justly in the rewards given by the State to its officials. 

Up to the present time it seems to have shared far less than the 
sister services in those marks of national appreciation, although 
the work done by it is of the highest value. Perhaps the want of a 
recognised medical head of such service may be a reason for this 
condition. (The italics are not in the original.) 

Later the following occurs:— 

An officer of colonial medical experience should be chosen for 
special attainments and attached to the office of the Secretary of 
fitate for the Colonies as Director-General of the Colonial Medical 
Service. 

Suoh an officer would be the adviser of the Colonial Secretary of 
State on all sanitary and medical questions affecting the colonies. 

.. To such an honourable appointment all colonial medical 
officers might look forward as a public post of great responsibility 
oarrying with it status and emoluments fitting to the position. The 
presence of such an officer at the Central Colonial Office of the 
Empire would be a power entirely for good for his service and 
through it for the great Colonial Empire we possess. 

1898-1921—a quarter of a century l 
A Unified Service. 

The Committee at the outset off their report urge 
that the ideal to aim at is a unified service, in which 
the personnel would be liable for service in any of the 
various colonies to which appointments are made by 
the Secretary of State. Although it is true that for 
various reasons the full attainment of this ideal is not 
immediately possible, it is to be hoped that advantage 
will be taken of every opportunity which presents itself 
for the further unification of the service. It has been 
urged that the Colonial Medical Service can never 
become a unified service such, for example, as the 
R.A.M.C., as its officers serve under Colonial Govern¬ 
ments. 

Analogy vrith the R.A.M.C. 

A clear understanding of the organisation of the 
R.A.M.C. and the principles upon which it is adminis¬ 
tered, such as was gained by many civilian medical 
officers during the war, shows that this difficulty is far 
less formidable than may at first sight appear. 

The Director-General of the Army Medical Services in 
England daring the war habitually spoke of the needs of 
“France,” of “Mesopotamia,” or of “ Egypt ”—e.g., “France 
wants 200 officers,” just as the head of the Colonial Medical 


Service in this country might speak of the needs of “Nigeria” 
or “ the Gold Coast.”* The officers were supplied from home, 
but when one arrived in France, as some of you here possibly 
know, one was under the orders of the Director-General in 
France and more immediately under those of the Director of 
Medical Services of the army or base with which the officer 
was serving. 

Similarly, in time of peace an officer of the R.A.M.C, 
serving in London is primarily under the orders of the 
D.M.8. of the London Command or, it may be, of the Eastern 
Command, and not under those of the Director-General, 
unless a question arises which is refeired to him. 

A medical officer serving under a Colonial Government, bo 
long as he is in the colonv is, of course, primarily in all 
matters under the orders of the head of his department—i.e., 
the P.M.O.—and of the Governor of the colony. 

Any system by which a Director-General m this country 
attempted to control in such matters as posting to stations, 
&c., the movements of all the medical officers serving in a 
colony would speedily lead to administrative chaos. 

When the officer is at home on leave or on study leave he 
would be under the orders of the Director-General, subject 
to the higher authority of the Secretary of State. 

If, as the Committee recommend, the example of Nigeria 
is followed and the head of the medical service in every 
colony is given the title of Director of Medical Services, the 
presence at headquarters of a Director-General naturally 
follows. 

I do not say that the analogy between the Colonial 
Medical Service and the R.A.M.C. is complete, but it is 
very close. It is not complete because the officer of 
the R.A.M.C. is paid out of Imperial Funds, whereas 
the members of the colonial service are paid out of 
Colonial Funds. It is, however, nowadays more im¬ 
portant to be assured of a salary than to know out of 
what funds it is paid. 

Entrance to the Service. 

Entrance to the service has always been by selection 
by the Secretary of State, but since 1909, when the Sub¬ 
committee on Medical Appointments came into being, 
all applicants have, as already stated, been interviewed 
by and classified by that committee. If there remains 
in any quarter an impression that “influence” is 
necessary or desirable when an application is made for 
such an appointment the following extract from the 
paper headed “ Colonial Medical Appointments ’ ’ should 
effectually remove it:— 

“ Attempts to influence the Secretary of State’s selection through 
Members of Parliament or other persons who are not personally 
well acquainted with the applicant are useless, and will be 
regarded as indicating that the applicant himself does not consider 
his qualifications sufficiently good to justify his appointment on 
his own merits. They can in no case operate to the advantage of a 
candidate, and may seriously prejudice his chances of success." 

Hitherto the colonial medical appointments have 
generally been filled by men who have been previously 
engaged in some other form of medical practice, and in 
this way the State has undoubtedly gained by their 
already acquired experience, but this advantage may 
be purchased too dearly, as so long as the present system 
obtains the service is not likely to be recruited from 
those who have recently obtained their qualifications 
and are fresh from contact with teachers whose 
practice embodies the latest advances in medicine and 
surgery, advances which have been tested and adopted 
in the general hospitals throughout the country. 
Moreover, there has never been a time in the history 
of medicine or surgery when it is more urgent than 
now that those who practise the profession should keep 
their knowledge abreast of medical science and surgical 
art. 

The Departmental Committee (of 1920) unanimously 
recommended that in future the mode of admission to 
the service should be by competitive or qualifying 
examination. No advertisement of vacancies can so 
effectually keep a service before the minds of the 
students in the schools, when approaching the end of 
their curriculum, as the existence of an examination, 
held at regular intervals. I imagine that the attitude 
of students towards examinations is not materially 
different from what it was in my day. Examinations 
are not liked, far from it, but they are regarded with 
respect, particularly when one is safely landed upon the 
other side. 

I know that my opinion does not meet with general 
acceptance, but it is a confident one that a service to 
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which admission is obtained by competitive examina¬ 
tion stands on a higher level of regard than one which 
is entered by selection. I ventured to propose, and the 
Departmental Committee accepted the suggestion, that 
there should be a single entrance examination for all 
the public medical services. I believe that such a 
change would be to the advantage not only of the 
Services concerned, but also to that of the students in 
the schools. The suggestion received the support of 
your Dean (Middlesex Hospital), who brought it before 
the Committee of Deans of the London Medical Schools, 
by whom it has been adopted and forwarded to the 
heads of all the Government departments concerned. 

Here, again, the Committee have been anticipated by 
Sir George Evatt. Under the heading “Entrance to 
the Service to be by Public Competition,” he writes as 
follows:— 

“ I think the day for nomination in the public services iB now over. 
Appointment by nomination without competition is still the rule in 

the Colonial Medical Service.The Secretary of State for the 

Colonies would each year notify the vacancies likely, and the com¬ 
petition would be on the same lines as that for the Army Medical 
Services. This would require the conditions of service to be placed 
before the medical public, and young medical men would decide 
into which service they would propose to enter. Pension rules, pay, 
honours, and rewards would thus become known to all.” 

There is in this suggestion nothing either novel or 
revolutionary, as it is the method adopted by the Civil 
Service Commissioners in the examination for admission 
to the public services. If this proposal should come 
into force it would, I think, be necessary that there 
should be a preliminary interview with a joint committee 
representing the various departments, and that the 
candidate should be approved for the service or services 
for which he had entered his name. To take the case 
of the Colonial Office as an example, it could not be 
expected to regard the possession of a qualification to 
practise as constituting by itself a sufficient proof of 
fitness for the responsible duties attaching to an 
appointment in the Colonial Service. 

There is much inflammable material in Africa and 
elsewhere, and the possession of tact and judgment 
is necessary in those called upon to deal with native 
races if it is to be prevented from taking fire. 

Seconding for Resident Appointments. 

If the recommendation as to admission by an exa¬ 
mination test is adopted it carries with it an important 
proviso—viz., that the men selected may be seconded 
for a resident appointment, such as house surgeon or 
house physician, preferably at the general hospital 
where they have obtained their education in the 
practical subjects of their profession, or, failing that, 
at some other general hospital possibly not attached 
to a medical school, but approved for the purpose by 
the Secretary of State. This system of seconding 
recently appointed officers has been adopted by the 
army and has proved successful. The individual gains 
experience and his services become more valuable to 
the State. 

I have a profound belief in the importance of holding 
resident appointments at that receptive period of one’s 
life, preferably under one’s own teachers. Indeed, 
when I was myself at that stage we were so insufferably 
conceited as to think that a man was then at his best, 
and that he steadily deteriorated from that time 
onwards. At the termination of their appointment officers 
who have been seconded and ail others not so seconded 
would, as at present, be required to attend a course at 
the School of Tropical Medicine either in London or 
Liverpool of two or three months’ duration. 

The Future of the Service. 

All who are interested in the future welfare of the 
Colonial Medical Service will be in accord with the 
hope expressed in the concluding paragraph of the 
Report of the Departmental Committee of 1920:— 

“ The Committee believe that by the adoption of the above 

measures.the Colonial Medical Service will attain to a 

very high, possibly even to the highest, status amongst the 
public medical services of the Empire.” 

If anything I have said should lead any of you to 
select the Colonial Medical Service, I trust that you 
will never have reason to regret your choice. 


% Clinical Jettart 

ON 

WHEN TO OPEN THE MASTOID ANTRUM 
IN ACUTE EAR DISEASE. 

Delivered at Guy’s Hospital on Feb. 28th , 1921 , 

By T. B. LAYTON, D.S.O., M.S.Lond., F.RC.S.Eng.. 

8TJBOEON TO THE THROAT AND EAR DEPARTMENT. 


“ I beseech you, think it possible you may be mistaken.” 

—Oliver Cromwell. 

In surgery there are three things to learn: bow to 
operate, when to operate, and when to stop. The first 
is easy and can be learnt in time by anyone with 
industry who will trouble to watch other people do it 
first. The second is hard; it is learnt only by experi¬ 
ence guided by rigid self-criticism as well in success 
as in failure. The third is so difficult that it is only one 
or two in a surgical generation who attain to it. It is 
of the second of these two that I wish to speak to you 
to-day in relation to acute ear disease. 

Now the mastoid has been called the appendix of 
the ear, and in many ways the resemblance of acute 
ear disease to appendicitis is close. Some of you may 
remember a series of six clinical lectures on appendicitis 
given by our senior surgeon, and how he finished them 
by saying, “and remember, you fellows, it is damnably 
misleading.” In that way acute ear disease resembles 
appendicitis, for there is no condition which needs 
such careful examination, consideration, and judgment 
as this, and in which you may even then find 
yourself so entirely in the wrong. It resembles 
acute appendicitis also in this, that once you have 
made up your mind that an operation is necessary 
you should operate that day and not defer it to 
the next. I remember an occasion on which a house 
surgeon to Sir Arbuthnot Lane was taken ill, and Mr. 
Lane, as he then was, felt undecided as to whether it 
was appendicitis, and, if so, whether it were not better 
that he be treated medically. He asked Sir William 
Hale-White to see him, and the latter went round to 
Mr. Lane’s house after dinner and told him he thought 
it was a case of appendicitis and that the appendix 
should come out next day. But once the decision was 
made Mr. Lane did not wait; he put Dr. Hale-White, 
Mr. Fagge, and Mr. George Rowell into his car, and 
together they descended on to the hospital at about 
9 o’clock in the evening. I would urge that whenever 
possible the same rapidity of action should follow the 
decision in cases of acute ear disease. There are 
some, I believe, who now teach that an operation 
should be done whenever an appendicitis is diagnosed. 
If you are of this school, then I would say that in this 
appendicitis differs from acute ear disease, for there 
are stages of the latter which are better left alone 
and for which operation should not be done, and the 
reason why acute ear disease differs from appendicitis 
in this point is that in the latter it is possible entirely 
to eradicate the offending part; in the former it is 
not. We can compare a simple acute otitis media 
to that stage of the appendicitis where the mucous 
coat only is inflamed and where the inflammation 
has not yet spread to the deeper layers. If we 
can diagnose this stage exactly we can remove 
the appendix in safety and without harm to the 
patient, but we cannot do the same to the 
middle ear. In the next stage we can compare 
the spread of the inflammation to the mucous 
membrane of the mastoid antrum with its extension to 
the muscular coat of the appendix. From each a 
recovery is possible, but the inflammation is danger¬ 
ously near to the third stage, in which the peritoneum 
is involved on the one hand and the bone on the 
other. Here, again, could we tell exactly from our 
symptoms the pathological conditions beneath, we can 
remove the appendix without infecting the peritoneum, 
but we can neither remove nor open the mastoid antrum 
without infecting the osseous tissue of the mastoid. 
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Further, we have in the ear a minor surgical procedure 
which may lead to recovery which we have not in this 
stage of appendicitis. I refer to puncture of the drum¬ 
head. There is another way in which appendicitis 
differs from acute ear disease. It is that if the dia¬ 
gnosis that has been made is wrong in the one oase 
operative treatment may lead you to another lesion 
which can be dealt with by operation, and in the other 
it will not. If when the abdomen is opened the appendix 
is healthy a cholecystitis, a Richter’s hernia, or a 
suppurating tube may be discovered and amended, but 
if a healthy mastoid be opened there is no neighbour¬ 
ing structure which may have caused the symptoms. 
Where a diagnosis cannot be made the same principle’ 
applies in the two conditions; a person with chronic 
appendicitis may develop pneumonia or he may 
get an acute attack in his appendix. If you are 
confident that it is pneumonia you would not 
advise that the appendix be removed during the 
acute illness, but if you could not be sure you 
would argue that it was safer to open the abdomen 
during an attack of pneumonia than to leave an appendix 
which had given rise to such symptoms. So also a 
child who has long had a running ear may develop 
acute symptoms which may be due to pneumonia or to 
the onset of an acute mastoiditis. If you were to find 
a patch of consolidation which you thought might 
account for the symptoms you would hold your hand, 
but if you thought the clinical picture looked like 
pneumonia but did not feel sure, you would advise an 
exploration of the mastoid. 

The Clinical Aspect of the Problem. 

I would have you consider this problem from the 
clinical aspect, and would have you remember that the 
word “ clinical ” infers a double standpoint. There is 
to be considered the position of the practitioner and of 
the patient. Working at a large hospital as this, with 
all the appliances of modern science to our hand and 
specialists in every branch of medicine to give us help, 
we are apt not to consider the difficulties that face the 
man who is working on his own and the alternatives on 
which he must fall back when he cannot attain to the 
ideal. My experience has not been great but it has 
been varied. Before I became surgical registrar to this 
hospital I spent a wander year. I went to Buenos 
Aires on a cargo boat carrying emigrants in which I 
operated on the chart-room table while the steward 
gave the an aesthetic. I was an assistant to a 
doctor in a small town up in Yorkshire where the 
practice extended nine miles out on to the Wolds. 
I did a locum not far from here and had the experi¬ 
ence of being “ticked off” over the telephone by 
a youthful but unsympathetic house surgeon. I was 
house surgeon to a small county hospital and medical 
officer to a large Poor-law infirmary in both of which good 
surgery was to hand, but there was not the constant 
readiness to which we are accustomed here, nor the 
special advice upon allied branches of medicine that is 
always at hand. Recently I have had a longer period 
of a still more varied experience. I do not mean that I 
have had to deal with a case of acute ear disease in 
every place that I have been, but I have had to deal 
with some form of acute disease, and I have acquired 
the habit of considering how I should have dealt with the 
case before me under such and such circumstances, and 
above all, I have had experience of how great a responsi¬ 
bility it is to disturb the peace and quiet of some happy 
home by exploding the bombshell of an urgent and 
instant operation upon them. I do not mean that I 
would shirk such responsibility or have you do so, but 
I would have you realise what it is that you may know 
what you are doing when you lightly advise some 
instant operation which subsequently proves not to 
have been needed. Nor do I mean that I would have 
you refrain from giving the best of treatments here in 
order that you may have had experience of the next 
best; but supposing you have to fall back upon it I 
think you will be better prepared to face an unusual 
emergency if you have considered the possibility of its 
occurrence than if you have never given a previous 
thought to it. A consideration of cases which have got 


well under less good circumstances is a healthy stimulus 
to self-criticism of our successful cases, especially 
when some action of our own, such as an operative 
interference, has preceded this success. It is not hard 
to be self-critical in cases of failure where a little 
thought may enable us to realise where we have gone 
wrong, and a natural desire to prevent others doing so 
will lead us to tell them all about it. It is becoming 
almost fashionable to publish our tragedies and 
mistakes; we can almost hear the words of thanks 
for our courage in bringing forward the case. It is much 
more difficult to be self-critical in success. Modern 
psychologists tell us that pleasure is derived from the 
feeling of having accomplished something, of something 
attempted, something done; and when we publish our 
series of so many hundred mastoid or abdominal opera¬ 
tions it is hard to turn round upon ourselves and ask 
in how many of these cases might an equally successful 
result have been obtained without all the pain and dis¬ 
comfort to the patient and anxiety to his relations that 
is attendant upon an operation without consideration 
of the risk. Yet we must ask ourselves this, and an 
experience of work in other places than the narrow 
walls of a large hospital will best enable us to do it. 
It is unfortunate that any one person in general 
practice sees so few examples of one type of case that 
he is unable to get enough to put against the lists of 
successful operations. 

The Mental Attitude of the Patient. 

Let us turn then from the practitioner to the patient, 
and first I would have you consider the mentality of 
the patient and the importance of studying the same. 
For, indeed, this is not often studied, and many think 
that the estimate of the same comes only by experi¬ 
ence. I do not deny that in this more than of any other 
branch of our art experience is valuable, but I would 
impress upon you that the -sooner you begin to study it 
the sooner will experience help you in the same. The 
greatest clinical teacher that Guy’s has had on the 
surgical side within my memory has recently said':— 

“The mental attitude of the patient must be studied; he 
must be considered as a man, as a sensitive being. The 
special reactions of each individual to his surroundings 
and to the disease from which he suffers must be noted. 
The student must learn to set a value on signs, which are 
not to be estimated by any physical apparatus; in children 
to interpret the meaning of a cry, a restlessness, a refusal 
of food.” 

In no type of case that I know is this study of more 
importance than in acute ear disease. The ease with 
which a diagnosis is made is infinitely greater in the 
stolid quiet child than in the highly strung excitable 
one. The difficulty of the interpretation of signs in 
some patient worn out by former anxiety or illness is 
infinitely greater than in the case of an acute infection 
in a previously healthy person. 

Pathological Considerations. 

Before we classify the clinical conditions under 
which we must discuss the need to open the mastoid 
let us consider the pathological conditions which may 
be present. An acute inflammation of the tissues of 
the middle ear is the start, and this passes over into 
the mastoid antrum and leads to an inflammation of 
the mucous membrane of that cavity. This is the 
earliest stage of an acute mastoiditis, and it is probable 
that this occurs in the vast majority of acute inflamma¬ 
tion of the middle ear. It is not a condition which must 
need operation, but in its early stage is amenable to 
other treatment. It is when this passes on to a suppura¬ 
tion of the lining of the cavity, to ulceration of the 
mucous membrane, and to an acute osteitis of the 
mastoid process that operation becomes imperative. It 
is the difficulty in deciding when this has happened that 
is the problem. If the disease is allowed to go on under 
your eyes to a further stage you may consider that you 
have deferred operation too long; and this further stage 
is the extension of the inflammation from the bone to 
the surrounding structures. The least harmful of these 

i The Hunterian Oration, by Sir Charters J. Symonds, 
The Lancet, Feb. 19th, 1921. 
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extensions is to the periosteum. I am going to consider 
the case with swelling behind the ear no more; it is a 
question of diagnosis and we are not discussing 
diagnosis to-day. You may hesitate a bit as to 
whether such a swelling is due to the middle ear 
or is in some neighbouring structure, but once 
you have decided that it is due to the ear you 
must not hesitate to operate. The next of the 
structures to which the disease may spread are those 
within the cranial cavity; if you have evidence of 
early meningitis you must operate, but it is not 
good medicine. You must aim at decision before 
these symptoms arise, and if you save such a case your 
pride at doing so must always be tempered by the 
thought that the disease should not have gone so far. 
And the third structure is the lateral sinus with the 
jugular bulb. 

Acute and Chronic Disease. 

The clinical classes under which these casos fall are 
those in which acute disease arises anew and those in 
which it arises in one who already has chronic disease. 
The former must be considered under two heads—cases 
which are seen during the very acute stage and cases 
which are seen in the less acute stage where the marked 
symptoms are passed, but the condition has not quite 
quieted down. In the former, where the illness has 
lasted over night or up to 48 hours, the important fact is 
whether the drum-head is intact or not. When the 
drum-head is intact decision may be delayed unless 
the general condition of the patient is such that he 
appears too ill for a simple otiti9 media to cause the 
symptoms. Let it be thoroughly understood that delay 
in decision must only be countenanced where a careful 
watch can be put upon the pationt. If he be not in a 
place where you or someone else can keep a watch 
upon him it is your business to get him there. Delay 
here may be more readily allowed, because there is a 
surgical procedure which can be done which has often 
wonderful results. Again I refer to puncture of the 
drum-head. The height of the temperature alone 
is no indication to operate; the case with the 
highest temperature may recover after puncture 
and other appropriate treatment; that with a rela¬ 
tively low temperature may already have osteitis 
of the mastoid; nor is a mastoid tenderness which is 
limited to the area of the antrum an absolute indica¬ 
tion to do an operation, for with suitable treatment 
this may pass away in the course of a night. It is the 
persistence of the temperature and of the tenderness 
over a period of time in spite of treatment which con¬ 
stitutes the important symptom. When the drum-head 
is already ruptured decision is more difficult and less 
delay allowed. It means, in all probability, either that 
the infection is more acute or that the attack has 
already lasted a longer time. The height of the tem¬ 
perature is now more important, for the relief 
of the tension should have brought in down; tender¬ 
ness also is more important, for the same relief 
should have made it better; and if the tenderness is not 
limited merely to the area of the mastoid antrum it is 
a stronger indication to operate. There is another 
symptom which now may help, the profusion of the dis¬ 
charge. If this is very profuse one can hardly imagine 
it to be secreted entirely by the lining of the middle 
ear, and so we may infer that it must come from the 
mastoid region and look upon it as a point in favour of 
interference. 

It is possible to make a mistake as to decision under 
two conditions, when one sees a case in consultation on 
a single occasion and when one is daily in charge of 
the case, seeing it from time to time. In those cases 
that I have just considered, he who sees the patient 
on a single occasion has the harder task. It is a careful 
consideration of the symptoms from hour to hour over 
a short time that is the determining factor. In the next 
class of case, however, the man who comes in afresh 
with unbiassed mind will often be in a position to make 
a better decision than he who has been constantly in 
charge of the case. When the acute stage has passed 
it is a question of how long without operation you will 
allow the case to go on before it recovers or subsides 


into a chronic otitis media. I think these include the 
most difficult cases of all. The temperature may 
entirely subside, there may be no tenderness when you 
examine the patient, he may not complain of pain, and 
yet the improvement of the general condition may hang 
fire, and the patient not pick up as he should; or again, 
there may be a suspicion of some tenderness one day 
which was not there the day before, and is gone again 
upon the next; there may be a story of slight earache 
and no physical signs to account for it; there may be 
headache due to inflammation of the deeper parts of the 
bone with the pain referred to the vertex or the occiput. 
Each one of these symptoms may be insignificant in 
itself, but if two occur at once I consider them of 
marked significance. The temperature is now most 
important. If it does not settle down absolutely, 
or if having settled down it springs up again all is 
not well. We must remember that a slow extension 
of the disease brings it each day nearer to the 
lateral sinus, and that we have no way of know¬ 
ing how far that is from the mastoid cavity, 

nor what sort of bone lies between them. A subse¬ 
quent rise suggests some invasion of the blood stream, 
and a series of slight pyrexial attacks is very likely to 
be followed by a rigor and a thrombosed sinus if left 
without operation. 

When the acute attack follows on chronic disease it 
is easy to argue thus: “ Here is a case in which the 
possibility of operation had to be considered in any 
case, let us then do it now and operate on the 
acute disease and do a radical operation at the 

same time.” It is a fallacious argument, and 1 

do not find that such cases are so likely to do 
well. The acute disease on the top of the chronic may 
be more dangerous in that the old disease has already 
approached the other structures, but it is less likely 
to be so acute or so rapid, and so the same principles 
may be adopted in this as in the former class. A 
bulging of the postero-superior wall of the external 
meatus is often said to be a definite indication to 
operation. I am not convinced that this is so, but so 
many otologists of repute teach this, that it is a sign 
which cannot be ignored. 

There remains those cases in which acute ear disease 
is associated with other acute disease. I have already 
mentioned the question of diagnosis, but that does 
not cover every case. There is still a class in 
which the ear disease is intercurrent or a distant 
complication of some other acute disease. Here the 
decision as to operation is most important. Two 
things are to be considered, how ill the patient is and 
whether the ear or the other condition is the more 
serious. If the mastoiditis is the cause of the most 
serious symptoms an operation may be necessary 
whatever the risk, but if the other lesion is so 
endangering the life that an operation might turn the 
scale, then you may have to refrain from an operation 
on the mastoid and take risks of meningitis or sinus 
infection that would not be justifiable under ordinary 
circumstances. 


Supply of Milk for Mothers and Infants.— 

The Minister of Health announces that owing to the 
excessive expenditure of many local authorities he has 
reconsidered the arrangements to be observed as a con¬ 
dition of his sanction to schemes for milk-supply and of 
grants in aid of expenditure thereon. In order to enable the 
expenditure to be more effectively controlled former orders 
have been rescinded and local authorities must in future 
obtain the sanction of the Minister, under the Maternity and 
Child Welfare Act, 1918, to schemes for the supply of milk to 
expectant and nursing mothers and children under 5. In a 
circular issued to local authorities a list of conditions is 
given without which sanction will not be given; these limit 
the quantity supplied at less than cost price to one pint a 
day (exceptionally one and a half pints for infants between 
3 and 18 months) and the recipients to nursing mothers, 
expectant mothers in the last three months of pregnancy, 
and children up to 3 (exceptionally up to 5) years of age. The 
other conditions are framed to ensure* that only those 
applicants receive milk at less than cost price to whom a 
supply is essential on grounds of health and who cannot 
afford to buy sufficient milk for their needs. 
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THE TOXiEMIC STAGE OF DIPHTHERIA 

WITH SPECIAL REFERENCE-TO PATHOLOGY AND 
TREATMENT. 

By M. ESTHER HARDING, M.D., M.R.C.P. Lond., 

WILLIAM QIBSON RESEARCH SCHOLAR. 

Since the introduction of antitoxin the mortality and 
morbidity of diphtheria have decreased enormously. 
Patients suffering from mild or moderately severe diph¬ 
theria at the present time, provided they receive anti¬ 
toxin early—in the first three or four days of illness— 
and in adequate dosage, recover. And, further, the 
duration of illness and of convalescence are much less 
protracted than formerly, while late sequelae such 
as paralysis and long-continued cardiac weakness are 
avoided. 

There occur, however, many cases of a much more 
serious type which are seen from time to time at most 
infectious hospitals, and are all too frequent in certain 
areas where an epidemic of diphtheria seems to rage 
perpetually. Many of these patients die in the period 
between the fourth and the eleventh day of illness— 
sometimes before antitoxin has been administered and 
sometimes in spite of massive doses of serum. Other 
cases survive this first danger period of the disease to 
drag through a long and critical illness which may 
terminate in death as long as 12 weeks or more from 
the date of the infection. Convalescence, if it occurs, 
is protracted, paralysis is frequent, and cardiac weak¬ 
ness may remain to hamper the patient for years, 
although ultimate recovery is the rule. During the first 
week or ten days of an attack of diphtheria of this most 
severe type the patient shows certain clinical and 
pathological signs which differ from those of the second 
stage of the disease, a stage dominated by cardiac (or 
possibly tissue) degeneration. These phenomena are 
dependent on an overwhelming toxaemia. I have, there¬ 
fore, called it the toxcemic stage of the disease. It 
gradually merges into the second stage, that of cardiac 
weakness. 

In the present paper I propose to consider the 
toxsemic stage of the most severe type of diphtheria 
only, excluding from the discussion cases complicated 
by laryngeal involvement. I have been studying the 
pathology of this phase from the clinical and experi¬ 
mental standpoints since 1917 and during the last year 
have been investigating certain indications for treat¬ 
ment. I am not at present in a position to test the 
treatment clinically and am publishing my results with 
the hope that some investigator with clinical material 
available may be able to give the method a fair trial. 
My results are exceedingly suggestive, but are not 
absolutely conclusive. The failure to obtain a con¬ 
clusive series of experiments is, I am convinced, due to 
the fact that I was only able to give part time to the 
work, with the result that many factors could not be 
controlled. In order to carry out a satisfactory series 
of experiments it would be necessary to arrange for a 
day and a night attendant for the animals. 

Clinical Condition of Patient in the Toxcemic Stage of 
Diphtheria. 

The clinical condition of a patient in the toxsemic 
stage of diphtheria closely resembles that of a patient 
suffering from wound shock or from the results of a 
severe haemorrhage. My object has been to investigate 
this condition. I found that a considerable amount of 
work had already been done by previous workers. A 
summary of their observations and conclusions will be 
found in my monograph. 2 As the work progressed it 
became evident that the pathology of the shock-like 
condition of diphtheria resembled in part the condition 
in wound and toxaemic shock which was being worked 
out by the special committee appointed by the Medical 
Research Council. Up to this time (1917), although it 
was generally accepted that death in the toxasmic 
stage of diphtheria was due to failure of the circulation, 
different opinions were held as to the cause of the 
failure. Many observations were on record regarding 
the condition of the heart, the blood-vessels, the blood 


and the vaso-motor system, each of which had been 
blamed in its turn as the cause of death in this stage 
of the disease. 1 The faots had not, however, been 
correlated in such a way as to present a continuous 
picture of a series of pathological events leading up to, 
and culminating in, death from circulatory failure. 

My clinical observations showed that there is in this 
stage of the disease :— 

1. A reduction in the cardiac output as indicated by the 
blood pressure changes. 3 

2. A condition resembling slight OBdema, which I have 
called “ lymph-logging.” 4 

3. An increase in the specific gravity of the blood. This 
increase in the concentration of the blood is so severe as to 
indicate that a large part of the fluid portion of the blood 
must have leaked out of the blood-vessels. As there is in 
these severe cases no increase in the flow of urine (generally 
in fact there is an oliguria) and no diarrhoea we must con¬ 
clude that the fluid has leaked into the tissues or tissue 
spaces and probably accounts for the condition of lymph¬ 
logging described above.' 

4. Changes in the suprarenals were also found regularly in 
patients dead of diphtheria. 6 The changes were of two 
types: first, hyperchromatism—an increased staining of the 
nucleus and deeply stained granules in the protoplasm, 
giving the cell a very active appearance; and secondly, 
hypochromatism. In some of the cells this change had 
progressed to an actual chromatolysis, and in some there 
was a dissolution of the nucleus and breakdown of the cell. 
These changes were sometimes found side by side in the 
same section and in every case the changes were very patchy. 
It is significant that such changes should be present in 
diphtheria. The persistent low blood pressure of the disease, 
after the toxemic stage has passed, may perhaps be related 
to adrenalin deficiency in part, even if in part it is dependent 
on long-continued myocardial weakness. After an attack 
of diphtheria patients complain for many months of 
lassitude and lack of energy, while the pulse remains 
“ collapsing i.e., the systolic blood pressure is normal 
and the diastolic pressure low, the second heart sound at 
the base is accentuated, and the heart rate rises unduly on 
slight exertion. These are also the characteristics of sub¬ 
adrenal ism. (Compare Addison’s disease.) 

It seemed that if any progress was to be made as 
regards the pathology of this condition and its treat¬ 
ment experimental methods mnst be used which were 
not applicable clinically. 

For, first, in clinical diphtheria the dose of toxin is 
dependent on the severity of the infection and cannot be 
varied at will. Secondly, patients are not seen until they 
are already ill, so that normal readings are never available 
for comparison, and readings during illness have to be com¬ 
pared against an average for normals of the same age, which 
may give a very considerable margin of error. Thirdly, 
diphtheria of the type I wished to study generally occurs in 
young children who are very ill, so that it maybe impossible 
to get blood specimens and other records as often as desired. 
And, fourthly, it did not seem justifiable to try a new 
treatment clinically without evidence that it was at all 
events harmless experimentally. 

Preliminary Experiments on Cats with Toxin. 

Experimental tuork. —For the preliminary experi' 
ments I used cats. Cats were chosen because Brodie 
had found them suitable in studying the effect of diph¬ 
theria toxin and because they are satisfactory animals 
in which to make blood-pressure records with a 
kymograph. 

The toxin I used was supplied by the Wellcome Physio¬ 
logical Research Laboratory. I should like to take this 
opportunity of expressing my grateful thanks to the super¬ 
intendent, Dr. R. A. O’Brien, for so kindly providing it. The 
toxin had been standardised for guinea-pigs; it was of such 
a strength that—- 

0 002 c.cm. killed a standard guinea-pig in 147 hours. 

0 006 „ „ „ „ 40 „ 

001 „ „ „ .. 27 „ 

I wanted to give cats such a dose that if they were un¬ 
treated they would die on the fourth day—i.e., between 

96 and 120 hours after inoculation. If the susceptibility of 
cats is comparable to that of guinea-pigs the dose should 
lie between 0 002 and 0 005 c.cm. per 250 g. of body-weight. 
There may possibly be two fallacies in this lineoi reasoning: 
(a) cats may be either more or less susceptible to diphtheria 
toxin than guinea-pigs (unfortunately I was unable to find 
any records of the dose that Brodie used); and ( h) the length 
of the survival period after a lethal dose of toxin in guinea- 
igs is not in direct arithmetical relation to the size of the 
ose. 
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I hoped that it would be possible to find a dose of toxin for 
a standard weight of cat such that it would invariably kill 
on the fourth day. I arbitrarily chose 2150 g. as my standard 
body-weight, and tried the following doses:— 

A. Dose of toxin per 2150 grammes of cat. 

B. Number of hours after inoculation at which death occurred. 


A. 

B. 

A. 

B. 

A. 

B. 

1. 0*66 c.cm. 

29 

4. 0*02 c.cm. 

66 

7. 0 02 c.cm. 

72 

2. 0*1 . 

22 

5. 0 02 . 

36 

8. 0 01 . 

60 

3. 002 „ ... 

48 

6. 0 02 „ ... 

40 

9. 001 „ ... 

60 


The susceptibility of different cats varied so greatly that 
it made it very difficult to got records at the most favourable 
moment, especially as the animals nearly always became ill 
in the early morning. In many cases they appeared quite 
well at 8 or 9 p.m., and were moribund by 9 the next 
morning. 

The inoculations were given subcutaneously. A latent 
period of varying length occurred during which the cat 
seemed well, although there was some rise of temperature. 
During the greater part of this period no concentration of 
the blood was detected. The cat then became lethargic and 
the concentration of the blood was found to be rising. 
Certain of the cats were anaesthetised at this stage, and 
blood pressure records taken. The animals all showed a 
fall in systolic pressure with a small cardiac output. As 
death approached the blood pressure fell still further; the 
right heart was inadequately filled; and the blood con¬ 
centration reached a high point. In one instance heart-, 
block occurred. In the end the animals rather suddenly 
collapsed and died. 

The condition of the blood as regards concentration was 
estimated by readings of the haemoglobin and the specific 
gravity. Concentration of the blood began towards the end 
of the latent period and continued to progress until death. 
The rise in the haemoglobin percentage was very marked. 
It was estimated that somewhere about half the plasma 
fluid must in some cases have been lost from the effective 
circulation. In one case a vital red estimation was made 
which showed a loss of just under half (21/44) the plasma 
volume. (8ee charts.) 


Experiments in Treatment . 

The experiments so far described indicate that treat¬ 
ment must consist in increasing the fluid in effective 
circulation and at the same time, if possible, in diluting 
the blood so as to reduce its concentration and viscosity. 
The difficulty was to find an innocuous fluid which 
would remain inside the blood-vessels. For the original 
loss of fluid showed that either the vessels were unduly 
permeable or that the osmotic tension outside them 
was increased. Further, even if the vessels were not 
damaged directly by the toxin, yet the stagnation of 
the circulation, obviously present in severe diphtherial 
toxaemia, would undoubtedly result in damage to the 
endothelium with increased permeability. 

Normal saline.— This was the first solution tried. 

Experiment B II .—A male cat, weight 2150 g., was inoculated 
subcutaneously with 1/10 c.cm. toxin. Twenty hours later the 
haemoglobin had risen from 78 per cent, to 108 per cent, and the 
specific gravity from 1052 to 1056. The animal was practically 
moribund. It was anaesthetised with ether and & cannula put into 
the carotid artery to record the blood pressure. The artery was, 
however, empty and collapsed. The heart was then exposed. It 
also was empty and fibrillating. 50 c.cm. of normal saline were run 
into the femoral vein and artificial respiration started. A second 
intravenous injection of 50 c.cm of saline was given 10 minutes 
later. The blood pressure now recorded 54 mm. of mercury and 
gradually rose to 74 mm. After this it fell to 54 mm., theD 
to 44 nun., and then fell about 12 mm. every five minute*. 
During this time the blood began to concentrate again. 
Immediately after the second saline transfusion the haemo¬ 
globin reading was 72 per cent, and the specific gravity 
1045. The concentration then increased, so that when the 
blood pressure was 44 mm. the haemoglobin was 82per cent, and 
the specific gravity 1052. Thus the blood again lost fluid ; pre¬ 
sumably the saline leaked out of the vessels into the tissues. 

This experiment showed that by increasing the blood 
volume, and at the same time reducing the concentration 
of the blood, the circulation could be improved, but that 
the effect was only transitory as the fluid was rapidly lost 
from the vessels with a return to the previous nigh con 


Charts showing Increase of Concentration of the Blood during Fatal Diphtherial Intoxication in Cats . 



Thus there is, related to the failure of the circula¬ 
tion which causes death in diphtheria, a reduction in 
the volume of the blood in circulation. The heart has 
an insufficient diastolic return; the beat output is 
reduced and the blood pressure falls. This condition 
is known to occur in wound and in histamine shock. 7 
In these conditions an intravenous injection of a fluid 
that will stay inside the vessels helps to tide the 
circnlation over the critical period. The problem of 
treatment in the case of diphtheria is complicated by 
the myocardial degeneration and the question of 
whether the heart will be able to work against an 
increased load. There is of course a second side to the 
problem. It is uncertain to what extent the myocardial 
degeneration is a direct outcome of poisoning by the toxin 
and to what extent it is due to the result of hampered 
metabolism dependent on the poor circulation. Would 
it be possible by improving the circulation to prevent in 
any degree the tissue degeneration which has been con¬ 
sidered a specific effect of diphtheria toxin ? We know 
that changes in the myocardium can be produced by 
soaking a strip of heart muscle in toxin, 8 so that it is 
unlikely that the tissues can be protected entirely by 
treating the circulatory failure. But the effect of the 
treatment described below, in safeguarding the supra- 
renals, appears to promise that patients treated by this 
method may have less severe and less prolonged damage 
to the myocardium and other tissues than patients 
treated merely on orthodox lines. 


centration of the blood. It was therefore oonoluded that 
normal saline would not give any increased survival rate 
after a heavy dose of toxin. This conclusion is in accord 
with clinical experience. 

Gum saline— The effect of the intravenous injection of 
gum saline was next tried in the hope that the colloidal 
solution might be retained in the circulation although 
simple saline was rapidly lost. Experiment B III. was done 
on the same lines as Experiment B II. described above, but 
with gum saline, with a similar result. There was a latent 
period after the injection of the solution before the rise of 
blood pressure, which was probably related to poorness (slow¬ 
ness) of the circulation. It was shorter for the second injection 
than for the first. In each case, as the blood pressure rose and 
the circulation improved, the cat began to come round from 
the anaesthetic and the ether had to be increased, with a 
dependent fall in blood pressure. In this case there was no 
definite evidence of further leakage of fluid from the vessels. 
The experiment failed to show that treatment with gum 
saline is curative, first, because the experiment was done in 
such a way that the animal could not be allowed to survive, 
and second, because the animal was already too ill when the 
injections were given. Two experiments were therefore 
devised to avoid these objections. Cats were inoculated with 
toxin and when they showed the characteristic signs of 
toxfemia gum saline was run into the saphenous vein, 
exposed by a small incision under cocaine. (These two 
experiments were kindly performed for me by Dr. H. H. Dale, i 
Cat B IV.b died 12 hours after the injection—i.e., its life was 
not definitely prolonged as a result of the treatment. In the 
case of Cat B lV.a, two injections of gum saline were given. 
The cat died three hours after the Becond injection, 15 hours 
after the first. Blood specimens taken from both these 






The Lancet,] DR. M. E. HARDING: THE TOXjEMIC STAGE OF DIPHTHERIA. [April 9,1921 739 


animals showed marked agglutination of the corpuscles, and 
in both the kidneys were found to be much congested—the 
glomeruli being full of agglutinated blood corpuscles. 

Citrated blood .—The agglutinating effect of gum saline on 
cat’s blood corpuscles seemed to be undesirable in animals 
with circulatory failure of this type, so citrated cat’s blood 
was tried in the following experiments. The blood was 
obtained from healthy cats. The animals were anaesthetised 
and bled out from the carotid artery into citrate solution. 
The blood was kept in the cold and used as required. It was 
found, however, that blood so kept rapidly acquired toxic 
properties and for this reason the method haa to be discarded. 
Owing to difficulty in obtaining cats in larger numbers it 
was not possible to use a fresh donor for each injection. 

Baginski states 0 that there is in diphtheria an increased 
coagulability of the blood. This statement is entirely at 
variance with the observations made during my series of 
experiments. I found that the coagulation-time of blood 
drawn from animals showing increased blood concentration 
as a result of diphtherial intoxication was prolonged. In some 
cases the blooa showed no trace of clot at the end of half an 
hour, although it was in contact with tissue juice, and some 
specimens oi blood cleanly collected were not clotted an 
hour after being shed. 

Post-mortem Changes Observed . 

The changes observed in the heart and liver were similar 
to those occurring in clinical cases. The liver suffers more 
severely in cats than in human beings. Frozen sections 
stained with Hcharlach R. showed no evidence of fatty 
degeneration. In addition to the change in the heart and 
liver the suprarenals, also, were regularly found to be 
affected. They were swollen and unduly pink; in many 
instances hffimorrhages were present on the surface and in 
the cortex. The tissue was friable and degenerate. The 
microscopic changes were very similar to those described 
below in rabbits. 

Conclusions Drawn from Preliminary Experiments. 

1. That diphtherial intoxication produces a concen¬ 
tration of the blood in cats with a concurrent fall of 
blood pressure. 

2. That the concentration can be alleviated tempo¬ 
rarily by the injection of normal saline into the venous 
system, a measure which also raises the blood pressure. 

3. That the fluid so introduced fails to relieve the 
condition permanently and concentration rapidly 
recurs. 

4. That injections of colloidal solutions (gum saline 
and citrated blood) failed in the case of cats for 
extraneous reasons. 

5. That inoculation with diphtheria toxin does not 
satisfactorily reproduce the conditions of clinical 
diphtheria. 

Experiments with Cultures of Klebs-Loffler Bacilli. 

It seemed probable that the concentration of the 
blood and the failure of the circulation could be more 
satisfactorily treated in animals infected with the 
Klebs-Loffler bacillus. For when a lethal dose of toxin 
is given it is given in one dose, and its effect cannot 
be overtaken by treatment. But clinical diphtheria 
develops gradually, the toxin being absorbed continu¬ 
ously in dilute solution. Animals not being susceptible 
to infection of the mucous membranes with diphtheria 
bacilli, must be infected by injection. H. G. Savage 10 
tried repeatedly to infect cats with diphtheria bacilli on 
a mucous surface, but failed to produce a condition in 
any way resembling clinical diphtheria of the type I 
wished to study. He found, however, that by injecting 
a broth culture of diphtheria bacilli subcutaneously 
into kittens intoxication, with death, frequently 
followed. The doses he used, with very variable 
results, are as follows:— 


; 

Age of 
kitten. 

I 

j Culture. 

Dose. 

Result. 

1 

4 weeks. 

24 hours in broth. 

2 c.cm. 

Death in 5 days. 

2 

2 months. 

2 days „ „ 

1*8 c.cm. 

Recovery. 

3 

5 weeks. 

5. 

2 c.cm. j 

Death in 9 days. 


Gats were available only in small numbers, and 
owing to the variation in susceptibility it seemed 
advisable to try experiments on a larger scale with a 
considerable number of controls. Rabbits have the 
advantage of being easily obtained in large numbers; 
intravenous injections can be made into the ear vein of 


a rabbit much more readily than into the saphenous 
vein of a cat; and, moreover, blood for injection can 
be obtained from a normal rabbit without incon¬ 
veniencing it. In the following experiments I kept a 
batch of normal rabbits from which samples of blood 
were obtained as required. 

The Technique Used. 

The results obtained by Savage were very variable, 
and, moreover, broth in which diphtheria bacilli have 
been grown contains toxin in weak solution. As I 
wanted in my experiments to reproduce as nearly as 
possible diphtherial infection as it is seen in human 
cases, I decided to grow the bacilli on agar slopes and 
iDject an emulsion of bacilli in> normal saline. An 
animal infected in this way differs from an infected 
human in one other respect. In the human subject 
the diphtheria bacilli grow on the surface, and as anti¬ 
bodies collect in the blood, either as a result of the 
administration of antitoxin or from the reaction of the 
patient, the membrane containing the bacilli is shed 
and the infection terminated, leaving only an intoxica¬ 
tion to be dealt with by the patient. In the case of 
animals infected by injection the offending organisms 
cannot be thus shed, so that the animal is at a dis¬ 
advantage as compared with the human patient. 

For each experiment an agar slope was inoculated with 
one loopful 1 of growth from the stock culture and grown for 
18 hours. The whole of this subgrowth was then transferred 
to a mixing-tube and thoroughly broken up in a measured 
quantity of saline by the help of glass beads. A proportion 
of the emulsion was inoculated into the animals. In this 
way I avoided giving appreciable amounts of toxin. 

The culture used in the following experiments was 
obtained from a severe case of laryngeal diphtheria. The 
bacilli, which were in pure culture, were of medium length. 
2000 units of antitoxin were given to the animals intra¬ 
venously when it was judged that the toxemic stage had 
advanced so far that antitoxin alone would not save the 
animal’s life. 

The injections of bacilli were given subcutaneously on 
the back in 4 experiments (32 animals); subcutaneously on 
the inner side of the thigh in 1 (4 animals); subcutaneously 
on the abdominal wall in 2 (48 animals); and intramuscu¬ 
larly into the thigh muscles in 1 (36 animals). The 
inoculations on the back were the most satisfactory. The 
culture was too virulent when given intramuscularly, and 
in several cases where the injection was given on the 
abdominal wall the local lesion was found post-mortem to 
have extended through to the peritoneum and omentum. 

Results of Preliminary Experiments with Injections of 
Cultures. 

The first five experiments of Series C were under¬ 
taken to determine: (1) whether concentration of the 
blood occurs in rabbits as it has been shown to do in 
cats and in man, and (2) what dose of culture is suitable 
to be sure of killing, but not to kill too soon. It was 
found that the blood changes were similar to those 
occurring in cats inoculated with diphtheria toxin. 
And it was further found that healthy animals, appa¬ 
rently similar, reacted very differently to equivalent 
doses of culture, while any pre-existing morbid con¬ 
ditions—e.g., coccidiosis, congestion of the lungs, <fto.— 
rendered the animal far more susceptible to diphtherial 
poisoning, and thus accentuated the actual variability. 

Experiments in Treatment. 

After these preliminary experiments a series of 
seven experiments was undertaken to try the effect 
of treating the deficiency of the circulation by 
infusion of:— 

1. Hypertonic saline (vide Sir Leonard Rogers’s work on 
cholera). 11 A 1'3 per cent, solution was used. 

2. Gum saline (vide work on wound shock). 13 0*6 per cent, 
gum acacia in normal saline was used. 

3. Citrated blood (vide work on wound shock). 13 3*8 per 
cent, sodium citrate in water was used; 20 c.cm. of this 
solution were added to80 c.cm. of blood—i.e., 0 76 per cent, of 
sodium citrate in the blood mixture ; 0*5 is iust sufficient to 
prevent clotting. The blood was obtained in the case of 
cats by bleeding the donor animal from the carotid artery 
under ether anaesthesia. Care was taken that the blood 
should fall directly into the citrate solution, so that it might 
be as little damaged as possible. In the case of rabbits 
donors were kept and bled as required by merely pricking 
one of the veins of the ear and allowing the blooa dropping 
from the puncture to fall into the citrate solution. 





740 The Lancet,] DR. M. E. HARDING: THE TOX^EMIC STAGE OF DIPHTHERIA. [APRIL 9, 1921 


112 blood transfusions were performed on rabbits. 
No evidence was obtained suggesting that rabbits are 
grouped like human beings as regards their blood 
affinities. No ill-effects were noted traceable to the 
blood as such; in no case was there evidence post¬ 
mortem of agglutination of corpuscles, and in one 
instance only of haemolysis. This animal died 24 hours 
after the last blood injection. It showed no ill-effects 
at the time, and post-mortem the only sign was some 
pink tinting of the pericardial and peritoneal fluids. 
Mixed blood was sometimes used, and where animals 
were given more than one transfusion different donors 
were used on each occasion. 

The seven experiments of Series C were all of the 
same type. 

Typical Course of the Experiments. 

The typical course of the experiment was as follows:— 

The animals were kept in quarantine under observation 
for a fortnight before the experiment was started. The 
number of animals used varied in different experiments 
from 6 to 36. (The actual numbers were : 18, 36, 24, 24, 6, 6, 
•6 = 120.) The animals were weighed and their haemoglobin 
value estimated. They were then injected with the previously 
determined dose of culture. As a rule no obvious change 
Occurred during the next 24 to 36 hours. They then became 
rather lethargic, sometimes refused food, and occasionally 
had diarrhoea. The haemoglobin value by this time was 
found to have increased. A little later the rabbit would sit 
hunched up in the bottom of the cage. At this stage of the 
toxaemia it will not move spontaneously, and crawls rather 
than hops when stirred up. It takes no food. The ears are 
cold and the eyes dull. There is often diarrhoea. When the 
ears are inspected the veins show as thin black lines. If one 
of the lateral veins is punctured no blood exudes. The 
Cross veins are invisible. If the ear is warmed and rubbed 
with ether or xylol the lateral veins become a little better 
filled. If the blood is pressed out the vein collapses and fills 
again only very slowly. But after the ear has been warmed 
for some minutes the vein fills with brighter coloured blood. 
As death approaches the circulation becomes more and 
more stagnant. In many instances it was impossible to 
obtain samples of blood for the estimation of heemoglobin, 
and the attempt to do so caused such damage to the veins 
that intravenous injections were even more difficult than 
they would otherwise have been. In the ear veins it is 
possible actuallv to see the improvement in the circulation 
due to local warming, and it may be surmised that warmth 
applied generally to the whole body surface would have a 
similar effect on the general circulation. In certain instances 
where the animal suffered from fainting or convulsions it 
was found that warmth applied to the thorax by holding an 
electric lamp close to the chest wall had a restorative effect, 
and several of these animals finally recovered. 

When it was judged that the intoxication had progressed 
far enough the animals were divided into groups. Often 
oertain of the animals had to be discarded as dead or dying. 
The control group was treated with a single intravenous 
dose of antitoxin only. The animals in the other groups, 
in addition to a similar dose of antitoxin, received infusions 
of one of the fluids described above (hvpertonic saline, gum 
saline, or citrated blood) at intervals of 12 hours—two, 
three, or four injections being given in the different 
experiments. The immediate good effect of intra¬ 
venous transfusions was verv striking. The solution 
had to be given very slowly. The circulation through the 
veins improved visibly during the injection. After the 
blood or saline had been given the animals became much 
more lively; they often started feeding or cleaning their 
fur. This effect was seen even in rabbits which eventually 
succumbed. In certain cases, however, where the animals 
were in extremis before the injection was given bad effects 
resulted. In some cases the animal fainted or had a con¬ 
vulsion, while, in a few, death followed either with or 
without a previous convulsion. The most effective treat¬ 
ment for this collapse was found to be warmth and eleva¬ 
tion of the feet. In each instance where death occurred in 
this wav the circulation was very stagnant and the blood 
dark and tarry. The fatal effect may be due to a washing 
out into the general circulation of accumulated metabolic 
products. If such is the explanation, death is due in these 
cases to an acute fcoxtemia from metabolic products, and 
indicates that the circulation should be improved to the 
greatest possible extent by warmth, Ac., before giving an 
intravenous injection, and that the fluid should be given 
very slowly. Another possible explanation of these sudden 
deaths is to be found in the degenerate state of the heart. 
It is possible that the sudden rise of blood pressure due to 
the increase in blood volume is just too much for the heart 
in its weakened state. This hypothesis also indicates that 
the fluid should be injected slowly and that struggling 
should be prevented. 


The Amount of Fluid Injected . 

As it had been estimated that animals in a profound state 
of diphtherial toxsBmia had lost a very large proportion 
of the fluid part of their blood it was considered essential to 
give large injections of fluid. A normal rabbit of 1100 g. 
weight (which was the average size of the animals used in 
these experiments) is calculated to contain from 80 to 
100 c.cm. of blood. For the first injection I gave from 15 to 
20 c.cm. of citrated blood together with about 5 c.cm. of 
antitoxic serum. The subsequent injections were 10-15, 10, 
and 5 c.cm. respectively. These are large injections. 
20 c.cm. being equivalent to one-fifth of the total volume of 
blood the rabbit would have in the normal state. If the 
animal had lost about a third of its blood fluid an injection 
of this size represents about two-thirds of the defect. 

Post-mortem Clumges. 

In the animals which died, both those from the control 
groups and those which died in spite of intravenous treat¬ 
ment, the local site of infection was found to be the seat cf 
hemorrhagic necrosis. In the animals treated with anti¬ 
toxin only, the changes in the organs were similar to those 
already described in cats and human beings. In those 
animals which had been treated with blood transfusions and 
yet had succumbed there was one pronounced difference in 
the post-mortem findings. The suprarenale in the untreated 
animals, and in those treated with antitoxin only, were large, 
dark-coloured and hcemorrhagic, while in animals treated 
with blood transfusion in addition they were little, if at all, 
enlarged and normal in colour. 

The suprarenals of two animals which died on the same 
day, as a result of infection with diphtheria bacilli, were 
taken and compared as regards size, weight, and colour. 
The first animal, rabbit C. A. 2 , had been treated with blood 
transfusion as well as with antitoxin; the other animal, 
rabbit C.X. 3 , had been given antitoxin only. 

The suprarenal of the blood-treated case appeared to be 
about normal in size. The dimensions were: length 0'75 cm.. 
breadth 0*4 cm., thickness 0*18 om. The suprarenal of the 
untreated case was much larger. The length was not 
greatly increased, being 0 85 cm.; the breadth was definitely 
increased, being 0*7 cm., while the thickness was nearly 
doubled, 0*3 cm. The weight of the gland from the treated 
case was 0*052 g., and of that from the untreated 0*115 g. 
The colour of the gland from the treated case was a normal 
yellowish pink. That from the untreated one was of 
chocolate brown, and its tissue was very friable. 

Microscopic changes.—(1) Frozen sections stained with 
Scharlach R. No fatty degeneration detected. (2) Material 
hardened with bichromate solution and stained with hsemo- 
toxylin and eosin. Suprarenals prepared by this method 
stained very patchily. The cells of the cortex showed 
degenerative changes of varying degree. In the treated cases 
certain areas were made up of cells with deeply-stained nuclei 
and granular protoplasm, and other areas had pale nuclei 
with only skeleton cell outlines. The blood-vessels 
were congested. In untreated cases large areas of haemor¬ 
rhage were to be seen under the capsule and scattered 
through the cortex. The areas of degenerate cells were 
larger and the degree of degeneration more pronounced. 
The cells were separated from one another so that the tissue 
looked much more open than in the normal state. In all 
the specimens the medulla was small and shrunken. This 
change was most marked in the untreated cases. The 
chromaffin bearing cells were often deeply stained, the 
granules of chromaffin sparsely scattered and small. In 
many cases the medulla showed as a mere slit or line when 
the section was examined naked eye or with a hand lens. 
(3) Fixed with Carnoy’s solution. This method of fixing was 
used to determine whether the irregular staining was not 
possibly due to excess of water in the cells and tissue spaces 
(compare lymph-logging). Sections of suprarenals fixed by 
this method shrank more than normal tissue would do. 
Sections fixed with Carnoy’s solution took the stain much 
more evenly than the other preparations and the cells were 
not so widely separated, but the other features were still 

E resent—i.e., in the cortex the nuclei showed in some parts 
yperchromatism with a granular cell protoplasm, and in 
other places hypochromatism, and in other parts were mere 
skeletons. 

Late Changes in Surviving Animals. 

In two instances where the culture had been given 
intramuscularly paralysis of the limb inoculated 
developed six and a half weeks after the injection. It 
finally disappeared entirely. Where the culture had 
been given subcutaneously a slough developed at the 
site of the inoculation. This was eventually shed, 
generally about the fifth week. (These animals had all 
been treated with blood transfusions.) Many of the 
animals treated with blood transfusion recovered. 
Animals recovering generally seemed to be normal by 
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the eighth day. The first experiment of this series 
was the most saccessful. Eighteen animals were 
inoculated and four were treated with blood trans¬ 
fusions. Of these four, three survived, while the other 
animals, some untreated and some treated with 
antitoxin, without exception died. Details are as 
follows:— 

Experiment C. FI.—Animals: 18 rabbits; weights from 1000 
to I860 g. Culture: 18 hours on agar slope. Dose: 1/18 of total 
slope in 0*5c.cm. saline. Site: Subcutaneous, on back in 

14 animals; on inner side of thigh in 4 animals. 

Summary .—Of 18 animals injected with diphtheria 
culture 5 died on the second night and a fifth was 
discarded as very ill. The remaining 12 were divided 
into three groups, care being taken to arrange that the 
animals of the different groups were as nearly as possible 
comparable as regards degree of illness. 

Group A .— Nos. 13, 14, 17. 18 received no treatment. 
Nos. 13, 17, and 18 died on the fourth day. No. 14 died on 
the eighth day. 

Group B .—Nos. 6,7,11,12 given antitoxin intravenously on 
the third day and no further treatment. No. 7 died on the 
fourth day. No. 12 died on the fifth day. No. 6 died on the 
sixth day. No. 11 died on the eighth day. 

Group C .—Nos. 2, 3, 4, 5 given antitoxin intravenously on 
the third day and intravenous blood transfusions on the 
third day (20 c.cm.), on the fourth day (20 c.cm.), on the fifth 
day (10 o.cm.), on the seventh day (5 c.cm.). No. 5 died on 
the evening of the fourth day. Nos. 2, 3, 4 recovered and 
remained normal. 

I had hoped to confirm this result by a further and 
conclusive experiment, but for various reasons the 
subsequent attempts were not so successful. The 
results of one experiment were nullified by the culture 
being given intramuscularly, by which route it proved 
much more lethal. In another the dose was too small; 
a third was vitiated by an epidemic of pneumonia 
amongst the animals; and in a fourth the animals died 
as a result of the weather turning suddenly cold. 

In spite of these untoward circumstances, the results 
of the experiments show definitely that a certain pro¬ 
portion of animals suffering from diphtherial intoxi¬ 
cation of such severity that if treated with antitoxin 
alone they would surely die, will, if treated also with 
blood transfusions, recover. 

Conclusions Derived from Experiments. 

There were no more survivals in the groups treated 
with hypertonic saline or gum saline, together with 
antitoxin, than in the control group treated with anti¬ 
toxin alone. These animals have therefore all been 
considered together in contrast to those treated with 
blood transfusions and antitoxins. 

Twenty-four animals which were inoculated and treated 
had to be discarded as the dose was sub-lethal, several of the 
controls surviving. A series of 95 animals received a lethal 
dose of diphtheria bacilli. Thirty-two of these were treated 
with blood transfusions in addition to antitoxin; of these, 

15 survived the eighth day and 12 recovered entirely. Thirty- 
five were treated by antitoxin alone or by hypertonic saline 
or gum saline in addition; of these, 6 survived the eighth 
day and 5 recovered entirely. 

Intravenous injections of citrated blood in addition to 
antitoxin treatment have not, in my hands, infallibly saved 
animals infected with a lethal dose of diphtheria culture. 
Indeed, they could hardly be expected to do so. Yet a 
certain number of animals which otherwise would certainly 
have died did actually recover as a result of the treatment. 
Further, in those animals which died in spite of blood 
transfusions it was found post mortem that the suprarenals 
had suffered less severely than in cases treated only with 
antitoxin. 

It is safe to conclude that in clinical diphtheria 
treatment along these lines will probably reduce the 
risk of death—i.e., will increase the chance of survival, 
and by safeguarding the suprarenals will shorten the 
illness and lighten its severity. If blood transfusions 
served merely to protect the suprarenals the indication 
for their use in all very severe cases would be strong. 
It Is probable that clinically a larger proportion of 
cases of diphtheria equivalent in severity to these 
infected animals might be saved by this means. For 
it is not possible to nurse animals as a human patient 
is nursed, while it is a well-known fact that nursing is 


a most important factor in saving bad cases of clinical 
diphtheria. 

Suggestions for a Clinical Test of the Method. 

1. The donor of blood .—Either a member of the staff at the 
hospital who from previous test is known to belong to 
group IV. should be chosen, or a relative of the patient can 
be used. In this case the donor’s blood must be tested 
directly against the patient’s. The blood should be collected 
by putting a needle into one of the veins at the bend of the 
elbow. If the blood is allowed to fall clear into sterile 
citrate solution there is no need to use paraffined tubes. 
The blood must be collected aseptically and should be UBed 
at once. 

2. The patient .—If the patient is a small child it will, in 
many cases, be necessary to give a general anaesthetic. 
Antitoxin can be given intravenously at the same time as 
the blood transfusion. In very bad cases it will probably be 
necessary to cut down on the vein. 

3. Quantity of blood to be used .—Amounts equivalent to 
those used for rabbits in the foregoing experiments are as 
follows 


Age of child. 

Weight of child. 

Quantity of blood. 

1 year. 

21 lb. 

160 c.cm.. or 3 v. 

2 years. 

2 stone. 

200 „ „ 3 vii. 

4 

2 i „ 

300 „ 3 x. 

6 

3 „ 

i 

400 „ t , 3 xiii. 

1 


4. frequency .—The intravenous transfusion should be 
repeated every 24 hours until three or four injections 
have been given, depending on the severity of the case. 

5. Precautions.— The precautions usual in giving intra¬ 
venous injections must be observed. Rigid asepsis must be 

ractised; the fluid must be given at .body heat, and 

ubbles of air must be excluded. The special precautions 
necessary in cases of diphtherial intoxication are: fa) In 
severe cases the circulation must be improved as far as 
possible by warming the patient, and by warming the arm 
where the injection is to be made. This will not only make 
the actual technique easier, but will reduce the risk of 
washing out toxic products. (6) The fluid must be run in 
very slowly. 

It should be borne in mind that there is a certain 
risk of washing out toxic metabolic products, and thus 
giving rise to a rigor, convulsion, or even sudden death. 
But when it is recalled that such accidents are only 
likely to happen in cases so severe as to have practically 
no chance of recovery apart from blood transfusion, the 
risk can hardly be considered as a contra-indication to 
the treatment. And if the precautions detailed above 
are observed even this risk will be reduced. 

The experiments were carried out at the National 
Institute for Medical Research, Hampstead, through 
the hospitality of the Medical Research Council. I wish 
to express my thanks to Dr. H. H. Dale for his unfailing 
kindness and interest in the work, for his many valuable 
suggestions and practical assistance; and to Dr. W. E. 
Gye for preparing cultures and for much help in all the 
bacteriological side of the work; also to Miss Durham 
and Miss Marchal for practical assistance in many of 
the experiments. 
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During the recent war typhus fever was, fortunately, 
quite uncommon in the British Army. Outbreaks 
occurred in some of the prison camps in Germany, in 
parts of Mesopotamia and Palestine, and in some of 
the smaller war areas. It is only, however, since the 
occupation of Constantinople and the consequent 
extension of our military activities to Southern Russia 
that units of our army have begun to suffer any high 
percentages of casualties from this disease. The 
present article is based upon our experience in con¬ 
nexion with Russian typhus during the winter epi¬ 
demics of 1918-19 and 1919-20, and has special reference 
to those cases which occurred among the members and 
the attached Russian personnel of the British Military 
Mission to General Denikin’s army. 

The numbers of the British personnel of the Mission 
varied considerably from time to time, but during the 
winter of 1919-20 they averaged about 1000 men. The 
corresponding incidence of typhus is shown in 
Table I. 

Table I. (British Personnel Only). 

1919 1920 

Nov. Dec. Jan. Feb. March. April. 
Admissions ... 3 ... 12 ... 36 ... 21 ... 16 ... 1 
Deaths .Nil.... 1 ... 7 ... 4 ... 1 ...Nil. 

A total of 89 cases with a mortality of 13 (14*6 per cent.). 

Among the Russian population the incidence of the 
disease and the death-rate were both considerably 
greater than this, and the result was a very widespread 
epidemic which Anally completed the disorganisation of 
the South Russian Army and of the country. As the 
epidemic progressed the advance of the enemy became 
more and more rapid, and the influx of refugees from 
the conquered territories made the overcrowding 
problem increasingly more acute. Towns which had 
normally 100,000 inhabitants were suddenly compelled 
to make room for 500,000, and houses which had 
formerly contained one family now housed anything up 
to ten. The station waiting-rooms and public buildings 
were packed with refugees who made these places their 
homes, and it was no uncommon thing to find numbers 
ill with typhus lying amongst the healthy. 

The causes of this disaster may be summed up in the 
statement that it was entiiely due to inefficient prophy¬ 
laxis and lack of understanding of the essential features 
of the disease. Epidemics of considerable severity had 
been experienced during the two preceding winters. It 
was not sufficiently recognised, however, that, at any 
rate as far as Russia is concerned, typhus is a winter 
disease. There are two reasons for the winter preva¬ 
lence, one being that owing to the cold weather personal 
cleanliness is at a low ebb and lousiness becomes almost 
generalised, and the other that the cold increases the 
overcrowding and the number of contacts to every case. 
For these reasons the epidemic of the winter 1919-20 
might reasonably have been predicted during the pre¬ 
vious summer and preparations made to combat it, but 
very little was done. Russian soldiers were not usually 
provided with a change of clothing, and baths were 
difficult or impossible to obtain. Inspections for lice 
and the disinfection of clothing and blankets were not 
often undertaken. Such disinfecting plants and bathing 
establishments as there were in the towns wore mostly 
out of work because they were insufficiently supplied 
with fuel. 

General prophylaxis on British lines was practised as 
far as possible among the personnel of the British 
Mission. At the British hospital a very strict regime 
was practised ; all patients on admission had their hair 
closely cropped, were bathed and sponged all over with 
methylated spirit, and were put into entirely fresh 
clothing before being taken to their wards; all the 


nursing staff wore gowns in the wards, and had very - 
frequent baths and changes of underclothing. During | 
the retreat, when the hospital was on the move, this 
regime could not be carried out in its entirety, but 
every effort was made to keep any potentially infected 
clothing separate. It was during this period that the 
only case of typhus which occurred amongst the medical 
orderlies was contracted. 

It will, however, be clear that the value of such 
general prophylaxis as this was very greatly diminished 
by the fact that the members of the British Mission 
were daily coining into contact with large numbers of 
people who adopted no such precautions. It was 
therefore quite insufficient to prevent a serious epidemic 
of typhus among the British. 

Attempts at Specific Prophylaxis. 

Apart from the general prophylactic measures 
indicated above some trial was made of the specific i 
prophylaxis of the disease by inoculation and encourag- | 
ing results were obtained. Although several organisms 
have been described none has yet been definitely I 

proved to be the cause of typhus. Nicolle has, how- ' 

ever, shown that it is very probable that the causal , 

organism is to some extent localised in the leucocytes | 

of the blood. This assumption is the basis of the 
method of preparation of most of the vaccines which ' 

have been used in Eastern Europe during the past few , 

years. The vaccine used in South Russia during the I 

winters 1918-19 and 1919-20 was of a crude type and 
consisted essentially of sterile typhus blood free from I 
fibrin. It was prepared as follows :— 

The apparatus for the collection of the blood consisted of 
a glass bottle containing a few pieces of glass and plugged 
with wool through which passed a glass tube connected 
with a needle suitable for intravenous work. The whole 
was sterilised and 6-8 oz. of blood were collected in the 
bottle from a suitable vein. The blood was defibrinated by 
shaking and was allowed to stand for two or three days. It 
was then again shaken up and 2 per cent, of carbolic acid 
was added. The resulting'fluid was then transferred to and 
sealed in suitable ampoules which were heated for one hour 
at a temperature of 57*-58° C., after which it was used as a 
vaccine in the usual way. 

The patient selected as the donor of blood must fulfil 
the following requirements :— 

(1) He must be free, as far as ascertainable, from other 
disease. 

(2) He must be on the first, second, or third day of the 

rash—i.e., usually on the fifth to seventh day of illness. I 

Patients who have reached a later stage than this are < 

unsuitable o%ving to the possible existence of a septicaemia 
due to complications such as parotitis. 

Three doses of the vaccine were given in the arm sub¬ 
cutaneously or intermuscularly at intervals of five to seven 
days, the amounts being 1 c.cm., 2 c.cm., 2 c.cm. No general 
reaction was observed. 

During November and December, 1919, 195 of the 
Mission personnel were fully inoculated in this way. 

Of these typhus subsequently developed in one only 
(0*5 per cent.). The number of the Mission not inocu¬ 
lated or not fully inoculated at this time was about 800, 
and amongst these typhus subsequently developed in 
89 (11 per cent.). The one person who developed 
typhus after complete inoculation was a Russian 
nursing sister attached to the British Hospital. She 
came ii^to contact with infection by visiting friends in 
Russian ^hospitals, but did not contract the disease 
until three months after inoculation. 

The personnel of the British Hospital and of the Tank 
Corps Detachment (a mobile unit living in trains for the 
most part and travelling about the country) were fully 
inoculation almost without exception. Among the 
R.A.M.C. hospital personnel the only case of typhus 
was in a man who had received two doses only of 
vaccine. Among the Tank Corps personnel the only 
case was in a man uninoculated. A certain number 
received only one or two injections. Exact figures are 
not available. Amongst these several cases of typhus 
occurred, one, in particular, very severe; but none 
died. Amongst those who contracted typhus after 
inoculation or partial inoculation the mortality was nil. 

The above figures refer to the inoculations which 
were performed at the beginning of the 1919-20 epidemic 
in November and early December, 1919. Later in the 
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epidemic, in February, 1920, further inoculations were 
performed by practically the same method. At this 
time two persons received one injection each while in 
the incubation period of typhus. The possibility of 
infection at the inoculation could be excluded. Both 
developed very severe attacks [with marked nervous 
symptoms, and so confirmed the Russian experience 
that if a patient in the incubation period is given a dose 
of vaccine, or if he contracts the disease during the 
negative phase after a dose of vaccine, the severity of 
the attack is increased. This would point to the con¬ 
clusion that if prophylactic inoculation is to be done it 
should be done before the disease has become epidemic. 
Otherwise it would possibly decrease the total number 
of cases, but might even increase the mortality. 

Our results are summarised in Table II.:— 

Table II. 


£ 

Inoculations. 

No. 

Contracted 

typhus. 

Mortality. 

Remarks. 

12s 

is 

!,* 

Full 3 injec¬ 
tions. 

195 

1 ( 0 * 5 %). 

NU. 

Contracted typhus 
3 months after 
inoculation.* 


2 injections. 

? 

3 

Nil. 

One leg lost from 
gangrene. 

dC 

1 injection. 

? 

15 

Nil. 

— 

r. 

1 injection dur¬ 
ing the incuba¬ 
tion period. 

2 

2 

Nil. 

Severe nervous 
symptoms. 


Not inoculated. 

700-750 

69 

13(18-8%). 

— 


* Course of disease and recovery normal. 

The fact that the only case which occurred amongst 
all the fully inoculated developed three months after 
the inoculation would point to the prophylactic being 
good for a short period. 

A Dangerous Test. 

An interesting experiment was undertaken by Dr. 
I. N. Asheshov, a Russian bacteriologist working at the 
British Mission Hospital. Three weeks after taking a 
prophylactic injection of 5 c.cm. of vaccine he inoculated 
himself subcutaneously with 1 c.cm. of blood taken 
direct from a typhus patient on the fifth day of his 
illness. This patient developed a very severe attack of 
typhus with a haemorrhagic rash and died on the 
fourteenth day. On the afternoon of the thirteenth 
day from inoculation Dr. Asheshov felt unwell and the 
temperature rose. A severe attack of typhus developed 
and a haemorrhagic rash began to appear on the second 
day. For about a week the patient’s condition was fairly 
well maintained, but then collapse began to set in. 
Salines were given subcutaneously, and on the ninth 
day a first dose of 10 c.cm. of antityphus serum was 
injected intravenously. This was repeated on the two 
following days, and after the third dose a marked 
improvement in the patient’s condition took place. 
The pulse-rate decreased from 160 on the 9th day to 
about 120 on the 11th. The temperature, which had 
fallen to below 101° F., again rose to a more normal 
level for this stage of the disease (104°). The tem¬ 
perature fell by lysis about the 14th day, and recovery 
took place. Convalescence was very slow, and at the 
end of three months he was only able to get about 
slowly. This may be in part accounted for by the very 
unsatisfactory conditions of the retreat which took 
place about this time. He had to be moved four times 
in the fortnight following the defervescence, once 
within 24 hours of the crisis in a Russian blizzard and 
twice in an open cart. This experiment was probably 
of too severe a nature, as such a heavy dose of the 
infecting organism as may be considered to be present 
in 1 c.cm. of blood could probably never be introduced 
under normal conditions by lice. 

Conclusion. 

Although the results mentioned above are suggestive, 
it cannot be said that the prophylaxis of typhus by 
inoculation has yet been placed on a firm basis. Further 
observations on a more extensive scale are necessary, 
and a fair trial should be given to this method in all 
countries in which typhus epidemics occur. 


A FATAL CASE OF 

CCELIAC INFANTILISM 

WITH COMMENTS ON THE MORBID ANATOMY OF CCELIAC 
DISEASE. 

BY REGINALD MILLER, M.D.LOND., F.R.C.P. Lond., 

PHYSICIAN TO PADDINGTON GREEN CHILDREN'S HOSPITAL; 

PHYSICIAN TO OUT-PATIENTS AND CHILDREN’S OUT¬ 
PATIENT DEPARTMENT, ST. MARY’S HOSPITAL. 

Autopsies on cases of cceliac disease have been so 
seldom recorded that it seems advisable to publish the 
details of even a single case. In the present paper I 
give the particulars of a fatal instance of cceliac 
infantilism to which I have alluded in recent communi¬ 
cations on cceliac disease, 12 and comment on the present 
and previously reported autopsies, with special refer¬ 
ence to their bearing on the cause of the malady. 

History of Case. 

H. B., born March, 1913; fourth child in family of four, 
others strong and healthy. Born at full term ; weight 8 lb. 
Breast-fed for two months ; when weaned feeding difficulties 
appeared, and different foods were tried, but on each there 
was a tendency to looseness of the bowels. Later he attended 
various hospitals ; it was noticed that “cod-liver oil did not 
suit him.” He was late in walking. 

1915. — Brought to my out-patient department at Paddington 
Green Children’s Hospital for the first time in June, aged 
2j years. The mother stated that the diarrhoea had been 
worse for six months, causing wasting; the motions were 
pale and very offensive and the abdomen enlarged, at times 
markedly so; swelling of the hands, feet, and eyelids 
developed from time to time. It was also stated that the 
child was very languid, preferring to stay in bed, and craved 
for tasty food, pickles, and vinegar, and would eat dirt. He 
would not readily take milky foods. On examination the 
abdomen was found to be prominent, but nothing abnormal 
could be felt within it. A provisional label of “ ? Abdominal 
tuberculosis” was given. In July the child was admitted 
for the diarrhoea under one of my colleagues, but was 
discharged a week later slightly relieved. 

1916. — Not seen again until April. It was now stated that 
he had ceased growing for six months. The diarrhoea 
had been worse, again accompanied by swelling of the 
extremities, wasting, and occasional vomiting. For the 
rest of this year he attended me as an out-patient and was 
treated for the most part with bismuth and opium, which 
partially checked the diarrhoea. Exacerbations of it 
occurred in April, May, and December. 

1917. —In January and February the diarrhoea was again 
worse, but with out-patient treatment it remained rather 
better until September. In October he was admitted for a 
second time under a colleague. He was then stated noLto 
have grown for 12 months. The abdomen was large ffut 
showed no evidence of tuberculosis. The stools were large, 

S ale, fatty, very offensive, and typical of cceliac disease. He 
ad no stomatitis at any time. In hospital and convalescent 
home the diarrhoea lessened, but he gained neither in weight 
nor height. In December he returned to my out-patients, 
his motions remaining loose. 

1918. —Not seen again until Oct. 1st, when he was brought 
to me again for severe diarrhoea. He was readmitted, 
coming* under my own care as an in-patient for the first 
time. 

He is now aged 5$ years. His height is 35* in. (normal for 
age about 41* in.); weight 24* lb. (normal for age about 40 lb.). 
He has not grown for two years, wearing the same sized 
boots as two years ago. In stature he looks between 2 and 
3 years old, but his facial expression is more corresponding 
with his real age. He is thin, but not at all marasmic, his 
face and anterior abdominal wall are the fattest parts of 
him. His colour is fair. His first teeth have been extracted 
for caries, but his first upper molars have already appeared. 
There is no evidence of osseous rickets. His manner is 
“old-fashioned” and that of a chronically invalided child. 
His abdomen is large, but no masses or matting can be felt 
within it. The bowels act several times a day and perhaps 
four times at night. The motions are large, pale, unformed, 
very offensive, and characteristic of coeliac disease. There 


right knee-jerk is very difficult to obtain, the left is not 
obtained. 

Course .—He was given a mixed diet, low in fat, containing 
skimmed milk, which was later replaced by Horlick’s 
malted milk. Bynopancreatin was given with meals. 
During four weeks in hospital he lost 10 oz. in weight, 
though the diarrhoea lessened to some extent. He was 
then sent to the hospital’s convalescent home at Slough. 

P 2 
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For three weeks he appeared to be doing well there and 
improving. On Dec. 20th he was suddenly taken with fever 
and very severe diarrhoea, passing blood and mucus in his 
motions. He collapsed and died within 18 hours. Two other 
children before and seven others after him had similar 
illnesses, and the epidemic was regarded as one of influenza 
showing abdominal symptoms. There were no other deaths. 

A ut op* [i. 

Post-mortem examination was made bv me 60 hours after 
the child’s death. The body was not wasted, the subcutaneous 
fat being fairly plentiful in amount; it was thicker on the 
abdominal wall than elsewhere. No evidence of tuber¬ 
culosis was found anywhere in the body. Tongue and 
tonsils normal. ThynVus small. Heart and lungs normal. 
Liver : Weight 14$ oz.; uot obviously fatty. Gall-bladder 
and duct appeared normal. No note was made on the 
character of the bile.* Pancreas and duct normal. Spleen : 
Weight 1} oz., normal. Kidneys: Weight lj oz., each, 
normal. Suprarenals: Extensive haemorrhage into the 
substance of the left gland, disorganising it ; small areas of 
haemorrhage into right gland, which otherwise appeared 
normal. Omentum : There was a copious deposit of omental 
fat sufficiently marked to strike me at once as peculiar in a 1 
child. Stomach normal. Intestine: Fever's patches 
slightly enlarged ; walls of intestine not thinned, seeming 
the normal thickness. There was injection of the mucosa 
of the colon, increasing from above downwards; no 
ulceration. 

Histolopical examination ifor this I am indebted to the 
kindness of Dr. E. H. Kettle, pathologist to St. Mary’s 
Hospital).—The specimens showed . slight post-mortem 
changes. Liver: No fatty or other change. Pancreas: 
Gland substance not altered by post-mortem change: 
normal in amount and appearance; no cell infiltration nor 
increase of fibrous tissue in the gland. Pancreatic and 
common bile-ducts show no chronic inflammation. Spleen 
and kidneys normal. Suprarenals: Haemorrhagic changes, 
leading to disorganisation of the gland substance. Intestine 
ismall and large at various levels): The mucosa shows much 
superficial post-mortem desquamation, and no opinion can 
be given on its condition at death ; the deeper layers show 
no evidence of cell infiltration or fibrosis, and the examina¬ 
tion satisfactorily excludes the presence of chronic inflam¬ 
matory changes in the small intestine and colon. 

To summarise, the patient, a boy, died at the age of 
54 years, of influenza. He had suffered from cceliac 
symptoms for nearly five years, had been under my 
observation for over three years, and was conspicuously 
stunted in growth. At the autopsy no chronic changes 
to account for the protracted symptoms were found in 
the liver, pancreas, intestine, or elsewhere. 

Comments on Present Case. 

1. Interpretation. —It is clear, I think, that the injec¬ 
tion of the mucosa of the intestine, and the haemorrhage 
jjjto the suprarenals found post mortem, were the result 
of a terminal infection. This was not merely an 
exacerbation of the cceliac symptoms but a complicating 
and separate condition. This is proved by the facts that 
it was an epidemic infection (the patient was the third 
in a series of ten cases arising within a few days of 
each other), and that the symptoms it produced, notably 
the presence of blood and mucus in the stools, were 
different from those of cceliac disease, as it had shown 
itself in this patient. In spite of the presence of slight 
changes of decomposition it was possible to recognise 
that the gland substance of the pancreas and liver 
showed no evidence of disease. As far as the intestine 
was concerned the examination only served to exclude 
chronic changes such as might be expected to he 
present if creliac disease were due to a chronic 
enteritis. Of such there was no trace: in particular 
there could be demonstrated no such cell infiltration 
and fibrosis as were found in the deeper layers of the 
intestine by Poynton, Armstrong, and Nabarro. 1 

2. Inference. —This case seems to show that cceliac 
disease, persistent enough to produce infantilism and 
severe enough to be associated with attacks of cedema 
of the “alimentary” type, may exist apart from 
structural changes in the pancreas, liver, or intestine; 
or, to put it more precisely, that the persistence of the 
excessive fat-wastage is independent of morbid changes 
in these organs. 

8. Growth in cirliac eases .—It is difficult to say why 
growth is so much more impaired in one case than 

”■ At Liu* time of making this examination I had in mind the 
possibility of panereatie disease «>r the chronic Castro-entoriti- 
described in a paper by F. .1. Poynton and others (discii^cd 
later', a^ mentioned l>\ (i. F.Still in his Lumleian lecture-.. 


another. That the lack of growth might be in part due 
to the development in protracted cases of a secondary 
enteritis is an obvious and attractive explanation ; but 
while it seems more than likely that the fatty content^ 
of the intestine may set up catarrh of the bowel, the 
present case in which there had been cessation o! 
growth for at least two year's shows that such secondary 
changes are not necessarily severe nor persistent, anil 
it remains questionable if they are essential to the pi 
duction of infantilism. 

4. The ra’liac abdomen. —Abdominal enlargement is a 
cardinal feature of creliac disease. Distension of the 
bowel with flatus and ffeces and an atonic condition d 
the abdominal wall are recognised causes of enlarge 
ment of and variations in the patient’s girth. Ascit ^ 
has been recorded. But these factors do not altogetkc. 
account for the chronic enlargement of the abdomen 
which remains in the most quiescent and convalesced 
stages of the disease. In one case of mine, for instance 
which was gaining weight very rapidly, as the weight 
ascended and the stools became smaller and more soli l 
the abdominal circumference continued to increase in 
measurement. In this connexion the copious depos-.r 
of fat in the omentum, which was so striking a peculi 
arity in the present case, becomes of interest, anil l 
suggest that this omental fat and the fat of th- 
abdoiuinal wall together account for the persisted 
enlargement of the abdomen in such conditions as I am 
here discussing. Further, I think that they mav 
explain the peculiar “feel” of the abdomen, charac 
teristic though difficult to describe, which resemble- 
that of the abdomen of a plump young adult. And 1 
may here, perhaps, mention that some physiologists 
have thought that it is the fat derived from the carbo 
hydrates of the diet which is first laid down in the- 
omentum and abdominal wall. 1 

Dismission on Autopsies Previously Reported. I 

Of the symptoms of cceliac disease, one stands out a* > 
of pre-eminent importance—namely, the excessive fat 
loss in the stools. Any explanation of the origin of the 
disease must necessarily explain this essential ■ 
symptom, and thus attention is directly drawn to the 
possibility of organic disease of the pancreas or liver 
interfering with fat-digestion or of the intestine 
interfering with fat-absorption. Failing to find satis i 
factory evidence of such organic disease, we are left | 
with the alternative of a functional derangement of the . 
pancreas or liver to account for the disturbed fat 
digestion. Having described above a fatal case of 
cceliac infantilism in which no structural disease of the 
organs mentioned could be found, I turn now to the 
study of the views of previous investigators and the 
pathological evidence already recorded, to see if they 
support or contradict the findings in my case. 

Of actual post-mortem records there are extra 
ordinarily few. Only three have I been able to tin-1 
in the literature, and of these two are, in my view, 
very doubtful cases, though, as they have attracted 
some attention, they require discussion. 

Gee, who first described the “cceliac affection” 
(1S8S), wrote:— 

“ Naked-eye examinatiou of dead bodies throws no light 
upon the nature of the cceliac affection; nothing unnatural 
can be seen in the stomach, intestines, or other digestive 
organs. Whether atrophy of the glandular crypts of the 
intestines be ever or always present I cannot tell. 

Gibbons, 0 the next year, expressed the same opinion. 
He regarded the disease as due to a widespread 
functional derangement, probably of nervous origin, 
of the digestive glands. Cheadle 7 viewed it in much the 
same light, emphasising particularly the derangement 
of the liver by describing his cases under the title 
of “acholia.” In 1908 Herter* published his well 
known book on Intestinal Infantilism. His cases were 
undoubtedly instances of cceliac disease, the existence 
of which, as he did not know of any of the previous 
descriptions, he here rediscovered. His work was of 
great importance, as he originated the idea that the 
failure in fat-absorption was the result of the presenc » 
of a chronic inflammation of the bowel. This he 
ascribed to the overgrowth and persistence of certain 
flora of the infantile intestine. Without always confirm- 
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ing Herter’s bacteriological findings, many have adopted 
hi s' nomenclature as expressing the view of the intes- ! 
final origin of the defective fat-absorption in what was 
in reality cceliac disease. Of these may be mentioned 
Freeman 9 and also Bramwell, 10 who put into this group 
such cases as would not fit into the type of “ pancreatic 
infantilism” described by him in 1902. 11 Of all these 
authors—and many others might be mentioned—not 
one published the result of a post-mortem examination. 

In 1913 Poynton, Armstrong, and Nabarro* published 
jointly, under the title of “ A Contribution to the Study 
of a Group of Cases of Chronic Recurrent Diarrhoea in 
Childhood,” a series of nine cases, of which most read 
like instances of cceliac disease. Of this series, the 
very peculiar first case was fatal, and a detailed account 
of the autopsy is recorded. In 1918 Still, 1 * in his 
Lumleian lectures on Coeliac Disease, alluded to this 
particular case as “ the only detailed record of a post¬ 
mortem which I have been able to find,” and adds the 
information that the child was “much below the 
normal height for his age.” He also gives an account 
of a very similar autopsy on a case of his own. Since 
this date Moorhead ,a has reported an autopsy on a 
case of “intestinal infantilism,” the first published 
under this title. These three autopsies, then, seem the 
only ones that have any bearing upon the morbid 
anatomy of cceliac disease, and it will be seen that in 
all intestinal disease was found to be present. I have 
therefore to consider if these cases prove that the 
excessive fat-loss in coeliac disease is primarily due to 
a chronic enteritis preventing fat-absorption. 

For the reader’s convenience I venture to recall the 
essential features of the cases of Poynton, Armstrong, 
and Nabarro, 5 Still 12 and Moorhead. 18 

The Case of Poynton, Armstrong , and Nabarro. 

A. H., male, died at 9 years. At I year had an attack of dianima 
and abdominal swelling lasting eight months. At the age of 5 he 
came under authors' observation for the first time. He had then 
had diarrhoea for three months, at times passing blood and mucus. 
From that time (1906) until his death in 1912 he had repeated attacks 
of diarrhoea. At ft rat the stools were noted as large, light brown, 
er»ft, and offensive, and were regarded as denoting a condition of 
chronic colitis. It was not until 1911 that the stools were reported 
as “ white" ; in the next year they were described as suggestive of 
c<i*liac disease. In the oarlier stages the patient was treated by 
rectal lavage, milk diet, and bismuth and opium. In 1910 it became 
apparent that the “ condition was gaining on the patient," and on 
each readinission to hospital he appeared worse. In 1911 he was 
treated by appendicostomy and lavage of the colon, and made much 
improvement for a time. Nine months later he became extremely 
ill, collapsed, and died. Still adds the information that the child’s 
growth was much impaired. 

Autopsy. —The macroscopical features are summarised thus: 
“(1) Thickening of the walls with inflammatory changes affecting 
the entire alimentary canal; (2) the absence of striking changes in 
Peyer’s patches ; (3) the absence of any obvious pancreatic lesion ; 
(4) the abnormality of the liver, which was large and very fatty, the 
absence of any evidence of tuberculosis." Microscopically the 
alimentary tract showed congestion of the mucous membrane, with 
congestion and small round-celled infiltration in the submucosa 
and increase in the perivascular fibrous tissue in the muscular coat. 
In the colon these changes were less marked than in the small 
intestine and stomach. The liver showed universal and severe 
fatty changes. The pancreas showed that the interlobular fibrous 
tissue was much increased, particularly that surrounding the ducts. 
Pacteriologically a “ dysentery bacillus of the Flexner group 
differing from the type bacillus in only a few minor points" was 
grown from scrapings of the mucosa of the colon. The heart's 
blood gave gi'owths of B. coli and streptococci" (regarded as 
terminal or post-mortem infection). 

Summary of case by Authors —“This case is an extremely- 
interesting one, because clinically it was regarded as one of colitis 
with recurrent acute attacks, without its dysenteric nature having 
been established. Post mortem the condition of the large bowel 
closely resembles that of patients in asylums who have suffei’ed 
from subacute or ‘periodic ’ dysentery 1 ." 

Comment— In spite of Still’s comment on this case it 
is, I think, impossible to regard it as one of cceliac 
disease, unless that term is to mean no more than a 
fatty diarrhoea in a child. Certainly the authors did 
not so regard it at the time of publication. On the 
contrary, they went out of their way to avoid the term, 
as witness the title of their paper, and they gave 
clearly enough their interpretation of the case when 
they stated that they think it “justifiable to suggest 
that we have two factors to consider—the possible 
occurrence of a peculiar infection and the appearance 
of special symptoms of the cceliac affection as a sequel, 
but not necessarily as a constant occurrence.” They 
considered the intestinal disease, diagnosed during life 
as chronic colitis, as responsible for the recurrent and 
persistent diarrhoea, while they suggest that the 


excessive fat-wastage in the stools which appeared 
late in the course of the disease may have been due 
to the severe fatty degeneration of the liver. With the 
latter suggestion it is not easy to agree, but there is no 
difficulty in accepting the view that the case was 
primarily one of chronic enteritis. This, which appears 
to have been a chronic dysentery of the “asylum” 
type, ran a relentless course; it interfered with the 
child’s growth (producing a true condition of “ intes¬ 
tinal ” infantilism) and gradually made the child more 
and more ill. After some years an excess of fat 
appeared in the diarrheeic stools. Rather than attribute 
this to the fatty degeneration of the liver I suggest 
that this late symptom may have been due either to 
the enteritis becoming sufficient of itself to interfere 
markedly with fat-absorption or to the pancreatitis set 
up secondarily to the enteritis. 

The point which I particularly desire to emphasise 
here is that this case does not demonstrate (and was 
not thought by the authors to demonstrate) any 
essential connexion between cceliac disease and 
enteritis; still less does it prove that the excessive fat- 
wastage in cceliac disease is due to a failure of fat- 
absorption owing to disease of the intestine. 

Still's <'ase. u 

The author writes : 

“Clinically, the diagnosis had been in question on account of the 
unusuallyjrapid com*se and also the comparatively late age at which 
the symptoms began. A boy aged 7 years was under my care 19 
weeks with looseness of the bowels, amounting at times to actual 
diarrhrea. Ho had been sent into hospital as a case of tuberculous 
pex*itonitis on account of wasting and enlargement of the abdomen, 
but one early began to doubt this diagnosis, for the stools at times 
were suggestive of cceliac disease, and, moreover, there was, with 

<edema and purpura, frequently recurring tetany.On the 

ground that the e.nse was probably one of coeliac disease, the boy, 
after several weeks of unsuccessful treatment, was put upon a fat- 
free diet and at once improved greatly, as coeliac cases usually do 
upon such feeding, but a few weeks later had a relapse of looseness 
with much distension of the bowel and died of exhaustion." 

The autopsy showed changes in the intestine and panci*cas 
similar to those recorded in the last case by Poynton, Armstrong, 
and Nabaii-o, but the liver was not fatty. No bacteriological exami¬ 
nation was made at the autopsy ; during life a bacillus resembling 
in many respects the B. lac tin aernaencs was grown from the f races. 

Comment .—Apart from the marked clinical pecu¬ 
liarities of the case considered as one of coeliac disease 
the author is not disposed to assert with any assurance 
that the intestinal changes account for the excessive 
fat-wastage. “ It is,” he writes, “ at least conceivable 
that the whole inflammatory processmight be secondary 
to some functional failure of digestive secretion.” It 
would seem to me that the explanation of this case 
might well be one similar to that already suggested for 
the one quoted above—namely, an enteritis with a 
secondary failure of fat-absorption due either to the 
intestinal disease or to the consequent pancreatitis. 
It does not seem possible to regard the case as proving 
the association between the ordinary case of coeliac 
disease and enteritis in the sense that the latter is the 
cause of the essential coeliac symptom of excessive 
fat-loss in the stools. 

Moorhead's Case. 

I have already stated that this is the first account of 
an autopsy published under the title of “ Intestinal 
Infantilism,” and that this term was invented by 
Herter, when he “rediscovered” cceliac disease, on 
the assumption that an enteritis was the primary 
cause of the fatty stools in his cases. In the present 
case, if w r e assume that the character of the stools was 
of the same fatty type throughout the illness (w T hich 
the author does not actually state) it would appear that 
we have a most interesting example of infantilism 
arising from true coeliac disease. The only question 
then needing discussion is concerned with the author’s 
view that the intestinal lesions found post mortem 
were the primary cause of the fatty diarrhoea. 

Girl, aged 18 years, height 4 ft. 5 in., weight 3 fit. 9 lb. She showed 
no secondaiT sexual characteiistics. The history stated that, at 
first healthy, she developed diarrhrra at the age of 5. and that this 
persisted and became so severe that at the age of 10 she ceased 
to grow. Under observation the motions were frequent, large, 
yellowish-white, and offensive; microscopically they showed lai*ge 
numbers of fatty acid crystals, a few undigested muscle fibres, and 
great quantities of the ova of Trichocephalns dispar. The abdomen 
was small, the liver and spleen palpable and slightly enlarged. The 
knee-jerks were absent. Tliei’e was a trace of albumin in the mine. 
She suffered much from muscular cramps and attacks of tetany. 
She died of tetany and coma, following an appax*enily nxild attack of 
influenza. 
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Autopsy .— 1 The thymus was enlarged, the uterus atrophic, and the 
ovaries consisted of fibrous tissue only. The spleen, liver, pancroas, 
kidneys, and suprarenals were normal. The pituitary showed some 
changes thought to be secondary to inanition. “ The small intestine 
showed marked post-mortem changes; the villi showed no structure 
and most of the surface portion of the mucosa had disappeared. 
Marked catarrh of the intestine was present, desquamated cells and 
mucus lay on the surface, and most of the cells of the glands showed 
goblet formation. The condition, in fact, was that which Herter 
surmised must exist.” A microphotograph of the colon is repro¬ 
duced. 

Comment .—The author states that “the apparently 
primary pathological change in this case was catarrh of 
the colon, and probably also of the small intestine, and 
in consequence one may regard the case as one of 
undoubted intestinal infantilism.” But it is not easy 
to accept this view. Clinically we have in this case, 
as I understand it, a fatty diarrhoea lasting for 13 
years, and so severe as to produce a practical cessation 
of growth for eight years; post mortem there are 
found intestinal changes which are too acute and 
trivial in type to account for so chronic and severe a 
condition, and, moreover, they affect chiefly the colon, 
which has no part to play in fat-absorption. It is, I 
think, very much more plausible to regard the 
intestinal condition as not the primary cause of the 
fat-wastage, but as a secondary condition arising from 
result of the excess of fat in the intestinal contents and 
the infection by whip-worm. 

If this view be accepted the origin of the excessive 
fat-loss in this case remains, as in my own, un¬ 
discovered by the post-mortem examination. 

Conclusion. 

A detailed consideration of these three autopsies in 
which intestinal lesions were found shows that they 
fail to prove that the excessive fat-loss in cceliac disease 
is due to an enteritis. This view is supported by other 
considerations. The excessive fat-loss in the stools is 
the essential and characteristic feature of coeliac 
disease. It is the first diagnostic symptom to appear, 
and is of severe grade (up to 57 per cent, of the fsBces 
may consist of fat). It is altogether out of proportion 
to the disturbance in protein digestion. In all these 
features coeliac disease is unlike an enteritis. 

The following recent case seems definitely to prove 
that the essential fault in fat-absorption is not merely 
the result of an enteritis. 

G. W., female. At 2 years developed very offensive diarrhoea 
with enlargement of abdomon. Did not walk until 4. Ceased 
growing from 7 to 10. Then symptoms ceased and growth 
restarted. I first saw her at 10l years, when she was 6 in. below 
normal height. For 11 months, during which she grew l£ in., I 
watched her, awaiting a return of the diarrhoea. She was taking 
ordinary diet and no special medicine. As no further diarrhoea 
developed I had ( an analysis made of her faeces in order to test the 
reality of her “recovery.” The stool was dark brown, formed, 
hard, and appeared normal. Nevertheless, when dried it was 
found to contain no less than 39’6 per cent, of fat (neutral fat, TO 
per cent.; fatty acid, 28'3 per cent.; soaps, 64*7 per cent, of total 
feoal fat). No excess of protein was found microscopically. 

Again, so far as symptoms denoting enteritis are 
present they are usually late in the disease, as Still 14 
observes. We do not in a typical cceliac case watch an 
enteritis becoming so severe as to cause conspicuous 
fat-loss in the stools; rather we seem to see a case 
essentially one of defective fat-digestion in which mild 
symptoms of intestinal catarrh may develop. That this 
is the generally accepted view is shown by usual treat¬ 
ment advised—namely, a fat-free diet. 

On the other hand, the autopsy which I have reported 
here confirms the absence of organic disease which was 
emphasised by the original writers on the affection. If 
this be taken as a correct view, it follows that the 
defective fat-absorption in cceliac disease must be due 
to a fault of digestive secretions, either of the pancreatic 
juice or of the bile. Of these it is practically certain 
that the pancreas is not to blame, 1 and there is some 
evidence that the essential fault in cceliac diseaso is 
concerned with the bile-salts. 

Summary. 

1. Details have been given of a fatal case of coeliac 
infantilism in which post-mortem examination failed 
to show any chronic changes in the pancreas, liver, 
intestine, or elsewhere to account for the prolonged 
failure in fat-digestion. 

2. The only autopsies hitherto recorded in caseB of at 
all a similar nature have been discussed in detail; and 


it has been argued that the intestinal changes found in 
them do not prove that the excessive fat-l03S in cceliac 
disease is due to an enteritis. 

3. Other reasons against the view that coeliac disease 
is essentially an enteritis have been given. 

4. From these arguments it is concluded that coeliac 
disease is independent of organic changes and thus 
must be due to a digestive fault (probably a defective 
action of the bile on fat-absorption). 
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RECURRENT HERNIA: 

THE OPERATIONS FOR ITS CURE. 

By A. W. SHEEN, C.B.E., M.S.Lond.,F.R.C.S.Eng., 

VISITING SURGEON, MINISTRY OF PEN8ION8 HOSPITALS, OBPINOTON 
AND SHEPHERD'S BUSH ; CONSULTING SURGEON, KING 
EDWARD VII.’8 HOSPITAL, CARDIFF, ETC. 


I have operated recently on a number of cases of 
j recurrent inguinal hernia, a few recurrent for the 
second time. The previous operations have been done 
in hospitals of various kinds—large civil hospitals, army 
hospitals, and smaller hospitals often described as 
“ V.A.D.,” “ auxiliary,” or “ country house.” It may 
be presumed that the experience of operators varied 
considerably. The histories given by the patients 
suggest that in nearly all the cases the hernia was 
quite small at the original operation; the recurrence 
also has been, almost invariably, small. Several times 
I have diagnosed the “recurrence” rightly as direct 
hernia. In only one case has there been evidence of 
wound infection ; operators have been able to main¬ 
tain asepsis and recurrence has not been due to 
weak post-suppuration scars. The original operation 
incisions have been short, not extending far out; 
the musculo-aponeurotic structures have shown 
evidence of repair, but the region of the “neck” 
of the sac has remained apparently virgin ground. 
The joining of the conjoint tendon to Poupart’s 
ligament has been often shown by the “pegging” of 
muscular fibres into the ligament. The cord has in a 
few cases been superficial to this—i.e., a Bassini opera¬ 
tion has been done, but much more frequently behind, 
in its normal position. In some cases possibly the 
tendon-ligament junction has given way and the cord 
has sunk back. In one case the vas alone was sab- 
cutaneous and might easily have been cut, the other 
structures of the cord being normally placed. In 
another a hydrocele of the cord was found, which 
appeared to be due to leaving the distal part of the sac. 
In another the original operation was for strangulated 
hernia. In some cases a direct hernia was present, 
although whether the original operation was for direct 
or indirect hernia it was impossible to say. In one 
case there was a double direct hernia. I have not seen 
direct evidence of ligation of the sac-neck, but some¬ 
times there has been much scarring on the inside or 
outside of the sac. Neither have I seen gliding hernia 
or hernia demonstrable as being within the one horn 
left of an original bifid sac. It has often been puzzling 
or impossible to determine exactly what the original 
operation was. The matting of the parts frequently 
renders the operation difficult and tedious. 

Causes of Recurrence. 

The conclusions I have arrived at are: that in 
indirect hernia the usual cause of recurrence is non- 
removal of the deeper part of the sac; that an 
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occasional cause may be a small sac not having been 
found; that other recurrences are those of direct 
heraiae ; that in a few cases an original indirect hernia 
has been cured, but a direct hernia has been present at 
the original operation or has developed subsequently. 
I have seen a number of cases of recurrent hernia in 
which the patients, naturally disappointed, have refused 
further operation and asked for trusses. 

There must be an enormous number of hernia opera¬ 
tions ; operators count their cases by hundreds, some¬ 
times by thousands. No major operation is, I imagine, 
more frequently performed. The percentages of recur¬ 
rences I do not know; recently working in two hospitals 
I have encountered a number; every hospital surgeon 
must be operating on them, so that the total number is 
great. The recurrence in my cases after an original 
operation for small hernia is to be noted; these should 
be the most successful cases. 

What can he Done to Lessen the Number of Recurrences! 

In the first place, it must be recognised that a well- 
performed hernia operation demands a high degree of 
technical knowledge and skill, and that no one should 
attempt it who has not been thoroughly trained by 
actual operative experience on the living body. I 
remember—almost with horror—many years ago being 
interviewed by a candidate for a certain hospital 
appointment, who most ingenuously said that he would 
likte to have a “ slap at a hernia ” ! Those of us with 
larger experience should recognise that the deepest part 
of the sac right down to the parietal peritoneum must 
be removed to effect a cure. Recurrences—particularly 
immediate—may be due to the treatment of an indirect 
and the overlooking of a direct hernia. Sometimes a 
hernia operation only reveals a very tiny indirect sac 
beneath the internal oblique margin, the class of sac 
which is frequently found incidentally in a very high 
operation for varicocele; the operator .should then be 
especially careful not to miss a direct hernia. 

The Operation for Recurrent Hernia . 

In operating for recurrence, whether I think the 
hernia is Indirect or direct, I always investigate both 
possibilities. I first seek for the sac in the region of 
the internal ring, as that is the easiest place to find it. 
After reaching the external oblique aponeurosis I incise 
it from the external ring for 3-4 inches and turn back 
the flaps. I then open the cord coverings close to 
where the internal oblique edge crosses over the cord 
and divide the internal oblique in the line of the canal 
outwards for about an inch, this being often done 
between two pairs of pressure forceps placed on the 
muscle, as there is an artery in the muscle which is 
thus conveniently controlled. A sac, if present, is 
found and the outermost part of its neck reached 
without any retraction. The sac is then followed down 
and isolated by splitting the coverings and dissecting 
them off. The sac is then opened and the finger passed 
inside and hooked round on the peritoneal surface and 
its point pushed forward against the peritoneum and 
transversalis fascia on the inner side of the deep 
•epigastric vessels, thereby demonstrating a direct 
hernia if present and its size, and feeling the width of 
the gap between the conjoint tendon and Poupart’s 
ligament. The appendix can now often be removed on 
the right side through the sac opening. Lipomata are 
removed. Where there is an indirect and no direct 
hernia the operation is continued by removing the sac 
flush with the parietal peritoneum (taking care to go 
deeper than any circular white thickening on its 
interior wall), and closing the peritoneal wound. Then 
the cut internal oblique and the coverings of the cord 
are sutured, the internal oblique and the conjoint 
tendon drawn down to Poupart’s ligament as an addi¬ 
tional safeguard, and the external oblique closed. The 
cord is as little interfered with as possible, and remains 
in its natural position. 

The Bassini Operation. 

Where there is a definite direct hernia, with or 
without an indirect, or where there is a large gap 
between conjoint tendon and Poupart’s ligament, then, 
after treatment of any direct Bac present as necessary, 
an operation of the Bassini type is performed, the cord 


eventually lying subcutaneous. I have sometimes found 
it necessary to put in a wire filigree lying on the trans¬ 
versalis fascia. I think the Bassini type of operation 
unnecessary in ordinary cases, the small heraise which, 
nowadays, form the majority of cases operated on. 
Neither am I enamoured of the disturbance of the cord 
nor of its being placed between sutured planes or sub¬ 
cutaneously. Still, I think the operation should be that 
of choice for large musculo-aponeurotic weaknesses and 
for direct herniae. 

The operative procedures I have described are the 
ordinary ones I use for hernia. The division of the 
internal oblique I regard as essential in adults to get 
at the “ neck ” of the sac properly. It is not, however, 
necessary in babies, where the tiny overlap of this 
muscle can be ignored, and where the operation can be 
simplified to a complete removal of the sac in a way 
that has often been described. 

An Illustrative Case. 

I conclude with an illustrative case, selected because 
I made full notes of the operation immediately after its 
performance. 

W. W. 8., aged 36, formerly a private in the Labour Corps. 
A right hernia appeared in 1915 and increased in size until it 
became scrotal. Two years later he went into hospital for 
operation on it. Strangulation occurred there; immediate 
operation. Now there is a short linear scar over the 
external ring, with slight forward bulging beneath it. He 
is a fat man. 

Operation March 21st, 1921. Long incision. The external 
ring was enlarged, with bulging below it, in which a few 
scattered cremaster fibres were seen. A small incision 
through this thin scar tissue opened an intimately adherent 
sac. The thin external oblique aponeurosis was incised for 
four inches and turned back, thereby disclosing a fat- 
overlaid internal oblique. The aponeurosis was scarred 
in its lower part. The internal oblique was cleared on its 
deep surface and divided for one and a half inches between 
two forceps; its section showed much fat intermingled with 
the muscle. The “ sac ” was then laid freely open and found 
to end blindly above and below, forming a large cyst without 
fluid in it, lined by shiny peritoneum, through which vas 
and veins could be seen. The cyst extended below into the 
upper part of the scrotum, but was separate from the tunica 
vaginalis; above it ended near the internal ring. Pro¬ 
jecting into its upper end from the internal ring was the 
true sac, the size of a pigeon’s egg, on the wall of which at 
its upper margin the cyst ended. Two layers of peritoneum 
had therefore to be gone through to reach the interior of the 
hernial sac. I cleared this sac near the ring, the rest of it 
being free, and continued the separation half an inch beyond 
the commencement of the parietal peritoneum, dividing deep 
to its neck a knot of scar tissue, probably the place where the 
strangulating stricture was divided. The sac had been 
opened during these manipulations; non-adherent omentum 
occupied it. The finger was passed within it and inwards, 
demonstrating that there was no direct hernia, and that the 
parietes were firm, the conjoint tendon coming close down 
to Poupart’s ligament. The sac was removed and the 
peritoneal wound closed. The large cyst was removed. 
A large lipoma running along the cord was removed, 
being tied at the level of the peritoneal wound in two 
sections. The vas and other cord structures were freed and 
held aside. All fragments of cremaster, other coverings, and 
scar tissue were cleared off conjoint tendon and Poupart’s 
ligament. The internal oblique and conjoint tendon were 
joined to Poupart’s ligament, two stitches going external to 
the cord. The external oblique was closed. The cord was 
laid back and the subcutaneous fascia and skin united 
over it. 

Comments. 

At the operation for strangulation the external oblique 
was opened for an inch or more from the ring, the sac 
opened, the stricture divided, the contents reduced, 
and the wound closed, healing per primam. Adhesions 
closed the neck of this original sac and a second sac 
was invaginated into it from the top, originating either 
from the deepest part of the original sac beyond the 
closing adhesions or as a new sac. No “ radical cure ” 
was done. It is advisable that it should be done 
in operations for strangulation; usually there is no 
additional risk. The second operation shows that 
conditions present can best be elucidated by approach¬ 
ing the neck of the sac first. The Bassini type of 
operation was done although there was no great 
musculo-aponeurotic weakening because of the fatty 
condition of the muscles and the weak scar in the 
external oblique. 
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SECTIONS OF NEUROLOGY AND 
OPHTHALMOLOGY. 

Ocular Palsies. 

Two evenings were set apart by these sections of the 
Royal Society of Medicine for a discussion on Ocular 
Palsies, at which the chair was occupied alternatively 
by Professor E. S. Reynolds and Dr. James Taylor. 

Dr. Gordon Holmes opened the debate by a reasoned 
dissertation on the various forms of palsy met with in 
eye muscles and the anatomical situation of the causal 
lesions. 

He recommended a carefnl study of the normal move¬ 
ments of the eyeball, and set out the associated palsies of 
the muscles which normally act together. An interesting 
point was the “unwillingness ” of a patient with cerebellar 
disease to turn the eyes to the side of the lesion in 
performing conjugate deviation, which was met with in 
some cases of this disease, an important and new observa¬ 
tion. Since he had been attached to the Moorfiekls Eye 
Hospital he had seen, many cases of ocular palsy, and 
he was always conscious of difficulty in deciding* what 
any case was* likely to be due to. Only by a careful 
weighing of signs of associated disease could a presump¬ 
tive diagnosis be arrived at. With regard to Graves's 
disease it was surprising to remember that not many 
years ago Dr. Hughlings Jackson and others regarded ocular 
palsies in association with Graves’s disease as very excep¬ 
tional. At Moorfields he (the speaker) saw a considerable 
number of these palsies in patients suffering from Graves’s 
disease. He had no satisfactory explanation of the fact to 
offer, and one of the difficulties in determining the nature of 
ocular palsies was the paucity of careful histological work. 
In a considerable proportion of the cases of Graves’s disease 
with ocular palsy there was but little proptosis, though he 
admitted that in some the muscular weakness was due to 
mechanical conditions. Wilbrand and Sanger stated that the 
ocular palsies in Graves’s disease were usually due to 
nuclear degenerations. With regard to so-called rheumatic 
or toxic neuritis of oculo motor nerves, he had seen a 
number of these cases, and there , cvas a frequent 
involvement of the external rectus or of the muscles 
innervated by the third nerve, associated with pain 
in the forehead on the same side ; sometimes there 
was considerable anaesthesia. In some of the cases 
of the kind he had encountered there was a septic 
focus in the vicinity. It was not yet known what 
a rheumatic neuritis was. Dejerine * and others had 
found merely degenerative changes in some part of the 
nerve. It would be difficult to conceive of exposure to cold 
involving ocular nerves in their intracranial course. He 
did not feel that these cases were rheumatic nor purely 
toxic, because most toxic affections were bilateral, or at 
least more or less symmetrical, whereas most of the palsies 
were unilateral, or certainly asymmetrical. In the spinal 
cord local collections of cerebro spinal fluid formed and 
compressed the roots of the nerves or the cord itself; 
similarly he thought loculated collections of cerebro-spinal 
fluid might form in the base of the brain and there involve 
one of the oculo-motor nerves. He had seen cases of chronic 
nuclear palsy. One had weakness and limitation of eye 
movements in all directions, with bilateral ptosis. The 
intrinsic muscles were intact. The ocular palsy in this case 
was associated with wasting of certain other groups of 
muscles, especially those at the shoulder girdle, of the 
progressive muscular atrophy type. 

Complex Problems of .Etiology, 

Mr. Leslie Paton spoke of the complexity of the 
subject. One disease alone, such as syphilis, could 
produce oculo motor paralysis in numberless ways. 

It might affect any part of the oculo motor apparatus- 
cortical, supranuclear, nuclear, nerve roots, nerve trunks 
in their intracranial course, in the cavernous sinus, in the 
orbit, or it might affect the muscles themselves. Syphilis 
could set up disease of the vessels, and haemorrhages might 
occur affecting the nuclei or the nerve roots; ora syphilitic 
arteritis in the internal carotid might press on nerve trunks 
m the wall of the cavernous sinus. Similarly an endarteritis 
might affect the vessels supplying the crura, the mid-brain, 
or the pons, and produce areas of softening. Or syphilis 
might give rise to tabes or general paralysis and to the 
variety of ocular disturbances arising in these diseases. Yet 


probably not more than 40 per cent, of cases of ophthalmo- 
legia were due to syphilis. Oculo-motor paralyses were 
ivisible into three main groups: (1) Paralyses of central or 
cerebral origin. Subgroups of these were supranuclear 
lesions, internuclear lesions, nuclear, and nerve root 
lesions. (2) Paralyses of extra-cerebral origin—i.e., of 
nerve trunks, including intracranial and intraorbital cases. 
(3) Paralyses of muscular origin. He said the important 
internucleal set of fibres was in the posterior longitudinal 
bundle; it was by means of this bundle that the various 
oculo motor nuclei were brought into connexion with each 
other and with the vestibular and auditory functions, also 
with the general, the muscular, the sense, and other afferent 
impulses in the body. The most important nucleus of 
origin of these fibres lay in Dieter’s nucleus. The control 
of the internal musculature of the eye was a matter of con¬ 
siderable doubt. The vascular supply of the oculo motor 
nuclei was derived from the anterior end of the basilar 
artery. Nuclear ophthalmoplegias, or ophthalmoplegias 
proper, could be subdivided into acute and chronic types. 
The first included the toxic form caused by alcohol. 
Wernicke's acute polio encephalitis superior hsemorrhagica 
was the best example. Good examples of the infective type 
of acute ophthalmoplegia were found in lethargic encephal¬ 
itis, influenza, and syphilis. But in some cases no infec¬ 
tive agent could be found. The most important form of 
chronic progressive ophthalmoplegia was that occurring in 
tabes and general paralysis of the insane. Some ophthalmo¬ 
plegias were of congenital origin, others were of a distinct- 
familial type. 

Rheumatic and other Tori-infect ire Origin. 

Dr. Wilfred Harris considered that cases of chronic 
nervous disease in which there was weakness of one 
internal rectus in lateral conjugate deviation w*ere not 
very rave. He had seen the sixth nerve suffer after 
the injection of the Gasserian ganglion with alcohol. 
Recovery ensued after about four months. He asked 
for opinions as to the existence of rheumatic neuritis of 
the oculo motor branches of the third or sixth nerve 
in the orbit. He described cases in which the 
symptoms seemed very suggestive of rheumatism as 
the cause. 

Mr. Gray Clegg (Manchester) spoke of ophthalmo¬ 
plegia in Graves’s disease. He said that Osier and 
Macrae regarded the paralyses of ocular muscles 
occurring in Graves’s disease as complications, rather 
than as part of the main disease. One authority, 
Suker, said a new ocular muscle symptom was present 
in a number of cases of Graves’s disease—namely, 
“deficient complementary fixation in lateral eye 
rotations,” he regarding it as due to a dissociation in 
the functions of the sympathetic and the extra oculo¬ 
motor nerves of the eye. 

Dr. Kinnier Wilson discussed the question of a 
possible unilateral cranial polyneuritis, which he 
regarded as one of considerable clinical importance. 
He described the case of a man severely ill with a 
general pneumococcal infection, showing itself as 
pleurisy and pneumonia, and who had complete 
paralysis of the seventh, eighth, ninth, tenth, eleventh, 
and twelfth cranial nerves, but on the right side only. 
There was no involvement of an ocular muscle or ocular 
nerve in that particular case, but he had seen analogous 
cases in which the sixth and seventh or the fifth, sixth, 
and seventh w r ere involved, and saw no reason to doubt 
their toxi-infective origin. 

Mr. N. Bishop Harman remarked on the comparative 
rarity of the kind of cases now under discussion. In 
a consecutive series of 5000 cases he found only 27 
instances of ocular palsy—17 males, 10 females. Seven 
were due to injury, five to syphilis, five to general 
vascular disease or degeneration. Two cases in which 
the palsy followed exposure might be disputed by the 
neurologists, but in one of them there w’ere clear mani- 
j festations of inflammation over the affected muscle* 
I and both cleared up rapidly. Mr. Harman agreed that, 
apart from the cases of paralysis due to direct injury 
| to the bones of the orbit and those ensuing on exposure, 
the occurrence of such a paralysis was a sign of serious 
general disease, but his own cases did not encourage 
the view" that life w r as shortened thereby. He gave a 
careful analysis of his 27 cases. Discussing the treat¬ 
ment, he advocated countering the danger of diplopia 
by the wearing of one lens of ground glass. When the 
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lesion was peripheral he found blisters, faradism, and 
massage were effective local measures. 

Progressive External Ophthalmoplegia . 

Mr. M. L. Hine read a contribution by Mr. W. H. 
McMullen and himself on Chronic Progressive Ophthal¬ 
moplegia Externa. Wilbrand and Sanger, in their text¬ 
book, grouped as a clinical entity certain cases of external 
ophthalmoplegia which they considered as having 
certain definite characteristics to distinguish them 
from the congenital cases of this affection and from 
those due to a defined toxic cause or to syphilis, or 
associated with manifestations of wider-spread disease 
of the nervous system. It was, however, by no means 
generally agreed that a separate classification of these 
was justified. The characteristics associated with 
them Wilbrand and Sanger gave as : (1) onset gradual, 
usually in infancy: (2) it is bilateral and very slowly 
progressive; (3) no other signs of nervous disorder or 
impaired health; (4) it might come to a standstill at 
any stage, but generally ended in complete external 
ophthalmoplegia.—Mr. Hine and Mr. McMullen 
showed three patients whose condition illustrated their 
thesis. 

Mr. M. S. Mavou sent a brief description of two 
cases of paresis of the upward and downward move¬ 
ments of the eyes. The first definitely followed strain¬ 
ing at stool. The pupils were active to light and 
lateral movement was unimpaired ; he could converge. 
Vision was 6/12 in each eye, there was no optic 
neuritis, and the knee-jerks were present. Downward 
movement first improved, attempts at upward move¬ 
ment causing a coarse nystagmus. Wassermann was 
negative. Recovery was now practically complete. 
The second patient was suddenly seized with intense 
vertigo and diplopia. Vision was 6/6 in either eye, 
but the pupils were very sluggish, and he had no power 
of convergence. Wassermann was negative, knee-jerks 
present. No other nerve affection could be discovered. 
Both cases improved on iodide of potassium. In pre¬ 
viously recorded cases the position of the lesion had 
been variously stated to be the optic thalamus, corpora 
quadrigemina, pons, and subcortical, but there seemed 
to have been no verification of this by autopsy. 

Sixth Xerre Paralysis. 

Mr. J. H. Fisher, referring to the suggestion that 
alcohol injections into the Gasserian ganglion some¬ 
times caused sixth nerve paralysis, owing to damage of 
the nerve in the floor of the cavernous sinus, said he 
thought that was a rather improbable situation for such 
an event to take place. He knew of one case of sixth 
nerve paralysis in which the lesion was not there. 
The lesion in the cases referred to was not, he thought, 
in the cavernous sinus, but posterior to it. 

Dr. Taylor said he had always felt somewhat 
sceptical about paralysis of ocular muscles being of 
so-called rheumatic origin. Seventh nerve paralysis 
was very common as a result of so-called rheumatic 
neuritis, but he had for years watched cases of 
ordinary seventh nerve paralysis without ever seeing 
sixth nerve paralysis associated with it. He had hoped 
to hear more allusion to cases of myasthenia gravis, 
as that was one of the common grounds on which 
.neurologists and ophthalmologists met. A number of 
these cases had been referred to him by his colleagues at 
Moorfleld8. One of the most astonishing features about 
them was the great variability in their course, though 
some progressed steadily downwards. He referred also 
to a peculiar case in which a man with ocular palsies, 
double ptosis, Ac., but with very little defect in limb 
movements, in whom the palsies were progressing 
downwards, so that later he could neither get about nor 
feed himself, developed an intense desire to return to 
his home in Hampshire. He went, and the next that 
was heard of him was in a letter written by himself, 
asking that the military authorities should be informed 
that he was not fit for service, as he had had myasthenia 
gravis. 

The openers replied. 

During the meeting Mr. J. H. Parsons was congratu¬ 
lated from the chair on his nomination for the Fellowship 
of the Royal Society. ~ 


SECTION OF ANAESTHETICS. 

At a meeting of this section of the Royal Society of 
Medicine held on March 5th Dr. H. J. Shirley, the 
President, in the chair, Dr. W. J. McCardie read a 
paper on 

Explosion of Ether Vapour During Laryngoscopy. 

It occurred in a man of 56, who was given open ether to 
induce anaesthesia for laryngoscopy and removal of a piece 
of the vocal cord. For some minutes before the laryngoscope 
was introduced ether with oxygen was given through a 
nasal catheter iu additiou to ether from the mask. The 
mouth being opened, ether and oxygen still passing in 
through the nose, Mr. Musgrave Woodman began to intro 
duce Hill’s electric laryngoscope. It had not entered more 
than an inch when there were heard two or three loud 
reports like small pistol-shots, and flames issued from the 
patient’s mouth. These were 5 or 6 inches high, and like 
those seen if a Winchester quart bottle of ether is set on 
fire. The nasal tube was at once pulled out and the flames 
quickly died. Anaesthesia was continued with chloroform 
and oxygen without trouble. There was no obvious burning, 
merely" reddening of the mouth and pharynx, and the patient 
recovered normally and had no after cough. At the time 
of the explosion the room (temp. 65° F.) was lighted by two 
* watt bulbs and one Osram bulb under a shade 2$ feet away 
almost directly over the patient’s head. The bulb of the 
laryngoscope light did not fuse, and the light appeared 
in order and there was no evidence of short-circuiting. No 
heat could be felt by the hand when the light was first 
switched on. The warm room, warm mouth, warm electric 
light, warm ether and oxygen, would all help towards the 
explosion. Ether vapour would take fire at a consider¬ 
able distance from the source of heat. Dr. Squibb had 
related that he had seen ether take fire at a measured 
distance of 15 feet between the source of escaping vapour 
and the source of fire. Considering the absolute coincidence 
of the explosion with the introduction of the lamp, the 
cause must be found in the electric bulb of the laryngoscope. 

Dr. McCarclie related the only other recorded case of 
ignition of ether vapour in the presence of a closed 
electric light. Other instances of ether vapour ignition 
were brought forward by members of the section. 

Mr. Raymond Apperly read a paper on 
The Importance of an Examination of Patients by the 
Anesthetist Previous to the Administration of 
Anaesthetics . 

The speaker pointed out that improvements in anaes¬ 
thesia during the last 15 years had been not in the 
increased number of drugs at our disposal but in the 
variety of more scientific methods of administering 
them. This placed on the anaesthetist an increased respon¬ 
sibility in his choice of method. There was still room 
for improvement both in diminishing fatalities and in 
reducing after-effects, and one step towards this lay iu 
thorough examination of patients some time before 
operation. The condition of the cardio-vascular, 
respiratory, and nervous systems could only be ascer¬ 
tained in this way, as well as the efficiency or other¬ 
wise of the kidneys. Previous examination too gave 
the anaesthetist time to think out the line of action best 
suited to the individual. Moreover, cumbersome or 
elaborate apparatus might be required, which would 
not be present unless the need for it had been appre¬ 
ciated beforehand. The examination was an advantage 
to the patient, who felt that nothing was being left to 
chance, to the anaesthetist who might glean important 
facts for his guidance, and to the surgeon who was 
able to rely on the anaesthetist's opinion as to the 
patient’s ability to stand a prolonged operation. The 
physician, who seldom saw an operation, was not so 
well qualified a guide. The risks which a patient ran 
were not confined to serious operations. For minor 
ones they were often grave just because of the slight¬ 
ness of the operation leading to neglect of necessary 
precautions regarding the anaesthetic. In private prac¬ 
tice patents in nursing homes were at hand and could 
be seen on the day before operation. In hospital prac¬ 
tice there was routine examination by house officers 
and the anaesthetist was supplied with the information 
acquired. One class of patient, that which was 
admitted to the cancer department of the Middlesex 
Hospital, had especially emphasised for us the import¬ 
ance of preliminary examination. Mr. Apperly said 
that cachectic debilitated persons, often with secondary 
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growths in mediastinum or pleura and obstructed 
air-passages, make one extremely cautious in examina¬ 
tion before deciding to give an anaesthetic. He related 
cases illustrative of his argument. 

The Purification of Ancesthetics: A New Preparation. 

At a meeting held on April 1st Dr. R. L. Mackenzie 
Wallis and Mr. C. Langton Hewer read a paper 
entitled “ A New General Anaesthetic, its Theory 
and Practice.” The first part of the paper, dealing with 
the theory upon which the anaesthetic was based, was 
given by Dr. Mackenzie Wallis. The development of 
the subject was given in detail and the various steps 
which led up to the final stage in production. The 
speaker referred to his work on the impurities in 
anaesthetics, especially those which exist in a pre¬ 
formed state. The impurities which develop as a 
result of oxidation on standing were also described. 
One of the chief and most objectionable impurities in 
anaesthetics appeared to be the mercaptans and other 
organic compounds containing sulphur. The removal 
of these compounds was beset with many difficulties, 
but was ultimately overcome by the use of finely 
divided permanganate. This reagent absorbs the 
mercaptans from ether, and after distillation the 
distillate is found to be free from them. It was 
soon found, however, that such highly purified ether 
had lost its anaesthetic properties. The gases carbon 
dioxide and ethylene as devised by Dr. Cotton in 
America were passed into this ether, but still the 
desired result was not obtained. After a laborious and 
concentrated search it was found that the higher 
ketones were responsible for the anaesthetic action, 
and for the retention of the gases in the ether. As a 
result of these experiments the preparation of an 
anaesthetic was devised. On account of the quantity 
available, and also from the question of cost, pure 
ether was used as the vehicle. This pure ether could 
be made quite easily from ordinary methylated ether 
by means of permanganate and anhydrous copper 
sulphate. Into this pure ether, which possessed no 
anaesthetic properties, the gases carbon dioxide and 
ethylene were introduced along with the ketones. The 
exact ketone, or combination of ketones could not be 
determined, but this phase of the subject is now being 
pursued. The resulting product has a slightly sweet 
smell, and is practically odourless. It appears to keep 
better than ordinary ether, or even pure ether. The 
carbon dioxide in the ether appears to exert a stabilising 
action and is material in that it assists in the formation 
of the anaesthetic complex. It is possible that any non¬ 
volatile solvent may be used, but pure ether appears to 
be the best vehicle so far discovered. The anaesthetic 
prepared in this way has been tried on a large number 
of cases by Mr. Langton Hewer, and all of this was 
made by the speaker. It was, however, found to be 
impossible to cope with the demand, and so recently its 
manufacture has been taken up by a well-known 
chemical firm, and they have given their preparation 
the name of “ Ethanesal.” 

The results of the application of this anaesthetic in 
surgery were given in the second part of this paper by 
Mr. Langton Hewer. _ 

SECTION OF OTOLOGY. 

A meeting of this section of the Royal Society of 
Medicine was held on March 18th, Sir Charles 
Ballance, President of the section, being in the chair. 

Pathological Demonstration. 

Dr. Albert Gray (Glasgow) gave, by means of the 
epidiascope, a minute demonstration of the conditions 
found in two cases of acute septic meningitis, con¬ 
trasting the appearances with those found in the 
chronic disease.—The President expressed the grati¬ 
tude of the section for the exhibit, and members dis¬ 
cussed the path of infection. 

Ear8 Under Modem War Conditions. 

Papers on this subject were read by Mr. Jefferson 
Faulder and Mr. Lionel Colledge, both based upon 
their experiences near the front line during the war. 

Mr. Faulder said that, especially in the excitement 
of the early days of the war, the examination of ears 


was not made easy by the conditions under which the 
recruiting medical officers did their work, and only high 
degrees of deafness or gross disease appeared on the 
medical history sheets. Contrary to expectation, the 
degree of concussion caused by firing a gun did not bear 
a direct relation to the gun’s calibre. It was necessary 
to draw a distinction between the effects of the firing 
of these weapons and the effects of the explosion 
of their projectiles; the former was a complex 
process, whereas the effect of the latter was intensely 
disruptive and had a cumulative result on the ear. 
During 20 years’ service with artillery he had never 
seen an ear-drum ruptured by the firing of a gun, 
except when the gunner inadvertently got too near the 
muzzle. He had seen many cases of haemorrhage (in 
most cases slight) from the ears. Trauma of the drum 
should not be diagnosed solely on the presence of blood 
in the meatus. Men with damaged ears, which had 
left cicatrices, were found to have suffered less from 
war conditions than did those with normal ears. The 
men, as a rule, objected to plugs in the ears; he 
used nothing beyond wool moistened with paraffin or 
glycerine. A common phenomenon observed during the 
war was hyperesthesia (as distinct from psychological 
nervousness), so that after a time the ordinary sounds 
and noises of life became painful. This appeared to 
have no relation to the presence of actual deafness. 
During the recent war he had seen only three certain 
cases of rupture of the drum; two of the men had 
other injuries also. In all three the drum was tom 
into strips, and in one no malleus could be seen. Deaf¬ 
ness, nystagmus, and tinnitus were present in all when 
investigation could be made, and two had a staggering 
gait; the injuries of the third prevented walking. He 
discussed the condensation and rarefaction pressure 
agencies in the production of actual tympanic rupture 
by explosions. 

Mr. Colledge said his observations were made from 
a less perilous position. Of 456 ear cases he saw, 
66 were in gunners. He divided his cases into (1) those 
in whom the deafness was progressive through con¬ 
tinual gun-fire; (2) cases in which the condition followed 
proximity to one explosion. Those in the second class 
recovered much the more rapidly; in some of these the 
membrane was dotted over by punctate haemorrhages. 
Genuine primary rupture of the normal tympanic 
membrance was not very common; many cases 
diagnosed as such were instances of old perforation. 
In cases of simple torn membrane the prognosis was 
good. Actual malingering was uncommon in regard 
to deafness during the war, but he had some clear 
instances, and he detailed the tests by which deception 
was discovered. 

Device for Tuning-fork Testing. 

Mr. E. A. Peters and Mr. R. Lake exhibited a device 
for attachment to tuning-forks when testing bone-con¬ 
duction. The greater the pressure on the bone the 
longer the vibrations of the fork were heard by the 
patient, and this arrangement ensured the continuance 
of a certain known pressure. When the pressure was 
8 ounces, the fork was heard by the normal person 
29 seconds; when it was 16 ounces the sound was 
heard 8 to 10 seconds longer. 

Lateral Sinus Thrombosis without Otorrhcea. 

Mr. W. M. Mollison showed two cases of this con¬ 
dition. The first was that of a young woman, aged 20, 
who, three weeks before being seen, had pharyng¬ 
itis. During the past fortnight she had had left 
earache and deafness, but no pus had come from the 
ear. On several occasions the temperature rose 
to 104° F., but there were no rigors. The left 
membrane was found to be dull and irregular, and 
there was tenderness over the mastoid and neck. At. 
the operation granulations were found in the antrum, 
which led backwards and upwards to the lateral sinus* 
on the wall of which there was pus. The internal 
jugular was ligatured. As the temperature continued 
high a further operation was done two days later, 
when the sinus was found to be thrombosed 1£ inches 
further back. The patient recovered. The second 
case was that of a boy, aged 17, who ten days ago 
commenced to complain of earache, and the tempera- 
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tore rose until it reached 104° F. Mr. E. W. Sheaf 
operated and found pus in the mastoid. As the tem¬ 
perature still remained high and the boy looked very ill 
the wound was reopened by Mr. Mollison and the sinus 
exposed, when an extra-dural abscess was discovered. 
Treatment of this brought about recovery. 

Mr. G. W. Dawson and Mr. Sydney Scott related 
similar cases in their own practice. Mr. Scott thought 
such cases occurred oftener than was generally supposed. 
The discussion was also carried on by Sir William 
Milligan, Mr. E. M. Woodman, Mr. W. Stuart-Low, 
and others. The President referred to cases which 
healed in one direction and extended in the other. Mr. 
F. J. Cleminson referred to the case of a boy who came 
witli fluctuating disease over the right mastoid, but 
who had good hearing and a perfect drum. An abscess 
was found at the operation leading down to a fistula 
over the lateral sinus. The sinus and the remainder of 
the mastoid process were healthy. Culture tests were 
negative. He considered it must have been a localised 
tuberculous osteomyelitis. 


SECTION OF LARYNGOLOGY. 

Exhibition of Cases and Specimens. 

A meeting of this section of the Royal Society of 
Medicine was held on April 1st, Dr. W. Jobson Horne, 
the President, being in the chair. 

A Case of Pharyngeal Pouch in 1760 . 

Mr. Archer Ryland showed, by means of the 
epidiascope, illustrations of a case of pharyngeal pouch 
which was investigated and reported upon 160 years 
ago. The case was fully and frankly reported, and was 
followed through to the post-mortem room. There was 
a definite association with the lodgment of a foreign 
body: the patient swallowed a cherry stone. The 
pouch appeared to have originated from the lower part 
of the pharynx, opposite the cricoid. The authors of 
the description seemed to have satisfied themselves 
that the whole thickness of the pharyngeal wall was 
represented in the wall of the pouch. The man, 
aged 60, was unable to pass food into the stomach. 
Five years before the acute difficulty he had 
swallowed a cherry stone, which had remained in 
the pharynx three days before being coughed up. 
The proportion of a meal which was injected 
became gradually larger. The use successively of a 
probang, a bullet strung on silk, catheters, Ac., 
having failed, half a pound of quicksilver was 
given in one quantity. Death occurred 13 days after 
the first attempt. At the autopsy there was found a 
considerable muscular bag between the oesophagus and 
the vertebrae, and it was thought that during the three 
days of its retention the cherry stone must have been 
forced in between the irregular folds which abound in 
the lower part of the pharynx, and the food taken 
thereafter was forced into the cavity so formed. It was 
afterwards agreed that nothing worse than the quick¬ 
silver could have been used. 

Dr. William Hill doubted whether the pouching 
included all the structures of the pharyngeal wall; 
neither did he feel convinced that the diverticulum 
was a direct result of swallowing the cherry stone 
and getting an impaction. Probably the stricture 
existed before, and as it became smaller it succeeded 
in holding a foreign body up, so that the foreign body 
was only an incident in the case.—Lieutenant-Colonel 
Myers narrated a case in which the frequent passage 
of a stomach-tube to carry out lavage resulted in the 
formation of an oesophageal pouch. The present state 
of affairs was that two-thirds of each meal was ejected. 

Lateral Nasal Proboscis . 

Mr. Philip Franklin showed a case of this condition 
in a male child, and exhibited by the epidiascope, 
illustrations of cyclops and dem icy clops. Demicy clops 
was due to an early fusion of the maxillary process to 
the exclusion of the mesial and lateral nasal processes 
of the affected side. This accounted for the absence of 
a premaxillary bone, which developed from the mesial 
nasal process. In true cyclops, he said, the orbital and 
nasal cavities, the eye and the optic nerve were fused 
into one. The eye of this child should be removed with 


the appendage, so as to avoid a fistula, and obviate 
lacrymation. In three cases examined there was no 
trace of the olfactory nerve. He expressed his intention 
of having an examination made of the secretion from 
the proboscis. 

Large Dental Cyst.—Retention Cyst of Nostril Floor . 

Mr. G. W. Dawson showed a woman, aged 44, who 
for 25 years had had a painless hard swelling in the left 
cheek; she also had local neuritis and occipital pain. 
When seen the floor of the left nostril was bulged 
upwards, and that side was dark on transillumination. 
A cyst was found full of thick purulent matter. Its 
entire outer wall was removed.—Mr. W. Stuart-Low 
discouraged packing and syringing the cavity, and recom¬ 
mended swabbing with chloride of zinc of increasing 
strength.—Dr. Dan McKenzie referred to the plan of 
closing such a cavity by a plastic flap taken from the 
inner surface of the cheek. He suggested the making 
of a communication between the present cavity and the 
antrum, so that drainage could be carried on through 
the nose. 

Mr. Dawson also brought a girl, aged 23, who last 
year had a retention cyst of the right nostril, which 
was removed. She now had a similar formation on 
the floor of the left nostril, and complained of pain on 
the left side of the head, and aching on the bridge of 
the nose. 

Tumour of Swpra-tonsillar Fossa. 

Mr. C. W. M. Hope showed a patient with a tumour 
growing from the right supra-tonsillar fossa region, 
which members who spoke on it considered to be a 
mere overgrowth of the tonsil itself, consisting of 
ordinary lymphatic tissue. Mr. Hope expressed his 
intention of removing it with the tonsil. 

Scarlatinal Scarring of Pharynx. 

Dr. Dan McKenzie exhibited a middle-aged woman 
whose uvula was shifted on to the right side of the 
palate by old cicatricial contraction. Wassermann was 
negative. The condition was probably a sequel of the 
ulceration, which occurred during acute scarlatina at 
5 years of age. 

Bilateral Abductor Paresis of Vocal Cords. 

Mr. M. Vlasto showed a man, aged 64, with this 
condition. He had had hoarseness and difficulty of 
breathing 20 years. Wassermann had been positive, 
and in 1916 he had a course of injections. He was now 
worse, and had breathlessness, on exertion and inspira¬ 
tory stridor.—Sir StClair Thomson regarded the case 
as one of syphilitic peripheral neuritis, but said that in 
20 to 30 per cent, of the published cases the cause of 
the paralysis could not be definitely determined. He 
advised prompt tracheotomy owing to the danger of 
sudden death due to back pressure on her heart. He 
related a similar case in which this was the end.— 
Professor F. Hobday, speaking from a large veterinary 
experience, advocated the ventricle-stripping operation 
for such cases in the human subject, as he had done 
many times on horses which were afflicted with 
“roaring.” Instead of doing tracheotomy, the lining 
membrane of the ventricle was stripped behind the 
paralysed vocal cord. The result in the horse was a 
permanent success. He quoted cases. 

Sore-throat , with Excessive Mucous Secretion. 

Mr. Jefferson Faulder showed a man, aged 64, 
who for the last 12 months had had a sore-throat and 
excessive secretion of mucus, with an alteration in his 
voice. Dyspnoea was at times severe, but he had no 
dysphagia. Wassermann was negative. On the right 
half of the larynx there was an irregular growth, which 
might be intrinsic cancer advancing towards the hypo- 
pharynx. This view Mr. J. F. O’Malley expressed 
his agreement with. Sir James Dund as- Grant, how¬ 
ever, in the absence of pain on swallowing, did not 
think it was malignant, especially as the voice was well 
preserved. Sir StClair Thomson did not regard it as 
cancerous, and said the case reminded him of one of 
fatty tumour. He counselled removal by the direct 
method and a microscopical examination. The 
President thought the free movement of the cord 
and the lack of evidence of infiltration were against 
the condition being malignant. 
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SOCIETY OF MEDICAL OFFICERS OF 
HEALTH: 

TUBERCULOSIS GROUP. 

Hospital Treatment of Acute and Advanced 
Pulmonary Tuberculosis. 

An ordinary general meeting of this group was held 
at the house of the society, 1, Upper Montague-street, 
W.C., on April 1st. Dr. Henry A. Ellis in the chair, 
when a paper was delivered by Dr.H.HYSLOP Thomson, 
M.O.H., county of Hertford, on this subject. 

Dr. Thomson said : The question of the treatment of 
tuberculosis may be regarded from t^vo points of view— 
that of the soil and that of the seed. Hospital treatment 
has for its aim to eliminate the bacillus. One cannot 
but be impressed with the limitations of our knowledge 
with respect to tuberculosis, and reference must be 
made to certain questions regarding the aetiology of the 
disease, since the chief aim of hospital treatment is to 
secure the segregation of those individuals who are 
expelling the bacilli in vast numbers. 

The Origin of the Bacillus. 

Whence does the bacillus come? Two sources of 
origin have been discussed—(1) the bacillus is derived 
from a pre-existing case of the disease, or (2) it may 
arise by transmutation from some non-pathogenic type 
of organism. There are those who hold that evolution 
may be at work w T ith the tubercle bacillus as with other 
forms of life, subjecting it to the influence of the forces 
of natural selection and the survival of the Attest, that 
we only know it in its parasitic phase and that the 
disease is practically unknown in natural conditions of 
life. The bearing of the problem on the question of 
hospital treatment is that if the chief source of origin 
of the bacillus is the sputum from a case of the disease, 
then the provision of adequate hospital accommodation 
will lead in time to its elimination as a pathogenic 
organism, whereas if the supply be renewed by trans¬ 
mutation of a non-pathogenic organism, then unless the 
conditions which give rise to this transformation are 
modified or changed, elimination will become im¬ 
possible. The disappearance of leprosy in the Middle 
Ages was due not only to the provision of adequate 
accommodation for the patients, but also to the fact 
that altered conditions of living led to modifications 
in the virulence of the organism which caused the 
disease. 

Fourfold Aims of Hospital Treatment. 

Too much attention has been paid in the past to 
institutional treatment of tuberculosis other than 
hospital, which should form the foundation of all treat¬ 
ment. Its aims are fourfold: to secure the segregation 
of advanced cases: provide conservative and curative 
measures; provide facilities for the diagnosis of doubtful 
cases and measures of relief for the hopelessly diseased. 
Segregation in advanced cases is necessary because, 
owing to increasing weakness, the patient becomes 
unable to expel his sputum properly and is liable for 
that reason to contaminate his clothes and other things. 
Koch himself expressed the opinion that the fall in the 
death-rate from tuberculosis in England was due largely 
to the provision made in infirmaries for the segregation 
of the advanced cases of the disease. But many cases of 
tuberculosis begin with acute symptoms when the most 
important thing required is rest in bed, and this can 
only be carried out satisfactorily in a well-equipped 
hospital, as also certain specific methods of treatment 
- e.g., artificial pneumothorax. A number of beds 
should be set aside for observation cases, since there 
are numerous instances of patients who have been 
diagnosed as suffering from tuberculosis in whom the 
diagnosis has not been confirmed. It is unfortunate 
that the line of least resistance is for the tuberculosis 
officer to make a positive diagnosis. Palliative treat¬ 
ment of advanced cases can be much more efficiently 
earned out in hospital than at home under unsatis¬ 
factory and often unhygienic conditions. Borderland 
eases and those where there is doubt as to the best 
method of treatment should be admitted to hospital for 
c b-ervatiou. Perhaps the most difficult cases of all 


to deal with would be those of the advanced ambulant 
type, who are unable to work, and, if admitted to 
hospital for an indefinite period, would make heavy 
demands on the available accommodation. This diffi¬ 
culty might, at least partially, be got over by admitting 
them for short terms at intervals. Treatment, how¬ 
ever provided, must be efficient, economical, and have 
regard to the psychology of the patient. 

In addition to the special hospital it has been sug¬ 
gested that a special hospital block should be provided 
in every sanatorium, and that the patients should be 
distributed in separate homes, which would be a 
solution of the question not only unsatisfactory but 
costly. One or two special institutions, the number 
varying according to the needs of the population in 
which they are placed, would he the ideal to aim at, 
although the problem is not an easy one to solve in 
regard to small areas. At present the advanced case is 
refused admittance into a general hospital, but the 
advanced case is surely entitled to treatment, and 
this can only be provided in a special institution. 
No doubt difficulties would arise with regard to 
the distance to which patients and their friends 
might have to travel and to the depressing effects 
which the death of one patient might have on the 
others, but, whatever the disadvantages, they would 
be far outweighed by the advantages which would 
accrue from the best of nursing and attention and 
treatment. And together with this higher standard of 
treatment would go economy of structure and adminis¬ 
tration. Four or five beds to each 1000 of the popula¬ 
tion would suffice. The lecturer concluded by stating 
his opinion that rest is the one great essential in the 
treatment of tuberculosis, and that nowhere can this 
be more effectively carried out than in a special hospital. 

A discussion followed the reading of the paper in 
which Drs. H. A. Ellib, C. Rolleston, Campbell 
McClure, G. Macdonald, J. Sorley, and others took 
part, and a very hearty vote of thanks was awarded to 
Dr. Thomson for his paper. 


LIVERPOOL MEDICAL INSTITUTION. 


At a meeting of this society held on March 31st, 
Mr. Thurstan Holland, Vice-President, in the chair, 
Mr. Blair Bell discussed the 

Judications for Blood Transfusion , 
giving illustrative cases. He divided the conditions for 
which blood transfusion is required into three main 
groups, with various subdivisions in each. 

Group A contained those cases in which there is loss of 
all the constituents of the blood from an acute large hemor¬ 
rhage, of the solid constituents occurring in chronic limited 
hemorrhages, or of much lluid, as in cases of shock. 

Group B contained those cases in which there is absent 
from the blood some constituent present in normal circum¬ 
stances, or one usually formed in response to specific stimu¬ 
lation. In this group are Buch conditions as hemophilia, 
in which disease operations may safely be performed imme¬ 
diately after blood transfusion. Included also are cases of 
eclampsia when a chemical antibody to placental toxin is 
believed to be absent from the blood, and acute and chronic 
infections in which the patient’s own bacterial antibodies are 
insufficient. 

Group C contained those diseases in which there is blood 
destruction. Although good results were claimed for the 
treatment by blood transfusion of pernicious anaemia it is 
probable that the result was only temporary and that trans¬ 
fusion must often be repeated. 

Mr. Blair Bell gave a short account of the blood 
grouping of donors of blood and of the problems which 
may bo connected with the grouping, such as the 
heteroplastic grafting of tissues and selective sterility. 
Finally he discussed the various methods of blood 
transfusion and emphasised the fact that, in his 
opinion, the citrated blood method is the only generally 
applicable and safe procedure. He described and 
demonstrated his own apparatus (a full account of 
which will be published) whereby the blood of the 
donors is automatically citrated ns it leaves the 
vein, and all the fluids are kept at body temperature 
during the necessary steps in the operation. 

Dr. J. H. Rawlinson presented the subject from the 
surgical point of view. 
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Dr. John Hay read a paper dealing with 
Prognosis in Patients presenting a Rapid Heart Action. 

Patients with rapid action of the heart could be classed 
into two groups : (I) those in whom the rhythm is 
physiological, and (2) those in whom it is pathological. 
In the first group the rapid action is secondary to such 
causes as emotion, effort, toxins, Ac., and the prognosis 
depends on an accurate recognition of the primary 
cause. Dr. Hay referred to the rapid action in patients 
suffering from aortic regurgitation, and also to apyretic 
tachycardia of early tuberculosis, and discussed the 
combination of functional and organic diseases of the 
heart. In the second group he dealt with three condi¬ 
tions—paroxysmal tachycardia, auricular flutter, and 
auricular fibrillation—and described typical cases, 
defining the general principles on which prognosis 
depended. _ 


NORWICH MEDICO-CHIRURGICAL SOCIETY. 


Exhibit ion of Cases and Speciinens. 

A clinical meeting of this society was held on 
March 1st, Sir Hamilton Ballance, the President, in 
the chair. 

Dr. W r . Tyson showed a girl on whom he had operated for 
Thrombosis of the Lateral Sinus. He had opened the 
mastoid cells to relieve symptoms of severe pain in the right 
ear, tenderness over the mastoid, foul discharge from the 
ear, and an oscillating temperature. After the mastoid 
operation she had a severe rigor, and he therefore explored 
the lateral sinus, having first tied the internal jugular vein 
in order to limit the infection. He removed a foul-smelling 
clot, from the lateral sinus, and the patient made a good 
recovery. 

The President congratulated Dr. Tyson on the result of 
the case, and remarked that there were several symptoms 
which were pathognomonic of lateral sinus thrombosis, 
including a history of purulent discharge and a sudden 
onset, with oscillating temperature, vomiting, repeated 
rigors, local tenderness, and stiffness of muscles. 

Dr. W. Wyllys showed a patient in whose orbit a Mule’s 
globe which had been inserted several years previously had 
suddenly burst. He removed the fragments under an anaes¬ 
thetic and inserted another Mule’s globe, which, however, 
also got broken. After eight days he had to remove some 
fragments, and as the eye was now septic he determined to 
try the effects of yadil as an antiseptic, using a solution 
of , r >i. to 4 oz. of water, which was instilled every two hours 
for two days, when another globe was inserted with satis¬ 
factory results. He brought the case forward chiefly to 
show the beneficial results of what he considered a suitable 
antiseptic to be used where a plastic operation was under¬ 
taken in an inflamed area. 

Dr. E. B. Hixdf. showed a case of Hemianopia with Visual 
Hallucinations, and also related a peculiar case of Sudden 
Prolapsus Uteri after delivery, in which the patient stated 
that she had felt a sensation of “ something giving way 
inside her,” and the midwife and another nurse reported 
that they had heard a loud noise as of something giving way 
immediately after the birth of the child. 

Dr. Tyson showed a specimen of Adeno carcinoma of the 
Caecum, for which he had performed resection of the bowel. 

Dr. V. H. Blake showed the Kidneys from a Man with 
Polycystic Disease. At the autopsy the liver w^as found 
covered with tiny cysts, and the kidneys were composed 
entirely of cysts. ’ It was remarkable that the subject of this 
disease* had lived an active life for over 70 years, that there 
had been no albuminuria, and the only signs of unnmia were 
occasional attacks of vomiting. 

Dr. Darley Wynne read notes and showed microscopic 
slides of an unusual case of Endothelioma of the Leg, with 
presumed recurrence in the brain. The patient was a 
woman aged 70, who for some years had suffered from 
extensive varicose veins in the right leg. A tumour 
about the size of a small walnut developed over the 
internal saphenous vein, about half-way between the 
saphenous opening and the knee. This was at first 
considered to be a thrombosis in the vein, an opinion shared 
by Mr. J. Burfteld in consultation. Mr. Burfield operated 
and found a series of small tumours growing from the vein, 
which were at first thought to be melanotic sarcomata, but 
a microscopic examination by Dr. Claridge showed that the 
nature of the growth was endothelioma, growing from the 
endothelium of the vein. [Microscopic slides of the tumour 
were exhibited. The subsequent history of the case was 
interesting. The patient never had any further trouble 
with the veins and enjoyed good health for 18 months, when 
she was one day suddenly seized with vomiting and rapidly 


became unconscious and died three days later. There had 
been some prodromal symptoms, such as left-side headache 
and dimness of vision. The left pupil was widely dilated 
and inactive to light, the right normal, and there was 
marked left optic neuritis. Unfortunately no post-mortem 
could be obtained, but from the association of optic neuritis, 
dimness of vision, headache, and vomiting Dr. Wynne came 
to the conclusion that the patient’s death was due to a 
recurrence of the tumour in the brain. Dr. Claridge agreed 
that there probably was a secondary growth in the brain 
connected with some of the blood-vessels, but thought the 
final issue was due to haemorrhage, possibly from a vessel 
involved in the growth. 

Dr. ti. P. C. Claridge exhibited a Uterus which was the 
subject of Chorion Epithelioma. The patient had suffered 
from uterine haemorrhage for two years and was curetted 
by Mr. Burfield, who afterwards removed the uterus, as 
curetting had given no relief. The uterus contained two 
tumours, which were found on microscopic examination to 
be chorion epithelioma. There was also a tumour in the 
vagina, probably secondary.—Mr. Burfield, the President, 
and other speakers.discussed the connexion between chorion 
epithelioma and hydatid mole, as it had been stated that 
nearly half the cases of chorion epithelioma were subsequent 
to hydatid moles, an opinion which did not meet with general 
agreement. 

Dr. J. Duncan Hart exhibited an Ovarian Dermoid, the 
clinical history of which was interesting from the point of 
view of diagnosis. The patient was a young, healthy, robust 
woman of 28 who was taken suddenly ill with severe pain in 
the epigastrium and tenderness on deep pressure, but no 
rigidity of muscles. Some albumin was found in the urine, 
but after a fortnight’s illness she apparently recovered. As 
the abdominal tenderness persisted sne was*sent to see Mr. 
Burfield, who found tenderness in the appendix region, and 
took her into hospital, where she was X rayed by Dr. A. J. 
Cleveland, who gave it as his opinion that there was a 
calculus in the right ureter. On operation the appendix 
showed signs of recent inflammation, but no stone was 
found in the ureter, which was quite free. An ovarian 
dermoid cyst on the right side was found and removed. On 
examination of the contents of this cyst after removal a 
small perfect tooth was discovered, and it was this foreign 
body which had caused the shadow on X ray examination 
and had been mistaken for a calculus in the ureter. 


SHEFFIELD MEDICO-CHIRURGICAL SOCIETY 
AND BRITISH MEDICAL ASSOCIATION. 


Venereal Disease Commission to the Far Fast. 

A joint meeting was held on March 24th in the 
Firth Hall of the University. Dr. Rupert Hallam 
was the lecturer, and the chair was taken by Dr. F. J. 
Sadler. 

Dr. Hallam gave a short account of his journey round the 
world as the medical member of a Commission* which was 
dispatched to the Far East by the National Council for 
Combating Venereal Diseases with the approval of the 
Colonial Office. The Commission first visited New York, 
arriving there early in November, 1920, where Dr. Hallam 
had the opportunity of seeing several of the well-known skin 
and venereal clinics. It is interesting to note that the 
majority of patients pay for their treatment, but that 
necessitous patients are able to obtain free treatment. 
Compulsory notification and treatment of venereal disease 
has been in force for more than a year, and the consensus 
of opinion is that this has not acted as a deterrent to 
patients to seek treatment. He next visited the New York 
State Laboratory at Albany, a large, splendidly equipped 
building presided over by Dr. Wadborough. 

The Commission journeyed across Canada, making brief 
stays at Toronto, YVinnipeg, Regina, and Victoria, where 
meetings were held under the auspices of the Canadian 
Council for Combating Venereal Disease. In Japan useful 
information was obtained from the officials of the Govern¬ 
ment Health Department, and visits were paid in two 
hospitals in Tokio. At the invitation of the Shanghai 
Municipal Council the Commission conducted a campaign 
of public enlightenment in that city, and Dr. Hallam gave a 
series of lectures and demonstrations to the medical practi¬ 
tioners in the diagnosis and treatment of venereal disease. 
The incidence of both syphilis and gonorrhoea among the 
Chinese in the seaport towns is very high, and before the 
visit of the Commission there was no treatment by modern 
methods available for them. The Commission conducted a 
similar campaign at Hong-Koug, Singapore, and Colombo, 
and in each of these ports recommended that the free 
diagnosis and treatment of venereal disease should be 
provided. 

Dr. Hallam afterwards showed a kinema film produced 
by the American Hygiene Association, New York. 
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Hygiene et Regimes. 

By G. H. Lemoine and F. Rathery. Paris: A. 

Maloine and Fils. 1921. Tome XXVIII. Pp. 390. 

Fr.28. 

A comprehensive work is being published at present 
in France under the direction of Drs. Emile Sergent, 
L. Ribadeau-Dumas, and L. Babonneix, dealing with 
medical pathology and applied therapeutics. The 
twenty-eighth volume in the series, written by Dr. 
G. H. Lemoine and Dr. F. Rathery, is devoted to 
hygiene and dietetics. Dr. Lemoine discusses the 
effect upon health of environment—air, light, drinking- 
water, food, the disposal of refuse, prophylaxis, and 
hospital provision; but he does not touch upon the 
personal note which is pervading preventive medicine 
in this country. He has collected and clearly sets 
forth up-to-date information on the subjects dealt 
with. The work is essentially a text-book for refer¬ 
ence which reproduces accepted opinions. But occasion¬ 
ally the author lags behind knowledge, as, for instance, 
when he ascribes the harmful role of confined air in 
living rooms to anoxaemia due to lack of oxygen in the 
air, and when, in the same connexion, he claims that 
the presence of an excess of carbon dioxide must above 
all be looked upon as an indication of human contami¬ 
nation. Our readers hardly require to be reminded of 
the investigations of Haldane and of Leonard Hill, 
which entirely discount such views. Appreciation is 
expressed of our own garden cities, and we are 
here able to recognise familiar places under such 
noms de plume as Boudary Street, Port-Sunglith, and 
Lecht-worth. This portion of the book is accompanied 
by a useful bibliography of works published for the 
most part in France, of which hygienists in this country 
may be unaware. 

Dietetics are discussed at considerable length by 
Dr. Rathery; indeed, half the volume under review 
is devoted to the subject, the first portion dealing 
with food in health, and the second with food in 
disease. Food has during recent years, especially in 
war-time, received so much attention that a work 
summarising available knowledge must be of value. 
But the author appears to be unacquainted with 
much that has been done in this country and the United 
States, particularly by Greenwood and by Benedict, to 
determine the energy requirements of various classes 
of the community and establish the cost of living. 
Gautier's standard, a distinctly low one, is given for the 
daily number of calories needed, rather than that of the 
Food Committee of the Royal Society, and no effort is 
made to indicate the needs of different occupations. 
Similarly, when vitamines are under discussion, while 
fat-soluble A and water-soluble B are described the 
absence of any reference to the antiscorbutic factor is 
notable. 

Apart from such omissions knowledge relating to food 
is well and fully stated, but the case for the exposition 
seems somewhat discounted by the conclusion that “ la 
question de regime est ici comme dans beaucoup 
d’autres cas, questions d’especes et de personnes etun 
exclusivisme trop etroit parait devoir etre 6cart6.” The 
position, of course, is different in the case of dietary in 
disease; this subject is dealt with at length for various 
maladies. Those seeking information on the subject 
are more likely to turn to text-books dealing with the 
diseases in question; but writers of such text-books 
may welcome an expression of opinion such as is here 
given by a specialist on food. This part of the book 
suffers from frequent quotation of authorities without 
reference to their original papers and from the absence 
of any bibliography. The whole volume may be recom¬ 
mended as a useful book of reference, but its value is 
seriously impaired by an unusually sparse index which 
is not even always accurate. Any index may be said 
to be better than no index at all, but when a book is 
carefully written and documented, and on the large 
side, a good index is an asset. 


Synopsis op Surgery. 

By Ivor Back, M.B., B.C. Cantab., F.R.C.S. Eng. y 

and A. Tudor Edwards, M.C.Cantab., F.R.C.S.Eng. 

London : J. and A. Churchill. 1920. Pp. 480. 15«. 

This is frankly a cram-book, but a quite sound cram- 
book, as the authorship would lead us to expect. The 
authors appeal to those students who are not industrious 
enough to make a complete synopsis for them* 
selves, and leave the more conscientious to work out 
their own salvation. The subject-matter is clear, 
complete, and modern. Above all, its perspective is 
good, and there are few candidates for an examina¬ 
tion of the standard of the final M.B. who would not 
be the better for running through its pages. In the 
account of each lesion its cause, pathology, signs, and 
treatment are given with directness and refreshing 
truth. There is no nonsense about memorising from 9 to 14 
causes for a disease which has at most one or two. The 
sections on treatment, although short, are particularly 
complete and leave little to be desired; though many 
surgeons would object to the statement that cholecyst¬ 
ectomy is only indicated in gangrene or malignant 
disease of the gall-bladder. Where all is good it is 
unnecessary to pick out portions for praise, but there 
are many small points that he who reads may note 
with advantage. The chapter on shock is well up to 
date; burns and scalds come under the heading of 
“ Gangrene due to heat.” It is well to see in print that 
nitrous oxide anesthesia is contra-indicated in cellulitis 
of the neck, as its popularity as an anaesthetic is likely 
to cause this to be overlooked. We note one solecism, 
“parotiditis,” which appears to be negatived by its 
derivation, and has no beauty either as a written or 
spoken word to recommend it. 

“Synopsis of Surgery” before cm examination should 
be looked on as a kind of vacuum cleaner to remove 
cobwebs and as a purge for verbosity. 


Diseases of the New Born. 

Diagnostik der Kinderkrankheiten. Mit besonderer 
Beriicksichtigung des SauglingB. Von Professor Dr. 
E. Feer, Direktorder University ts- Kinder klinik in 
Zurich. Berlin : Julius Springer. 1921 With 225 
illustrations. Pp. ix. + 276. M.40. 

Since the appearance of a book on the Symptomato¬ 
logy of Children’s Diseases by the late Professor 
Filatov, of Moscow, some thirty years ago, there has, 
as far as we know, been no book published which 
adopts the semiotic method, so useful to the practi¬ 
tioner of paediatrics. The volume before us, written 
by an experienced clinician and teacher, is an attempt 
to supply this want. The author starts with a few 
brief remarks on history-taking, and then goes on with 
a very generously illustrated account of the facies and 
everything that can be learned therefrom. Disturbances 
of growth, discolourations and other abnormalities of the 
skin, derangements in structure and function of muscles, 
glands, bones and joints are then illustrated and de¬ 
scribed. The next 146 pages are devoted to a discussion 
of symptoms and of the methods of examining the chest 
and abdomen and detecting any abnormalities within 
those cavities. The blood and the various symptoms 
associated with urogenital diseases are then dealt with, 
and lastly there comes a consideration of the examina¬ 
tion of the nervous system and the symptomatology of 
nervous diseases. The final 15 pages are taken up with 
pyrexia, the diagnosis of typhoid and tuberculosis, and 
the causes of sudden death in infancy. 

In each section the salient anatomical and physio¬ 
logical peculiarities of the organs or systems are given. 
The book is profusely illustrated with photographs 
which are mostly, but not always, helpful. A picture 
(Fig. 186, p. 164) of a healthy, smiling child, meant to 
illustrate the needless anxiety of a devoted mother, 
has no clinical value. Fig. 205 on p. 230 is a poor 
photographic illustration of severe opisthotonos. 
Certain redundant photographs might well have been 
replaced by a few blood pictures, and the inclusion of 
diagrams of the lesions in various nervous diseases 
would have been useful in illustrating the methods of 
differential diagnosis, to which, by the way, Professor 
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Feer gives little space. Brief descriptions of some of the 
more recent clinical methods would have been helpful. 
For example, though the increased fragility of the 
red cells in acholuric family jaundice is noted, the 
clinical method of testing its presence is not even 
mentioned. In the paragraph on Babinski’s sign the 
author accepts the common statement that this sign is 
nearly always positive in infants under 1 year. Recent 
work indicates that although a positive Babinski 
phenomenon is of no pathological significance in young 
infants the majority of them show a flexor plantar 
response in type even in the youngest infants. We 
criticise only minor points. The volume as a whole is 
good and serviceable. 


Initiative in Evolution. 

By Walter Kidd, M.D., F.R.S.E. London : F. H. 

and 6. Witherby. 1920. Pp. 252. 15*. 

The failure of Lamarckism to prevail against Weis¬ 
mannism lies in the difficulty experienced by its 
supporters in adducing facts in its favour which cannot 
be brought, by those opposed to them, within the range 
of action of natural selection, or shown to possess some 
probable useful end. The followers of Weismann, on 
the other hand, are faced with the difficulty—which 
would seem almost insuperable—of proving that the 
evidence brought forward by their opponents has refer¬ 
ence to facts which cannot be attributed to the inherit¬ 
ance of acquired modifications. Each party in this 
stalemate is therefore waiting for “ something to turn 
up,” and, in the meantime, taking every new fact which 
appears as supporting its own contentions, largely 
because the other side is unable to prove a counter 
claim. Dr. Kidd is a convinced supporter of the tenets 
of Lamarck on the inheritance of acquired characters, 
and has been collecting for many years evidence in 
favour of these tenets which he has now made public 
in this book. To reduce the opposing utilitarian argu¬ 
ment to a minimum, or to obviate it completely, he 
has concerned himself only with the small things 
which “don’t matter,” the arrangement of hair- 
streams, papillary ridges and flexure lines, bursae, 
and so on. The examples which impressed ns were 
those in which the effects of harness on draught 
horses were transmitted to their foals; this line of 
observation seems to us of great value, differing in its 
direct simplicity from the other extensive observations, 
such as, for instance, those on lines of hair streams, 
which depend for their force on what is, after all, an 
assumption concerning human descent. We do not 
give detailed reference to the ground which is covered 
by this volume, but it may be said that the examples 
produced by its author seem to vary in their freedom 
from the range of “ utilitarian ” attack; this is, perhaps, 
more evident in the last few chapters. 

The book is eminently readable, and the illustrations 
introduced are clear and appropriate. We think that 
Dr. Kidd has done good service to his cause in pro¬ 
ducing the results of his investigations and has brought 
forward evidence of considerable value, even though, 
as he says, it has only to do with humble and 
lowly things. Whatever views they may hold on the 
general question, or whatever the value they may allow 
to Dr. Kidd’s individual instances, we think that 
readers of the work will find in it much food for reflection 
and a great deal to stimulate their interest. 


The Author Psychologist. 

Woman. By Magdaleine Marx. Translated from 
the French by A. 8. Seltzer. London: George 
Allen and Unwin, Ltd. 1921. Pp. 288. 7s. 6 d. 

Hunger. By Knut Hamsen. Translated from the 
Norwegian by George Egerton. London: Duck¬ 
worth and Co. 1921. Pp. 310. 8s. 6 d. 

Every author worthy the name is a psychologist, 
though he need not necessarily be steeped in the 
jargon of the text-books. Some quite modem pro¬ 
fessional psycho-analysts are fond of illustrating their 
theories from the fiction of an age that knew them not. 
In Shakespeare may be found problems for analysis as 
complicated as those presented in the clinics of an 
asylum. With time comes change, and the authors 


of to-day seek new methods wherewith to clothe in 
flesh the complex personalities created by a skilful 
adjustment of their own observation and experience. 
Two recent translations of books already famous 
in their original tongue give interesting illustration 
of one of these modern methods. Each is written as 
an autobiographical narrative, the first so Btrictly 
that even the conversation of the foils to the narrating 
character is practically eliminated. In both one is 
reminded of a trick of the kinematograph in which the 
hero goes through his evolutions in the centre of the 
screen, whilst the houses, the road and its traffic, pass 
mistily across the background. It seems almost inevit¬ 
able under these circumstances that the central figure 
will appear self-conscious, over-assertive, and tiresome, 
and, in spite of the undeniable skill with which this 
danger is combated, the impression does in both cases 
remain. Neither is it to be gainsaid that the reader’s 
eye is focussed from start to finish upon the evolutions 
of the author’s synthetic puppet—and that is, no doubt, 
just as it was meant to be. 

“ Hunger ” is more than a study of starvation ; it is a 
text-book on the physiology as well as on the psycho¬ 
logy of destitution. It expounds the eccentricities of 
the fasting stomach as well as those of the under¬ 
nourished brain, and ranges the city of Christiania in 
search of new stimulants to provide varying reactions 
of these two to their environment. To say that one 
grows hungry in reading would be faint praise, one 
is gnawed by a despair of life such as no previous 
experience has ever unfolded. In these days the 
accomplishment is as useful as it is brilliant. 

The writer of 4 ‘ Woman ’ ’ has a more difficult task. 
If we are to believe Henri Barbusse, who has written 
the introduction, this book expresses what has never 
been exactly expressed before. It expresses woman. 
But what woman? Someone very different certainly 
from the numerous female decorations who flit across 
the background. Someone certainly unlike anything 
our grandfathers would have admired. A type, in 
short, neither of women of all time nor of all women 
to-day, but of the sort of women whom the writer 
most admires among her contemporaries. As such the 
heroine is not incongruous; she is even a little lovable 
and very much to be pitied. But she will pass. She is 
no more the woman of a hundred years hence than of a 
century ago. Already we suspect she is a little out of 
date. We cannot imagine her paying the wages of a 
mentally deficient Breton girl to act as servant in a 
three-room flat—not with rents as they are in Paris 
to-day. 

That both books are well worth reading is due in no 
small measure to the skill of the translators who have 
succeeded in preserving an unusual style in both cases 
without apparent effort. “ Hunger,” however, should 
be revised for some minor alterations if it is printed in 
English again. On page 37, for example, “ not a little 

bewildered” should surely be “not the least .,” 

which would alter the sense helpfully. 


Symptoms and their Interpretation. 

Fourth edition. By Sir James Mackenzie, M.D., 

F.R.C.P. London : Shaw and Sons. 1920. Pp. 831. 

The study of clinical medicine has for several years 
been overshadowed by the study of clinical methods 
and, as a result, an undue significance is often attached 
to the data obtained by the use of the more modem 
clinical methods, such as blood examination, blood- 
pressure measurement, and radiography. To an even 
greater extent the recent advances in bacteriology, 
immunology, and biochemistry have eclipsed the 
interest attached to the study of symptomatology. Sir 
James Mackenzie restores the balance and directs 
research along new lines in old fields by strongly 
advocating the more exact study of symptoms in disease; 
he is especially qualified to preach this gospel because 
of the success he has achieved in advancing the know¬ 
ledge of medicine by the clinical investigation of irregu¬ 
larities of the heart and the distribution of hyper- 
aesthetic zones in disease. In this book the study of 
symptoms is taken a further stage ; the reader is asked 
to pause for a moment in the constant effort to isolate 
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new symptoms of disease and to turn his attention to a 
study of the interpretation of the numberless symptoms 
already known. 

The author aims at establishing the fundamental 
principles that underlie the production of symptoms in 
order that the confused mass of detail now included 
under symptomatology may be simplified in terms of 
general principles or Laws of Nature. Professor Karl 
Pearson would feel some surprise at the author's 
idea of a “ Law of Nature,” and the paragraphs that 
discuss general principles and laws of nature require 
editing by someone acquainted with The Grammar of 
Science. In these opening chapters certain important 
definitions are framed; thus the word “symptom” 
is defined as the reaction of the tissues of the body to a 
noxious agent, and so includes advisedly both signs and 
symptoms (using the words in their more ordinary 
sense). As a result of framing the definition so broadly, 
it follows that a mitral systolic murmur or the absence 
of free hydrochloric acid in a test-meal examination 
are symptoms of disease, and the common distinction 
between subjective and objective phenomena is lost. 
But this distinction is sometimes required for the sake 
of lucidity, and the author is forced to acknowledge it 
in using the phrase “ physical signs” in contra-distinc¬ 
tion to “ symptoms.” The definition of pain is also 
difficult to accept, for it excludes the possibility of a 
sensory cortical representation of vegetative nervous 
impulses by referring all painful sensation to the 
peripheral distribution of cerebro spinal sensory nerves 
in the external body wall. 

The main thesis of the book turns on the discovery 
that the majority of symptoms of disease are disturb¬ 
ances of normal reflexes; many illustrative clinical 
cases are given in the text, and the observations and 
train of thought that led to this discovery are given in 
an appendix. This thesis loses none of its interest in the 
fact that this discovery has been made before. We owe 
most of our knowledge of reflex action to the work of 
Professor C. 8. Sherrington, and he put the whole matter 
in a nutshell when he defined pain as the psychical 
adjunct of a protective reflex. The author maintains 
that the prevailing ignorance of the nature and inter¬ 
pretation of symptoms is due to a lack of appreciation 
of their significance and importance, yet the study of 
medicine has concerned itself in the past with little 
else, and since the time of A. von Haller (175*2) physio¬ 
logists have laboriously worked at the same subject. 
The fact really is that the anatomy and physiology of the 
vegetative nervous system have not been sufficiently 
known owing to the inherent difficulties of its study, 
and that it is due to the work of such men as Langley. 
Anderson, and Sherrington that a new dawn is breaking 
on clinical medicine. Other workers in this field are 
scarcely referred to, and the book would be improved 
if some of the knowledge possessed by such men as 
Cannon, Hurst. Higier, and Pottenger were mentioned. 

Despite these criticisms we do not lose sight of the 
fact that the book is pioneer work and stimulating to 
read. It contains much original observation, and marks 
the slow but sure step of an original investigator. A 
careful study of it will repay every student and prac¬ 
titioner of medicine, and will open their eyes to the 
opportunities that lie all around of advancing medical 
science and professional art. 


Why do we Die f 

By T. Bodley Scott, M.R.C.S. Eng. London : 

T. Fisher Unwin. 19*21. Pp. 123. G*. 

The real title of this book is given in the iirst 
sentence—namely, “Why do we die so long before 
our time 2 ” and the answer is, “ Because of arterio¬ 
sclerosis.” Dr. Scott pleads for a more rational way of 
living, all through life, but especially in that period of 
life which comes after 40 years, and his advice is sound. 
Temperance in eating, as much as in drinking, work, 
not mainly for selfish objects, regulated exercises, and 
contentment, are, he says, ami with truth, the best 
ways of staving off arterio sclerosis with its accompani¬ 
ment of raised blood pressure. Hi> . haptor on The Way 
of Safety is good, but as we so often notice in books of 
this class when talking about alcohol, not enough stress 


is made upon the difference between alcoholic drinks, 
such as light beers or wines, and spirits. We are sure 
that for everyone, and especially for old people, light 
beer or light sherry or claret is a far safer and profit 
able drink than either whisky or brandy, though the 
latter, if genuine and old, is better than the former. 
Another word of warning which we mast give is that, a? 
this book is evidently intended for the laity, the laity 
should remember that no preparation of thyroid should 
be taken except under strict medical supervision. 
Taking it all round, the book is useful. 


JOURNALS. 

■Journal of the la yal Army Medical Corps, February an<: 
March. -In the February issue J. B. Orr and "J. P. 
Kinloch suggest that proteid food stimulates increased boh. 
metabolism and rise of temperature, for they observed that 
the same short task done fasting or soon after a meal was 
accompanied by a greater output of energy, a greater 
production of calories, if the meal was preponderantly 
proteid.—Professor L. S. Dudgeon and A. L. Urquhart, 
in a paper on the Paratyphoid “C” Bacillus, mention 
a case of enterica due to tnis bacillus occurring in S:. 
Thomas’s Hospital in March, 1920. Lieutenant-Colonel 
P. H. Henderson, telling of medical conditions in Tran? 
caucasia, which extended from the Caspian to the Black Sea, 
mentions as the prevalent diseases, malaria, typhus, small 
pox, relapsing fever, dysentery, cholera, enterica, and the 
three venereal diseases. The British garrison suffered 
severely from malaria. Prophylaxis of venereal disease 
with potassium permanganate and calomel cream was of 
definite value if well carried out. The other diseases do no: 
seem to have seriously affected our soldiers.—Captain W. .1. 
Kutherfurd tells how frequent are the risks run by men in 
tunnelling companies from carbonic oxide poisoning con 
sequent on the use of explosives in mining work.—E.x 
Captain C. Samut and Captain W. T. Munro relate several 
cases to show that autogenous vaccines may arrest profuse 
and diffused suppurations and ulceration iu apparently 
hopeless cases.—Captain H. J. B. Fry narrates at greater 
length the remarkable history of a projectile in the blood 
stream which was recorded in The Lancet, 1920, i., 15. 
A gunner was wounded by a bullet half an inch below 
the left anterior superior iliac spine. He thought he 
was hit in the foot, but on examination there was 
found a small wound as noted above. The bullet had 
found its way to the left external iliac artery and had 
caused an arterio-venous aneurysm with the left internal 
iliac, veiu. The left leg was congested, swollen, and pulse¬ 
less. It became gangrenous, was amputated, and ultimately 
the stump, too, showed gangrene. Patient’s pulse had been 
100-120, but became 136; pressure was low. Respiration rose 
to 60 or 70, and lie died in coma. The bullet bad passed up 
the great veins, through the heart (quite painlessly), and was 
found in a descending branch of the left pulmonary artery, 
where it was impacted as an embolus, causing two infarct? 
in that lobe. At the post-mortem there was marke'. 
passive congestion of the abdominal organs. Patient had 
bled into his venous system through the arterio-venou- 
aneurysm. There had been no infection of the blood stream. 
—Lieutenant-Colonel J. H. Douglass and Captain H. Carlton 
report from Sierra Leone a case of black water fever cured 
bv injections of trvpsin and amylopsin into the gluteal 
muscles. This treatment is said to be useful in all malaria! 
cases, especially first attacks in which sexual forms have no: 
appeared, also ‘in cerebral malaria and blackwater fever.— 
There is also a most useful paper on “ India from the Mem- 
Sahib’s Point of View,” by Mrs. P. IIope-Falkner, which 
should be read by all before taking families to India. It 
discusses expenses, children, servants, food, clothes, 
furniture, and trunks, and is most instructive. 

The issue for March opeus with the paper on Tick 
Fever by Major-General Sir William Leishman, which 
appeared in The Lancet of Dec. 18th, 1920, p. 1237. - 
Major Athelstane Hill contributes a careful clinical 
research on “ Upward Displacement of the Diaphragm, 
with special reference to the diagnosis of Amoebic 
Hepatitis.” He concludes that inflammation, iu imme¬ 
diate contact with any part of the diaphragm (amoebic 
hepatitis, malarial perisplenitis, perinephric abscess), causes 
a reflex dilatation of that leaf of the diaphragm with which 
it is in contact. This may he recognised by percussion 
or N ravs, as the upper surface of the liver rises above its 
normafposition. This dilatation goes on to stasis, the chest 
cavitv is lessened, the tension of the lung reduced, and pre 
disposition to serious intrathoracic infections is increased. 
In endemic centres amcebiasis and malaria are the 
commonest causes of right- and left-sided dilatation 
respectively. In acute cases the use of emetine is im¬ 
perative, laboratory confirmation not being awaited, 
since “amcebiasis * is commoner in endemic centres 
than is indicated by the prevalence of dysentery or the 
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results of laboratory investigation.” The new physical 
eigne described are* illustrated by excellent diagrams.— 
Lieutenant-Colonel H. M. Terry and Captain R. C. 
Robertson describe a combined influenza-pneumococeus- 
catarrhalis septicaemia of the mouse; the lesions in the 
lungs are those found in human influenza, a very important 
observation.—Major Julius Burnford has an interesting 
paper on influenza as seen in France, Woolwich. Salonica, 
and the Dardanelles in 1918. An earlier paper by this 
author is quoted by Sir George Newman in his introduction 
to the Influenza Report, but does not appear to be included 
in the bibliography there. Major Burnford very wisely 
draws attention to the facilities given by crowded troop 
trains and transports for the spread of epidemics. Cyanosis 
is of great prognostic value, yet some badly cyanosed cases 
do recover. The albuminous, i>ossibly antitoxic, effusion 
into the lung may pour out of the patient’s mouth while by 
it he is being veritably drowned. The striking post¬ 
mortem appearance is the extreme friability of the lung 
tissues, and, with that, emphysema. Glands of thorax and 
neck are much enlarged. He tried many treatments, but 
ultimately opium for sleep and poultices for pain, and 
advises that patients be kept warm but in the open air, 
with all the food they can take, and stimulants. Camphor, 
atropine, digitalis, " strychnine, and expectorants dis¬ 
appointed him ; 15 gr. "of Dover’s powder on admission 
became the routine, with linseed poultices when evidence 
of pneumonitis appeared. Major Burnford would appear to 
have treated a case successfully with the serum of 
reccvered patients before that had been tried elsewhere 
as mentioned in the Influenza Report on p. 95. This paper 
was sent in two years ago. 

British Journal of Ophthalnn>lo<}ff, January to March, 1921.— 
In the January number there is an interesting account of a 
case of Melanosarcoma of the Bulbar Conjunctiva, by Dr. 
L. K. Wolff and Dr. H. Deulman, of Amsterdam. The growth 
originated in a black pigment spot which had been noticed 
by the patient herself for ten years. It was removed and 
the eye was treated with X rays." Recurrence of pigmenta¬ 
tion took place, however, and it was considered safer to 
excise the eye, in spite of the fact that it possessed good 
eight. The infiltration of the sclera found on examina¬ 
tion of the excised eye justified the decision. Dr. James 
Taylor relates some cases of Encephalitis Lethargica 
of peculiar interest to ophthalmic surgeons.—In the 
February number the causation of Detached Retina is 
discussed by Mr. Charles Killick. Excluding cases in which 
some definite cause can be assigned, most of which are 
either traumatic cases or cases associated with albuminuria, 
all others, including myopic ones, are termed 11 idiopathic,” 
and these are all attributed to bands formed in a degenerated 
vitreous forming adhesions with the retina, the contraction 
of the bands causing either tears in the retina or a detach¬ 
ment without tears. This theory, which is by no means 
new, is probably the correct one for a proportion of cases. 
When one considers, however, the extreme rarity with 
which tears of the retina can l>e demonstrated ophthalmo- 
logically, one cannot but doubt whether they play such a large 
part in the causation of detached retina"as is maintained. 
Doubtless in a certain proportion of cases they do occur, but 
if they are so frequent as alleged, why are they not more 
often seen ? They might, it is true, well escape notice when 
in the region of the ora serrata. On the other hand, in the 
few cases where they are seen at all the appearance is 
unmistakable. —In the March number Dr. Harrison Butler, 
after giving some examples of idiosyncrasy, concludes with 
the wise dictum that when our patients tell'us that they react 
abnormally to certain drugs, we must act upon their infor¬ 
mation, however unusual it may appear.—In the corre¬ 
spondence section of the same number a suggestion is put 
forward by Mr. William Lang as to the causation and treat¬ 
ment of migraine. His theory is that an attack is started by a 
wave of contraction of the cortical occipital vessels, causing 
partial or complete hemianopia ; that the wave of contrac¬ 
tion is followed by dilatation of the vessels, causing intense 
headache and vomiting. In accordance with this theory he 
recommends to his fellow sufferers the treatment of hot 
fomentations to the back of the head when the attack is 
beginning, followed by cold applications as soon as the 
headache begins. 

British Journal of Child ft n* Vol. XVIII. January 

to March. Edited by J. D. Rollkston, M.D.—In a paper 
on Malaria in Children at Smyrna a well-known Greek 
paediatrist, Dr. Solon Veras, states that though malaria is 
very prevalent throughout Asia Minor the town of Smvrna 
was relatively immune before the war, only 3 per cent, of 
the children brought to his out-patient department from 
1906-1913 suffering from the disease as compared with 
11 per cent, from June to December, 1920. The largest 
proportion of cases occurred between the of 1 and 

2 years. The form of malarial fever observed was the 
quotidian type, which is the most frequent at Smvrna. A 
characteristic tertian was met with in only 8 out of 88 cases 
st on between June and December, 1920. Dr. Veras has never 


seen the quartan type. Concetti’s statement that malaria 
in children has a greater tendency to chronicity than in the 
adult is confirmed by the present series, in which 66 of 
the 88 cases belonged to the chronic type. The tendency of 
malaria to affect the nervous system in children is exemplified 
by the frequency of convulsions as the initial manifestation 
and the tendency of the disease to simulate meningitis. 
Alimentary disturbances, which may be of a very severe 
character,"are a frequent complication of malaria in young 
children, especially in Asia Minor, where enteritis is the 
chief cause of infantile mortality. In acute forms of the 
disease Dr. Veras has obtained the best results by hypo¬ 
dermic injection of quinine, 0‘25 g. or 0 50 g. of th§ hydro¬ 
chloride, or preferably, owing to its being less painful, the 
formate of quinine,'being given at a time. In the chronic 
form he recommends an Italian preparation known as 
v*anofrle % which is a mixture of quinine hydrochloride, 
arsenic, and citrate of iron, in the form of pillsor a syrup.— 
In a paper on the Coeliac and Allied Types of Infantilism : A 
Retrospectand Bibliography, Dr. Reginald Miller reviews the 
literature from 1888, w hen the late Dr. Samuel Gee published 
his paper on the cadiac affection, down to the present year. 
—In his notes on Mongolism Dr. Hugh Thursfield records 
his observations on 42 Mongolian imbeciles seen at the 
Hospital for Sick Children between the beginning of 1912 
and 1916. After discussing possible eotiological factors, such 
as the frequency of the condition, the place of the Mongol in 
the family, the age of the mother, health during pregnancy, 
history of miscarriages, character of the labour, infective 
diseases and prevention of conception, Dr. Thursfield gives 
figures as to the frequency of cardiac and other defects 
among his cases. Of 25 patients w’hom he was able to trace, 
14 were dead, the causes of death being chiefly broncho- 

f meumonia and diarrhoea. The oldest survivor was aged 
5 years, the youngest 6 years, and the rest between 6 and 
12 "years. None of them showed the least tendency to 
become normal with increasing years, though the more 
obvious signs of mental defects were certainly lessened. 
Like certain French physicians who have kept Mongols 
under observation for" a long period in institutions, 
Dr. Thursfield is convinced that both physical and 
mental improvement can be derived from small doses 
of thyroid, though there is no prospect of obtaining the 
effects commensurate with those observed in the cases 
of cretins.—A Case of Hemi-hypertrophv is reported 
by Dr. E. George Hall, with comments by Dr. F. Parkes 
\$eber.—Dr. W. M. Feldman writes on the Nature of the 
Plantar Reflex in Early Life and the Causes of its Varia¬ 
tions, in a paper which* is an abstract of his London M.D. 
thesis, his observations being based on 500 cases from birth 
up to 7 years.—A Case of CEsophagectasia in a Child is 
reported by Dr. D. H. Paterson. The patient, a boy, aged 
4 k years, had vomited his food on and oft since birth. X rays 
showed a dilatation of the oesophagus in its upper part and 
a constriction below. An exploratory operation was per¬ 
formed, and a Anger was readily passed through a small 
hole in the stomach up the oesophagus without any stric¬ 
ture being found, showing that the condition was due to 
spasm.—Mr. E. E. Hughes records a Case of Hydatid 
Disease of the Liver in a Child, the patient being a boy aged 
11 years. The diagnosis of hydatid cyst was confirmed by 
operation, at which a pint of fluid containing characteristic 
booklets was removed. The abstracts from current litera¬ 
ture are devoted to diseases of the newborn, diseases of the 
blood, and diseases of the liver. 


flcfo Jnbentioits. 


CATHETER-HOLDER FOR INTRA-CTERINE 
TREATMENT OF GONORRH(EA. 

In order to facilitate the introduction of the catheter 
into the fundus uteri I have devised the catheter- 
holder here illustrated. It is a light, handy instrument 
and has the advantage that, owing to its size and to the 
bend in the shank, the line of vision of the catheter is 
not obscured. When the catheter has been inserted 



can be syringed through w hilst the tube is retained in 
situ by the holder. 

The instrument has been made for me by Messrs. 
J. II. Montague. GD, New Bond-street, London. W. 1. 

Rkmington Hobbs, M.D., M.R.C.S.. 
•Mrdirnl SuporiiitriKlrut of Kerwn^Mn l;#$}vinnry. 
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C0LL080L FERROMALT WITH CA8CARA. 

(British Colloids, Ltd., The Crookes’ Laboratories, 

22. Chenies-street, London, W.C.) 

Our analysis shows that this preparation contains 
0*018 per cent, of iron (0*028 Fe 20 ») in a colloidal state 
which it is claimed is absorbed without the usual 
disadvantages associated with iron, such as constipa¬ 
tion and dyspepsia. To ensure a laxative action each 
fluid ounce contains 2 gr. of cascara extract. Collosol 
ferromalt is agreeable to the palate, and it has been 
prepared so as to contain the accessory food factors 
essential to cell metabolism. A case is cited in which 
an anaemic woman with a colour index of 68, after 
three months’ treatment with collosol ferromalt, 
increased her index to 90. Other organic and inorganic 
iron preparations had failed. In The Lancet for 
May 15th, 1920, we drew attention to the increasing 
interest which is being taken by practitioners in 
colloidal medications. 

DIMOL: A NEW INTESTINAL DISINFECTANT. 

(The Anglo-French Drug Co., Ltd., 238a, Gray’s Inn-road, 
London, W.C.) 

The claims made for this new intestinal disinfectant 
are put forward on the favourable clinical experience of 
specialists in this country and in the United States. The 
preparation has been introduced by Captain Ainslie 
Walker. It is possible to destroy all bacteria in the 
fluid contents of the intestinal tract with a duodenal 
douche of dimol, but the dosage recommended in the 
form of tablets or pulverettes (2 to 4 after each meal) is 
so regulated that the B. coli normally present are not 
affected, a fact which can only be ascribed to their 
greater powers of resistance. In this way all appre¬ 
hension of digestive disturbance by its administra¬ 
tion is avoided. The chemical constitution of dimol, 
CeEMCH.Oa (OCH.i) OH, reveals the presence of a phenyl 
radical, but this is not split off in its passage through 
the intestine ; in other words, dimol is voided with the 
fseces, unchanged. Examination for phenol in the urine 
after a week’s course of treatment gives a negative 
result. Tests made for us confirm a coefficient of 
35*0 and the freedom from toxicity claimed by the 
manufacturers. 

NEW SEASON’S COD-LIVER OIL. 

(Allen and Hanburys, Ltd., Bethnal Green, London, E.) 

The manufacturers claim that this Norwegian oil is 
prepared from fresh and selected cod livers with the 
minimum of exposure to oxidation. The preservation 
of the fat-soluble accessory substance, to which is 
attributed much of the therapeutic value of cod-liver 
oil, is thus assured. On analysis the oil was found to 
have the customary constants. No deposit of stearin 
was observed on keeping at the temperature of 
melting ice. 

(1) ENERGEN GLUTEN TAPIOCA; (2) ENERGEN 
ENRICHED PASTRY FLOUR WITH ADDED 
GLUTEN. 

(Therapeutic Foods Co., Energen Works, Roundwood-road, 
Willesdkn, London. N.W.) 

(1) We have isolated from this tapioca about 6 to 7 
per cent, of powdered gluten, which is present as a fine 
brown powder ; the tapioca itself is of clean and good 
quality. We consider the statement on the carton, 
recommending its use to diabetics, to be at least 
questionable. Because gluten itself is free from starch, 
the addition of a small proportion to tapioca—which is 
practically all starch—can do little towards mitigating 
the disadvantages of a starchy diet for those whose 
starch tolerance is low. 

(2) We find on analysis that the total protein content 
of this flour is 18*3 per cent., and calculation shows that 
the gluten present is about 6 per cent, and cannot 
possibly exceed 10. No baking powder is present. 
The ash is 0*54 per cent. As in the case of “gluten 


tapioca,” we do not follow the suggestion that the 
addition of this small quantity of gluten in any way 
enhances its value for the use of diabetics, and the 
expression “richness in gluten” is hardly warranted 
by the composition of the flour. 

MENTHOFAX. 

(Burroughs, Wellcome, and Co., Snow Hill Buildings, 
London, E.C.) 

Menthofax is a compound methyl salicylate oint¬ 
ment containing 50 per cent, of methyl salicylate, along 
with menthol, eucalyptol, and oil of cajuput. It is 
designed as a topical application for rheumatic, 
neuralgic, and other painful affections. Synthetic oil 
of wintergreen has long been recognised as a useful 
local analgesic and counter-irritant, and menthofax is 
an elegant form in which to apply it. It is put up in 
collapsible screw-topped tubes. 

SOAPS. 

(Wm. Lynd and Co., Bowman-lane Soap Works, Leeds.) 

We have received three samples of soap: (1) Lynd’s 
City Quick Washer ; (2) Lynd’s City Carbolic Soap; 
and (3) Lynd’s City Soap. Our analyses of the first two 
named show the following percentage composition:— 


City quick City 
washer. carbolic. 

Water . 25*8 . 29*1 

Fatty anhydrides . 67*5 . 66*7 

Free alkali as Na fl O.nil. nil. 

Alkali (Na?0) combined as sodium 

carbonate. 0*02 . 0*02 

Alkali (Na a O) combined as soap. 7*6 . 7.28 

Phenol.nil. 1*00 


Both these soaps are of good quality, well made, and 
free from caustic alkali and insoluble matter; they are 
suitable for the respective purposes for which they are 
intended. 

“FULCREEM” PRODUCTS. 

(Plaibtowk and Co., Ltd., King’s Cross, London, N.) 

We have received for examination the following 
preparations:—“ Fulcreem ” Cake Flour, “ Fulcreem ” 
Custard Powder, “Fulcreem” Concentrated Egg 
Substitute, “Fulcreem” Cakies, “Fulcreem” College 
Pudding, “ Fulcreem ” Blancmange, and “Fulcreem” 
Baking Powder. These different materials are put up 
in a convenient form in tins or packets with full direc¬ 
tions for use. “Fulcroem” cake flour consists of a 
flour and sugar mixture, currants, sultanas, and peel in 
appropriate amounts being separately enclosed in the 
containing packet. On the addition of margarine and 
egg all the necessary ingredients for a cake are present. 
The fruit is dry and free from stalk, and the flour con¬ 
sists of wheaten flour only. We find the sweetening 
material is cane sugar and not saccharin. We deprecate 
the use of the descriptivo term “Fulcreem,” as the 
erroneous impression will probably be conveyed to the 
minds of most purchasers that the preparations are 
associated with full-fatted dried milk. 

“ Fulcreem ” concentrated egg substitute when 
analysed was found to consist of a mixture of starch, 
colouring matter (turmeric), a phosphatic baking 
powder free from sulphate, and 8 per cent, of protein. 
Fat was not present. It is difficult to understand why 
such a preparation is claimed to be a substitute for 
eggs, as it does not even remotely resemble—with the 
exception of the colour—a genuine preparation of dried 
egg. The tin bears the inscription, “Not made from 
eggs but a complete alternative.” We hold the 
opinion that a material differing so widely in its 
composition from eggs should not be described as a 
complete alternative. 

“Fulcreem” baking powder is guaranteed free from 
alum. Our analysis confirms this statement, and 
shows that it is one of the well-known class of baking 
powders composed of acid calcium phosphate, bicar¬ 
bonate of soda, and maize starch. An impurity some¬ 
times found in this class of material, and against which 
a warning was issued in Dr. J. M. Ham ill’s report to 
the Local Government Board in 1911, is. calcium 
sulphate introduced with inferior kinds of the acid 
phosphate. This we find on analysis to be absent, and 
the powder is also entirely free from arsenic. 
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Prevention of Heart Disease. 

America lias inaugurated a thoroughgoing 
campaign for the prevention and relief of heart 
disease. The movement originated with a number 
of New York physicians and social workers whose 
sympathies were aroused by the large and pre¬ 
ventable waste of health and life among cardiac 
patients discharged as convalescent from the hos¬ 
pital wards, mainly attributable to the lack of 
facilities for ensuring efficient after-care. In 1911, 
as a tentative measure, an evening out-patient 
clinic was opened at the Bellevue Hospital, New 
York City, for the treatment of these patients, a 
number of social workers cooperating with the 
medical staff. Patients were visited at their homes, 
partly with the object of teaching them how to 
look after themselves and partly to assist them in 
getting employment suited to their physical capacity. 
The success of this combined work, in saving hearts 
from periods of breakdown and in enabling the 
patients to continue as wage-earners, was sur¬ 
prising. In 1912 a trade school was established in 
connexion with the clinic, and three years later 
came the incorporation of the Association for the 
Prevention and Relief of Heart Disease. This 
organisation has a central office, an executive 
secretary, and a large board of governors, sub¬ 
divided into sectional committees having to do 
with the professional, economic, and social aspects 
of the problem. The first report of this Association, 
which now reaches us, contains information such 
as could only have been gathered by collective 
study. Much attention is devoted to heart disease 
in children, the association having been fortunate 
in obtaining the cooperation of the Board of 
Education, which authorised a study of the 
conditions in three schools situated near to 
children’s cardiac clinics. Cardiac cases were all 
referred to the clinics for examination and classifi¬ 
cation, some being placed in segregated classes, 
others sent back to the regular school. At the 
clinics, which are directly in touch with con¬ 
valescent homes, hospitals, dental clinics, and 
laboratories, records are kept bearing upon cause. 
Not the least important part of the work is the 
education of public opinion. 

It is nothing less than deplorable that so little 
similar effort has been made in this country to stem 
the tide of heart disease; indeed, it is difficult to 
comprehend why this great source of death and 
disability should have remained so long neglected. 
In a recent leading article 1 attention was directed 
to the serious pathological and economic results 
arising from chorea and rheumatism; the same was 
pointed out by Dr. F. J. Poynton and others at a 
debate of the Medical Society of London, and by 
Dr. Cecil Wall in his Bradshaw lecture. We then 
suggested that if some concerted aotion could be 
taken in regard to rheumatism far-reaching results 
might accrue. Local enterprise frequently has the 
effect of provoking national effort, and we have at 
least one example to emulate. The Royal Liver¬ 
pool Country Hospital for Children at Heswall many 
years ago put into action a scheme using the 

1 The Lancet, 1920 v ii., 1105. 


local Invalid Children s Association as a clearing 
house. Children recommended for treatment by 
hospitals, school medical officers, or the workers 
of the association are collected, classified, and 
distributed to the institutions best adapted for 
their treatment, suitable rheumatic and heart 
cases being transferred to the Heswall Hospital. 
As in the American organisation, the social workers 
of this child-welfare agency carry out after-care 
work under the direction of the medical officers, 
the children being periodically brought to the 
clinics for observation. The death-rate from heart 
disease is small during childhood, but the incidence 
is high and accounts for many deaths in later 
years. Sir George Newman s report for 1919 
indicates a tendency towards an increase in the 
number of heart defects of children attending the 
elementary schools. Between 1915 and 1919 there 
was a rise from 3*0 to 3 8 per cent, among boys, and 
from 3*3 to 4*9 per cent, among girls. These are 
high rates and betoken a large amount of heart 
disease among the people of the country. An 
examination of four of the reports of the medical 
officer of health of Liverpool taken at random 
between the years 1909-1916 showed an average of 
962 deaths from heart disease, or about one- 
fifteenth of the total deaths. These included deaths 
from all types of heart disease and at all ages, but 
a considerable number of them had occurred in the 
early adult and middle periods of life, representing, 
no doubt, cases originating during childhood. 

The plan followed for many years in connexion 
with the Heswall Hospital has been to cater for 
children suffering from conditions apt to promote 
heart disease—for instance, the minor and major 
rheumatisms, the so-called rheumatic types of 
chorea, and other diseases likely to be followed by 
cardiac infections. In addition, early cases of heart 
disease are admitted, but not the chronic ones. 
All of these children are treated for prolonged 
periods, many of them entirely in the open air, 
and it has been found by experience that at least 
70 per cent, of them are discharged with sound 
hearts. Every child affiicted with chronic heart 
disease may be regarded a* being crippled beyond 
repair. They frequently have quite good health 
for many years, during which much money and 
energy is expended upon them educationally. 
Later on it only too often happens that they 
break down under stress of work, and we find 
them swelling the numbers of the inefficient and 
crippled. Much scientific work is being - done 
on the clinical side of heart disease, but not 
enough on the preventive aspect. The infec- 
tivity of rheumatism and of some of the 
choreas is still insufficiently recognised by the 
medical profession. Quite recently in a large 
boys’ school a number of cases of typical acute 
rheumatism occurred in rapid succession, and there 
was every reason for believing that the source 
of infection was a carrier, himself presenting no 
symptoms. Dr. Poynton has been preaching this 
doctrine of infectivity for many years, and its 
importance in relation to a preventive campaign is 
quite as great as that of the therapeutic and 
diagnostic measures which have been so thoroughly 
discussed, and to which the Brooklyn Cardiological 
Society is devoting its whole interest. The lessons 
derived from the work of the American Association 
and from the Liverpool scheme fully warrant us in 
promoting a national campaign against rheumatic 
conditions which are the ultimate cause of so much 
death and inefficiency. 
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Medicine in India. 

With the meeting of the Legislative Assembly at 
Delhi has opened a new era of self-government in 
India. So much is evident to all who have eyes to 
see, even though they do not possess that life-long 
personal knowledge of Indian affairs which is 
regarded by many as the sole qualification for 
opinions on a series of problems which are founded 
on religious and racial divergencies, complicated by 
historical and financial associations, and aggravated 
by fundamental differences in estimating the 
responsibilities of more advanced civilisations 
towards those less fortunately situated. The 
existence of irreconcilables on all sides makes 
the future dark enough even to the experts. But 
it may be noted that Sir William Vincent, in the 
last sitting of which we have any detailed report, 
while regarding Dominion Home Rule as impractic¬ 
able within the short period demanded by Non- 
cooperation, showed that the powers of the present 
Assembly are very large, and offer, indeed, ample 
scope to those who desire to do practical service 
for the country. Certain it is that within the 
constitution a vast field has been opened up for 
public health effort, and alone among the public 
services medicine has always and everywhere been 
common ground for men and women of opposing 
political camps. The opportunities of medicine 
in India are boundless, and those who are familiar 
only with the problems of preventable disease, as 
presented in the Mother Country and its self- 
governing dominions, are appalled when they are 
first brought face to face with the abysmal 
ignorance of the hygiene of life in the East; the 
quiet acceptance on the part of the people and of 
their rulers of preventable disease in every form 
passes understanding. 

We have for some years given space to the 
reports of executive health officers in India, and 
have marvelled sometimes at the little interest 
which these amazing records have excited at home. 
But this apathy is passing away. For many 
reasons India is rapidly coming nearer, and the 
introductory remarks of Dr. J. E. Sandilands (on 
p. 783) to his first report from Bombay will not fail 
to receive attention. The conditions of public 
health during the year, he says, were not 
satisfactory. They certainly were not, and we 
should like to see his report published in parallel 
columns with his last report as medical officer 
of health for the Royal Borough of Kensington. 
The public health officer in India will be aided in 
his survey by the decennial census taken on the 
night of March 18th, a quality of assistance which 
his colleague in Ireland may shortly be without, 
and we are glad to see the Times of India pointing 
out that all large plans for the benefit of the people 
have to be based upon accurate statistical informa¬ 
tion. India has something like one-fifth of the 
population of the world; the Bombay Presidency 
alone has some 20 million inhabitants distributed 
among more than 28,000 towns and villages. To 
deal with such multitudes will need the utmost 
cooperation in medical effort, and this feeling is 
brought out in a remarkable leading article in the 
Indian Medical Gazette of February forecasting 
the possibilities of the year 1921. It is unfortunate 
that from inevitable circumstances the medical 
men of India have become divided into a number 
of separate classes, but it is certain that a 
rearrangement of service will sooner or later 
occur, whereby India will receive, in the task of 


improving the physical and moral status of its 
heterogeneous population and of upbuilding native 
activities to that end, the full support which can 
only come from conjoint design. 

The forces of division are becoming from year 
to year less straitly divided. Both the Army 
and the Indian Medical Service are increasingly 
interested in civilian health problems. It is 
still fresh in the memory how the R.A.M.G. in 
Flanders, and even in England during the war 
years, was compelled to safeguard the soldier 
against ill-health in the community among which 
he was living. A similar tendency is at work in 
India. At the same time the Women’s Medical 
Service grows, and from year to year the output of 
the Indian medical schools recognised by the 
General Medical Council is larger. The difficulty 
in obtaining sufficient obstetric experience will 
not prove insurmountable. Natives of India in 
increasing numbers come over to this country for 
part or the whole of their medical study. An article 
by Dr. Cecil Webb-Johnson in the current issue of 
the Asiatic Review gives voice to the confidence felt 
in the future by some. Indian medical men, he 
writes, educated in Europe and conversant with 
all the latest scientific knowledge, will be the 
custodians of their country's health, and he 
pictures them working without jealousy side by 
side with the Aryan colleagues whose method* 
they have adopted. True it is that the Esher and 
Lovett Committees have not solved the obvious 
difficulties in the way, but these difficulties have 
been stated and faced; that is a great gain. 
There will be heavy sacrifices to be made, and 
more than one fine ideal will not materialise 
along projected lines. But such disappointments 
are the everlasting comrades of big changes, while 
everything good that we can expect from the future 
will be based on the splendid work of the past. 
That credit can never be taken from the old order, 
even though it may have to give place to the new. 


The Physiology of Pain. 

Knowledge of the sensory, affective aspect of 
mind has not advanced so far as that of the motor 
aspect. In the main this has been due to the 
greater complexity of the physical apparatus, 
corresponding to the greater r61e played in our life 
by the affective side of our nature. One result 
of this comparative neglect has been that the 
“mystery of pain” has remained even into our 
time a mystery. Meeting us at every turn, in our¬ 
selves or in others, we yet remain in ignorance of 
its mechanism and significance. The moralists 
would have us believe that pain exists for the finer 
tempering of our souls; the physiologists, uncon¬ 
sciously influenced by the moralists it almost would 
appear, have defined pain as “a physical adjunct 
to a protective reflex.” Such a definition cannot 
satisfy us, for it is clear that much of the pain 
which we suffer in no way acts as a protection or 
warning, while we meet many conditions in which 
pain does not occur until they have reached a stage 
when they are irremediable. 

In the April number of Medical Science Abstracts 
and Reviews , Mr. Wii^red Trotter reviews the 
evidence, experimental and otherwise, of the last 
15 years, and as a biologist reaches the conclusion 
that sensibility to pain is the survival in us of the 
primordial mode of sensation. The known facts of 
the normal mechanism of pain warrant the statement 
“ that the peripheral pain mechanism is excitable 
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by a number of different stimuli which have no 
single physical character in common, that while 
it requires a stimulus relatively intense, it yields 
a reaction relatively excessive, and that its 
characteristic anatomical feature differs strongly 
from all other so-called end-organs in being a 
mere free and naked terminal arborisation.” Pain 
differs from all other sensations in its urgency and 
unpleasant affective tone; other sensations, as 
it were, flow quietly and smoothly into the 
sensorium, the mind is capable of discrimination 
between them and their degrees; pain bursts 
suddenly upon the sensorium, liberating a verit¬ 
able explosion of reactive energy. The study of 
experimental nerve section in man has shown that 
during recovery all sensations tend to show 
intensification; this has been interpreted as a 
defect phenomenon by Head, but Trotter holds 
that the pathological process must be considered 
aB a causative factor in its production, the 
essential part of the process being contact between 
the nerve fibrils and the somatic tissues. He 
directs attention to the thoroughness with which 
nervous tissue is normally insulated from the 
somatic tissues, the dura acting as insulator for the 
brain and spinal cord, the neurilemma for the 
finest nerve twigs; even the blood-vessels supply¬ 
ing the central nervous system are carefully 
separated from the nervous tisue by the so-called 
perivascular lymphatics. The only parts of 
the system normally in intimate contact with 
the somatic tissues are the free naked arborisa¬ 
tions which subserve pain; other sensory 
nerve-endings are various in form, but all 
have one characteristic in common, they are shut 
in by a well-marked encapsulating formation. 
Further, in the case of amputation the nerve 
fibres are brought into intimate contact with the 
somatic tissues, and it is well known that the 
element of pain is added to the other sensations 
constituting the phantom limb. 

It is suggested that the pain nerve is constantly 
exposed to a mild subliminal excitation and that 
the secret of the peculiarities of the pain sensa¬ 
tion lies in the fact that the nerve by which 
it is originated is a nerve differing from all other 
nerves in being normally in a state of continuous 
excitation. The completeness of the insulation 
would appear to be a means of damping down 
sensation and thus rendering deliberation and 
discrimination possible. Animals with a diffuse 
nervous system respond to stimulation immediately 
and urgently, and we may suppose their sensations 
to have the quality which survives in us only as 
pain. In man any break in the insulation, by bringing 
into play the hostility between neural and non- 
neural tissues, throws back all forms of sensibility 
more or less into the primitive type, and this 
explains why pain is the commonest of symptoms, 
and why it is so apt to become inveterate. 


Guy’s Hospital : Dental Research Fellowship 

Fund. —This Fund consists of a sum of money not exceeding 
£300 per annum, to be awarded wholly or in part for dental 
research. Applicants, whether graduates or undergraduates, 
must have studied in the Medical or Dental School of Guy’s 
Hospital, unless the Advisory Body decides that the circum¬ 
stances are exceptional. Holders of grants from the Fund 
may, at the discretion of the Advisory Body, be part-time 
research workers. All research work undertaken with the 
aid of the Fund must he carried out entirely in Guy’s 
Hospital or the schools attached thereto, unless the Advisory 
Body agrees that some portion of the study might with 
advantage be pursued elsewhere. Applications for grants 
should be made to the Clinical Research Committee of Guy’s 
Hospital, London Bridge, S.E. 1. 


^nn0t aliens. 

“Ne quid nimis.” 

DR. ADDISON. 

The retirement of Dr. Addison from the Ministry of 
Health forms a fitting opportunity to indicate what 
has been done under his rule, both because recognition 
is due to him for a large amount of pioneer and difficult 
work, and because in this way we shall see what is the 
legacy of responsibility left to his successor, Sir Alfred 
Mond. The Ministry of Health came into existence 
in June, 1919, in deference to a very general feeling of 
all classes and political schools of thought that the health 
of the people was of sufficient importance to demand for 
its care a first-class Government Department. In the 
beginning the labours of the Ministry were largely 
directed towards the amalgamation and rearrangement 
of scattered duties previously discharged by six or seven 
separate bureaux, the majority of those duties having 
been the work of the Local Government Board and the 
National Insurance Commissions. To continue the 
activities thus indicated, and abolish overlapping while 
securing practical results, would have been a large task 
in itself, even had we as a nation been enjoying 
the peace and prosperity of pre-war days. But just 
as to some extent the lessons of the war led at 
length to the establishment of a Ministry whose 
creation had been talked of for half a generation, 
so the results of the war gave that Ministry, when 
created, a programme of extraordinary arduousness. 
Not only were there endless things to do, but they all 
had to be done in the face of unusual obstacles. Under 
Dr. Addison the course for the future has been in many 
directions made secure. The housing question, which 
lies at the back of preventive medicine, has been 
tackled; it is true that only a commencement has 
been made, but the national needs have been estimated 
and the local responsibility to meet those needs indi¬ 
cated. The many problems epitomised in the phrase 
'‘the hospital question ” have been under discussions in 
which officials and medical men, philanthropists and men 
of business, have taken part with the Government, and 
the result has been the throwing of much light upon the 
position of the voluntary hospitals, so that practical 
steps were initiated to assist them in their beneficence. 
On many subjects of public health wise advice has been 
published by the Ministry, and throughout these publica¬ 
tions, as well as in the activities already mentioned, a 
non-political attitude has been maintained, though 
that fact has not protected the Ministry from consider¬ 
able political attack. Dr. Addison has had to discharge 
difficult and thankless duties, and his inventiveness 
and wide sympathies have been an asset to the country. 
To have been the first Minister of Health must remain 
for him an abiding source of legitimate pride. 


ROYAL ARMY MEDICAL CORPS WAR MEMORIAL. 

In the war no unit played a grander part than the 
Royal Army Medical Corps, the greater proportion of 
which, in a short time after the catastrophic beginning, 
consisted of civilian officers. The way in which the 
Corps met and discharged its responsibilities requires no 
praise from us—it has received universal praise. Early 
in 1919, when the closing episodes of the great conflict 
were in progress, a scheme was put forward for the 
erection of a memorial to the officers and men of all 
branches of the Corps who had been killed in action or 
who had otherwise laid down their lives. For this 
purpose a comprehensive committee was formed con¬ 
sisting of representatives of the Regular, Territorial, 
Special Reserve, and Temporary Officers, as well as of 
non-commissioned officers and distinguished physicians 
and surgeons, consultants to the Corps. This committee 
made tentative proposals with respect to the form 
which the memorial should take, and these have since 
been the subject of consideration by a subcommittee. 
A definite scheme has now emerged, and was laid 
before a meeting of the General Committee held a few 
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weeks ago. Roughly speaking, the sum of £19,000 lias 
been collected, and of this amount about £1500 has 
been ear-marked by donors for families and dependents 
of the fallen. This money will be allocated for adminis¬ 
tration to the R.A.M.C. Regular and Auxiliary Funds 
in proportions still to be determined. 

There remains a sum of nearly £18,000, and much 
anxious thought has been spent on its disposal. The 
Chairman, Sir Alfred Keogh, explained to the com¬ 
mittee that the inevitable suggestions of memorials in 
stone, of scholarships and gold medals, had been 
considered and eventually discarded in favour of a 
scheme which he described as beautiful, essentially 
national, and almost without precedent. This proposal, 
emanating from Colonel C. R. Tyrrell, the acting secre¬ 
tary, envisaged the erection of a tablet in Westminster 
Abbey, near to the grave of the Unknown Warrior, 
commemorating the dead, and the inscription of their 
names in a Golden Book to be kept in the Chapter 
House. This scheme would allow of handing over a con¬ 
siderable sum of money towards the restoration of the 
Abbey, and the chairman appeared to interpret the 
feeling of the committee when he said that this 
gift alone would form a most fitting memorial. Sir 
Norman Moore. Sir Arthur Sloggett, Sir Launcelotte 
Gubbins, and Sir \V. G. Macpherson spoke in favour 
of the suggestion ; the President of the Royal College 
of Surgeons of England had previously expressed his 
approval, while representatives of non-commissioned 
officers present at the committee gave enthusiastic 
support. Eventually a resolution was passed approving 
the allocation of a sum not exceeding £10,000 to the 
Abbey Restoration Fund ; of the erection of a tablet in 
the Abbey, with replicas in Edinburgh and in Dublin : 
of a distribution of photographs of the tablet and of 
plans showing its position in the Abbey to relatives of 
those who had lost their lives. A small executive 
committee consisting of Sir John Goodwin, Sir Norman 
Moore, Sir W. G. Macpherson, Sir L. Gubbins, Colonel 
Tyrrell and Major E. B. Waggett (joint secretaries), and 
Sergeant-Major Walton was elected to consider the 
appointment of a Custodian of the Book, the wording on 
the tablet, and other details. 


TEA INTOXICATION. 

Dr. M. Allen Starr, 1 of New York, remarks that, 
though acute cases of tea poisoning are extremely rare, 
subacute and chronic cases are not uncommon and are 
liable to escape recognition. He reports the case of 
three members of a college football team who were 
brought to him by their captain on the suspicion of 
poisoning by strychnine in a tonic ordered by the medical 
man who belonged to a rival college—the same being 
a cheery view of the results of athletic rivalry. The 
rapid pulse, increased knee-jerks, and excessive irrita¬ 
tion of the nervous system rendered the idea of 
strychnine poisoning plausible, but this supposition was 
negatived by inspection of the prescription of the tonic, 
which contained only 1 00 gr. of strychnine, as well as 
by the high character of the physician. Further investi¬ 
gation showed that the trainer had been in the habit of 
giving the team large doses of tea, each member 
drinking at least two quarts a day. The three men in 
question had apparently been less tolerant than the 
rest, but all their symptoms disappeared when the tea 
was withdrawn. Dr. Starr also relates a case of chronic 
tea poisoning in a tea taster from Japan, who had been 
in the habit of tasting about a hundred samples of tea 
a day. The patient gradually developed a condition of 
extreme restlessness, nervousness, mental depression, 
and insomnia, with tremor of the hands, attacks of 
headache, vertigo, and palpitation. It was not until he 
had had three months' rest and hvdrotherapeutic treat¬ 
ment that he finally recovered. Dr. Starr further 
alludes to the prevalence of chronic tea intoxication 
described by James Wood in 1912 among Irish servant 
girls in Brooklyn, in many of whom the diagnosis of the 
cause had been overlooked and the treatment had been 
directed to indigestion or general nervousness without 
result. 

1 M-i Ih-cord. March 19th. 1921. 


LIVERPOOL PORT ADMINISTRATION. 

For many reasons a special responsibility rests jus: 
now upon the sanitary authorities of our ports, if onh 
on account of the great volume of emigration and trans 
migration. Some public anxiety may therefore have 
been created by certain widely-circulated strictures on 
the Liverpool port administration. We learn, however, 
that nothing is know n by the Port Sanitary Department 
at Liverpool of the visit of Dr. Emile Nadeau, nor can 
it be ascertained that he visited representatives citlu: 
of the Mersey Docks and Harbour Board, H.M. Customs 
Ministry of Health, nor the Immigration Officer. If 
Dr. Nadeau had represented the Canadian Governmeur 
as has been stated, it is improbable that he would have 
made strictures through the press and have left the 
port without communicating in any way whatever 
with any res|>onsible authority. By a coincidence th- 
U.S. Commissioner for Immigration visited Liverpool 
during the same week and expressed himself as greatly 
pleased with the arrangements made to deal with tip 
transmigrants to the United States. As a matter or 
fact, an attempt is being made, with the cooperation r>: 
all interested parties, to perfect the arrangements for 
the inspection of aliens coming into this country, 
although difficulties stand in the way of extensive 
structural alteration. _ 


EGYPTIAN OPHTHALMIC HOSPITALS. 

The seventh annual report 1 of the Director . f 
Ophthalmic Hospitals follows the lines of those pub 
lished in previous years. The number of ophthalmi 
hospitals which have been established in the country 
districts of Egypt since Sir Ernest Cassel made his gif: 
of £40,000 in 1903 is 18, including four travelling camp' 
under canvas. The principal diseases with which they 
have to deal are, on the one hand, trachoma, ami 
on the other hand, contagious ophthalmia due to variou> 
infective micro-organisms. With regard to trachoma, 
its incidence in the schools has been diminished, in ir> 
active or serious stage, from 62 per cent, when system 
atic treatment began to 8 per cent. Contagiou- 
ophthalmia, and especially that due to the gone 
coccus, is responsible for by far the greater part of 
the blindness that exists, but it is to be noted tha: 
the gonococcus has not a venereal origin in Egypt, 
but is transferred from eye to eye, mainly by 
fingers, garments, and towels. The part played by 
flies in the transmission of bacterial eye infections i- 
the subject of investigations now in progress. Gono 
coccal ophthalmia, on the whole, seems to he a mildei 
affection than it is in this country, and the suggestion 
is made that in Egypt the strain of gonococcus may be 
less virulent, or even that it may not be the gonococcic 
at all as we know 7 it in Europe but another morpho 
logically similar organism. The study of the incidence 
of the different forms of contagious ophthalmia in rela¬ 
tion to the temperature of the air, which has formed a 
feature in previous annual reports, is continued in the 


OCULAR PALSIES. 

The debate on ocular palsies at the joint meeting of 
the Ophthalmological and Neurological Sections of the 
Royal Society of Medicine (see p. 748) served to brum 
into prominence both the immensity of the subject and 
the variety of point of view 7 . If, as is often the case, 
an ocular paralysis is the earliest, or for a time the 
sole, symptom of incipient nervous disease, it is natural 
that tiie ophthalmologist should be consulted : but it 
is desirable that he should be conversant with, or 
at least able to recognise those nervous affections of 
which ocular palsies may be the expression. In tabes 
dorsalis, disseminated sclerosis, myasthenia gravis, 
encephalitis in one or other form, in ventricular 
tumours, motor neuron disease, and a host of other 
intracranial conditions, an ocular palsy may be the first 
symptom to attract attention, so that the practical 
value for the ophthalmologist of a discussion of the 
subject by the neurologist must be considerable. This 

1 I'uhli-iluNl for the Egyptian Ministry. Cairo, 1920. 
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setiological multiplicity, of course, increases the 
difficulty of reaching an accurate diagnosis at an 
early period, and when the clinician is confronted by 
monosymptomatic cases he may be unable to come 
to a delinite conclusion: even throughout the whole 
course of a recovering case diagnosis may never pass 
the provisional stage. There can be little doubt 
that absence of pathological examination creates a 
lacuna in not a few instances which nothing else 
can fill, and although present-day fashion rather 
decries morbid anatomy, the relative paucity of patho¬ 
logical knowledge in such conditions as recurrent 
ocular palsies, ophthalmoplegic migraine, and the 
ophthalmoplegias of Graves's disease—to mention but 
one or two—is certainly to be regretted. Accuracy in 
prognosis being the desideratum, any advance even in 
morphological pathology is to be welcomed, for more 
than one speaker at the discussion was forced to admit 
the purely speculative nature of the explanation offered 
for this or that clinical condition. Wide as was the 
ground covered, there "were still certain aspects of the 
subject ignored or scarcely touched. Something more, 
for example, might have been said of the occurrence of 
ocular paralysis in ordinary hemiplegia, on the same 
side as the latter, and on the curious fact of its being 
much less common in adult than in infantile cases. 
Dissociation of bilaterally acting muscular couples by a 
cerebral hemiplegia is a point of some physiological 
interest, which, along with a similar dissociation not 
infrequently seen in Jacksonian epilepsy, suggests the 
desirability of some modification of the long accepted 
Broadbent’s law. Allusion was made by one speaker to 
the apparent ‘ ‘ unwillingness ’ ’ of some patients with cere¬ 
bellar disease to direct their gaze in a particular direction, 
a phenomenon of some importance which is, perhaps, 
but part of a wider physiological disturbance. Years 
ago Hughlings Jackson recorded the case of a patient in 
whom an examination of the eyes was altogether 
impracticable; “he made efforts, but he never did 
what I told him, whether it was to look in a particular 
way or to keep his eyes still. He could not be got to 
look in any particular direction, although he seemed on 
the alert to act and was all the time doing something 
with his muscles.” This apraxia of the ocular muscles 
is on a par with other apraxic disorders, though there 
may be difficulty in distinguishing an apraxia from a 
psychical aboulia on the one hand, or from some motor 
defects of a lower level on the other. A further defect 
to which allusion may be made is that in which the 
patient is unable to turn his eyes conjugately to one or 
other side, but if he is asked to fixate on an object in 
front of him, and his head be then passively turned to 
one side, his eyes, remaining fixed on the object, are 
found to be occupying that lateral position which they 
cannot assume voluntarily. Occasionally a patient is 
seen who cannot keep his eyes closed to order, an 
“ Apraxie des Lidschliisses ” also worthy of some atten¬ 
tion. The whole topic of ocular “ palsies ” beyond the 
middle level deserves careful clinical study. 


BENCE-JONES PROTEINURIA. 

Dr. Waltman Walters, Bellow in Medicine of the 
Mayo Foundation, who reports 1 three cases, states that 
this condition was first described by Bence-Jones in 
1847, who found a peculiar form of protein in the urine 
in a case of osteomalacia. Only two other cases were 
recorded between 1847 and 1889, by Kiihne and Kahler 
respectively, but Rosenbloom collected 205 examples 
from the literature between 1889 and 1917, the great 
majority being in cases of multiple myeloma. The 
other diseases in which Bence-Jones proteinuria have 
been found are lymphatic leukaemia, myeloid leukaemia, 
myxcedema, exophthalmic goitre, carcinomatosis, 
nephritis, hypertension, and experimental poisoning by 
pyrodin. Of Dr. Walters’s cases one had generalised 
carcinomatosis, one multiple myeloma, and in one the 
diagnosis was obscure. The most characteristic 
reactions of Bence-Jones protein are its precipitation 
from acid urine at temperatures of from 55 to 60° C., 
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its disappearance at the boiling point with the forma¬ 
tion of a clear solution, and its reappearance as the 
solution cools. When concentrated nitric acid or hydro¬ 
chloric acid is added to urine containing Bence-Jones 
protein the latter is precipitated in a dense white 
cloud, which becomes dissolved as the temperature is 
raised to boiling point and reappears as the urine is 
cooled. As regards the origin of the protein Dr. 
Walters is in favour of the hypothesis of Hopkins 
and Savory, according to which it represents either 
normal, abnormal, or aberrant stages of bone synthesis, 
the completion of which is hindered by indeterminate 
pathological conditions. Dr. Walters conducted meta¬ 
bolic studies on each of his three patients to determine 
variations in excretion on various diets with the 
following results : (1) the quantity of Bence-Jones 
protein excreted w r as independent of the protein intake, 
as was shown by an approximately constant excretion 
for three periods irrespective of changes in diet; 

(2) the amount of Bence-Jones protein excreted during 
the night when food w r as not taken was only slightly 
less than the amount excreted during the day; 

(3) there was not a constant relationship between 
the quantity of Bence-Jones protein and the total 
urinary nitrogen excreted. As the presence of Bence- 
Jones protein in the urine led to detection in the blood, 
Dr. Walters suggests that possibly other proteins of a 
similar or dissimilar nature are in existence in the 
blood and are not excreted by the kidney. 


ATMOSPHERIC CONDITIONS IN BOOT FACTORIES . 1 

The introduction by Dr. Leonard Hill of the kata' 
thermometer has provided us with a much-needed 
means for testing the physiological efficiency of atmos¬ 
pheric conditions. The Industrial Fatigue Research 
Board, perceiving this, instituted an inquiry based 
upon the nse of this instrument in boot and shoe 
factories, and have now published results which repre¬ 
sent the first systematic attempt to investigate on 
a large scale the physiological state of persons exposed 
to particular conditions of ventilation. The writers of 
the report, Messrs. W. D. Hambly and T. Bedford, are 
to be congratulated on the way in which they have 
pursued this new line of investigation and have 
presented their observations. They accept the aim 
of ventilation physiologically to be to produce an 
atmosphere cool rather than hot, dry rather than 
damp, diverse in temperature rather than uniform 
and monotonous, and moving rather than still. The 
difficulties associated with estimating these desiderata, 
and the reservations which have to be made, are 
clearly stated. Evidence is steadily accumulating that 
a definite standard of rates of cooling, as measured by 
the kata-thermometer, may soon be fixed for a healthy 
atmosphere ; certain tentative suggestions are now put 
forward which propose different temperatures and rates 
of cooling for different processes, a rate of cooling of 
8 to 9 dry kata with a temperature of 55° to 60° F. 
being suggested for heavy work, and a rate of cooling 
of 6 to 7 dry kata with a temperature of 65° to 67°F. 
for sedentary work requiring delicate manipulation. 
The report is based on a large number of observations 
made in 35 factories during summer and winter. The 
data are excellently presented in the form of frequency 
curves, the exact meaning of which is neatly 
explained in an appendix; by this means the 
trend of the observations, which would be lost 
in a table of figures, can be seen at a glance. The 
best way of ventilating large rooms such as are 
found in modern factories is discussed with special 
reference to the methods found efficacious in aircraft 
doping rooms in which a high standard of air movement 
has to be maintained to carry off noxious vapour. The 
employment of suitable ventilating fans, as used in 
doping rooms, with adequate air inlets on the opposite 
side of the room, is advocated. Multi story buildings 
were found rather easier to ventilate than single-story 
ones, and ventilation was usually found better in 


1 Preliminary Notes mi Atmospheric Condition- in Root, and Shoe 
Factories. Industrial Fatigue Research p,< mrd Report. No. 11. 
1921. Rp 59. H.M. Stationery Oftiee. 3s. 
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summer than in winter. Generally no particular atten¬ 
tion was discovered to be paid to maintaining different 
rates of air movement and warmth according to the 
amount of physical exertion entailed by the work in 
progress. Sedentary work was being carried on in 
rooms too cold in winter and too hot in summer, and 
heavy manual work in rooms with unsatisfactory rates 
of cooling and temperatures in both seasons of the 
year. This report is the second of a series dealing with 
the boot and shoe industry, further additions to which 
are promised. It is a good piece of work, throwing 
valuable light on conditions of labour and on the way 
in which health -and efficiency can be improved by 
attention to the human factor in industry. 


BROMISM THROUGH MATERNAL MILK. 

A curious case of bromism is reported from the pedi¬ 
atric department of the diagnostic clinic of the State 
Department of Health at Carthage, New York. 1 A 
breast-fed infant of 6 months presented an apparently 
painful papulo-pustular eruption. There was a history 
of a general “white” rash at birth, followed by the 
appearance of thiB papulo-pustular eruption at the 
age of 6 weeks. The diagnosis of bromism was made 
and was confirmed by the discovery of bromine 
in the mother’s milk. The origin of the bromine 
was not far to seek. The mother, a nervous 
individual, had been taking for two years a proprietary 
remedy called Miles’ Restorative Nervine, shown by 
the American Medical Association to contain bromides 
of ammonium, potassium, and sodium, along with 
chloride and benzoate of sodium. No record has been 
found in the literature of bromism acquired in this way, 
though it is noted that some American authors have 
observed the secretion of bromides in human milk. 
This is mentioned also in Hale White’s “Materia 
Medica,” but we have found no allusion in accessible 
medical literature to the danger of producing bromism 
in the infant from administering bromides to the nursing 
mother. _ 


FILIPPO RHO. 

As we have already mentioned, Professor Filippo Rho, 
“Medical Lieutenant-General of the Royal Italian 
Navy,” its medical Director-General during the war, 
retired last September after 40 years of distinguished 
service. The Anna It di Medicina Navale for December 
expresses the respect in which he was held in the 
department and the regret felt at his retirement, which 
is technically due to the reduction of the Naval Medical 
Service by the abolition of his, its highest, rank. 
Professor Rho joined the Italian Navy in 1880, and in 
the following year joined a ship, which took him round 
the world, as her zoologist. He early took up the study 
of tropical diseases, and was for ten years demonstrator 
of tropical disease at the University of Naples, where 
he, with others, built up a Post-graduate School of 
Naval and Colonial Medicine, and also established the 
Annali , which budded off from the Italian Medical 
Journal in 1895. His was the foresight that, for the Italian 
Navy, decided in 1898 that there should be in action 
not one dressing-station but two, and planned the 
medical equipment of ships accordingly; he also took 
an early share in the establishment of hospital ships. 
In January, 1912, he maintained the need for anti¬ 
typhoid inoculation and later for Castellani’s triple 
vaccine (T.A.B.). In 1918 he secured that Metchnikoff’s 
calomel ointment should be used in the navy prophy- 
lactically, and the practice spread to the army. It is 
also claimed that owing to his initiative and his methods 
it was that the naval brigade on the lower Piave in 
1918 suffered far less from malaria than did the army 
generally, and he took a forward part in Italy, as the 
war advanced, in finding out how to feed the army 
with equal calories at less expense. He maintained 
that Rubner’s allowance of meat in his diet for heavy 
labour was excessive, and got the soldiers’ diet in Italy 
altered accordingly. That alteration certainly assisted 
Italy to remain in the war. He published his book on 

1 Hroinin Poisoning through Mother's Milk. Frank van der Bogerfc, 
M.D. Am. Jour, of Diseases of Children, February, 1921. p. 167. 


tropical diseases in 1897. He has a long record of 
original work, and leaves the service followed by the 
regrets of all his brother officers and the respect of 
everyone who is acquainted with his original 
investigations. _ 

RESEARCH SCHOLARSHIPS AND GRANTS OF 
THE BRITISH MEDICAL ASSOCIATION. 

The Council of the British Medical Association is 
prepared to receive applications for research scholar¬ 
ships as follows:— 

1. An Ernest Hart Memorial Scholarship , of the value 
of £200 per annum, for the study of some subjeot in the 
department of State medioine. 

2. Three Research Scholarships , each of the value of £150 per 
annum, for research into some subject relating to ihe 
causation, prevention, or treatment of disease. 

Each scholarship is tenable for one year, commencing 
on Oct. 1st next. A scholar may be reappointed for not 
more than two additional terms. The Council of the 
Association is also prepared to receive applications for 
grants for the assistance of research. Preference will 
be given, other things being equal, to members of the 
medical profession, and to applicants who propose as 
subjects of investigation problems directly related to 
practical medicine. 

Applications for scholarships and grants for the year 
1921-22 must be made not later than Saturday, June 25th. 
Each application should be accompanied by testi¬ 
monials, including a recommendation from the head of 
the laboratory, if any, in which the applicant proposes 
to work, setting out the fitness of the candidate to con¬ 
duct such work, and the probable value of the work to 
be undertaken. This is not intended, however, to prevent 
applications for grants in aid of work which need not 
be performed in a recognised laboratory. The condi¬ 
tions of award and application forms will be supplied 
on application to the Medical Secretary of the Associa¬ 
tion, 429, Strand, London, W.C. 2. 


WAR RISK INSURANCE IN U.S.A. 

In the Military Surgeon for February Surgeon J. G. 
Townsend, of the U.S. Public Health Service, tells how 
the War Risk Insurance of the United States is taking 
care of those disabled by the war. Every officer, man, 
or nurse, injured, or with disease contracted on duty, 
if insured against damage, has a claim against this 
insurance on account of the disability. Total and per¬ 
manent disability receives some £240 a year, temporary 
total disability about £200 ; 50 per cent, and so on dis¬ 
abilities receive in proportion. In addition the U.S. 
gives a further compensation quite independently of the 
insurance; this latter compensation is not discussed in 
the article under notice. The examination and treat¬ 
ment of the ex-Service man has been turned over to the 
capable and ready hands of the valuable U.S. Public 
Health Service. Over 4,000,000 people have been dis¬ 
charged, all of whom are possible clients, and of them 
half a million have filed claims. The United States has 
been divided into 14 districts, each with a commissioned 
officer of the Public Health Service as district super¬ 
visor. He and his office hunt up and keep record of the 
disabled in the district, gather them in for examina¬ 
tion, sending passage warrants, meal vouchers, Ac.; 
patients with tuberculosis, if summoned, are sent 
packets with paper spittoons and paper napkins; 
doctors are appointed in large towns and at important 
railway junctions to examine the disabled and furnish 
reports, which are kept filed, each patient’s dossier by 
itself; a pathological index of all cases in the district is 
kept up to date, so that the number of any sort in the 
district can be stated at any time: also there is an 
office personnel to deal with pay and leave, and an 
accounts section. 30,000 claims are examined monthly, 
and between 5 and 6 million dollars paid out every 
month in insurance. Disabilities are still developing, the 
tuberculosis maximum is expected in 1923, the mental 
and psychical in 1926. Of 3500 amputation cases, II 
had lost both arms, 68 both legs. Double total 
permanent disabilities such as these mentioned, or 
eyes, get £500 a year. Of 82,000 hospital cases, 19,000 
were tuberculous (23 per cent.). 
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EXPECTED AND ACTUAL MORTALITY. 

The Prudential Assurance Company recently pub¬ 
lished curves showing the actual mortality amongst 
its industrial branch policy-holders compared with 
the expected mortality of the population as a whole. 
The two lines rim approximately close to each other 
except during the war years, when the mortality 
curve leaps up to tragic heights. In fact, the line 
of deaths experienced falls below the line of expected 
mortality. It is obvious that the further below 
the expected line the line of actual mortality falls, 
the more profitable it is for the company and the 
more profitable to the public could the terms of assur¬ 
ance become. The bonus would be greater or the 
premiums could be more favourable. There are two 
factors tending the one to pull the line upwards, the 
other to pull it downwards: these are adverse selection, 
conscious or unconscious, on the part of the public and 
the favourable selection afforded by medical examina¬ 
tion. Let us examine these factors to see what they 
mean and how they work out in actual practice. By 
adverse selection is meant this: if a man knows or 
suspects himself to be a poor life he will naturally 
choose the table which gives him the greatest return 
for the least possible outlay; not expecting to reach 
the full span he will not pay the higher premiums 
of an endowment policy, but will choose a whole-life 
table or some long-dated assurance with its smaller 
premium. If three representative tables are taken 
from the ordinary branch of this Company, and 
the ratio of actual to expected deaths amongst 
healthy males noted, some interesting comparative 
figures will be obtained. The three tables taken for 
comparison are : A, an endowment table with medical 
examination; B, a 10 years table without medical 
examination; C, a whole-life table with medical 
examination. It will be seen that adverse selection 
militates against B and C. Against B because there is 
no medical examination, and against C because it is a 
whole-life table with low premiums. The unfavourable 
factor in this last group, however, should be eliminated 
or controlled by medical examination. Taking the 
actual mortality experienced in the first four years and 
comparing this with the expected mortality in this 
same period amongst unselected healthy males the 
result can be represented approximately by the follow¬ 
ing figures: if the result for Table A is represented by 
the figure 100, that for B will be 152 and for C 167. 
That is to say, the most unfavourable mortality 
is experienced in the whole-life table. Medical 
examination has not eliminated and only very im¬ 
perfectly controlled the adverse selection. If we 
analyse the causes of death, it is found that a large 
proportion of early claims are due to deaths from 
pulmonary tuberculosis or from cardio-vascular condi¬ 
tions, apoplexy, uraemia, and other results of arterio¬ 
sclerosis or chronic Bright’s disease. To eliminate the 
first of these causes is admittedly difficult, but the early 
claims resulting from the others could be very largely 
reduced if blood-pressure estimation and interpreta¬ 
tion and methods for estimating myocardial efficiency 
were more widely known and employed. 


FOOD AND THE PEOPLE. 

The business of obtaining food is the most im¬ 
portant one in which man is engaged. The fear 
of starvation may be the ultimate reason for the 
non-acceptance by miners of a lower rate of wages 
when Government control ceased on March 31st. 
If that is the case and they are not reassured the 
struggle must needs be a bitter one, for the social 
instinct to provide for wife and child is stronger 
than most other motives. The economist ought to tell 
us whether such a fear is justified by the industrial 
outlook, and he cannot do so for the number of x’s 
in the economic equation. One of these unknowns is 
a proper standard of nutrition, and it is a tragic 
coincidence that the Ministry of Food, which was at 
one time assisted by a committee of the Royal 
Society to fulfil this task, was wound up on the 


fateful day when its guidance again became impera¬ 
tive. As scientific adviser to the Ministry, Professor 
E. H. Starling solemnly warned us two years ago 
against demobilising the official Food Department 
without creating a board of human and animal nutri¬ 
tion to continue for the public benefit the scientific 
work which grew up during the war at the Ministry of 
Food. And here we are with, as far as we know, the 
only surviving asset, the satisfaction of getting a full 
pound of tea without the packing paper being included 
in the weight. But it is hardly exaggeration to state 
that nutrition became almost an exact science during 
the existence of the Ministry. Long before the war, 
of course, Volt and Chittenden had demonstrated 
that good mental and physical work required 
a certain level of protein in the diet, but their 
figures differed so widely as to make reconcile¬ 
ment difficult, and the civilised world measured its 
food requirements, like the savage, by the comfortable 
sense of abdominal tension. The need for strict 
rationing, international and national, brought home 
elementary dietetic principles to all ranks of society, 
and particularly to those at the two extremes who 
needed it most. Stimulated by the Eltzbacher report 
in Germany, the Food Committee of the Royal Society 
drew up in 1916 a report on the Food-supply of the 
United Kingdom, and the late Sir William Thompson 
did a similar service for Ireland; more complete know¬ 
ledge led to the issue in March, 1919, of a report on the 
Food Requirements of Man, including their variations 
according to age, sex, size, and occupation, which placed 
on a secure basis the quantitative aspect of the national 
food-supply as determined under conditions of sufficiency, 
if not exactly of plenty. The study of a scanty diet, 
which begins with Sir James McGrigor’s prejudiced 
survey of prison diet in 1823, is now being continued 
with benevolent intent in several parts of the continent. 
Applying the Rohrer formula of weight to height, 70 per 
cent, of German children are found to be under¬ 
nourished by the American Friends’ Service Committee, 
and are to receive a supplementary daily meal. Thus 
the pre-war plenty, the war sufficiency, and the post¬ 
war scarcity are providing material for a scientific 
analysis of the quantitative needs of the human 
body, which no Government that has to deal with 
economic questions can afford to ignore. It might 
have been assumed that the Ministry of Health was 
collecting and codifying this material for use both in 
Government counsels and for popular education had 
not Dr. Addison specifically disclaimed in the House of 
Commons the need for the issue of such food lore. We 
regard the action of the German Health Department as 
well-advised in the issue of a manifesto on accessory 
food substances. For with the growing realisation of 
their place in the bodily economy much of the older 
teaching, based on mere food value, will go overboard. 
And it is the function of a Ministry of Health to instruct 
the people in the right conduct of the common everyday 
things of life. _ 

Viscount Astor’s resignation as Parliamentary Secre¬ 
tary to the Ministry of Health leaves the position open 
for the appointment of a medical man. 


The Oliver Sharpey lectures will be delivered at the 
Royal College of Physicians of'London on April 12th 
and 14th at 5 p.m. by Dr. Thomas Lewis, the title being 
“Observations upon the Nature of Auricular Flutter 
and Fibrillation.” _ 


At the next election to the Council of the Royal 
College of Surgeons of England, which will take place 
on Thursday, July 7th, there will be four vacancies, and 
the following 11 candidates will submit themselves to 
the vote of the Fellows: Mr. H. J. Waring, Mr. F. F. 
Burghard, Mr. W. Thelwall Thomks, Mr. A. H. Cheatle, 
Mr. J. H. Fisher, Mr. William Turner, Mr. C. H. Fagge, 
Mr. Victor Bonney, Mr. L. Bathe Bawling, Mr. Donald J. 
Armour, and Mr. Russell J. Howard. Mr. Waring and 
Mr. Burghard are retiring by rotation and offering them¬ 
selves for re-election. 
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A DEFENCE OF THE MINISTRY OF 
HEALTH: 

DR. ADDISON'S SPEECH AT EXETER. 


Speaking at a dinner given by the Mayor of Exeter 
(Dr. A. C. Roper) on March 30th, Dr. Addison, Minister 
of Health, said the man who deserted a professional 
career and entered upon the uncertain path of a political 
life was rather looked upon as a suspect by the average 
professional man. He was glad that, at all events, the 
citizens of Exeter had recognised that medical men in 
their city council could, and ought to, render service. 
And what was true of the city of Exeter, he thought, 
ought to be true in the councils of the State. 

Outlook of Medical Men on Public Affairs. 

It always seemed to him to be a singular drawback 
to their profession that, immersed as most of them 
were in attendance upon the individual, they were apt 
to overlook, or perhaps they had not time to think 
about, the community of which that individual formed 
but a single part. They did not require to think far j 
before recognising things which, as professional men, 
they knew should and could be done, but only.by some 
measure of collective action of instruments of govern¬ 
ment. He believed that the suspicion with which a 
good many medical men regarded the medical politician 
existed only because their profession was so interesting 
and their work so absorbing that they had neither 
the time nor the disposition to study health ques¬ 
tions from the State point of view. Whether or 
not that was the explanation, he recognised the 
fact and endured it with all the fortitude he could. 
While there had grown up in this country a collection 
of responsibilities, powers, and duties, scattered about 
through various departments of the State, concerned 
more or less with promotion, preservation, or protection 
of the life and health of the individual citizen, they had 
never been brought together as far as was possible, 
organised collectively, and directed as one. 

First Efforts of the Ministry of Health. 

The Ministry had not yet been at work very long; 
it had had a good many teething troubles, and was not 
without its critics, especially in certain sections of the 
press, which were perhaps sometimes more interested 
in the ventilation of a personal grudge than in the 
statement or consideration of the facts of the case on 
their merits: and so it came about that there were 
many things which had never been stated or even 
understood. In the first place, he thought that the 
motive of the Government organisation and develop¬ 
ment of the health services of the State ought to be 
increase of the value and efficiency of those services for 
the prevention of sickness and disease. 

Housing. 

So subject undertaken at the Ministry of Health 
had brought them more ridicule than that of housing ; 
but he put housing first as a preventive health 
service. A start had been made, and they at least 
knew where they were going. For the first time 
a duty had been cast—and he did not apologise 
for its being a duty—upon local authorities to make 
a return as to what were the needs of the community 
in terms of houses. According to the 1911 standard 
two million people were said to be living under in¬ 
sanitary conditions. He wanted to alter that standard; 
it was useless to talk of stamping out tubercle when so 
many people were compelled to live in houses con¬ 
demned as unfit for human habitation. It might well 
be that it would take 20 years to get the rehousing 
of this country on a well-established basis: but that 
was a matter of no consequence. What mattered 
was that they had obtained a minimum standard, 
based upon the health requirements of the people for 
two-thirds of the hours they lived. This measure was 
more essential, he believed, to improving the health 
and well-being of the child and other population than 
any other that could have been taken up. The 
Ministry had been he^et with all manner of difficulties, 


but they had ploughed their way through some ■[ 
them ; the rest would be overcome in time. Soon they 
would be coming to the second stage—the allocation t 
every city and town within the limits of finance 
avaiiable a sum to help in dealing with the insanitar. 
dwellings in their midst, and he believed the views M 
the medical profession thereupon would be unanimous 

Medical Advice in Public Policy . 

Proceeding, Dr. Addison said there could be no douhr 
that the medical profession would more and more be 
forced into public affairs by public opinion and the 
spread of education. It was one of the first require 
ments of their profession that there should be central 
and local bodies of men accustomed to meet together 
and discuss public questions in which professional 
knowledge or interests were concerned, so that coc 
sidered professional advice might be available when 
required. Public bodies and the State also, he thought, 
had often gone wrong, or missed an opportunity 
because of the lack of such guidance and advice : and 
he w'ould repeat what he had already said in London a. 
short time ago—a request to his professional brethren t - 
get busy on this matter. 

Passing on to the question of hospitals, Dr. Addison 
said the great masses of the people were needing more 
expeditious hospital treatment, and that the accom 
modation available for them in the voluntary institutions 
was at present insufficient. Side by side with thi> 
w'as the mass of empty accommodation, and it wa- 
impossible to think that they could go on for ever like 
that. There was the demand on one side and the 
supply on the other, but the two never met; an I 
because the Ministry ventured to think a little in 
advance, they got into trouble; nevertheless, they were 
going on with it. 

Cu ncer. —Tu bercle.—Chi l d Mart a l it y. 

Referring to the cancer problem, Dr. Addison said h•* 
should like to see a more comprehensive attempt made 
to tackle it. Looking at the results from such know 
ledge as could be gleaned, it did not seem to hir i 
that they were much further ahead as yet. The 
tale of death was still as great, if not greater, 
and he thought there was a great opportunity 
for a wise expenditure of money in the interest-* 
of economy. Statistics showed that in 1918 58,00v> 
persons died of tuberculosis in this country, the pre 
vious low r est year being 1913, when there were 49,<») 
deaths. In 1919 the number fell to 46,000, and last year 
it dropped to 42,000. The cost of the whole tuberculosis 
service, taking the country as a whole, worked out at 
rather less than a penny rate in regard to local authori 
ties, and a farthing out of every £ in regard to the 
Exchequer. With regard to infant mortality, the death 
rate in London fell to 85 in 1919 and last year was down 
to 75. He understood it was still going down ; but if 
the work was handled properly it could go down to 59. 

Preventive Medicine. 

In conclusion, Dr. Addison said that preventive 
medicine was the cheapest investment for the State. 
Well-considered and well-directed health efforts paid; 
and they were only just beginning to see it in thi> 
country, and as time went on the medical profession 
would be dragged further into those efforts. Therefore 
he had no manner of doubt that as on every other 
occasion which had called for their response they would 
lise to it easily in characteristic British fashion ; the 
time w T as at hand and great would be their opportunity. 


At the Queen’s Hall, Langham-place, London. 
Sir Arthur Conan Doyle will deliver next week three 
lectures entitled “Death and the Hereafter: the New 
Revelation.” The first lecture, on Monday evening, 
April 11th, is termed “The Human Argument”; the second, 
on Tuesday evening, is termed “ The Religious Argument 
and on Friday evening the Summary and General Conclu 
sions will be delivered. The proceeds of the lectures, which 
will commence each evening at 8 o’clock, will be devoted t > 
a special fund for the furtherance of spiritualistic work. 
Tickets for the lectures may be obtained at Queen’s Hall boi 
office and of the usual agents. 
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MEDICINE AND THE LAW. 


The Defence of Warranty in Milk Prosecutions. 

A conference held at Battersea recently, at which 
20 borough councils were represented, condemned in a 
plainly worded resolution what are known as the 
warranty provisions of the Food and Drugs Act as 
applied to the sale of milk. The resolution was to the 
effect that the section relating to warranty defences 
operates to the prejudice of the purchaser and the 
public health, and should be repealed. The section 
of the Sale of Food and Drugs Act referred to enables 
the seller of that which is not of the nature, substance, 
and quality of the article demanded, to prove in his 
defence that he himself bought it as being of the nature, 
substance, and quality demanded, and with a written 
warranty to that effect, and that he had no reason to 
believe it to be otherwise when he sold it, and that it 
was then in the same state as when he purchased it. He 
is then acquitted, but remains liable to pay the costs 
of the prosecution unless he has given notice to the 
prosecutor that he will rely upon the above defence. 
The effect of this defence in milk prosecutions has 
been what might have been expected, and particularly 
so since it has been held that there need not be a 
warranty given with each delivery of milk, but that it 
is enough to show by oral evidence that the particular 
consignment was purchased under a warranty intended 
to cover a series of consignments. At the conference 
referred to a case was mentioned in which Mr. Bankes, 
the magistrate, had said that he was bound to dismiss 
any charge before him, even though the milk sold was 
adulterated with 50 per cent, of water, if a warranty 
were proved to have been given to the defendant and 
the other conditions fulfilled. 

The Question of Irresistible Impulse. 

In the case of R. v. Quarmby, argued before the 
Court of Criminal Appeal, Mr. Justice Darling, Mr. 
Justice Avory, and Mr. Justice Sankey made it clear 
that the bench is not likely to allow any modification 
or alteration of the legal test of insanity when put 
forward as a defence to a prosecution. In the case in 
question counsel in effect asked the court to decide 
that an irresistible impulse urging a man to commit 
murder might be recognised as having induced him to 
do so, and as excusing him from responsibility for his 
act. Mr. Justice Darling, in the course of his judgment, 
said that Mr. Madden, counsel for the appellant, had 
complained that the judge had left to the jury the 
law of England as other judges had left it, and did not 
leave it to them to decide whether the prisoner acted 
from an irresistible impulse—whether it was not his 
subconscious rather than his conscious mind which was 
acting. If he had done so it would have been the first 
time it had been done by an English judge. 

The Disks of a Neglected Cut . 

At an inquest held recently at Bow on the body of a 
publican, 59 years of age, it was proved that the 
deceased had cut himself when shaving and had paid 
no attention to the wound beyond covering it with a 
piece of paper. Severe erysipelas had followed and 
the man had died. A verdict of accidental death 
followed, the coroner, Dr. R. L. Guthrie, observing that 
it might be a counsel of perfection to advise a man who 
cut himself with a razor to use an antiseptic immediately. 
It is not stated whether the paper used was a piece 
of the gummed edge of a sheet of postage stamps, 
but that certainly is regarded by many ignorant people 
as a convenient kind of “ sticking plaster,” regardless 
of either the original composition of the adherent or 
any subsequent impurity acquired. The postage stamp 
is less dangerous than the cobwebs which were used 
popularly for the stopping of bleeding before postage 
stamps were invented, and which are still employed 
in country districts, where barns and outbuildings 
make them easily obtainable. The knowledge that a 
wound of any kind should be kept as clean as possible 
is no doubt spreading, and deaths from such causes 
as the above are less common than formerly. 


Need for Compulsory Cleanliness. 

The necessity for revision of legislation dealing with 
cleanliness of the person was emphasised at a recent 
inquest held by Dr. F. J. Waldo, H.M. City Coroner, on 
a woman who djpd at Holloway Prison whilst under¬ 
going a sentence of 14 days' imprisonment for being 
drunk and incapable. She had been found lying in a 
gutter, and when received into the prison was found 
to be in a very verminous condition and also to be 
suffering from scabies. Everything possible was done 
for her. The jury returned a verdict of death due to 
coma from blood-poisoning, following upon cellulitis of 
the neck caused by the bites of lice and from self¬ 
neglect, and the following unanimous rider was added :— 

“ We are strongly of opinion that the Adoptive Act known as the 
Cleansing of the Persons Act, 1897, should be made compulsory, 
and that all local authorities should be called upon to provide 
cleansing and disinfection free of cost to all persons infested with 
vermin, and applying to the said authority for the cleansing of the 
person and clothing from vermin; further, we suggest that com¬ 
pulsory powers be given to the police to take any persons found in 
a public place, and visibly infested with vermin, to a local authority 
to.be cleansed.’’ 

Dr. Waldo pointed out that vermin have been spread 
amongst children and others through verminous persons 
making use of seats intended for the public in such 
places as the Embankment and public parks, and also 
through merely lying r on the ground. He pointed out 
that filth diseases, such as typhus and relapsing fever 
and trench fever, were spread by the agency of lice ; the 
danger arising from these insects having been increased 
by the return home of soldiers and sailors. He per¬ 
sonally did not at any time favour Adoptive Acts; in 
the past 19 years he had known of several deaths due 
directly to lice, and he had constantly advocated the 
conversion of the Cleansing Act into a compulsory 
measure. Persons like the deceased refused treatment 
when it was suggested by the police and others, and 
spread vermin broadcast in shelters and common 
lodging-houses, and sometimes even in prisons. When 
the Act was passed in 1897 he was medical officer of 
health at Southwark, and his local authority refused to 
adopt it on the score of expense. The Marylebone and 
St. Pancras authorities had first made use of the Act. 
He said that he would forward one copy of the rider 
to the Home Secretary and another to the London 
County Council. 

IRELAND. 

(From our own Correspondents.) 

The Irish Census. 

As was anticipated, the Government has recognised 
the futility of proceeding with an Irish Census in view 
of the opposition of a large proportion of the Irish 
people. An official statement has been issued to the 
effect that owing to the existence of a state of rebellion 
in the South and West of Ireland and the disturbed 
conditions in other parts of the country the Govern¬ 
ment, recognising that the returns of a Census would 
be incomplete or misleading, has decided to postpone 
the holding of a Census. It is further stated that under 
the Government of Ireland Act all responsibility in 
regard to the Census question passes to the Governments 
of Southern and Northern Ireland. 

Asylums and the Deadlock. 

The financial position of certain of the asylums of 
which the managing committees have declined to 
recognise the Local Government Board is rapidly 
reaching a crisis. For example, in Ballinasloe 
Asylum the officials and the great body of the 
attendants have been for the past two months without 
salaries or wages, and the present liability of the 
institution is £25,000. If the committee were willing 
to submit its books to Local Government Board 
audit the immediate advantage would be to secure 
the Government capitation grant, which originated 
under the Act of 1874, and was then fixed at 
4s. a week, the principle adopted being that the Govern¬ 
ment should be responsible for half the cost of the 
inmates’ maintenance. Under the Act of 1898 (Local 
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Government Act) the payment of these sums was trans¬ 
ferred from the Consolidated Fund to the Irish Local 
Taxation Fund, which proved insufficient to pay the 
claims made upon it, and the asylum grant was 
accordingly reduced to 3s. 6 d. per week per patient—a 
sum which, instead of paying half the cost, as originally 
intended, is now only a fourth of the cost of mainten¬ 
ance. Small as this sum may appear, in the case of 
Ballinasloe Asylum it amounted annually to £16,000. 
The anomaly in the case of the Ballinasloe Asylum is 
that while the committee refuses to recognise the Local 
Government Board, the Galway County Council, under 
which it works, recognises that Board. 

Mental Disease in Ireland. 

The annual report of the inspectors of lunatics for 
1919 has recently been issued; it is founded upon 
official figures which in the near future, it seems, 
will not be forthcoming from any effective numbering 
of the people. The number of lunatics under 
care at the end of 1918 was 22,868 (males, 11,819; 
females, 11,049), and at the end of 1919 22,578 (males, 
11,690; females, 10,888). The decrease in the total 
number of the insane under care, which has been going 
on since 1915, still continues, although at a reduced rate, 
the decrease in 1919 having been 290, as compared with 
1025 in 1918. The total decrease during the five years 
from 1914 to 1919 amounted to 2602, or an average 
of 520 per annum. The last report referred to 
the fact that the reduction in the numbers was 
not due to any lessening of the admission rate 
in the district asylums, but to a heavy death-rate. 
The admission rate continues to increase, but the 
death-rate in these institutions, which amounted to 
10*5 per cent, of the average number resident in 1917, and 
to 11*1 per cent, in 1918, fell to 9*3 per cent, in 1919. In 
spite of the decrease in recent years the number of the 
insane under care has increased from 268 per 100,000 
of the average estimated population in the quin¬ 
quennium 1880-84, to 546 per 100,000 in the quin¬ 
quennium 1915-19. The total number of deaths was 
1796, of which 9 were due to violence—viz., 2 from 
suicide, 5 from misadventure, and 2 from injuries 
inflicted by fellow-patients. In the previous year the 
number was 7—viz., 3 from suicide, 3 from mis¬ 
adventure, and 1 from injuries inflicted by a fellow- 
patient. One of the deaths from misadventure was 
from an unusual cause, the eating of yew leaves which 
had been distributed as “ palm ” on Palm Sunday. 

Farewell Luncheon to the Medical Commissioner of 
Ministry of Pensions. 

Medical men working in Ireland in connexion with the 
Ministry of Pensions feel much regret at the departure 
of Dr. D. A. Carruthers, who has been for two years 
Commissioner of Medical Services, and a luncheon 
was held on April 2nd at Mills’s Restaurant, Dublin, 
attended by the members of the medical boards, by the 
medical referees, and the medical staff of the Ministry 
of Pensions in the Ireland (South) Region, to entertain 
him on the occasion of his departure from the Region. 
About 40 members of the medical profession engaged in 
the various branches of work in the Ministry of Pensions 
in the Region were present. Dr. C. R. Kilkelly (in the 
chair), Dr. F. E. Rainsford, Dr. H. B. Beatty, and Dr. 
R. J. Rowlette each voiced the esteem in which Dr. 
Carruthers was held by the various departments over 
whose work he has presided. A presentation and 
address subscribed by 70 medical men was made, and 
a further one on behalf of the clerical staff of the 
Medical Services Branch. Dr. Carruthers is succeeded 
in Ireland by Dr. H. S. Sugars, D.S.O. 

Royal Victoria Hospital, Belfast. 

The annual meeting of this institution was held on 
March 31st, Lady Pirrie, President of the hospital, being 
in the chair. 

The medical report; showed that 4270 intern patients had 
been treated daring the year, an increase of 347 on the number 
for the previous year. Of the new cases admitted 2878 were 
surgical and 1099 medical. There were 2148 surgical 
operations performed in the wards, with 64 deaths after 
operation, giving a mortality of 2-98 per cent. The average 
stay of each patient in hospital was 28*4 days. In the extern 


department 30,236 new cases were treated during the year, 
as against 27,262 in 1919. The total attendances in this 
department numbered 90,708 (daily average 248); 418 surgical 
operations were performed in the extern theatre. Over 300 
Btudents received clinical instruction in the hospital during 
the year. The honorary treasurer, Mr. Henry Herrington, 
submitted the financial statement, which showed that the 
total revenue receipts from all sources during 1920 were 
£55,716 13*. 9 d., an increase of £11,466 9*. 3d., as compared 
with the year 1919. The total revenue disbursements were 
£56,796 1«. 7d., an increase, as compared with 1919, of 
£11,466 9 8. 3d. The cost per bed had risen from £66 
in 1913 to £157 per bed in 1920. Mr. Berrington referred 
gratefully to the large increase in receipts. Lady 
Pirrie, in her presidential address, congratulated the 
hospital on its comparatively favourable financial position, 
and announced the reoeipt of two cheques which would more 
than wipe out the small adverse balance upon the year's 
working. Bhe referred sympathetically to the retirement of 
the late superintendent, whilst giving a hearty welcome to 
his successor, Colonel J. V. Vincent. Colonel A. Fullerton, 
in submitting the medical and surgical report, dwelt on 
the great pressure upon the various departments of the 
hospital ana on the need for further extensions. During the 
meeting it was announced that the hospital had received 
possession of an additional grant of six acres of ground and 
a portion of the buildings of the former asylum from the 
city corporation of Belfast. 

A hearty vote of thanks to Lady Pirrie for presiding 
was passed on the motion of Professor Lindsay, 
chairman of the board of management of the hospital. 


PARIS. 

(From our own Correspondent.) 

Cases of Bubonic Plague in a Paris Hospital. 

At a recent meeting of the Soci6t€ Medicate des 
Hdpitaux Mr. P. Teissier made mention of 43 cases of 
bnbonic plague treated at the Hopital Claude Bernard 
from August to December, 1920, during an outbreak of 
the disease in Paris. In all the cases the diagnosis was 
controlled bacteriologically; 9 proved to be severe 
forms of the disease, 17 were of moderate severity, 17 
were mild forms. All the patients were cured. Mr. 
Teissier has come to the conclusion that serum should 
be injected without delay as soon as the disease is 
suspected, and that the treatment should be intensive. 
These two principles were adopted in the treatment of 
his own patients, who were given injections of serum 
from the Pasteur Institute. Mr. Teissier recommends 
a daily intravenous injection of 100 c.cm. of serum, and 
if the first injection has not caused the temperature to 
drop, two injections of 100 c.cm. on the next day. Some 
of his patients suffering from severe forms were injected 
with 800 c.cm. of serum in the course of eight days ; in 
children between 6 and 10 the dose of serum was 40 to 
50 c.cm. When dealing with the bacteriological findings 
Mr. Teissier said he thought that laboratory investi¬ 
gations should not merely consist in looking for Yersin’s 
bacillus in the serous fluid or pus from the enlarged 
glands, and emphasised the necessity of a blood culture, 
since in most of the cases he has treated Yersin’s 
bacillus has been present in the blood right from the 
onset of the disease. 

Remuneration of Practitioners Treating Pensioners . 

According to a French Parliamentary Act of March, 
1919, the remuneration of practitioners who are treating 
ex-service men in receipt of disability pensions is 
a State obligation when they are consulted for sequelae 
due to war wounds or diseases contracted in or aggra¬ 
vated by service. At the time the Bill was passed it 
was decided that the rate of remuneration was to be 
settled by arbitration. A committee was appointed to 
deal with this matter; since its formation meetings 
have been held, to which the various medical associa¬ 
tions and syndicates have sent delegates. Decisions 
arrived at had to be sanctioned by the Ministry of 
Pensions and the Treasury ; a decree has just been pub¬ 
lished in the Journal Offlciel, standardising professional 
fees. In boroughs where there are less than 200,000 
inhabitants 4 to 5 francs will be the fees for every 
attendance; in boroughs where there are more than 
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•200,000 inhabitants the fees will be 8 to 10 francs. 
Each time a medical consultation is needed the rate 
of remuneration will be increased by 50 per cent.; 
travelling expenses must on no account exceed 1 fr. 50 
per km.; surgical operations will be performed free 
of charge in State hospitals. The committee of the 
Union des Syndicate M6dicaux de France held a special 
meeting to consider the decisions of the Minister of 
Pensions and protested against them, at the same time 
urging doctors to refuse to comply with the decree in 
the presence of the disabled ex-service men whom they 
attend. This attitude is due to the fact that the com¬ 
mittee of the Union des Syndicats Medicaux de France 
is of opinion that the provisions made under the 
arrangements of the decree are not sufficient to secure 
adequate treatment for the men concerned. 

Scottish Medical Students in Paris. 

You have already announced the visit of Edinburgh 
medical students to Paris. Lectures and demonstra¬ 
tions on midwifery, to be delivered in English, have 
been organised in three of the hospitals for their 
benefit. This course was organised by Professor 
P. Bar in order to give Scottish students the opportunity 
of conducting a fair number of labours, since the 
course of practical midwifery is restricted in Edinburgh 
hospitals as compared with those of Paris owing to the 
relatively small number of confinements. On their 
arrival in Paris the Edinburgh students were greeted 
by some of the members of the Association G6nerale 
des Etudiants, who have arranged accommodation for 
them. Professor H. Roger, dean of the Faculty de 
M6decine de Paris, gave the students a warm welcome 
at the Clinique Tarnier. In the course of his speech 
he emphasised the common Celtic origin of the 
Scottish and French nations, and said that for that 
reason he wished to greet them as fellow countrymen 
rather than as foreigners; he also referred to the great 
popularity of the works of Sir Walter Scott in France, 
and finally commended the industry, culture, and 
hospitality of the Scottish people, expressing the hope 
that those whom he was addressing would find an 
equivalent hospitality here. It was arranged that the 
men students should attend the Baudelocque and 
Tarnier Cliniques; women students, of whom there are 
17, will attend the clinic of the Hopital dela Piti6. The 
professors who will superintend these special courses are 
MM. P. Bar, A. Brindeau, A. Couvelaire, J.-L. Faure, 
and P. Lequeux. In a few weeks’ time new groups of 
Scottish students will replace those who are at present 
in Paris. 

March 31st. 

VIENNA. 

(From our own Correspondent.) 

Malaria in Austria. 

Before the war malaria was a very rare disease in 
the part of the Empire which now constitutes the 
Austrian Republic. In Vienna, where all sorts of 
patients came together, cases from the southern 
districts were occasionally encountered, and students 
were always on the look out for one of these interesting 
and rare patients. But when soldiers were sent from 
the fighting lines in Italy, Serbia, Albania, Roumania, 
and Russia, malaria of all varieties prevailed, and it 
soon became necessary to organise a special malaria 
service. Apart from laboratories and other arrange¬ 
ments behind the fronts, a central malaria hospital 
was instituted in Vienna for treatment and study under 
a malaria board, to which all cases of the disease had 
to be reported. With the return of prisoners of war 
who had spent years of captivity in unhealthy districts 
(Siberia, Turkestan, Sardinia, Asia Minor), the numbers 
of new cases continued to increase. In Vienna alone 
there were no less than 10,610 cases of malaria caused 
directly by captivity; 1603 of these were first reported 
in 1920, the bulk being reported in 1919, when most of j 
the homecoming prisoners arrived in the country. All 
these cases were carefully examined before permission 
was granted to mix with their people ; cases requiring 


treatment were detained and properly dealt with. All 
infected persons are required to report as soon as 
symptoms return, and at least once a year, because 
exact records are kept of every case. Treatment is 
gratuitous and compulsory, and frequent public instruc¬ 
tion is given as to the dangers of neglect of hygienic 
precautions. 

Exploratory Laparotomy in a Hermaphrodite. 

The problem of definitely settling the question of sex 
in a case of hermaphroditism is at times so difficult as 
to baffle all hitherto applied methods. It is well known 
that individuals regarded as masculine and educated on 
these lines have proved after all to be really females, 
and vice versa. Professor Meixner recently resorted to 
laparotomy to discover the sex of a 9-year-old child. 
The child, who was shown at a recent meeting 
of the Vienna Medical Society, had two well- 
developed labia majors and a very large penis-like 
clitoris, but no vagina; rectal examination did not give 
a clear result as to presence or absence of internal 
female organs. On opening the abdomen a small 
uterus was found, with two appendages, which were 
recognised by all those present as a normal ovary; on 
the left side a small, brownish body was also present, 
which microscopic examination proved to be a 
rudimentary testicle. The child was manifestly a 
true hermaphrodite, but to all intents a female, 
especially as the testis was removed. An animated 
discussion followed the demonstration, in which the 
advisability of laparotomy was questioned. But 
Professor Meixner pointedly remarked that nowadays 
an exploratory laparotomy, even in a child, is much 
less serious than some other operations performed 
for less urgent indications on children and adults. 
The importance of determining the actual position in 
life of an individual in infancy was of such an over¬ 
whelming nature that the slight risk involved was 
admissible. This was also the opinion of the majority 
of those present. 

Increase of Fees for Foreign Students. 

By an Order of the Board of Education the fees 
payable by students at the institutes and laboratories 
of the medical faculties of the three Austrian 
universities have been raised in such a way that 
foreigners have to pay more heavily than Austrians. 
In the coming summer term the general increase of 
fees will be 50 per cent., but for foreigners it will 
be 2500 per cent.; and for the latter the fee for 
graduation will be 1000 per cent, of the present fee. 
The rate of exchange, now so favourable to foreigners, 
will thus be partly compensated, but the foreign 
student will still be able to study here with a very 
small expenditure of money. He will have to pay for 
the whole term as many times 250 kronen (equal to 2s.) 
as his hours of study during the week. A class on 
gynaecology (four hours per week) will cost him 8*. for 
the whole term, on materia medica (six hours per week) 
12*. Special courses do not come under the scope of 
this Order. The increase of regular fees was necessary 
owing to the grant by the Rockefeller Foundation of 
$60,000 to the University for the purpose of laboratory 
and institute outfit, made on the condition that the 
numerous foreign students taking their classes here 
should be forced to contribute by increase of fees to 
the State expenditure for the universities. It was con¬ 
sidered unjust that an impoverished State should 
enable foreign students to obtain first-class medical 
instruction not only very cheaply, but at a cost so far 
below that of equivalent education in their own 
countries. It is expected that by these means a sum 
of 5 millions of kronen will be raised for the above- 
mentioned purposes within one year. 

The Effects of the War on the Number of New 
Practitioners . 

The Vienna Board of Health has published, amongst 
other interesting figures, a few statistical data as to 
the number of medical men who began practice in 
this city since the beginning of the war. Of the 
following figures the first after the date is the number 
registered, the second the number of those registered 
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who still remain in practice in Vienna—1914 (from 
August, 1st), 107-15; 1915, 104-28; 1916, 49-18; 1917, 
60-25; 1918, 256-161; 1919, 424-382 ; 1920 (till end of 
Beptember), 302-248. At the beginning of the war 
many doctors came to Vienna as refugees from country 
occupied and devastated by the Russians; and after the 
break up of the empire in 1918 all, or nearly all, practi¬ 
tioners of German origin in the various districts of the 
empire were driven away by the new governments and 
thereupon settled down in Vienna. They soon found 
out that the city could not provide a decent living for 
all of them, and some went into country places or 
changed their occupations altogether and became 
tradesmen or clerks. 

The First Female Director of a Dental Clinic, and Unique 
Dental Conditions . 

Dr. Erna Greiner is the first female dental surgeon 
appointed as director of a dental clinic in this country. 
The appointment is at the dental clinic in the Rainer 
Spital, our chief hospital for war invalids. The new 
chief is highly esteemed by patients and colleagues. 
In this hospital the dental cases met with are of 
an unusual type and severity, being mostly direct 
war injuries in the shape of partial or total loss of 
teeth. These are chiefly visible in the prisoners of war 
who returned recently from Siberia. The pathological 
changes of the dentures are more severe than any 
before seen in this country. The majority of these 
patients had suffered from scurvy, so that their teeth 
had become loosened and displaced, and when the men 
came under better hygienic conditions their teeth 
became firmly fixed in the new positions. In some 
cases renewed attacks, perhaps in the following year, 
loosened them once more, and the abnormality of 
position was sometimes fantastic. The masses of 
tartar deposit found on the teeth of some prisoners 
of war were huge—layers of more than a centi¬ 
metre in thickness were found. Such cases were 
sliown to the Viennese learned societies, as their con¬ 
ditions were unique, at least for this country. Elaborate 
treatments were devised to rotate displaced teeth into 
normal positions, or at least into positions where they 
might be used, but in many instances artificial teeth 
were found to be preferable. 

Health of Vienna. 

An unusually prolonged period of glorious sunshine 
and dryness has been enjoyed for more than four 
weeks in this city, the average being eight hours of 
sunshine daily and less than three millimetres of rain* 
for the month. The health of the population has 
naturally benefited. Diseases of the respiratory tract 
have been rather frequent, owing to the dust and wind, 
whilst diseases of the alimentary canal, as so often 
happens in periods of bright weather, became in¬ 
frequent. A constant increase of diseases of the circula¬ 
tory system has been manifest for several years, 
perhaps due to the mental strain and over-exertion of 
the last few years. A mild epidemic of influenza which 
is prevalent at present is, no doubt, also alleviated by 
the bright weather, as formerly March used to be the 
month for colds in the head in this city. These colds 
are now slight and of short duration. The mortality 
has also been lower than in any of the previous 18 
months. 

April l*t. ^ 

AUSTRALIA. 

(From our own Correspondent.) 

Federal Health Department . 

The Prime Minister has announced that a new Depart¬ 
ment of Public Health will be created with a special 
Minister in charge. Hitherto the Quarantine Act has 
been administered by the Customs Department, with a 
medical Director-General. Mr. Hughes stated that the 
representatives of the Rockefeller Institute now in 
Australia, Dr. Heiser and Dr. Sawyer, had undertaken 
that their institute would supply several experts if the 
Commonwealth Government would inaugurate a special 


department of public health. After conference with 
Dr. J. L. Cumpston (the Director), it was decided to 
inaugurate a new department by the establishment of 
research laboratories in various parts of Australasia. 
A list was given which comprised Bendigo (Victoria)- 
Port Pirie (S. Australia), Lismore (N.S.W.), Rock¬ 
hampton, Mackay, and Cairns (Queensland), Darwin 
(N. Territory), Port Moresby, Thursday Island, and 
Rabaul. The terms of the arrangement with the 
Rockefeller Institute were not disclosed, and it is 
probable that the conjunction has political rather than 
scientific foundation, since there is likely to be opposi¬ 
tion to any new Federal expenditure. 

Mysterious Death of a Sydney Doctor . 

The remarkable circumstances which led to the 
death of Dr. C. Tozer, of Sydney, have not been 
further investigated owing to the continued illness 
of Mrs. Mort, who is detained on suspicion as the 
result of an inquest. The late Dr. Tozer was a 
graduate of Sydney University and a well-known 
figure in New South Wales, although little more than 
30 years of age. He had played cricket in inter-Stat-e 
matches and was a batsman of the highest class. He 
had also a good war record. So far as meagre details 
are disclosed, it appears that he and Mrs. Mort had 
known each other for many years. The lady is 
supposed to have been addicted to drugs and was 
under medical care. Her husband asked Dr. Tozer to 
call and see her professionally. He went to visit her 
and after some hours was found dead in the room with 
a bullet wound in the head. Mrs. Mort was in another 
room in a state of collapse, from which she has not yet 
recovered sufficiently to allow of her attendance at any 
judicial' proceedings. The latest report was that her 
condition showed no improvement. She was committed 
for trial after the coroner’s inquiry. 

Research on Xalive Fauna. 

The Victorian Government has granted some 80 acres 
of mountain land in the district round Healesville to 
Dr. Colin Mackenzie as a farm on which Australian 
native animals may be kept in their original condition 
and observed as to habits and food proclivities. Dr. 
Mackenzie will make this an important adjunct of the 
Research Institute which he has successfully founded 
in Melbourne for the study of the comparative 
anatomy and developmental changes in native 
animals. His work on the comparative anatomy 
of the caecum and vermiform appendix in Australian 
mammals, and his research on the glandular system in 
the platypus are already well known to your readers. 1 
The importance of having work of this character 
done is emphasised by the fact that some of the native 
animals are already almost extinot. 

Friendly Societies . 

The dispute between the Victorian Branch of the 
British Medical Association and the lodges has almost 
reached a final stage in that all the objectors have 
accepted the terms demanded by the branch except the 
Manchester Unity Independent Order of Oddfellows. 
How long peace is likely to continue is problematical, 
as in consequence of the constant increase in prices 
and wages the medical men will possibly soon be 
compelled to insist upon a further increase in the 
lodge remuneration. The advance which caused the 
prolonged dispute only amounted to about 4 d. a week. 
Casual labour at present demands and obtains from 15*. 
to 25s. a day, while domestic servants’ wages range from 
25*. to 60s. per week and food. No advance has been 
made in the general standard of medical fees. 

Feb. 8th. _ 

> The Lancet, 1916, i., 183. 


West Kent Medico-Ohirurgical Society.— 
A meeting of this society will be. held in the Gymnasium 
(old Board Room) of the Miller General Hospital, Greenwich, 
to-day, Friday, April 8th, at 8.45 p.m. Dr. A. M. Cato, the 
President, will occupy the chair, and Mr. C. J. S. Thompson, 
curator of the Wellcome Historical Medical Museum, will 
give an Historical Sketch of Military Surgery from the 
Earliest Times, illustrated by lantern slides. 
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A MODEL HYGIENIC CENSUS: 

HOSPITAL AND HEALTH SURVEY IN 
CLEVELAND, OHIO. 


The Hospital and Health Survey of Cleveland, Ohio, 
lias been made at the request of the Cleveland Hospital 
Council, a body representing 20 hospitals with a total 
of 8088 beds, by a committee appointed in October, 
1919. The work was initiated with a view to pro¬ 
moting the public health and diminishing the number 
of preventable deaths in a particular American city, 
but the result has been a series of reports of more than 
local interest. Eleven paper-bound volumes containing 
in all 1000 pages may appear to be more than the 
subject should demand, but the task before the com¬ 
mittee has involved the consideration of past history 
.and present conditions and the visualising and pro¬ 
viding for probable future development. 

Founded in 1796, incorporated as a village in 1815, and 
chartered as a city in 1836, Cleveland is now the largest 
city in the State of Ohio, and the fifth city in size in the 
United States, having a population of about 800,(XX). It 
occupies an area of 58-7 square miles and extends for about 
20 miles along the southern shore of lake Erie, being 
.situated on both sides of the Cuyahoga River, where it flows 
into the lake. It stands 600 feet above sea-level, upon a soil 
which associates gravel and sand at some points with shale 
And clay at others. As may readily be appreciated, the lake 
and river, which combined to invite the founding of a town 
and to facilitate its early sanitation, are not unconnected 
with the problems that accompany a population already 
approaching a million. Sewers which empty themselves 
into a lake, adapted also for the dumping of drier refuse, 
have to be taken into serious consideration by those 
concerned with the purity of a city’s water-supply, and the 
health of a population which in hot weather seeks its 
bathing beaches. 

We are little concerned here with the bathing beaches 
that invite a population liable to experience 92° F. in May, 
100° in August, and 98° in September, but it is necessary to 
remember such figures in reading the Survey not only 
where it deals with water. They are fully as relevant to the 
consideration of housing and house sanitation, the collection 
of refuse, and questions of health generally. Lack of housing 
accommodation and over-production of refuse in crowded 
areas are among our own problems, and we, too, in some of 
our cities find conditions aggravated by the presence of 
foreign elements of population not over-zealous for cleanli¬ 
ness. In any case, the Survey of Cleveland’s difficulties 
contains lessons applicable, mutati* mutandis, to questions of 
public health that are cosmopolitan. 

In the first volume of the Survey general introductory 
matter is followed by the consideration of water-supply, 
sewage disposal, and housing, including the sanitation 
and environment of dwellings, some of which are 
described in detail. The difficulty of rendering and 
keeping slum dwellings sanitary is not confined to 
Cleveland, and some of the photographs which illustrate 
its waste places might have been taken in many cities 
of the old world as well as in the new. Photographs, 
by the way, can afford but little more than arid 
impressions of dismal streets and untidy back yards. 
They are as inadequate for the representation of the 
horrors of decaying refuse and filth as they are for 
recording the turbulence or the majesty of a stormy sea. 

The second volume, devoted to Public Health Services 
and Private Health Agencies, containsdetails of organisa¬ 
tion of an interesting character and some outspoken 
criticisms. The coroner system, for example, which 
exists in the United States for much the same objects 
as with us, is not only condemned as a whole as 
presenting opportunity for “graft ” and for the covering 
up of crime and preventable deaths, but on the same 
page it is frankly declared that as long as coroners and 
their medical examiners and assistants are selected 
with a view to their political usefulness rather than 
for their fitness for their posts “our cities, and 
among them Cleveland, will continue to be ill-served in 
this respect.” We are inclined to envy the authors of 
the Survey their apparent freedom from anxiety on the 
score of possible libel actions (taking into consideration 
the fact that there cannot be many coroners in 
Cleveland) as well as to sympathise with them in their 
desire to see the coroner’s office rendered useful and 


effective. The struggle of The Lancet in a like 
direction in the past will be remembered by all 
familiar with its history. We also note here that 
Boston and New York have solved the difficulty by 
substituting a “ medical examiner ” for the coroner. 
In a country where so much independence is allowed to 
local legislatures we may learn some day that Cleveland 
or Ohio has done the same. There is, however, one 
subject in Cleveland which the Survey confesses “must 
be approached in a tactful manner because of the large 
amount of capital involved,” patent medicines to wit. 
It is also recognised that many people buy them aud 
practise self-medication, and that local newspapers 
exist largely upon their advertisements. We sym¬ 
pathise here with the authors of the Survey. We are 
not ourselves afraid of criticising the quack nostrum 
vendor or the newspapers who advertise his wares, 
but we recognise the weight of his financial interests 
and his vested rights. We observe, without much 
hope of its efficacy, that as a partial remedy at 
Cleveland a committee is suggested to examine and 
obtain the cessation of the worst advertisements and 
to find for the newspapers affected others of an 
innocuous character. 

Part VIII. of the Survey is devoted to Education 
and Practice in Medicine, Dentistry, and Pharmacy, 
and Part X. to Hospitals and Dispensaries. Hos¬ 
pital service and its maintenance must every 
where depend largely upon traditional usage peculiar 
to the country concerned. The maintenance of hos¬ 
pitals has for its object the provision of institu¬ 
tional medical aid for those who cannot pay for it 
at the expense of others who can, and therefore much 
must depend upon the willingness or power of the 
wealthy to tax themselves, and upon the willingness or 
power of the legislature to institute taxation. These 
are local conditions affecting different countries in 
different ways. In such a work as the Survey, how¬ 
ever, interesting records may be found of experience 
obtained in such matters as the contribution of patients 
to hospital funds and the value of “ social service” in 
supervising and ameliorating conditions in the homes of 
poor patients. It is pronounced impossible in Cleveland 
in present circumstances to discharge all patients to 
convalescent homes, and at the same time it is recorded 
that visits to 200 discharged patients found 87 per cent, 
of them in home environment unfavourable to con¬ 
valescence. The problem of convalescent care is dealt 
with briefly, but valuable suggestions are made in a 
memorandum by Dr. Frederic Brush, of New York. 

Child Health Work. 

The report drawn up by Dr. Josephine Baker gives a 
clear and comprehensive account of the various func¬ 
tional activities coming under this heading. They 
inclnde prenatal, maternity and infant care, and the 
care of children under school age ; also schools, institu¬ 
tions, and dispensaries for children. Under each of 
these subdivisions both the present status and needs, 
as well as recommendations for the future, are set forth 
in some detail, in accordance with the two fundamental 
bases laid down for effective child-hygiene work, these 
being (1) that prevention of disease is the first con¬ 
sideration, with such corrective health measures as 
may be necessary to ensure a normal physique during 
childhood and sound health during adult life; and 
(2) the necessity for continuous coordination and effec¬ 
tive health supervision from the prenatal period through 
adolescence. 

The three main criticisms of the organisation as it 
stands at present are the lack of coordination of the 
activities for child welfare as a whole; the weakness— 
apart from antenatal work—on the side of prophylactic 
measures ; and the tendency, repeatedly referred to in 
the course of the report, to view the immediate result* 
of any given effort for child hygiene as an adequate 
test of its success, whereas it is. of course, only after 
the lapse of time that the measure of success achieved 
can be truly gauged—e.g., proper maternity service 
should be measured not only by the reduction in the 
maternal mortality-rate but by the future health of the 
mother and child. 
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Various ways are suggested for meeting the existing 
lack of coordination, one of them being the establish¬ 
ment of a Central Child Hygiene Council, which should, 
among other duties, coordinate the work of all public 
and private agencies, and also maintain a central 
clearing house to receive and tabulate all essential 
statistics on child-welfare work, and to act as a link 
between the executive groups. The second criticism, 
dealing with the inadequate attention paid to the 
prophylactic side of the work, is met by various specific 
and very practical recommendations under each heading. 

Some of the more important sections of the report 
deal with the antenatal and maternity work done in 
Cleveland. The marked reduction in the university 
district of the stillbirth-rate among cases receiving 
prenatal care—these forming a very limited proportion 
of the total number—is quoted as showing that 
Cleveland needs three times the facilities it possesses 
at present for prenatal care. Dr. Baker adds:— 

The figures given by the Maternity Centre Association of 
New York City show that among 502 women supervised 
during their pregnant periods and receiving proper care 
at time of confinement there was only one death. Maternal 
mortality ranks second highest in the list of causes of death 
among women between 15 and 45 years of age in the United 
States, being exceeded only by tuberculosis. Reduction in 
the death-rate of mothers and babies as a result of prenatal 
care can be effected with mathematical oertainty. It is 
simply the question of providing the type of case that has 
already been recognised and standardised. 

Among the various recommendations appended to 
this section are included suggestions as to the com¬ 
position and function of a committee on Prenatal Care 
as a part of the Central Child Hygiene Council; while 
under the section of Maternity Care important and far- 
reaching recommendations are made, dealing with 
birth registration (at present not more than 80 per cent, 
of the births occurring in Cleveland are reported to, 
and registered by, the Bureau of Vital Statistics of the 
Division of Health), with hospital facilities, and with a 
suggested programme for the control of midwifery. 

In the section on School Health Supervision many 
important points are brought out, such as the dispro¬ 
portionate time given to finding defects and recommend¬ 
ing treatment compared with that given to seeing that 
those defects are remedied and the child’s mode of 
living and home surroundings improved. In the Depart¬ 
ment of Medical Inspection for the school year 1917-18 
32,918 children were found to have physical defects, 
while only 88‘1 per cent, of these wore reported as 
having been corrected, these corrections being, moreover, 
almost all of the most obvious defects, while defects 
such as anaemia, scoliosis, and defective nutrition were 
uncorrected. 

Venereal Disease. 

In the past, apart from such treatment facilities as 
have been available through the dispensaries, the city 
hospital, and the general medical profession, no special 
steps have been taken, or work performed, for com¬ 
bating venereal disease. A special programme has now 
been drawn up containing a large number of recom¬ 
mendations for the diminution of the incidence of such 
diseases. Amongst these recommendations are the 
following, which for the sake of convenience may be 
placed under three headings: (1) measures directed to 
the protection of individuals from exposure; (2) the 
elimination of environmental conditions favouring dis¬ 
semination of venereal diseases; (3) provision and 
maintenance of facilities for diagnosis, treatment, and 
control of infected persons. 

Under (1) come such measures as educational work in 
schools, homes, and churches for the purpose of character 
building, the instruction of the public on hygiene, the dis¬ 
semination of knowledge on the prevalence, method of 
spread, and serious consequences of V.D., the improvement 
and regulation of amusements, recreations, and athletic 
organisations, the safeguarding and bettering of home 
surroundings, and the encouragement of early marriage. 

Under (2) are grouped such measures as the elimination 
of the commercialised aspects of prostitution, the prevention 
of solicitation, and the prosecution of persons employing 
premises for illicit purposes. 

Under (3) are included such measures as the maintenance 
of advisory clinics fitted with facilities for early diagnosis 
and efficient treatment. The control of infected persons is 


rovided for through instruction on the subject of venereal 

iBeases by the physician responsible for treatment. 
Definite standards of cure are to be established, and penalties 
enforced for exposing others to infection. In order to stimu¬ 
late and direct the campaign against venereal diseases the 
report recommends the establishment of a special bureau 
in charge of a full-time medical man. This medical officer 
in charge of the bureau is a full-time official, having under 
his command various assistants (such as nurses, clerks, 
Ac.), in order that he may be able to conduct a comprehen¬ 
sive campaign for the eradication of gonorrhoea and syphilis. 
The duties of such a bureau will be the organisation, the 
supervision, and the stimulation of (treatment facilities, the 
returning to treatment of those patients who fail to continue 
under medical care until cured, and the education of the 
public upon the methods of contraction, spread, control, 
prevention, and treatment of venereal diseases. The duties 
of the chief of this bureau in completing a comprehensive 
programme would preclude any clinical work, either private 
or public. In order to gain the absolute confidence of the 
medical profession he should have had clinical experience in 
the treatment of V.D., although he should not be required 
or permitted to undertake clinical duties. 

The following plan of organisation for the venereal 
disease bureau of the Division of Health is suggested :— 

Working under the M.O. in charge of the bureau is a staff 
consisting of two nurses, an agent, and clerks. The main 
function of the bureau is apparently educational—the 
instruction of the public upon the general subject of 
prevalence, mode of transmission, serious consequences of 
syphilis and gonorrhoea, and the necessity for prompt and 
continuous treatment. This educational work is to be 
undertaken by means of lectures, cinemas, and pamphlets, 
and is directed so as to reach all classes and ages of the 
community. A special “follow-up” system is recommended 
for such patients as fail to complete their course of treat¬ 
ment at tne venereal clinics by means of cards being sent 
out in sealed envelopes. 

Finally, certain recommendations are made with 
regard to alterations in legislation. The campaign that 
is contemplated is, however, mainly of an educational 
nature, and does not include an appreciable alteration 
or extension of the legislation dealing with these 
diseases. The “age of consent law” should, according 
to the memorandum, be amended so as to protect young 
boys as well as girls under 16, and more protection is to 
be given to mental defectives generally. Provision is 
made for the work of women police, and an educational 
campaign is to be undertaken amongst female prisoners 
appearing at police-courts. Altogether the crusade 
sketched in the memorandum is very complete. It 
should certainly result in a marked diminution of 
venereal disease in the town of Cleveland. 

Mental Disease and Mental Deficiency. 

The Cleveland Hospital Council directed that all 
hospitals and kindred organisations in the city of 
Cleveland should be passed under review, and a section 
of the report deals with the medical and social problems 
arising from mental disease and deficiency. It is 
prepared by Dr. Thomas W. Salmon and Dr. Jesse M. W. 
Scott, and contains 511 pages of interesting details 
describing the provision made for the insane, for 
mental deficiency, for epilepsy, and the methods of 
dealing with delinquents, the juvenile courts, and the 
agencies for correction, welfare work, after-care, and 
the treatment of atypical children. A Survey such as 
this is extremely valuable in enabling the community 
to take stock of its medical and social work; it gives 
the public an opportunity of knowing what is done and 
learning some of the defects, and at the same time it 
indicates in what direction new legislation is needed. 

If any doubt existed in the minds of the Cleveland 
City Fathers that the mental annexe of the Cleveland 
City Hospital needs to be reconstructed, the frank state¬ 
ments in this report will convince the most reactionary. 
We are told :— 

"The wooden floors are nearly worn through, and it is 

impossible to keep them clean. - A short time ago a 

woman pulled up part of the floor in one of the rooms and 
escaped through tne hole she had made. Rats and bed-bugs 

are numerous. There is no classification of patients, the 

anxious and depressed occupy the same ward. Childhood 

and old age mingle.The hard-working, self-respecting 

American woman, who has reared her children in a dean 

American home. listens all day to the curses of a young 

prostitute in a bed adjoining hers.” 
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Plain speaking such as this must lead to reform, 
especially when accompanied by a striking series of 
photographs contrasting what is with what should be. 

It is rather singular that in stating the defects of the 
e xisfcing system of treatment the same complaints are 
made with which we in this country are familiar—viz., 
that there is lack of provision for the early treatment 
of mental disorders. Physicians complain that there is 
no method of securing temporary observation of doubtful 
cases, especially for the poor, and that the present 
procedure prevents patients from applying for treatment 
in the early stages of their illness. One would have 
thought the City Hospital referred to was exactly what 
is needed, but this appears to be so managed that— 

“ When one leaves the general wards of the hospital and 
crosses a little strip of grass to the doors of the building 
devoted to mental cases he leaves behind him not only the 
medical science of the present century, but in large part its 
humanitarian attitude towards disease and suffering.” 

It is surprising to find that there are no laws in 
Ohio providing for the inspection of private institutions 
for the insane, and anyone can at any time, regardless 
of qualifications, set up a private sanatorium for mental 
cases. The State mental hospitals are managed by a 
State Board of Administration, and there are no local 
boards of managers. The four salaried members of this 
board control 21 institutions, including the eight State 
mental hospitals. This centralisation of responsibility 
does not seem satisfactory. The Cleveland State Hos¬ 
pital is overcrowded, 1737 patients in space designed 
for 1450. In 1919 617 new patients were admitted, and 
about 10 per cent, of the patients die annually. It is 
parsimoniously administered throughout. The medical 
superintendent receives only $2500 yearly. The refer¬ 
ence to this hospital concludes :— 

‘‘The superintendent is trying in the face of these condi¬ 
tions to make his institution a hospital in fact as well as in 

name.He will inevitably fail, if the people of Cleveland 

are unable to induce the legislature to change the policy of 
neglect that keeps its work upon the asylum level.” 

It is well to note the breadth of view which pervades 
the report. Custodial care in an asylum is repeatedly 
contrasted with treatment in a hospital, an attitude of 
mind needed in our own country. Space will not 
permit any reference to the great institution in Ohio 
containing 3125 feeble-minded persons, or of the 
excellent organisation dealing with delinquency criminals 
and other social failures, 

It is disappointing to find that a wealthy State such 
as Ohio is not more advanced in its care of the insane, 
and at first reading it may be concluded that we have 
little to learn from the report. But before we can judge 
we ought to have one equally frank report of the con¬ 
ditions obtaining in one of our larger English counties. : 
It is doubtful whether such a report would give ground 
for self-complacency. Although we may perhaps 
safely conclude that English mental hospitals and 
English lunacy administration are better than appears 
to be the case in Cleveland, we must admit that not all 
our public institutions really deserve the name hospital, 
whilst everywhere there is still a grave lack of any 
provision for the effective treatment of a poor person in 
danger of mental breakdown. The reproach remains 
that voluntary patients cannot be received in any of 
our public mentabhospitals. If anyone in fear of such 
illness should apply for admission the only possible 
answer is in effect— 

“ Go away; and when you gefc worse perhaps a dootor will 
sign you up. Then you must see a magistrate and persuade 
him to sign a Reception Order. If you will bring this with 
you we will gladly do all we can! ” 

Health and Industry. 

The section devoted to a Survey of Industrial Medical 
Service and the Employment of Women and Children is 
not the least interesting of this series of reports. Dr. 
Wade Wright deals with medical service after carefully 
studying over 100 industrial concerns. 

He found that 43 per cent, of the employees work in 
establishments employing 1000 or more, only 2-6 per cent, 
of all organisations; hence, by concentrating at first on 
the few larger concerns health supervision could be ensured 
for a large proportion of the workers. He reports that indus¬ 
trial meaical service as at present conceived is compara¬ 


tively new, crudely developed, and far from being stan¬ 
dardised ; while industrial nursing is perhaps even less 
standardised. Here objection is rightly raised to nurses 
freely administering sedatives for headaches and the like, 
and cocaine for removal of foreign bodies from the eye. 
Nevertheless, he remarks as worthy and creditable that 
about one-half of the industrial workers of Cleveland are 
upon occasion receiving some sort of medical attention in 
industrial plants, the cost at one large establishment 
amounting to $10.92 a year per employee and at another to 
$11.23. Industrial concerns, especially the smaller ones, 
are urged to combine for the purpose of starting industrial 
dispensaries in order to secure a medical and nursing 
personnel. Full medical care of the workers could by this 
means be ensured and possibly also of their families. 
Insistence is laid on the value of standardised medical 
records and on not accumulating useless statistical 
material; otherwise acourate estimates and comparisons 
of losses due to accidents and illness cannot be made or 
steps for their avoidance planned. A frequency rate of 
93 7 accidents per 1000 workers per year, with an accident 
severity rate or 4*5 days lost per worker per year, which 
occurred in Ohio in 1914, gains insignificance when com¬ 
pared with a frequency rate of 201-7 accidents, with an 
accident severity rate of 26 days lost in 1919. Sick¬ 
ness, which leads to an average of seven days of lost time a 
year per worker is even more important, though studiously 
neglected ; yet industry presents an unparalleled opportunity 
for detecting the causation of disease and observing treat¬ 
ment, since here many persons are brought together into 
groups, each of which is exposed to a different industrial 
environment. 

The need for physical examinations is stressed, not for 
the purpose of rejecting workers but for selective placement. 
Cripples and persons handicapped by orthopedic conditions, 
deaf and dumb, partially and totally blind, and even pro¬ 
nounced and recognised mental defectives were found 
usefully employed. But, to prevent industrial unrest, 
psychological selection is required to avoid the burdens of 
fatigue and of unhealthy working conditions falling on those 
of deficient mentality. Dental service is strongly advocated; 
wherever it has been installed it has been enthusiastically 
accepted. The rOle an industrial medical service can play in 
combating tuberculosis and venereal diseases is noted. The 
need for special orthopaedic work for rehabilitating industrial 
cripples is reviewed. Industrial hospitals are called for 
to treat the workers and to train industrial physicians and 
nurses. Finally, the establishment of a Bureau of Industrial 
Hygiene within the Municipal Division of Health is strongly 
recommended. 

There can be little doubt that if action follows on the 
lines suggested by Dr. Wade, Cleveland will see a new 
industrial revolution. 

The subject of Women and Industry is shortly 
reviewed by Marie Wright, who points out the great 
need for the working environment of women to be 
healthful since domestic duties render them less likely 
than men to take healthy recreation. 

Recently more has probably been done for women than for 
men in order, during scarcity of labour, to attract them 
into employment; rest rooms, change rooms, lockers and 
overalls nave appeared, and with them an increased feeling 
of well-being ana self-respect among the workers. Cafeteria 
(canteens) have often been provided and welfare directors 
appointed for women and girls only. Still the need for 
extension of these things and for improved toilet facilities 
and washing accommodation is pointed out, and also the 
importance of providing, wherever possible, seats at work for 
intermittent or occasional use. In one particular Cleveland 
is behindhand—viz., in permitting the employment at night 
of women over 21 years of age; this practice is rightly con¬ 
demned. Generally speaking, the recommendations made 
are sound, and fall into line with those put forward by 
Dr. Wright. 

The Industrial Employment of Children is reported 
npon by Florence V. Ball:— 

The Child Labor Law of Ohio, which is often cited for its 
excellence, prohibits the employment of boys under 15 and 
girls under 16 years of age. But “ if the law is not enforced 
its excellence is without virtue,” and reports were received 
from all sides of under-age children being regularly but 
illegally at work. Possibly the conditions may be better 
now that labour is less scarce. Nevertheless, improved 
methods and an increased personnel are called for to enforce 
compliance with the law upon both employers and parents, 
to whom children too often represent so much potential 
earning power for the family income; indeed, many children 
were employed doing adults work because of the labour 
shortage. Care and supervision of juvenile employment, in 
regard to alternate sitting and standing at work, change of 
posture, the wearing of sensible working clothes, a nourish¬ 
ing diet, plenty of sleep and fresh air, are pointed out to be 





774 The Lancet,] 


URBAN VITAL STATISTICS. 


£APR1L 9, 1921 


much more important than for adults if the workmen of the 
future are not to be irretrievably damaged daring adolescence. 

Attention is particularly directed to juvenile employment 
in the manufacture of hosiery, the metal trades, printing 
factories, and telephone and telegraph work. Blind-alley 
occupations for boys are commented on, and the necessity is 
stressed for apprenticing each youth to a definite trade; left 
to themselves they will work themselves out at piece work 
in order to earn comparatively high wages without regard to 
their future or their health; in this connexion street-trading 
is specially condemned. 

Medical examination of employed juveniles is claimed to 
be an inevitable extension of the medical inspection 
of school ohildren, which has recently been started 
in Cleveland and is already of proved value. A medical 
permit preliminary to industrial work is suggested 
to be medically endorsed periodically as noted on the 
permit, and upon every change of employment. Tne 
author points to the need for scientific investigation 
into the effect of different classes of work upon the physique, 
morbidity, mortality, fatigue, and physiological develop¬ 
ment of adolescents; and recommends it should be 
undertaken. 

This portion of the report has been most carefully 
considered and thought out; standards of physical 
fitness are suggested and methods of examinations set 
out; the organisation of a Junior Vocational Bureau is 
planned; and finally the recommendations requiring 
legislation are clearly summarised. 


Nursing. 


The Nursing Survey, which was in charge of Miss 
Josephine Goldmark, Secretary of the Committee for 
the Study of Nursing Education, is not only of 
inestimable value as an exhaustive study of the 
existent nursing services, but by the recommendations 
made it has revealed the tremendous possibilities 
which may be achieved by each department of 
nursing in health administration throughout the 
State. To study the “ Nursing ” Section of this Survey 
is to realise more forcibly than hitherto the vital part 
which must be played by the trained nurse as a 

missioner of health” in getting over to the individual 
members of the community the laws of health which 
oan alone evolve a healthy nation. 

In reviewing the Hospital Training Schools in 
Cleveland it is obvious that nursing authorities are 
facing the same difficulties in producing an efficient 
nursing service as our authorities are facing in this 
country, the most prominent of which are financial 
difficulties; dearth of candidates; inadequacy of medical 
service for training; difficulty of arranging affiliated 
training that nurse students may have a broad 
general training; failure to correlate the theory and 
practice of nursing owing to lack of sufficient direct 
supervision by the instructor and to lack of suitable 
equipment. 

The recommendations suggested to ameliorate some 
of these difficulties include— 


(a) The establishment of a university training soho< 
which would bring about the independence of the hospiti 
and training school, and would ensure better students an 
better instruction. The university would give a deflnit 
period of college training, an equal length of time fc 
hospital training, and a final academic period for addition* 
courses in nursing specialties. Such a scheme has bee 
worked out in other States in America with great success. 

(ft) An adequate system of cost accounting in the trainin 
schools, which would include a separate budget for th 
training schools and would state the financial value of wor 
done by the student nurses and the saving to hospitals froi 
the utilisation of their services. 

(c) Compulsory minimum educational requirements (A 
urgent need in this country as a means of reaching th 
right type of woman and increasing the number c 
candidates.) 

(d) improved equipment and qualified instructors for th 
education of the nurses. 

(e) Affiliation of the different hospitals in order to furnis 
adequate clinical facilities tor the general training an 
special courses arranged for students intending to enter th 
field of public health. 

(f) The payment of all lecturers. 

(f» The provision of ward helpers, which would enable th 
three years’ hospital course to be reduced. The DrinciDle 
underlying such reduction to be (1) that all nurses in trair 
mg should have the same basic education, after which the 
6 ra< luated with the certificate or diploma of nurse 
(2) that, in addition, courses should be provided leading to 


special diploma for public health nurses, for teaching and 
administrative positions in hospitals, and for specialties in 
private duty. 

The Western Reserve University has provided an excellent 
course in Public Health Nursing for distriot nurses; such a 
scheme is highly commendable, and could be developed with 
advantage in this country. 

The most commendable feature of the Public Health 
Work in Cleveland is the correlation of the various 
services under the Central Nursing Committee, which 
represents the Division of Health of the City Depart¬ 
ment of Welfare; the Board of Education; Babies 
Dispensary and Hospital; District (Visiting) Nurses 
Association ; Anti - Tuberculosis League; Western 
Reserve University Teaching District. 

The existence of such a committee has proved a 
valuable asset for public health nursing in Cleveland, 
and results in a generalised system maintaining a 
uniform high standard of nursing care, and lessens the 
chance of duplication and misunderstanding among the 
various agencies at work. 

Conclusion, 

This Survey of the Public Health Services of Cleveland, 
which is a realisation of its responsibilities in health 
education by the Western Reserve University, is 
impressive; splendid work is being done in a distriot 
having an estimated population of 65,000 inhabitants. 
One of the poorest and most congested areas has been 
set aside as a practice field for the practical training of 
public health nurse students, and has proved a valuable 
laboratory for experimentation in policies and methods 
of an educational character. Industrial nursing is being 
widely developed, and, although one of the youngest 
of the Public Health Services, it is nevertheless one of 
the most important. 

In dealing with Private Duty Nursing, the employment 
of trained attendants has been a subject of lively con¬ 
troversy, but it is rightly felt that the framing and 
enactment of suitable legislation must first take place 
before trained attendants are officially recognised. 

One gatherBfrom this Survey that the medical, educa¬ 
tional, and health authorities of Cleveland are obviously 
alive to the fact that, unless women responsible for 
carrying out prescribed medical treatments and instruct¬ 
ing the people in the laws of healthy living are expert 
and fully qualified to do so, the efforts of the medical 
profession and health authorities are proportionately 
frustrated. It cannot be denied that the work of the 
medical profession could be immensely enhanced by a 
body of educated women possessing not only a sound 
academic education, but a professional education 
qualifying them for the important work of bringing 
to the people the benefits of medical and sanitary 
science. Surely the moment is ripe for such a body as 
the Ministry of Health to make a survey of the nursing 
services available in this country, that we may realise 
where the weaknesses lie, and by adjustment and 
development of all available clinical opportunities may 
more adequately meet the needs of the community. 

The concluding volume, Part XI., contains informa¬ 
tion on the method of survey adopted, under the title 
Method of Making a Community Diagnosis, followed 
by a Bibliography of Survey, in itself a valuable work 
of reference, and an index. 


URBAN VITAL STATISTICS, 

(Week ended April 2nd, 1921.) 

English and Welsh Towns .—In the 96 English and Welsh 
towns, with an aggregate population estimated at 
18J million persons, the annual rate of mortality, which 
bad been 15*2,13*9, and 13*0 in the three preceding weeks, 
was again 13*0 per 1000. In London, with a population of 
4$ million persons, the death-rate was 13*2, or 1*6 per 
1000 above that recorded in the previous week, while among 
the remaining towns the rates ranged from 6*2 in East Ham, 
7*5 in Barrow-in-Furness and in Wimbledon, and 7*7 in 
Enfield, to 20*8 in Oldham and in Sunderland, 21*3 in 
Middlesbrough, and 23*3 in Barnsley. The principal epidemic 
diseases caused 237 deaths, which corresponded to an 
annual rate of 0*7 per 1000, and comprised 69 from 
infantile diarrhoea, 62 from diphtheria, 49 from whooping- 
oongh, 37 from measles, 17 from scarlet fever, and 
3 from enteric fever. Measles caused a death-rate of 4*1 in 
Stockton-on-Tees and whooping-cough of 1*3 in Sunderland 
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and 1-5 in Rotherham. The deaths from influenza, which 
had been 149,151, and 121 in the three preceding weeks, rose 
to 130, and included 44 in London and 5 in Manchester. 
There were 3535 cases of scarlet fever and 2689 of diph¬ 
theria under treatment in the Metropolitan Asylums 
Hospitals and the London Fever Hospital, against 3609 and 
2777 respectively at the end of the previous week. During 
the week ended March 26th 3cases of encephalitis lethargica 
were notified in the County of London, and comprised 1 
each in Camberwell, Hampstead, and Wandsworth. The 
causes of 35 of the 4643 deaths in the 96 towns were 
uncertified, of which 8 were registered in Birmingham and 
3 each in London and South Shields. 

Scottish Towns .—In the 16 largest Scottish towns, with an 
aggregate population estimated at nearly 2§ million persons, 
the annual rate of mortality, which had been 18*5,17*8, and 
15*3 in the three preceding weeks, rose to 15*5 per 1000. 
The 353 deaths in Glasgow corresponded to an annual rate 
of 16*7 per 1000, and included y\ from whooping-cough, 
7 from influenza, 5 from infantile diarrhoea, 3 from scarlet 
fever, 2 from diphtheria, and 1 from measles. The 132 
deaths in Edinburgh were equal to a rate of 15*4 per 1000, 
and included 4 from diphtheria, 3 each from measles and 
influenza, and 1 from infantile diarrhoea. 

Irish Towns .—The 156 deaths in Dublin corresponded to an 
annual death-rate of 19*2, or 2*4 per 1000 above that recorded 
in the previous week, and included 5 each from infantile 
diarrhoea and influenza. The 140 deaths in Belfast were 
equal to ft rate of 17*4 per 1000, and included 8 from 
whooping-cough, and 1 each from diphtheria, infantile 
diarrhoea, and influenza. 


VITAL STATISTICS OF LONDON 

DURING THE YEAR 1920. 

Ik the accompanying table statistics of sickness and 
mortality in the City of London and in each of the metro¬ 
politan boroughs are summarised for the 52 weeks of the 
year 1920. With regard to the notified cases of infectious 
disease, it appears that the number of persons reported to 
be suffering from one or other of the ten diseases specified in 
the table was equal to a rate of 8*9 per 1000 of the popula¬ 
tion, estimated at 4,531,971 persons in the middle of the year; 
in the three preceding years the rates were 4*2, 4*4, and 5*9 
per 1000 respectively. Among the various boroughs the 


rates last year ranged from 5*3 in the City of London, 5*4 in 
Hampstead, 5*5 in the City of Westminster, 5*9 in Chelsea. 
65 in St. Marylebone, and 6*7 in Kensington, to 10T in 
Finsbury, 10*6 in Bermondsey, 109 in Fulham, 13*9 in 
Stepney^ 14*1 in Poplar, and 15*7 in Bethnal Green. 
Excluding 2 cases of which the diagnosis proved incorrect, 
16 cases of small pox were notified during the year 
against 11, 1, 0, 35, and 26 in the five preceding years ; of 
these 11 belonged to Poplar and 2 to Stepney. The 
prevalence of scarlet fever showed a considerable increase 
last year; 22,713 cases were notified, against 6110, 6811, and 
12,931 in the three preceding years. Among the metro¬ 
politan boroughs the greatest proportional prevalence of 
this disease was recorded in Bethnal Green, Stepney, 
Poplar, Bermondsey, and Deptford. The Metropolitan 
Asylums Hospitals contained 4729 scarlet fever patients 
at the end of the year, against 1246,1087, and 2841 at the 
end of the three preceding years; 21,538 new cases were 
admitted during the year, against 6056, 6676, and 11,750 in 
the three preceding years. Diphtheria also showed a 
marked increase in prevalence; 13,784 cases were notified 
during the year, against 8174 and 9479 in the two preceding 
years. This disease was proportionally most prevalent in 
Fulham, Islington, Holborn, Shoreditch, Bethnal Green, 
and Poplar. The number of diphtheria patients remaining 
under treatment in the Metropolitan Asylums Hospitals 
at the end of the year was 2615, against 1089 and 1845 at 
the end of the two preceding years; the number of new* 
cases admitted during the year was 13,203, against 8256 and 
9053 in the two preceding years. The prevalence of enteric 
fever was somewhat greater than in the two preceding 
years, but was considerably below other recent years, 391 
cases being notified, against 779, 647, 463, 452, 358, and 344 in 
the six preceding years. The greatest proportional pre¬ 
valence of this disease was recorded in Kensington, Fulham, 
St. Marylebone, Hampstead, Holborn, and Greenwich. The 
number of enteric fever patients admitted into the Metro¬ 
politan Asylums Hospitals during the year was 196, against 
470, 446, 324, 271, 242, and 215 in the six preceding years; 
15 cases remained under treatment at the end of the year, 
against 68, 50, 37, 32, 23, and 25 at the end of the six pre¬ 
ceding years. The greatest proportional prevalence of 
erysipelas occurred in Fulham, St. Marylebone, Finsbury, 
Bethnal Green, Stepney, Southwark, and Deptford. The 
cases of puerperal fever notified during the year numbered 
452, against 199,158, and 313 in the three preceding years: 
this disease was proportionally most prevalent in Hammer- 
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smith, Fulham, Poplar, Bermondsey, Battersea, and 
Deptford. The 156 cases of cerebro-spinal meningitis 
included 15 in Islington, 15 in Wandsworth, 14 in Stepney, 
and 11 in Poplar; while of the 42 cases of poliomyelitis, 
7 belonged to Islington, 6 to Hammersmith, and 5 to 
Lambeth. 

The mortality figures in the table 'relate to deaths 
of civilians actually belonging to the various metropolitan 
boroughs, and are obtained by distributing the deaths in 
institutions among the boroughs in which the deceased 
persons had previously resided. During the 52 weeks ended 
Jan. 1st last, the deaths of 56,038 London residents were 
registered, equal to a death-rate of 124 per 1000; in the 
three preceding years the rates had been 14-7, 18*6, and 
13*4 per 1000. The lowest death-rates last year were 9*0 in 
Hampstead, 100 in Wandsworth, 10*4 in Woolwich, 10*8 
in Lewisham, 11*1 in Paddington, 11*2 in Hammersmith, and 
11*3 in Fulham ; the highest rates were 14-4 in Stepney and in 
Bouthwark, 14*5 in Finsbury, 14 6 in Poplar, 14 7 m Bethnal 
Green, 14*9 in Holborn, and 15*4 in Shoreditch. The deaths 
from all causes included 4176 which were referred to the 
principal infectious diseases; of these, 4 resulted from 
small-pox, 1007 from measles, 207 from scarlet fever, 
1009 from diphtheria, 759 from whooping-cough, 49 from 
enteric fever, and 1141 from diarrhoea and enteritis among 
children under 2 years of age. The death-rates from these 
diseases in the aggregate ranged from 0*3 in Hampstead, 0*4 
in the City of Westminster and in the City of London, 0*5 in 
Chelsea, and 0*6 in St. Marylebone, in Holborn, in Wands¬ 
worth, in Lewisham, and in Woolwich, to 1*3 in Hackney, 
in Poplar, and in Bermondsey, 1*6 in Shoreditch, and 1*9 in 
Bethnal Green. Of the 4 deaths from small-pox 3 belonged 
to Poplar. The 1007 fatal cases of measles were 411 fewer 
than the average number in the five preceding years; this 
disease was proportionally most fatal in Hackney, Shore¬ 
ditch, Bethnal Green, Southwark, and Bermondsey. The 207 
deaths from scarlet fever were 42 above the average number; 
the greatest proportional mortality from this disease was 
recorded in St. Marylebone, Stoke Newington, Bethnal 
Green, and Poplar. The 1009 fatal cases of diphtheria were 
349 in excess of the average number; this disease showed 
the greatest proportional fatality in Islington, Stoke 
Newington, Hackney, Finsbury, Bethnal Green, and Poplar. 
The 759 deaths from whooping-cough were 120 below the 
average; the highest rates from this disease were recorded 
in St. Pancras, Hackney, Bethnal Green, Stepney, Poplar, 
and Bermondsey. The 49 fatal cases of enteric fever were 
37 fewer than the average, and included 5 in Southwark, 5 in 
Camberwell, 4 in Fulham, 4 in Poplar, 3 in the City of 
Westminster, 3 in Stepney, and 3 in Wandsworth. The 1141 
deaths from infantile diarrhoea and enteric were 480 below 
the average; the proportional mortality from this disease 
was greatest in Kensington, Shoreditch, Bethnal Green. 
Stepney, and Deptford. In conclusion, it may be stated that 
the aggregate mortality in London last year from these 
principal infectious diseases was 13*6 per cent, below the 
average of the five preceding years. 


Cjk Strikes. 


A DENTAL SERVICE FOR THE ROYAL NAVY. 

New regulations have been issued for admission to the 
Royal Naval Dental Service. Dental mischief has been the 
cause of much disability, pain, and discomfort in the Navy, 
and it is well that steps should have been taken to provide 
officers and men with 'adequate dental treatment. The 
qualifications for admission to the service are as follows: 
The candidate being British, sound in mind and body, and 
willing to engage for general service at home or abroad, 
must be a fully qualified dentist registered under the Dental 
Acts. He must produce a favourable report from the 
responsible authority of his medical school, and must pass 
certain tests of physical fitness imposed by a board of naval 
medical officers. He must then present himself for examina¬ 
tion and will receive appointment in accordance with the 
place which he obtains m the test of successful candidates. 
Possession of certificates from an Officers Training Corps 
will be worth additional marks at the entrance examination. 
Special arrangements are to be made to admit candidates 
from dental schools in the Dominions and Colonies. 
Successful candidates will be required to attend certain 
courses of instruction laid down by the Admiralty, when 
they will receive commissions as surgeon-lieutenant. A 
sensible precaution against slackness or rust is the pro¬ 
vision of a post-graduate course of three months’ duration. 
The course is given to surgeon lieutenant-commanders of 
over two years’ seniority ; it is optional, and those who 
take it will be accommodated at the Royal Naval College, 
Greenwich. The relative rank, pay, and allowances of the 
dental officers will be as follows. 


Relative Rank in the R.N. Dental Service. 



Military branch. 

Army rank. 

Sturgeon Commander (D) 

Commander. 

Lieutenant-Colonel, 
bat junior to that rank. 

Surgeon Lieutenant- 
Commander (D). 

Lieutenant- 

Commander. 

Major. 

Surgeon Lieutenant (D). 

Lieutenant. 

Captain. 


Full Pay. 


- 

Year of 
366 days. 

One day. 

Surgeon-Lienten&nt (D)— 

£ 8. d. 

£ a. d. 

On entry . 

401 10 0 

12 0 

After three years . 

492 15 0 

17 0 

Surgeon Lieutenant-Commander (D)— 



On promotion . 

After 3 years’ seniority. 

593 2 6 

1 12 6 

® 12 6 

1 14 6 

H 6 ,, i, ... . 

666 2 6 

1 16 6 

„ 9 „ 

730 0 0 

2 0 0 

Surgeon Commander (D)— 



On promotion . 

775 12 6 

2 2 6 

After 3 years’ seniority. 

839 10 0 i 

2 6 0 

„ 6 „ „ . 

912 10 0 

2 10 0 


Note .—20 per cent, of the rates of full pay. half pay, and retired 
pay are considered as due to the present high cost of living, and 
are subject to change on or after July 1st, 1934, and thereafter 
every three years, either upwards or downwards, according as file 
cost of living rises or falls. ^ ^ ; 

Allowances .—Dental officers will be eligible for allowances 
on the same scale and under the same conditions as for 
medical officers of equivalent rank, except that “ flag allow¬ 
ances ” and “ specialist allowances ” will not apply. 


ROYAL ARMY MEDICAL CORPS. 

Lieut.-Col. N. Tyacke is placed on retired pay, and is granted the 
rank of Colonel. 

Lieut.-Col. T. E. Fielding relinquishes the acting rank of Colonel. 

Lieut.-Col. A. R. O’Flaherty retires on retired pay. 

Temp. Major E. H. Marshall relinquishes the acting rank of 
Lieutenant-Colonel. 

F. J. Scrimgeour relinquishes the local rank of Major. 

Temp. Capt. A. S. Plant to be Captain. 

Temp. Capts. P. Kitchin and A. Cowes relinquish their commis¬ 
sions and retain the rank of Captain. 

TERRITORIAL FORCE. 

Capt. H. J. G. Wells. R.A.M.C., to be Adjutant of the R.A.M.C. 
School of Instruction, West Riding Division. 

Lieut.-Col. H. L. de Legh resigns his commission, and retains the 
rank of Lieutenant-Colonel, with permission to wear the prescribed 
uniform. 

Capt. A. M. Baillie resigns his commission and retains his rank. 

J. A. L. Louden to be Lieutenant. 

Capt. R. Ellis resigns his commission and is granted the rank of 
Major. 

Supernumerary for Service with the O.T.C.: Major H. Emerson 
(late R.A.M.C.) to be Captain, for service with Belfast University 
Contingent, Senior Division, O.T.C., and to relinquish the rank of 
Major. 

Capt. H. Emerson to be Major. 

2nd London Sanitary Company: Capt. F. S. Carson resigns his 
commission and retains the rank of Captain. 

The Kigg has oonferred the Territorial Deooration upon the 
undermentioned officers:— 

Army Medical Service. —Col. A. D. Sharp. 

Royal Army Medical Corps.— Lieut.-Cols. T. Donovan (1st Welsh 
Field Ambulance), A. Callam (2nd East Lancashire Field Ambu¬ 
lance), R. W. Brimacombe (Home Counties C.C.S. (ret.)): Majors 
L. A. Avery (East Anglian Division), J. Owen (attached Lan. Fort. 
R.E.), G. Mackie (1st S. Middlesex Field Ambulance). W. G. Paget 
(attached 4th Bn., The Queen's Regiment), C. A. Spooner (2nd London 
Sanitary Company). _ 

ROYAL AIR FORCE. 

Medical Branch.— The nndermentioned are granted temporary 
commissions in the ranks stated:—Flight Lieutenants: D. Le Bas 
and W. R. Reifch. Flying Officer: J. A. Perdrau. 


INDIAN MEDICAL SERVICE. 

Lieutenants to be Captains: Bager Zainnlabiedin Shah, Prabodh 
Chandra Banerjee, Bishambhar Sahai. 

The King has approved the admission of the following as 
Captains : C. Burnham, J. J. Rooney, and P. H. 8. Smith. 

The undermentioned have relinquished their commissions and 
rank has been granted as shown : Temp. Capt. Ram Nath Sharma, 
Temp. Capt. Mating Ba Yin. Temp. Capt. Kantilal Kalynji M&nkodi, 
and Temp. Capt. Viaculathoor Ramasami Sundaresan. And are 
granted the rank of Captain on relinquishing their temporary com¬ 
missions: Sita Nath Ghosh, Aaron Joseph, Umedram Lalhh&i 
Desai, Homi Shivax Daetnr, Vasudeo Gopal Bhandare, and Ram 
Narain Sud. 













The Lancet,] 


[April 9, 1921 777 


OBITUAR¥.=-LEUCOCYTOLYSIS in tuberculosis. 


The King has given orders for the following appointments 
Most Excellent Order of the British Empire—To be Members 
of the Civil Division : Dr. Subramanyam Yenamundram, Civil 
8urgeon, Upper Chindwin, Mawlaik, for services during minor 
operations in Burma and Persia ; and Miss Sheerburn, M.B., B.S., 
for services during the operations against Afghanistan. 

The King has granted unrestricted permission to the under¬ 
mentioned to wear the Cross of Chevalier of the Legion or Honour 
conferred upon them by the President of the French Republic in 
recognition of their services to the French sick and wounded at 
Hopital b4n£vole* No. 115 bis, at Villeneuve-sur-Lot during the late 
war: Dr. W. B. Dakin, Dr. F. M. Graham, and Dr. A. K. Henry. 



ROBERT MURRAY LESLIE, M.D. Ed., M.R.C.P. Lond. 

The unexpected death, at the comparatively early 
age of 55, of Dr. Robert Murray Leslie will be keenly 
felt by a wide circle of friends, medical and lay. For 
the past few months his health had failed, and he had 
on that account just resigned the position of senior 
physician to the Royal Chest Hospital. Dr. Leslie 
came of an old Scottish Highland family, being the 
son of the late Alexander Leslie, J.P., of Suddie, 
Munlochie, Ross-shire, and one of six brothers, four of 
whom entered the medical profession. He received 
his schooling at George Watson’s School and at the 
University of Edinburgh, in which he graduated M.A. 
in 1888, B.Sc. in 1889, and M.B. in 1892, in each case 
with first-class honours. In science and in medicine he 
was the most distinguished graduate of his year, being 
awarded the Baxter and theEttles Scholarships in these 
faculties respectively. After graduation he became house 
physician to the late Sir Thomas Grainger Stewart, and, 
while Stark scholar in clinical medicine, he worked in 
the laboratory of the late Professor Greenfield, whom 
he assisted for a short time in the pathological depart¬ 
ment of the University. Migrating to London soon 
after, he held many hospital and other medical posts, 
including a house physicianship at Brompton and the 
medical registrarship at King’s College Hospital. At 
the time of his death he was still senior physician to 
the Prince of Wales Hospital, in the development of 
which and of the North-East London Post-Graduate 
College he had played no small part, and he had just 
surrendered a similar position at the Chest Hospital, the 
amalgamation of which with another hospital, and the 
consequent loss of its traditions and identity as the oldest 
hospital for diseases of the chest in the world, he 
keenly regretted. Dr. Leslie was an excellent lecturer 
and teacher; he also contributed widely to medical 
literature, including child welfare and eugenics, a 
volume on Pneumonia and its Modem Treatment, to 
which he had given much thought and attention, being 
ready for the press. He was widely recognised as a 
consultant upon diseases of the chest, and his hospital 
colleagues will miss a loyal and generous personality, 
whose services were ever freely at their disposal. His 
interest in the nursing profession was very keen, and 
his work for child welfare, especially in the form of 
travelling exhibitions, had made him a prominent 
member of that movement. His own love of travel 
was highly developed and he was an enthusiastic 
mountaineer. A distinction he greatly valued was that 
of officer of the French Academy. 

A few years ago Dr. Murray Leslie founded a medal 
in Edinburgh University, in honour of his mother, the 
foundation being suggested by the fact that three of her 
four medical sons were graduates of the University. 
To her and to his widow, daughter of Captain Knox 
Keith, R.N., the sympathy of the medical profession 
will go out. . 

The date Dr. W. F. Crosskey. —Dr. Walter 
Francis Crosskey died at Lewes, his native town, on 
March 29th, after a few days’ illness. Bom in 1843, he 
studied at Glasgow University, and took the M.D. and C.M. 
degrees in 1865. He practised in Lewes for 30 years, holding 
a number of public appointments, and retired in 1912. He 
took a prominent part in local affairs and was the second 
mayor of the borough—in 1882-83. He was placed on the 
Commission of the Peace in October, 1909. He married in 
1872, and his wife survives him. 


Cjmspirimut. 

" Audi alteram partem." 

LEUCOCYTOLYSIS IN TUBERCULOSIS. 

To the Editor of The Lanoet. 

Sir,—T he claims made in Dr. Ivan I. Manoukhin’s 
interesting article in your last issue are not new in the 
realm of tuberculosis, for lysis of leucocytes in the 
affected area in the lungs appears to be what occurs 
after the exhibition of tuberculin. But one would 
have liked to know more of the after-history of the 
8000 cases of pulmonary tuberculosis personally treated 
by the author. Dr. Manoukhin regards the treatment 
as inapplicable only in cases of extreme exhaustion 
accompanied by a vigorous intoxicative affection 
of the blood-forming apparatus. What form of 
tuberculosis of the lungs with any degree of 
activity is not associated with such a toxic action? 
Where there is also lysis of the tuberculous area, 
antigen is set free and interaction in the blood is 
enhanced, while no one can tell where the process will 
stop. One would imagine, therefore, that the 8000 were 
cases where the colloids of the blood had not been 
impaired to any extent, corresponding to our cases with 
early haemorrhage and an infiltration of an apex. The 
reaction might then be regarded as a greater extension 
of the auto-inoculation complex of Marcus Paterson. 
To generalise in tnbercle from one race to another 
may lead to mistaken conceptions of therapeutic value. 
Possibly a Russian, and especially a Russian Jew, 
would stand this treatment, while in a Degro, or a 
North American Indian, a miliary spread might result. 

On the other hand, artificial pneumothorax therapy, 
by collapse of the lungs, shortens the lines of attack 
and conserves the leucocytes, improves and maintains 
the colloids of the blood, and although it does not make 
for rapid cure, follows very closely nature’s method. 
Then there are the two types of therapy, and it will 
probably be found later on that the truth lies between 
them. 

Most of our own race appear able to handle the infec¬ 
tion of tubercle by themselves. Irradiation of the spleen 
will in the main help those cases in which the lymph¬ 
atic tissue is involved, but in which the coagulability 
of the blood is normal and the white cells are not 
changed to any degree. In America, and especially in 
the West, electrical treatment of enlarged prostate, 
strictures, and even of cancer, by means of lysis, has 
been the fashion for a long time. Here we have not 
forgotten the days of Coley’s fluid. And in tuberculosis 
many cures probably have their origin in this process 
of increased katabolism. Increase the antibody, there 
will be flbrotic change somewhere. 

To sum up, the processes through which the tuber¬ 
culous patient passes are these:— 

1. Sensitisation, with disease limited by lymphatic tissues, 
blood normal, especially coagulability. 

2. Hyper-sensitisation with spreading disease, marked 
hypocoagulability, great strain on leucocytes. 

3. Often a rapid change to fibrosis, with normal or plus 
coagulability and less strain on the leucocytes, the disease 
is beaten, the patient desensitised; often, however, he is 
left with sequel® by no means comfortable, dyspnoea, and 
tendency to cardiac failure. 

In process of curing tubercle nature has to adapt 
herself slowly to changing conditions. Furthermore, 
in infections where immunity is gained in a relatively 
short time the leucocytes rapidly provide by phagolysis 
the adequate plasma, as in croupous pneumonia, and 
this is followed by fibrinolysis soon after defervescence. 
In active pulmonary tuberculosis, however, the two 
processes of phagolysis and fibrinolysis seem to be 
concurrent. The balance between them appears con¬ 
nected with the line-up of the leucocytes in the morbid 
lung. In watching the formation of clots where fibrin 
formation is poor the larger leucocytes appear, owing 
to their greater stickiness, to form up in line, 
while the reds pass through unhindered, the lympho¬ 
cytes tending to crowd in towardB the centre 
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of the coagulum, owing to retraction of the fibrin. 
Does this occur in a pathological state ? The 
basophil elements seem to be in great demand, and 
in sputum the lymphocyte predominates, pointing to a 
greater mobility on its part, in that the lymphocyte 
gets right into the centre of the necrotic area, which 
will be softened and discharged. 

It takes a case of pulmonary tuberculosis, where 
there is any active softening disease, months so to 
adjust the materials in the blood that it can carry on 
the processes of holding the enemy, and reinforcing 
itself behind the lines. Can radiation of the spleen 
help this? Certain cases may respond to more radical 
methods, but in the main we cannot afford to discard 
the older conservative principles. 

I am, Sir, yours faithfully, 

J. J. Thomson, M.B., 

Senior Assistant, Middleton-in-Wlinrfodale 
Ilkley, April 2nd, 1921. Sanatorium. 


ANALYSIS OF THE GASTRIC CONTENTS. 

To the Editor of THE LANCET. 

Sir,—I apologise to Dr. W. J. Adie and Mr. S. W. 
Cole for giving the old end-point for thymol-blue at 
HC1.N x 10“2’6 instead of that proposed by them— 
namely, HC1.N x 10-2. There are two reasons for 
retaining dimethyl as an indicator : one is that data 
have been accumulated with its use; the other that it 
gives information of the degree of acidity of the 
material when that acidity, though considerable, is not 
high enough to affect thymol-blue. As I stated in my 
paper (The Lancet, March 19th), the term “free HC1 ” 
applied to dimethyl titration is a misnomer. I think 
the best plan would be to use both indicators. The 
meaning of the term “free HC1 ” would not matter 
provided a reasonable measure of the concentration of 
hydrogen-ions in test-meals were so obtained, not only 
in those where the hydrogen-ions happen to be high. 

I am, Sir, yours faithfully, 

Guy's Hospital, S.E., April 4th, 1921. J. H. RYFFEL. 

A CONTROLLED STUDY OF SANATORIUM 
RESULTS. 

To the Editor of The Lancet. 

Sir,—W ith reference to Dr. E. Ward’s article on the 
results of sanatorium treatment in your issue of 
March 12th it has occurred to me that perhaps Dr. 
Ward and also Dr. T. Campbell and Dr. J. Crocket may 
be correct in what they state. It seems clear that, 
whatever Dr. Ward’s statistics may be worth, 
he himself is not satisfied with the results in cases 
which he has sent to sanatoriums. If the results 
had been in any way encouraging he would doubt¬ 
less have observed this. The confusion of results 
probably depends on the application of the term 
sanatorium treatment. It is generally assumed that 
all institutions which are labelled as sanatoriums are 
the same, and carry out the same treatment. This is, 
of course, a fallacy, for so far as my knowledge goes, 
only a few sanatoriums use rest as the main form 
of treatment, and only a few trouble to take rectal 
temperatures. A large number have no resident 
medical superintendent, and doubtless a number have 
superintendents who have never learnt the elements of 
treatment. 

We find here that on the whole almost all the 
patients improve, and that early cases get well to the 
extent of 70 per cent., medium cases show a percentage 
of 45 per cent., whilst what are usually described as 
third stagers remain well in 12 per cent, of cases. I 
quite agree with Dr. Ward that graduated labour as 
such should be abolished from sanatoriums, with this 
proviso, that, when afebrile, the patients should be 
given as much exercise and work as possible without 
provoking obvious auto-inoculation. 

I notice Dr. Ward did not send some cases because of 
the stigma attached to going to a sanatorium; of 
course, if this idea is allowed to pervade our thoughts 
when dealing with these patients, it becomes impossible 
to treat cases so that they can be cured in a reasonable 


time; in addition, a vicious circle is formed, as very 
poor results will be obtained at the sanatorium, with 
the result that most persons observing the fatal 
tendency of sanatorium cases will prefer to remain 
unnotifled until they cannot escape. If cases are 
treated sufficiently late, then whatever treatment is 
adopted the results will be similar, ending in the death 
of the patient. I remember some years ago visiting 
the dispensary of one of my late assistants; among 
other things he showed me four or five patients which 
he had sent away to the sanatorium, and explained to 
me thoy had all come back worse, and, as he said, they 
would have done better at home. I asked him il this 
kind of thing occurred at the Ayrshire Sanatorium, and 
he replied that it did not. The first essential for a 
sanatorium is that cure should be aimed at and not 
palliation, all dodges for propping up patients should 
be eschewed: the idea getting abroad that if you go to 
a sanatorium you will thereafter be only able to lead 
some kind of maimed existence is absolutely dis¬ 
couraging. 

The methods at sanatoriums should be inquired into, 
and it should be arranged in all, that at long last, they 
shall be used for early cases, and that the cases shall 
get the treatment which they require and be given 
the requisite amount of rest necessary, as estimated 
by the study of a correctly kept temperature chart. 
Further, neither work nor occupation nor amuse¬ 
ments should be allowed to interfere with the pro¬ 
gress of these cases to complete recovery. It 
was a tragedy, that when it was discovered that 
pulmonary tuberculosis, like surgical tuberculosis, 
is best treated by rest, and when sanatoriums were 
provided to carry out this purpose, then the prac¬ 
tice was instituted of working these patients, who 
should have been in bed, with the lamentable result 
that we have depicted in Dr. Ward’s paper. 

I am, Sir, yours faithfully, 

Edward E. Prbst. 

Ayrshire Sanatorium, N^w Cum nook, April 4th, 1921. 

BACTERIOLOGY IN THE CURRICULMM: 

A CORRECTION. 

To the Editor of The Lancet. 

Sir,—I n reference to the report of the discussion at 
the Society of Medical Officers of Health, which appears 
in your issue of to-day’s date, I fear I must have given 
a wrong impression in what I said concerning the late 
Dr. Washboum’s successful advocacy of the inclusion 
of bacteriology in the curriculum for medical students. 

I took no part in the matter. The credit belonged to 
him, and so far as I know, almost entirely to him. 

I am, Sir, yours faithfully, 

Hampstead. April 2nd, 1921. E. W. GOOD ALL. 

A DISCLAIMER. 

To the Editor of The Lancet. 

Sir,— There have recently appeared in the lay press 
articles which purport to be abstracts of a paper 
recently read by us at the Royal Society of Medicine on 
a new anaesthetic. These were published entirely 
without our knowledge or permission. 

We are, Sir, yours faithfully, 

R. L. Mackenzie Wallis, M.D. 

April 8th, 1921. C. LANGTON HEWER, M.B. 

THE DIPHTHERIA SWAB ON DISCHARGE. 

To the Editor of The Lancet. 

Sir,— In the report of the meeting of the Society of 
Medical Officers of Health on “ Relation of Laboratory 
to Preventive Medicine’’ given in The Lancet last 
week, it is to be observed that several of the speakers 
seemed to consider that no swab should be taken from 
diphtheria cases on discharge from hospital. I have in 
mind two instances recently, one fatal, which were 
associated with the insufficient taking of swabs. The 
first was a boy treated at home in whose case a 
negative swab from the nose was obtained on one 
occasion; unfortunately swabs both from the noee and 



Thb Danget,] 


PARLIAMENTARY INTELLIGENCE.—MEDICAL NEWS. 


[April 9, 1921 779 


throat were in consequence not taken consistently. To 
pot the matter more clearly, a swab was taken both from 
the nose and the throat, the swab from the throat was 
positive, the one from the nose negative. In con¬ 
sequence, next time the child was swabbed no examina¬ 
tion was made of the nose. When the throat swab 
proved negative the boy was released from isolation, but 
unfortunately his brother contracted the disease. Swabs 
were again taken of the first patient, with the result 
that the nose proved to be harbouring diphtheria 
bacilli. The brother unfortunately died. In the second 
instance the disease was introduced into a family by a 
boy sent home from boarding-school after an attack of 
diphtheria. Apparently swabs had only been taken 
of the throat. Shortly after his arrival home another 
child in the family was affected, and on swabs being 
taken from the convalescent patient the organism was 
found to be present in the nose. 

Another point of interest was the remark of the 
President that the medical officer of health could 
spend his time most profitably in administrative work, 
and that he should not devote himself very much to 
laboratory work. Why should not a member of the 
staff of the medical officer of health carry out such 
bacteriological work with advantage to the community ? 

I am, Sir, yours faithfully, 

April 2nd, 1921. _ M.O.H. 


Jjacrltameitfarg Intelligent*. 

NOTES ON CURRENT TOPICS. 

Changes at the Ministry of Health. 

As a result of the changes which have been made in the 
personnel of the Government, Dr. Addison has retired from 
the office of Minister of Health, but remains a member 
of the Cabinet as Minister without Portfolio. Dr. Addison, 
since he entered Parliament as Member for the Hoxton 
Division of Shoreditch in 1910, has taken a special interest 
in legislation dealing with health matters, and was pro¬ 
minently associated with the passing of the Insurance Act. 
In 1919 he was appointed the first Minister of Health on the 
formation of a new department to take the place of the 
Local Government Board, and to take over certain powers 
formerly exercised by other Departments of State. He was 
the Minister in charge of the Ministry of Health Act during 
its passage through the House of Commons. He is succeeded 
as Minister of Health by Sir Alfred Mond, who has for 
some time been the First Commissioner of Works. 


HOUSE OF COMMONS. 

Monday, April 4th. 

Scottish Board of Health Report. 

Mr. Morison (Lord Advocate) informed Dr. Murray that 
it was expected that the annual report for 1920 of the Scottish 
Board of Health would be published in the course of the 
present month. 

Tuesday, April 5th. 

Bradford Corporation Hospital. 

Mr . Georoe Thorne asked the Minister of Health the 
present position in regard to the acquisition of a Poor-law 
infirmary by the Bradford corporation, to which he at one 
time gave his sanction, which was afterwards withdrawn.— 
Sir Alfred Mond replied: Provisional sanction was given 
to the scheme in June last, and this has never been with¬ 
drawn. But before giving a final decision I urged on the 
council the importance of full consultation with the medical 
profession in Bradford. As a result of this a local Advisory 
Medical Committee was appointed, and this committee has 

S ut forward certain suggestions which are being considered 
y the council, from whom I am expecting to hear shortly. 

Superannuation of Local Government Board Officers. 

Mr. Arthur Henderson asked the Minister of Health 
whether, in view of a statement made by him to a deputa¬ 
tion from the Association of Municipal Corporations on the 
subject of the superannuation of Local Government officers, 
it was propose^to introduce the Bill this session and pass 
it into law.—Sir Alfred Mond replied: The Government 
regret that they cannot proceed with this matter at the 
present time in view of the heavy charges which the scheme 
would impose upon the rates. 


Utebital JJetos. 


University of Durham.—A t the Convocation 
held on March 26th the following degrees were conferred:— 

Doctor of Medicine for Practitioners of 15 Years' Standino. — 
Charles Corfield and Richard J. C. Thompson. 

Master of Surgery James A. Berry, William A. Hewitson, and 
Norman Hodgson. 

Bachelor of Medicine and Bachelor of Surgery. —James S. 
Clark, Robert C. Davison, Thomas W. K. Dnnscombe, Nor&b 
H. Hamilton, Robert T. E. Naismith, Joseph D. Silverston 
Thomas S. Severs, Habib Toma, and Robert P. W&nless. 

Bachelor of Surgery — Margaret B. Herbst. 

Bachelor of Hygiene .— William L. Glegg. 

Diploma in Public Health. —William L. Olegg. 

Licence in Dental Surgery. —Fred Wilkinson. 

University of Aberdeen.—T he following degrees 
have been conferred 

Doctor of Medicine. 

James B. Milne. 

Bachelor of Medicine and Bachelor of Surgery. 

Charles D. Allan, John .T. H. Anderson, # NicholasC. Bodenstein, 
Fooug Kong Chen, "John Craig (second-class honours), Lilian F. 
Gall, Ronald K. Grant, George G. W. Hay, "Eleanora M. P. Law 
(second-class honours), Margaret Lipp, "Matthew H. Logg, 
"Douglas R. Macdonald (second-class bonou s), Alexander 
MacKay, Elsie Mackie, Katharina F. E. van der Merwe, Mary G. 
Milne, D. Mitchell, John I. Moir, Marion E. Mowat, Isabella 
M. H. Murray, "Janet C. Nicol, "Mary M. Pyper (second-class 
honours), Alexander E. Reid, Edwin N. D. Repper, "James 
P. J. Rossouw, Ge irge Saint, Norman C. Simpson, Ethel V. G. 
Smith, Ian R. Spark (second-class honours), "Alexander L. G. 
Thomson, Ian 8. Thomson, and Alexander R. Wood. 

* Passed Final Medical Professional Examination with 
distinction. 

Diploma in Public Health. 

Douglas W. Berry, Alexander M. Dugan, Franois A. InueB, Harry 
R. Neilson, William W. Nicol, James A. Sellar, and Agnes L. 
Semple. 

University of Dublin, School of Physic, 
Trinity College.— At examinations held recently the 
following candidates were successful :— 

Intermediate Medical Examination. 

Part I., Anatomy, Physiology, and Organic Chemistry.— Robert 

F. J. Henry (high marks), Ernest M. Landau (high marks), Louis 
E. J. Werner (high marks), Reginald R. J. Brandt (high marks), 
Morris Cohen and George Robinson (equal), Etienne R. Hafner, 
Harold Renton, Samuel M. Geffen and Joseph Morris (equal), 
Charles W. J. Ingham, John L. Stuart, Jack A. Levitt. Solomon 
Narunsky, Victoria J. Wilson and Albert V. Wood (equal). Gerard 
A. A. Powell, John G. Maguire, Herbert Birney, Francis V. Duke 
and George R. L. Jordan and James L. Marshall (equal), 
Dorothy J. Booth and Alexander Hawthorne (equal), Nor&h M. 
Smith, and Israel Marin and Robert Y. Crichton (equal). 

Anatomy only.— Tobias Freedman, Cecil McQuillan. James 
Craig, Eileen Brangan, John S. Glasgow. 

Part II., Applied Anatomy and Applied Physiology.— Agnes 
McLaughlin (high marks), Bernard Gluck (high marks), Robert 
H. Micks (high marks), Joseph A. Gaynor and RobertT. Jackson 
(equal, high marks), William F. Whaley (high marks), Francis J. 
O'Meara (high marks), Florine I. Irwin, Eric C. Downer and 
Ernest M. Landau (equal), Anthony B. Monks, Lazarus Heyman, 
William E. Hutchinson and David J. Malan (equal), Bernard 
Morris, Reginald Hegy and Marjorie F. Sibtborpe (equal), Cecil 
A. V. Ovendale, Benjamin W.D. Fayle and Dermod H. F. Mil mo 
(equal). Ely G. Copeland, John C. Earl and George F. T. Saunders 
(equal!,Wilfrid E. C. Wynne, Percy Samolsky, Arthur Darlington, 
Henry M. Martin, Etienne R. Hafner, James E. Deale, Frederick 

G. Brown and James O’Neill McKenna (equal), Douwe M. 
Vellema, Louis J. Coetzee and Cecil G. S. Van Heyningen 
(equal), Alice M. A. Downing and Richard C. L. Griffiths 
(equal). Max Wulfsohn, Reuben Lipschitz, Mossy Jaffe, Norman 
E. H. P. Williams, Asher Asherson and Philipp F. H. Wagner 
(equal), William S. Dixon and Thomas G. Wilson (equal), Hans 
J. Hugo and Raymond J. G. Hyde (equal), John D. Wicht, 
Herbert Rollins and Maria E. Wagener (equal), Frederick 
W. G. Smith and Isabella H. Speedy (equal), Michael Gallivan, 
Charles T. MacCarthy, Harold Lewin, Alexander Bernstein, 
Robert L. C. Fisher, Lionel S. Levitt, Victor O. McCormick 
and Jan H. Rauch (equal), James J. Fitzgerald, Edward 
Harvey, John Kalmanson and Julius Kruger (equal), and 
Charles Gordon. 

Applied Anatomy only. —Mary E. Hardy. 

Final Medical Examination. 

Part I., Materia Medico- and Therapeutics; Jurisprudence and 
Hygiene: Pathology and Bacteriology .—Leopold Stazunsky (high 
marks), Allen E. Drotske (high marks), Francis C. B. L. B. 
Crawford (high marks), David S. Spence, John V. Carroll and 
Robert A. O’Meara (equal), Minnie Alper, Richard Scale, 
Charlotte A. Stuart, John D. Watson, Francis B. D’Arcy and 
Ruth Lemon (equal), Cecil W. R. McCaldin, Francis Malone- 
Barrett, Petrus H. S. Fouche, Joseph E. D*»ane and Joseph 
O’Connor (equal), Henry J. L. Murphy, Max Sayers, John G. 
Russell, Donald H. Saayman, Dorothy C. H. Dorman, Muriel V. 
Odium, Mary H. Harcourt, Laurence Phillips, Izidore P. Myers, 
and Joseph C. Byrne. 

Materia Medico, and Therapeutics; Jurisprudence and Hygiene- 
Herbert Hall and William T. Hogan. 
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Jurispriulenee and Hygiene■; Pathology and Bacteriology — 
Robert N. Porrott. 

Pathology and Bacteriology .—Arthur G. Bewloy, Ninian Mel. 
Falkinor, and Albert E. Phillips (equal), George S. Moran, 
Henry L. Hanna, Harry C. Dundon, James J. P. Kelly, and 
James Devano. 

Part II., Medicine. —James A. Smith, David J. Browne, 
Robert H. J. M. Corbet, Thomas F. L. Cary, and Elinor D. 
Stopford (equal), Hector C. C. Deane. Edith F. Willock, 
Francis Y. Pratt, and Robert H. Satehwell (equal). Dorothy A. 
Daly, Cecil H. Wilson, Eric S. Horgan, Ruth F. Flavelle and 
Donald V. Latham (equal), Ro)>ert S. Chapman, James A. 
Acheson, Patrick M. J. Bobbett, Richard W. Power, Thomas W. 
Panter, James D. Leahy, James C. Davis, Anthony D. Ward, 
and Patrick Joseph Healy and George Cyril Breretou Robinson 
(equal). 

Surgery. —Edmund C. Smith (hitfh marks), Daniel de Bruijn, 
Richard V. Dowse and James I). Leahy (equal), Hector C. C. 
Deano, William H. Smith and Marcaretta T. Stevenson (e<inal), 
Dorothy A. Daly, Leo Herzonbern, Robert S. Chapman, 
Percival I. Lovitt, Gideon C. Malherbe, Patrick J. Healy and 
Charles W. Parr (equal), James A. Acheson. John C. Brennan, 
Francis M. Hilliard, Alida C. Burt and Edward G. Campbell 
(equal), and Mary Horan and Robert H. Satehwell (equal). 

Midwifery— Anthony D. Ward (hitfh marks), Eric R. Murray (high 
marked, Robort H. J. M. Corbet (high marks), Michael R. 
Coolican and Nannette Norris (equal, high marks), Alfred H. N. 
Todd, Leo Herzenberg, William A. Murphy, Robert Dormer, 
John D. Thompson, Thomas G. Warliam, Alida C. Burt and 
Robert S. Chapman (equal), and Rita Dillon-Leetcli and Eric 
S. Horgan (equal). 

Intkumkdiatf. Dk.ntai. Examination*. 

Anatomy and Physiology.—John H. B. Take and Robert H. McKeag. 

Diploma in Public Health. 

Part J., Chemistry, Bacteriology, Physics, and Meteorology. — 
Thomas J. KilBride, Thomas P. Chapman, Thomas D. Gordon, 
and Hilgard Muller. 

Part II„Satiitary Engineering, Sanitary Inspection and Report, 
Hygiene, Epidemiology, Vital Statistics, and Public Health Law. 
—Thomas J. KilBride, Hilgard Muller, Thomas P. Chapman, 
and Thomas D. Gordon and Anna M. K. O'Halloran (equal). 

Harveian Society. —A meeting of this society 
will be held at the Town Hall, Harrow-road, Paddington, on 
Thursday, April 14th, at 8.30 p.m., when Mr. Duncan 
Fitzwilliam8 will give a paper on the Naevi of Children and 
their Treatment. 

Chartered Society of Massage and Medical 
Gymnastics.— The annual meeting of this society will be 
held on Saturday, April 16th, at 3 p.m., at the Armitage Hall, 
224, Great Portland-street, W. Among the subjects to be 
discussed are an insurance scheme for registered members, 
Red Cross clinics and civilian patients, and a proposed club 
for professional women. 

Society of Medical Officers of Maternity 
and Child Welfare Centres—A meeting of this society 
will be held on Friday, April 15fch, at 5.30 P.M., in the 
Central Committee Room, University College, Gower- 
street, London, W.C., when a paper will be read bv Dr. 
Marion Cockerell entitled “Infant Feeding after the Ninth 
Month.’’ A discussion will follow. Members are invited 
to bring friends provided that they are officers of centres. 

Post-graduate Course on Mental Deficiency. 
A course of post-graduate lectures on Mental Deficiency 
with clinical instruction has been arranged by the University 
Extension Board of the University of London in cooperation 
with the Central Association for the Care of the Mentally 
Defective. The course will begin on Monday, May 23rd, and 
end on Saturday, June 4th; it is intended for qualified 
medical practitioners, and more especially for those who are 
engaged as certifying officers to local authorities under the 
Mental Deficiency Act, 1913, as school medical officers, or as 
medical officers of institutions, or who are otherwise 
definitely concerned with defectives. The course is based 
on the requirements of the syllabus for the University of 
London Diploma in Psychological Medicine, and the Uni¬ 
versity will grant a certificate of attendance to those who 
have attended the whole course regularly, taking both 
theoretical and practical work. The syllabus includes 11 
lectures on Mental Deficiency by Dr. A. F. Tredgold, five 
lectures on Administrative Procedure in the Ascertainment 
and Treatment of the Mentally Defective by Dr. F. C. 
Shrubsall, and three lectures on the Psychology of Mental 
Defectives by Mr. Cyril Burt, psychologist to the L.C.C. 
Miss Lucy Fildes, B.A., holder of I3oard of Control Research 
Studentship at the Psychological Laboratory, Cambridge, 
will give two lectures’on Methods of Training Mentally 
Defective Children. Dr. Eric Prideaux will lecture on 
Psychoneuroses in Relation to Mental Deficiency, and Dr. 
W. C. Sullivan on the Relationship Between Crime and 
Mental Defect. In addition demonstrations and visits to 
schools and institutions will be arranged. The registration 
fee is £1 1*., and the fee for the course £5 5*. Applications 
and all communications with reference to the course should 
be addressed before May 2nd to Miss Evelyn Fox at the 
University of London. Imperial Institute-road, South 
Kensington, London, 8.W.7. 


Mr. Alexander Thomas Scofcfc, M.R.C.S., 

has been appointed an Esquire of the Order of St. John of 
Jerusalem in England. 

Medico-Legal Society.— A meeting of the society 
will be held at 11, Chandos-street, London, W., on Tuesday, 
April 19th, at 8.30 p.m. A paper will be read by Mr. W. G. H. 
Cook, on the Liability of the Insane in Respect of Civil 
Wrongs. 

Society for the Study of Inebriety.— The 
annual meeting of the society will be held in the rooms of 
the Medical Society of London, 11, Chandos-street, Cavendish - 
square, W., on Tuesday, April 12fch, at 4 p.m., when Dr. H. H. 
Dale, F.R.S., will open a discussion on the Use of Alcohol 
in Medicine. Each member and associate is at liberty to 
introduce visitors. Subscriptions for the session 1921-22 
were due on April 1st, and should be forwarded to the 
honourable treasurer, Mr. Arthur Evans, M.8., F.R.C.S., 
28, Devonshire-place, London, W. 1. 

Hospital for Sick Children, Great Ormond- 
street: Nursing Staff Salaries.— The following scale of 
nursing staff salaries has been adopted by the Committee of 
Management: Matron, £275, annual increment £10 to £350; 
assistant matron, £100, annual increment £10 to £140; home 
sister, £90, annual increment £10 to £130; night sister. £85, 
annual increment £10 to £125; ward sisters, £80, annual 
increment £5 to £120; staff nurses, £50, annual increment 
£5 to £60; probationers, first year, £20; second year, £25; 
third year, £30; all to be retrospective to Jan. 1st, 1921. 

London and Counties Medical Protection 
Society.— The report of the Council of the society, which 
was presented at the annual meeting held at the offices, 
22, Craven-street, Strand, on April 6th showed a very 
satisfactory year’s working in 1920. The temporary check 
to membership on account of the war has now abated and 
during the year under notice 733 new members were added 
to the roll, while 69 members died and 190 withdrew. The 
total membership on Dec. 31sfc, 1920, amounted to 6162. 
The funds of the society have increased from a surplus 
balance of £25,825 11s. Id., shown ou the balance-sheet for 
the year ended Dec. 31st, 1919, to a balance of £26.16819#. lid., 
shown on the corresponding date at the end of 1920. 

Donations and Bequests.— By the will of the 
late Miss Blanche Elizabeth Pinnock, of Oakdene, Caldy, 
Cheshire, the testatrix, among other bequests, left £1000 
each to the Sir Alfred Jones Memorial Hospital, Garston ; 
the Convalescent Home for Children, West Kirby ; and the 
Home for Epilepsy at Maghull.—The late Mr. John Padbury 
Gillett, of Banbury, left by will £200 to the Horton Infirmary, 
Banbury; and £100 to the Society for the Prevention of 
Cruelty to Children.—By the will of the late Mrs. Georgina 
Ann Birks, of Kingsbridge, Devon, the Hospital for Women, 
Soho, will benefit by £500.—The late Miss Gertrude Agnew, 
of Pendleton, Manchester, left by will £1000 each to 
St. George’s Hospital, London; St. Mary’s Hospital, Man¬ 
chester; the Manchester and Salford and District Branch 
of the National Society for the Prevention of Cruelty to 
Children.—Under the will of the late Mrs. Lucy Elizabeth 
Dangerfleld, of Eastbourne, the testatrix left, on the failure 
of certain crusts, £1000 to the Princess Alice Hospital, East¬ 
bourne, for a “ Tate Dangerfleld ” bed; £500 to 8t. Dunstan’s 
Hostel; and £500 to the National Institute for the Blind. 

Federation of Medical and Allied Societies 
(Inc.).— At a meeting of the Exective Council of the Federa¬ 
tion held on April 5th it was announced that its incorpora¬ 
tion had been satisfactorily completed. Sir Berkeley 
Moynihan was elected the first president and Sir Malcolm 
Morris, the chairman of Council, was elected vice-president. 
In view of the increasing activities of the Federation, and in 
accordance with its Articles of Association, the Executive 
Council now delegates the control of its various sections to 
the following branch councils: (1) a Medical Council, (2) a 
Council of Allied Professions, and (3) a Citizens’ Council. 
Each society is now to have a representative on the Council 
appropriate to its professional interests. These councils 
will meet quarterly as the Executive Council, and at other 
times in joint conference. 

It is anticipated that the offices will be transferred to 
more suitable premises at a very early date, where it will be 
possible to provide the constituent societies with a confer¬ 
ence hall and certain secretarial and other advantages. 
Current literature dealing with the public aspeotof medicine 
is also always to be available. 

The meeting had many matters under itg consideration, 
including reports as to recent action undertaken on behalf 
of the societies in regard to the Dangerous Drugs Act Regu¬ 
lations and the change of Minister at the Health Ministry. 
The British Association of Radiology and Physiotherapy 
was elected to membership. 
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The mail service with Russia reopened on 
April 7th at the usual continental rates of postage. 

Literary Intelligence.— Messrs. Putnam 
announce for immediate publication “ The Psychology of 
Noraing,” by Aileen Cleveland Higgins. 

Society for the Prevention of Hydrophobia.— 

A meeting of the committee of this society was held on 
Monday, April 4th, at the Royal Society of Medicine. In 
the coarse of a discussion with regard to rabies, Mr. F. W. 
Fletcher stated that the authorities at the Board of Agricul¬ 
ture considered the official action already taken to be 
sufficient to control any recnrrence of the outbreak of 1918. 
The last proved case of the disease occurred in Bucking¬ 
hamshire during January, 1921. The greatest care, he 
said, was exercised by Customs officials at ports and 
aerodromes, but pet-dogs had probably been introduced 
into the country in a drugged condition. He pointed 
out that the existing muzzling order sometimes left 
unprotected districts islanded by scheduled areas, while 
dog-owning magistrates might be too lenient in the inter¬ 
pretation of their powers. Major Penberthy, from the 
chair, said that during one year in the history of the society 
about 700 cases of hydrophobia had occurred in England and 
Wales, and contrasted this state of affairs with conditions 
obtaining at the present time, observing that no cases of 
hydrophobia had been reported during the recent outbreak 
of rabies. A resolution was unanimously carried in support 
of legislation to amend the Diseases of Animals Act (1894), 
by which the contravention of any muzzling order in force 
shall be rendered punishable by imprisonment without 
option of a fine. 


Communications, Letters, dec., to the Editor have 
been received from— 




SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. L WlmpdtoHrtnet, W. 

Monday. April 11th. 

An interesting Demonstration of Lantern Slides in Natural 
Colours of Dermatological and other Medical Subjects will be 
given at 5 p.m.. and all Fellows and Members of Sections inter¬ 
ested in the subject are cordially invited, &b it is a new method 
(“ Uvachrome ”) in colour production, requiring no “sereen*’ 
on the slide. 

Tuesday, April 19th. 

GENERAL MEETING OF FELLOWS: at 5 p.m. 

Ballot for Election to the Fellowship. 


MBBT 1 NQ 8 OF 8 BOTION 8 . 

Monday, April 11th. 

WAR SECTION: at 5.30 p.m. 

Paper: 

Surg.-Commdr. S. F. Dudley, R.N.: A Few Observations on the 
Influenza Epidemic as it Affected the Royal Navy. 


Wednesday, April 13th. 

SECTION OF SURGERY: SUBSECTION OF PROCTOLOGY: 
at 5 p.m. 

Discussion: 

On “Pruritus Ani," to be opened by Mr. Lockhart-Mammery 
and Sir Charles Gordon-Watson. 

Section oe Scboeet l M 22SS?..'^ B JSS e ST 

Section of Dehmatolootj aKnreila.UiS? 4 *° attond th 


Saturday, April 16th, 

SECTION OF OTOLOGY, at the Leicester Infirmary; at 2.30 p.m. 
Papers: 

Mr. T. B. Layton and Mr. Archer Ryl&nd; The Quantitative 
Estimation of Hearing, with Special Reference to Unilateral 
Deafness. 

Mr. F. J. Cleminson: Sinusitis in Children. 

Cases will be shown by Dr. Macleod and Mr. Keen. 

There will also be a Demonstration at the Anral Clinic of the 
Leicester Education Committee. 


A— Actors’ Orphanage, Lond., 
Hon. Sec. of; Dr. G. C. Ander¬ 
son, Lond. 

B. —British Medical Journal, 
Lond., Editor of ; Mr. W. V. 
Ball, Lond.; Dr. H. W. Barber, 
Lond.; Dr. J. Blomfleld, Lond.; 
Dr. P. Bousfleld, Lond.; Mr. 
A. C. Bisharad, Calcutta; Mr. 
W. J. Balls. Cambridge. 

C. —Miss G. Cowlin, Lond.; Dr. 
R. H. Cole, Lond.; Dr. J. 
Crocket, Bridge of Weir; Dr. 
H. C. Cameron, Lond.; Central 
Association for the Care of the 
Mentally Defective, Lond., 
Hon. Sec. of; Prof. E. M. Coll is, 
Cardiff; Continental Publish¬ 
ing Co.,Toronto, Gen. Manager 
of;MajorB. J. Courtney,I.M.S.; 
Dr. C. F. Coombs, Bristol. 

D—Dr. W. E. C. Dickson, Lond.; 
Prof. G. Dreyer, Oxford. 

Dr. G. Evans, Lond. 

P-—Federation of Medical and 
Allied Societies (Inc.), Lond., 
Gen. Sec. of; Dr. W. E. 
Falconer, Lond. 

Dr. A. E. Giles, Lond.; Dr. 
M. Greenwood, Lough ton; Dr. 
J. S. Good all, Lond.; Dr. E. W. 
Goodall, Lond.; Guy’s Hospital 
Medical School, Lond., Dental 
Sub-Dean of. 

H.— Dr. c. L. Hewer, Lond.; Hos¬ 
pital lmoners Council, Lond., 
Hon. Sec. of; Hospital for Sick 
Children, Lond., Acting Sec. 
of; Mr. S. J- Hawkins, Exeter; 
Miss I. Hett, Lond.; Dr. F. 
Hemaman-Johnson, Lond.; Dr. 
C. T. W". Hirsch, Lond.; Dr. 
R. C. Holt, Didsbury. 

•.—Jury’s Imperial Pictures, 
Lond., Directors of; Dr. R. C. 
Jeweabury, Lond. 

K.—Kensington, Medical Officer 
of Health of; Dr. C. H. Kella- 
way, Lond. 

A—London and Connties Medi¬ 
cal Protection Society, Gen. 
Sec. of; Lecture Agency (Gerald 
Christy), Lond.; Dr. L. M. 
Ladell, Lond.; Liverpool Medi¬ 
cal Institution; Dr. C. Lilling- 
*ton, Gorleston; Dr. F. E. 
Larkins, Lond. 

fc~Mr. J. E. May, Lond.; Dr. P. 
Manson-Bahr, Lond.; Ministry 


of Health, Lond.; Dr. M. 
Manson, Whitehaven; Dr. S. G. 
Moore, Huddersfield; Margate 
Chamber of Commerce, Sec. 
of: Chartered Society of Mas¬ 
sage and Medical Gymnastics, 
Lond., Sec. of. 

N. —Navy, Medical Department 
of, Director-General of ; North- 
East London Post-Graduate 
College. Dean of; National 
Housing and Town Planning 
Council. Lond. 

O. —Dr. H. J. Orr-Ewing, Jeru¬ 
salem. 

P. — Count de Penha Longa, 
Lond.; Dr. K. B. Pinson, Man¬ 
chester ; Mr. H. M. Page, Lond.; 
Dr. E. E. Prest, New Cumnock; 
Dr. R. H. Plimmer, Aberdeen ; 
Dr. F. W. Pilkington, Ivoncott. 

R. —Royal Society of Arts, Lond.; 
Dr. J. D. Rollcston, Lond.; 
Royal Society of Medicine, 
Lond., Asst. Editor of; Major 
A. J. H. Russell, I.M.S.: Royal 
Institution of Great Britain, 
Lond.; Royal College of Phy¬ 
sicians of London; Mr. J. H. 
Ryffel, Lond.; Mr. C. Roberts, 
Manchester. 

S. —Prof. W. Stirling, Manches¬ 
ter ; Summer School of Civics, 
Lond.; Rev. W. E. Sealy, East 
Grinstead; Dr. A. G. Shera, 
Eastbourne ; Dr. Marie Slopes, 
Leatherhead; Soci6t6 des 
Sciences MMic&les et Biolo- 
giques de Montpellier; Dr. J. 
Sorley, Lond. 

T. —Messrs. E. B. Treat and Co., 
New York; Trinity College 
School of Physic, Dublin; Dr. 
V. D. Thand aroyan, Secun¬ 
derabad; Dr. J. J. Thomson, 
Dkley. 

U. —University of Edinburgh, 
Sec. of. 

V. —Mrs. J. G. Vogt, Peterhead. 

W. —Alias M. A. Willis, Lond.; 
Dr. G. Wilkinson, Sheffield; 
Dr. A. Whitfield, Lond.; War 
Office Publicity Department, 
Lond.; West London Post- 
Graduate College, Lond.; West 
London Medico • Chirurgical 
Society, Hon. Sec. of; Dr. 
R. L. M. Wallis, Lond. 

Y.— Dr. A. G. Yates, Sheffield. 


Communications relating to the editorial business should 
be addressed exclusively to the Editor of The Lancet, 
425, Strand, London, W.C. 2. 


ROYAL SOCIETY OF ARTS, John-streofc, Adelphi, W.C. 

Monday, April 11th.—8 p.m.. Cantor Lecture (I.):—Dr. 8. J. 
Lewis: Recent Applications of the Spectroscope and the 
Spectrophotometer to Science and Industry. 

Wednesday.— 8 p.m.. Prof. H. E. Armstrong: Low Temperature 
Carbonisation and Smokeless Fuel. 

HARVEIAN SOCIETY OF LONDON, at the Town Hall, Paddington 
Green, W. 

Thursday, April 14th.—8.30 p.m.. Paper:—Mr. D. C. L. Fitz- 
willi&ms: The Naevi of Children and their Treatment. 


LECTURES. ADDRESSES, DEMONSTRATIONS, Ac. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND. Lincoln’s Inn 
Fields. W.C. 

Museum Demonstrations in the Theatre of the College for 
Advanced Students and Medical Practitioners:— 

Friday, April 15th.— 5 p.m.. Prof. Keith: Specimens illustrating 
the Comparative Anatomy of the CflBcum, Appendix, and 
Great Bowel. 

WEST LONDON POST-GRADUATE COLLEGE, West London 
Hospital, Hammersmith, W. 

Monday, April 11th.—2 p.m.. Dr. S. Pincbin: Medical Out¬ 
patients. Mr. MacDonald: Surgical Out-patients. Dr. 
Morton: X Ray Department. Mr. D. Armour: Operations. 
2.30 p.m.. Dr. A. Saunders: Visit to Medical Wards. 
Tuesday.— 10 a.m., Dr. McDougal: Electrical Department. 
2 p.m.. Dr. Burnford: Medical Out-patients. Dr. Pernet: 
Skin Department. 2.30 p.m., Mr. Baldwin: Operations. 
Mr. Addison ; Visit to Surgical Wards. 

Wednesday.— 10 a.m., Dr. A. Saunders: Medical Diseases of 
Children. Mr. MacDonald: Genito-Urinary Department. 
2 p.m., Mr. Gibb : Eye Department. Mr. D. Armour: Visit 
to Surgical Wards. Mr. Addison : Operations. 

Thursday.— 2 p.m., Mr. B. Harman: Eye Department. Mr. 

Baldwin: Orthopaedic Department. 

Friday.— 10 a.m., Mr. D. Buxton: Dental Department. 2p.m., 
Mr. Banks Davis: Diseases of the Throat, Nose, and Ear. 
Mr. T. Gray: Surgical Out-patients. 2.30 p.m.. Dr. Pritchard: 
Visit to Medical Wards. 

Saturday.— 2 p.m.. Dr. Owen: Medical Out-patients. Sir. 
Sinclair: Surgical Out-patients. 

Daily:— 10 a.m. Ward Visits. 2 p.m.. In-patient, Out-patient 
Clinics and Operations. 

ST. MARYLEBONE GENERAL DISPENSARY, 77, Welbeck-street, 
Cavendish-square, W. 

Post-Graduate Course on Infant and Child Welfare. 

A Course of Twelve Practical Demonstrations on the Manage¬ 
ment and Feeding of Infants and Young Children by Dr. E. 
Pritchard to Qualified Practitioners. 

Tuesday, April 12th.—10.30 a.m., Demonstration III., Breast 
Feeding. 

Thursday.— 3 p.m.. Demonstration IV., The Artificial Feeding 
of Infants. 

8T. JOHN’S HOSPITAL FOR DISEASES OF THE SKIN, 
49, Leicester-square, W.C. 

Thursday. April 14th.— 6 p.m.. Chesterfield Lecture:—Dr. W. 
Griffith: The Treatment of Skin Diseases. 

MANCHESTER ROYAL INFIRMARY POST-GRADUATE CLINIC. 
Tuesday. April 12th.— 4.30 p.m., Lecture:—Mr. F. H. Westmacott: 
Suppuration in the Accessory Cavities of the Nose. 
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appointments. 


Successful applicant* for vacancies. Secretaries of Public Institutions . 
and others possessing information suitable for this column, are 
invited to forward to Thk Lancet Office, directed to the Sub- 
Editor, not later than 0 o'clock on the Thursday morning of each 
week, such information for gratuitous publication. 

BHRRY, W. A.. M.D. Loud.. D.P.H., has been appointed Medical 
Officer of Health for the city of Bloemfontein. 

Gauvain, Sir H. J., M.A., M.D., M.Ch. Camb., Honorary Consulting 
Surgeon to the Welsh National Memorial. 

Joneb, J. D., Medical Officer of Health for the Festiniog Urban 
Council. 

Lynham, J. E. A.. M.D. Belf., Radiologist to the Italian Hospital, 
Queen-square, Bloomsbury. 

Robinson, W., M.B.,Ch.B. Leeds, Superintendent of the Brentwood 
Mental Asylum. 

Whitehead, H., M.D. Manch., Medical Officer of Health of Wigan. 

Certifying Surgeons under the Factory and Workshop Acts; 

_ Gilmour, J., M.B., C.M. Glasg. (Duntocher): Halley, T. C., 
M.B., Ch.B. Aberd. (Stanford-le-Hope): Lister, T. E., M.B., 
Ch.B. Leeds (Horbury); Pirrie, R. R., M.D. Durh. (Eastbourne); 
Rigby, C. S., M.B., C.M. Aberd. (Sedgeley); Smart, E. N. 
(Catwick); Wells, W. W., eM.B., Ch.B. Oxon. (Bromyard); 
Wilson, N., M.D. Camb. (Sherborne). 


Uacanms. 


For further information refer to the advertisement columns. 
Barnsley and Wakefield Joint Sanatorium Committee.—Asst. 

Tuberc. O. and Res. M.O. at Mount Vernon Sanatorium. £400. 
Birmingham and Midland Homoeopathic Hospital.—Res. H.S. £175. 
Birmingham, Queen's Hospital .—Pathologist. £100. 

Bootle Borough Hospital.—' Third H.S. £120. 

Bridgwater Hospital.—H.S. £165. 

Bristol General Hospital.— H.S. £175. 

Chiswick and Ealing Hospitals Committee, Maternity Hospital, 
South Ealing.— Consulting Obstet. 20 gs. 

Hartford, Kent, Darenth Training Colony.— Jun. Asst. M.O. £515. 
Bast London Hospital for Children and Dispensary for Women, 
Shadwell, E .—Res. M.O. £200. H.S. and H.P. £125. Cas. O. 
£ 120 . 

Edinburgh University, Department of Physiology.— Assistant. 
Evelina Hospital for Children , Southwark, S.E.— Hon. Dent. S. 
Gloucester County Asylum.— Jun. AsBt. M.O. £300. 

Great Northern Central Hospital, Holloway, N.— H.S. £150. 
Also Ansssth. £10 10s. 

Guildford, Royal Surrey County Hospital.— H.S. £150. 
Herefordshire General Hospital— H. 8. £200. 

Heston and Isleworth Urban District Council.— M.O.H. and Sch. 
M.O. £600. 

Hospital for Consumption and Diseases of the Chest, Brompton, 
S.TF.-Res. Asst. M.O. £200. Also H.P. £50. 

Hospital of St. John and St. Elisabeth, 40, Grove End-road, N. W.— 
Ancesth. £50. 

Huddersfield Royal Infirmary.— Two Jun. H.S.”8. £150. 

King's College Hospital, Denmark Hill, S.E.— Hon. Jnn. Dent. S. 
Kirkburton, Storthes Hall Asylum, near Huddersfield.—Ami. M.O. 
£400. 

Liverpool Royal Infirmary.— Hon. Asst. Surg. 

London Homoeopathic Hospital. Great Ormond-street and Queens- 
square, Bloomsbury, W.C.— Two Res. M.O.’s. £100. 

London Lock Hospital, 91, Dean-street, W.— Pathologist. £500. 
Manchester County Asylum, Prestwich.— Asst. M.O. £572 16s. 
Mildmav Mission Hospital, Austin-street, Bethnal Green, E.—P., 
Dent. 8., and Radiographer. Also Jun. Res. M.O. £120. 

Miller General Hospital for South-East London, Greenwich-road, 
8.E.— Sen. Res. M.O. £350. 

Newcastle-upon-Tyne, Hospital for Sick Children.— Hon. Asst. 8. 
Nerwcastle-uvon-Tvne. Royal Victoria Infirmary .—H.P.'s, H.S.’s., 
and Accident Room H.S.’s. £50 each. H.S. to Out-Patient 

Dept. £100. 

Newport, Mon., Royal Gwent Hospital.— H.S. £200. 

Nottingham City Asylum.— Second Asst. M.O. £400. 

Ochil Hills Sanatorium, near Milnathort.— Res. Med. Supt. £500. 
Oldham Royal Infirmary.—' Three H.S.’s. £250, £250, and £200 

respectively. 

Pembroke County .—County M.O.H. and Sch. M.O. £700. 

Prince of Wales's General Hospital, Tottenham , N.— H.P., H.S. 
£200. Jun. H.S.. Jun. H.P. £120. 

Queen Mary’s Hospital for the East End, Stratford, E.— H,P. 
and H.S. 

Rotherham Hospital.— Sen. H.S. £250. 

Royal Chest Hospital, City-road. E.C.—H.P. £120. 

Royal College of Surgeons of England— Examiners. 

St. Peter's Hospital for Stone, dc., Henrietta-street. Covent 
Garden, W.C.— Jun. H.S. £75. 

8t. Thomas's Hospital, Albert Embankment, 8.E.— Jun. Asst, in 
Venereal Department. £400. 

Salford Royal Hospital.— H.S.’s £150. Cas. H.S. £150. Also 
Anicsth. £50. 

Sheffield Royal Hospital.— H.S. and A«st. Cas. O. £150. 

Sheffield Royal Infirmary.— H.S.'s, H.P.’s. Aural H.S., and Asst. 
Cas. H.S. £150 each. 

Southampton Free Eye Hospital,—Ansi. Hon. Ophth. Surg. 
Staffordshire General Infirmary, Stafford — H.S. £250. 

Umversitu College Hospital. —Obstet. Registrar. £150. 

West End Hospital for Nervous Diseases, 73, T Velbeck-street, W.— 
Hon. Anaesthetists. 

West London Hospital, Hammersmith-road, W.— Cas. O. £5 5s. 
per woek. 


West Middlesex Hospital , Isleworth. —Asst. Med. Supt. £300. 
Westminster Hospital.— H.S. 

Westmorland Sanatorium, Meathop, Grange-over-Sands .—Asst. 
M.O. and Asst. Tuberc. O. £350. 

Wolverhampton and Midland Counties Eye Infirmary.—HE. £900. 
Worcester County and City Mental Hospital, Powick.—Ben. Asst. 
M.O. £450. 


Carriages, aitir Jtatjfs. 

BIRTHS. 

Allchin. —On March 27th, at "The Briars,” Northwick Park-road, 
Harrow, the wife of F. M. Allchin, M.B., B.S.Lond., of a son. 
Pern.— On March 25th, at Botley, Hants, the wife of Alfred 
Spearman Pern, M.B.C.S., L.R.C.P., of a son. 

Wilkinson.— On the 29th of March, to Dr. and Mrs. K. Douglas 
Wilkinson, at 91, Corn wall-street, Birmingham, a son. 


MARRIAGES. 

Miller—Watson.— On April 2nd, at St. Andrew’s, Ashburton, 
Devon, Douglas Alexander Miller, M.B., Ch.B., to Paul* 
Barbara, daughter of the late Francis Robinson Watson and 
Mrs. Watson, Ramsey, Isle of Man. 

Olderbhaw—Lattey.— On March 31st, at St. Albans, Streatham 
Park, by the Rev. Canon J. C. V. Durell, C.B.E., B.D., oousin of 
the bride, Martin Herbert Oldershaw, M.D., F.R.G.8., 30, New 
Cavendish-street, W. 1, to Olive, second daughter of Henry 
Lattey, Tarmon, Streatham Park, S.W. 16. 


DEATHS. 

Blyth.— On Maroh 30th, suddenly, at Upper Gloucester-plaoe, 
N.W., Alexander Wynter Blyth, M.R.C.S., F.I.O., See., Barrister- 
at-Law, Public Analyst for the County of Devon and the 
Borough of Marylebone, in his 76th year. 

Clark.— On April 4th, at Ladbroke-g&rdens, W., John George Clark, 

M. R.C.S. Eng., aged 66 years. 

N. B.—A fee of 7s. 6d. is charged for the insertion of Notices of 

Births, Marriages, and Deaths . 


BOOKS, ETC., RECEIVED. 

Bailli^re, Tindall, and Cox. London. 

Aids to Dental Surgery. By Douglas Gabell, M.R.C.S., L.D.S. Eng. 
3rd ed. Pp. 132. is.&d. 

Manual of Midwifery. By Prof. H. Jellett, M.D., and D. G. 

Madill, M.B. Dub. 3rd ed. Pp. 1200. 42*. 

Squint: Its Causes, Pathology, and Treatment. By O. Worth, 
F.R.C.S. 5th ed. Pp. 242. 12s. 6d. 

Frowde, Henry, and Hodder and Stoughton, London, Edin¬ 
burgh, and Glasgow. 

Outlines of Zoology. By J. A. Thomson, LL.D. 7th ed. Pp. 
867. 18s. 

A Physical Interpretation of Shook, Exhaustion, and Restoration : 
an Extension of the Kinetic Theory. By G. W. Crile, M.D. 
Edited by A. F. Rowland. B.S. Pp. 232. 25s. 
Electro-Therapeutics for Practitioners. By F. H. Humphris, 
M.D. 2nd ed. Pp. 300. 21s. 

Skin Diseases in General Practice : Their Recognition and Treat¬ 
ment. By H. Davis. M.B. Pp. 356. 25s. 

Kimpton, Henry, Loudon. 

Essentials of Medical Electricity. By E. P. Cumberbatch, 
B.M.Oxon. 5th ed. Pp. 388. 10s. 6d. 

Saunders, W. B., Company, London and Philadelphia. 

The Endocrines. By S. W. Bandler, M.D. Pp. 486. 35s. 

The Anatomy of the Nervous System from the Standpoint of 
Development and Function. By S. W. Ranson, M.D. Pp. 396. 
32s. 6 d. 

University of London Press, London. 

Artificial Light: Its Influence upon Civilisation. By M. Luckiesh. 
Pp. 366. 12s. 6d. 

Creative Chemistry: Descriptive of Recent Achievements in the 
Chemical Industries. By E. E. Slosson, M.S. Pp. 311. 12s. 6ci. 
University Press, Cambridge. 

The Essentials of Mental Measurement. By W. Brown, M.D. 

Oxon., and G. H. Thomson. D.Sc. Pp. 216. 21s. 

The Clinical Pathology of the Blood of Domestioated Animals. 
By 8. H. Burnett. A.B., M.S., D.V.M. 2nd ed. Pp. 166. 13s. 
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Jotts, j&farrt Comments, anir ^nsfoers 
to Comsgmtoents. 

PUBLIC HEALTH IN BOMBAY, 1919. 

In the introductory remarks to his first annual report on 
the administration of public health in Bombay for 1919, Dr. 
J. E. Sandilands, who took over the duties in February, 1920, 
states that it is, in fact, the report of Dr. Sorab C. Hormusjee, 
who was in charge of the department from April 27th, 1919, 
when Dr. J. A. Turner (author of the well-known treatise on 
“ Sanitation in India”) proceeded on leave, pending retire¬ 
ment, after having served as executive health officer since 
February, 1901. The conditions of public health during 
the year were far from satisfactory : there were epidemics 
of cholera, small-pox, plague, and influenza, though much 
milder (except in the case of cholera) than in 1918. It has to 
be borne in mind that the ratios for disease prevalence and 
death are still calculated on the census enumeration of 1911 
(979,445), though the increase since then, owing to natural as 
well as adventitious causes, has been estimated at not less 
than 200,000. The birth-rate, as calculated in the usual wav, 
was 2116 per 1000 of the total population, representing 20,7k) 
births; but if adjustment be made for children vaccinated, 
whose births had not been registered, and fora (presumed) 
similar unregistered proportion who escaped vaccination, a 
ratio of 21-71 per 1030 is obtained (representing 27,114 births) 
which is perhaps an approximation to accuracy as near as 
can be obtained. For the Hindu communities as a whole, 
who form the majority of the population, the ratio was 20*54 ; 
ranging from 11-35 among Brahmins to 60 88 among Hindus 
“ of low ca-te,” and 89*83 among Lingaits. For Mussulmans 
and Negro Africans it was 21 03; for Indian Christians, 26*99 ; 
for Europeans, 12-02. As compared with 1918, the general 
birth-rate was slightly lower, 2116 against 22*18 per 1000. 
There were, as usual, very wide variations in different parts 
of the city, though it is pointed out that these may be largely 
accounted for by the uneven distribution of women and 
married women of fertile age. The highest ratio was 
recorded in Upper Colaba section (50 09), which was, however, 
not so high as that of the preceding year (55*87); the next 
highest were 31*20 in Tarwadi and 30*86 in Mahim ; the lowest 
were in the business locality of Fort South (8*95) and in 
Market section (9 81). The general death-rate was 70 04, 
compared with 59 61 in the previous year, and 36*08 for the 
decennium 1909-18; but after applying corrections for new 
arrivals not belonging to Bombay, and inmates of war 
hospitals, the mortality, as based on the available data, 
works out to 67-22 per 1000, representing 65,847 deaths. This 
ratio needs further correction for deaths of Bombay 
inhabitants occurring “ up country ”; but these may be held 
to be balanced by the deaths of visitors and persons passing 
through the city, as the chief port of arrival and embarka¬ 
tion in India. The infant mortality was 499-15 p*r 1000 live 
births, compared with 434 8 and 304-2 in 1918 and 1917 
respectively : the chief causes of death were diseases of the 
respiratory and nervous systems and debility, which, 
combined, accounted for 10,143 out of the total 13,534 infantile 
deaths. Among Hindus the ratio was 737*92. among 
Mussulmans 562*36 ; while for Europeans it was 230 76, and 
for Parsees only 224 56. The highest infant mortality (8918 
per 1030 births) occurred in Market section, and the lowest 
m Walkeshwar (307*6). An instructive diagram shows that 
the infant mortality among families living in single-room 
tenements was 83*1 per cent, of the births registered; in 
those living in two rooms it was 56*5, in three rooms 35 8, in 
four rooms 18*9, and in hospitals only 11 1 per cent. Unfor¬ 
tunately 79*9 per cent, of the population live in single-room 
tenements. The work of the Bombay Banitary Association, 
according to the scheme inaugurated by Lady Willingdon in 
1914, has been continued and extended. Maternity homes, 
infant milk depdts and infant welfare centres are in operation, 
under a ladies’ committee, with Her Excellency Lady Lloyd 
at their head. 

Incidence of Disease amongst the General Population. 

In regard to the general population the largest number of 
deaths was, as usual, recorded under respiratory diseases, 
amounting to 24*55 per 1000, as compared with 23*97 in 1918, 
and 10*51 in the preceding decennium (1909-18). Next to this 
group cholera was the most fatal, with 8455 deaths, or 8-63 
per 1000, compared with 1-69 in 1918 and 0-50 in the decennium. 
It became epidemic in the middle of December, 1918, and 
was gradually declining in January, but unfortunately, 
owing to the labour strike, “which began on 9th January 
and was unprecedented in duration as well as in magnitude, 
the incidence of the disease attained appalling proportions,” 
reaching its height in the week ending 1st February. After 
this it began to subside. Of the 9658 attacks and 8455 deaths 
from cholera in 1919, 9304 attacks and 8206 deaths occurred 
during January and February. The type of the disease was 


evidently most severe; the case-mortality, or fatality, was 
87*5 per cent., and for the two months, January and 
February, when the epidemic was at its height, 88*2 per cent. 
Deaths occurred in every registration section throughout 
the city, those most severely affected being Parel (22*27 
deaths per 1000) and Sewri (20-29). Vigorous measures were 
taken, the medical, conservancy, and disinfecting staffs 
strengthened, and inoculation was offered free to all. Owing 
to this energetic action of the medical and municipal 
authorities the epidemic was practically brought to an 
end in February, although cases occurred sporadically 
throughout the rest of the year. There were 826 cases of 
plague, with 702 deaths (0 71 per 1000), this being the 24th year 
of its continuous presence in Bombay. Influenza was 
prevalent, especially in May and June, "but the mortality 
(1*98) was much less than that of 1918, which had been 
4 04 per 1000. The deaths registered as due to tuberculosis 
(2780, or 2*83 per 1000) were in a higher ratio than in the 
preceding quinquennium (2 06), but it is pointed out that 
this does not necessarily signify a corresponding increase in 
the incidence of the disease, as owing to modern methods of 
diagnosis many cases, formerly returned as fevers and 
bronchitis, are now correctly shown as tuberculosis. It 
was most prevalent in Upper Colaba (9 63 deaths per 1000) 
and Sion (8-93) sections; in Mazagaon the ratio was only 0*29. 
For Hindus the ratio was 2*62, for Mussulmans 4*13, and for 
Europeans 084. The King George V. Anti-tuberculosis 
League carries out a good work in close cooperation with 
the Health Department; 1003 patients attended the two 
dispensaries which the League maintains, and patients too 
ill to attend are visited by the medical officers at their own 
homes. A sanatorium was opened on Bhoiwada Hill, at 
Parel, in April, with 20 beds, where 57 cases were cared for, 
greatly to the comfort of the patients, and with much value in 
preventing spread of infection in their homes. Ague and 
remittent fever caused 5071 deaths, and in addition 262 are 
returned under “ malaria.” The results of an extensive 
inquiry into the prevalence of enlargement of the spleen 
showed that, among 11,140 children examined, this condition 
was present in 1*37 per cent, for Bombay as a whole; in 
Ward G, comprising Mahim and Worli sections in the north 
of the island, among 5106 examined not a single case of 
enlarged spleen was detected ; on the other hand, in Dhobi 
Talao section (Ward O) 4-22 per cent., in Fort North, 
4*56 per cent, and in Esplanade section 5 65 per cent, of the 
children examined were found to have enlargement. In 1918 
these last two sections had shown spleen rates of 4-73 and 
2-96 per cent, respectively ; in 1909 the ratios had been 49*44 
and 73*88. The water reservoirs on Malabar Hill have been 
protected with reinforced concrete, and all filters abolished; 
many ponds and tanks have been filled in, and many wells 
either filled in or effectually protected. Almost all the 
cisterns in the city have been made mosquito-proof. 

Dr. Sandilands draws attention to the need of hospital 
accommodation for tuberculous patients, and for extending 
the existing provision for the treatment of infectious diseases; 
he considers that a total accommodation of 1000 beds is 
required. The condition as regards vaccination in Bombay 
cannot be considered as satisfactory. The number of 
children vaccinated, uader one year of age, was 12,064; it has 
been already stated that there were probably 27,114 births 
during the year. The deaths from small-pox under one year 
of age numbered 198; 161 of these cases had not been 
vaccinated; in the remaining 37 the condition as regards 
vaccination was unknown. On the other hand, out of 9218 

S llgrims leaving for Mecca 97*54 per cent, were vaccinated in 
ombay before embarkation. This exhaustive report is fully 
illustrated with diagrams and tables. A plan of the city 
would have increased its interest, and this addition we 
suggest Bhould be made in subsequent issues. 

MEDICINE AND THE PUBLIC. 

To the Editor of The Lancet. 

Sib,—M odern medical progress means a recognition of 
the faet that disease in the individual affects in greater or 
less degree the whole community. From this it follows 
that the whole community ought to be interested in medical 
science. Evidence of the growth of public interest in this 
direction is shown by the amount of space which the daily 
press devotes, sometimes well and sometimes not so well, 
to medical questions of the day, but if the revelation oi 
medical science is to keep pace with its progress there is 
needed a strong movement to interest and educate the 
constituency. Has all been done that might be done ? During 
the war the Royal College of Surgeons of England dia 
excellent work by organising lectures and demonstrations 
for ambulance workers and V.A.D.’s, and there does not 
seem to be any reason why its facilities as well as its 
authority should not be used to broaden public knowledge 
of matters which concern the national health. There are 
many directions in which this idea could be developed, with 
valuable results. I am, Bir, yours faithfully, 

April 4th, 1921. WILLING TO LEARN. 
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A GERMAN MANIFESTO ON VITAMINS. 

A recent Issue of the Official German Health Publications 
contained the following manifesto on accessory food sub¬ 
stances J 

The coming months threaten us with grave food difficulties, 
similar to those of the winter and spring of 1917. Lengthy research 
has established the fact that the ill consequences of insufficient 
ffi& dep ? nd no t° n ly on the lack of total quantity, but, in much 
higher degree than was once thought, on the lack of certain 
accessory substances (vitamins), essential alike in adults and 
children to the well-being of the body, but distributed very 
unevenly in the usual food-stuffs. Added in sufficient amount 
these substahces can to a certain extent compensate for insufficient 
total quantity* of food. Conversely, in their absence, even the most 
abundant diet is not able to ward off English disease (rickets), bone 
softening, watery swellings (cedema), nutritional changes in the 
blood and the nerves, loss of resistance to tubercle and other 
diseases. Unfortunately, a great part of the food-stuffs which 
contain in high degree these important accessory substances—e.g., 
fresh milk, best dried milk, butter, whole-milk cheese, cream, fresh 
meat, liver, kidneys, heart, brain of animals, fat fish, eggs, drip¬ 
ping, and lard—are hard to obtain and very costly. Their lack can. 
however, be made good also by cheaper material. 

Emphasis should therefore be laid on such food-stuffs, of which 
the most important are: Animal— cod-livor oil. Grain-wheat 
(wholemeal, including the bran as in Graham bread) ; the 
germ of corn, specially of wheat, as in the preparation “ materna " • 
germinating grain, as in the production of malt. Pulses— 
peas, beans, lentils, soya beans (also in dry form). Greens— 
all forms of fresh green leaves, all kinds of cabbage and 
spinach, provided that they are only steamed and not brought *o 
the boil According to recent research, the stinging nettle provides 
a tasty dish rich in vitamin. Any kind of salad, varieties of lettuce 
at the head; further, carrots (also expressed carrot-juice for 
children). _ Fruits— nuts, dessert fruit, lemons and lemon-juice. 
As vitamin-rich fruit are apples specially to be noted; 
oranges are rich in vitamin, but are at present costly. Various— 
fresh yeast and its preparations; malt extract in certain 
forms has been found to contain vitamin. The substances in 
question pass from the expectant mother to the foetus, and from the 
nursing mother into her milk. When these substances are lacking 
the body of mother and child suffers even with abundant food. For 
detailed information ask your doctor! ” 

The signatories to the manifesto are Professors V. 
Bergmann, El linger, Embden, v. Noorden, Quincke, and 
Strasburger, members of the faculty of medicine at 
p!? n "‘ 0, 7 .J^' ver8 ^y> and Hr. Schlosser, president of the 
City Health Department. 

A PROGRAMME OF DIET. 

A medical practitioner forwards to The Lancet a rather 
quaintly worded advertisement in the form of a typewritten 
letter that he has received, possibly in common with many 
of his colleagues. It professes to come from a person who 
has suffered severely from asthma, but who “ bv iollowino 
out a carefully thought out Programme of Diet,” has cured 
himself. “ It is very easy to follow, being straightforward 
and concise (if typed about a page and a half), and no more 
expensive than ordinary fare, being really a guide to 
asthmatics what to avoid than recommending special foods 
and m no way interferes with business.” The advertiser is 
too modest to fix a fee, or is afraid that his modesty might 
underestimate the gratitude of his possible correspondents 
and so operate to his detriment. He offers to send his rules 
of diet “on receipt of your cheque or Treasury notes for 
what you consider would be fair for above information ” It 
leaves one wondering how many Treasury notes the sender 
expects to extract from the medical profession by such 
simple means. J 

COMMERCIAL VACCINES. 

Messrs. Parke, Davis and Co. have issued a tenth edition 
of the pamphlet on vaccine therapy, which contains instruc¬ 
tions for using the bacterial vaccines prepared in the 
vaccine laboratory of the Department of Therapeutic Inocula- 
t!°n at St. Mary s Hospital, London. The sections of this 
pamphlet relating to acne, streptococcal infections, influenza, 
typhoid fever, and whooping-cough have been largely re- 
J™ 4 ®! 1 * . New vaccines have been added as follows* 
Diphtheria bacillus vaccine for the treatment of “ carriers ” 
and convalescents, Anti-rheumatic vaccine, Anti-plague 
vaccine, several Anti-influenza vaccines and Mixed gonor¬ 
rhoea vaccine. The composition of the following vaccines has 
been altered : Acne and Mixed acne, Antisepsis and Whooping- 
«* Tb ® Mixed vaccine for colds, the Anti-catarrh vaccine, 
and the Mixed anti-influenza vaccine (St. Mary’s Hospital 
formula) are now issued in sets of three graduated doses 
for the prevention and treatment of coryza aDd influenza 
The stock vaccines are the same as those used in the 
Inoculation Department, St. Mary s Hospital, and have 
been standardised by observation of their effects on 
patients. A proportion of the proceeds of the sale of 
these vaccines goes to the upkeep of the in- and out-patient 
departments, and the laboratories of the Institute nf 
Pathology and Research at St. Mary’s Hospital 

Messrs. Allen and Hanburvs, Ltd., in their “ Medicamenta 
Recentm present in concise form details of the materia 
medica of their manufacture. The method of arrangement 
is alphabetical, and a therapeutic index with crosaTeffr^ces 


makes for convenient use. There is a very complete list of 
vaccines and kindred preparations, many of them deriving 
from the Lister Institute, with suggestions as to dosage 
and method of administration. The series includes Acne 
bacillus vaccine, Bacillus septus (Hofmann) vaccine, Calf 
vaccine lymph, Cholera vaccine (multivalent), Coley’s fluid 
(new) for cancer, Colon bacillus vaccine, Compound catarrhal 
vaccine, Compound influenza vaccine, Dental streptococcus 
vaccine, Gonococcus vaccine, Micrococcus catarrhalis 
vaccine, Paratyphoid vaccine, Plague prophylactic, Pneumo- 
bacillus (Friedlander) vaccine, Pneumococcus vaccine 
(multivalent), Pollen toxin vaccine, Staphylococcus vaccines, 
Streptococcus rheumaticus vaccine. Typhoid vaccine. 
Typhoid and paratyphoid vaccine, Typhoid, paratyphoid, and 
cholera vaccine. Whooping-cough vaccine, and various 
l uberculms for diagnostic and curative use. Prices are not 
given. 

WILLOCINE: A FRUIT-ACID TOOTH-PASTE AND 
TOOTH-POWDER. 

Dr. W. J. Henson, who calls our attention to this fruit- 
acid tooth-paste and tooth-powder, accounts for the pre- 
valence of pyorrhoea and dental caries by the use of alkaline 
dentifrices which retard the natural flow of saliva. Willocine 
combines a colourless salt prepared from willow charcoal 
(The Lancet, 1917, ii., 53) with citric and benzoic acids and 
such soluble antiseptics as menthol and thymol. Potassium 
bitartrate and acid phosphate of calcium take the place of 
chalk as a base. Willocine can be obtained from Messrs. 
W. E. Lowe and Co., Ltd., 8, Stafford-street, Old Bond- 
street. London, W. 

EMIGRATION FOR THE HARD HIT. 

rI^ 5 ? epa x, rtm « ent S f and Development of the 

Canadian Pacific Railway have recently issued a small 
brochure briefly setting forth the need for migration within 
the Empire—both to relieve the pressure of over population 
in England and to develop the resources of the great 
Dominions—together with information as to specific oppor¬ 
tunities offered by Canada to a new class of emigrants, such 
as the younger members of formerly well-to-do families 
whose economic position has been rendered difficult by the 
war and its consequences. This new class may be sub- 
dmded into : (1) those desirous of making new homes under 
conditions similar to those in the old country—i.e. settle¬ 
ment m or near a town ; (2) those who wish to acquire land 
near to available markets, where market-gardening or 
P^n y fa ^ mmg ,? fty ^ P rofifcabl y <»«-ied on, or who wish 
t0 !°/ 7 ?rL their oI ? Profession or business in a new country: 
and (J> those anxious to settle on the land with experience 
already gained in England or under guidance by Canadian 
experts, as individual or group ranchers. Such emigrants 
have generally sufficient means to pay for their passages 
and to make a start m their adopteacountry ; and there is 
room for all of them, no less than for the farmers, agricul¬ 
tural labourers, and domestic servants who are in constant 

Hnn a “S? u i l J formed “Western Canada Colonisa- 
9 / the aims of which are described as 
J altruistic ’’ proposes to establish a welfare section 

llnmihiv e f taking up land under its auspices—and, 
apJ»aiA^r»H beI P anyone wishing to settle in or near 
a town for residential or business purposes. 

iocalities are instanced, short descriptions of them 
the , e “ d of the brochure. Of the Columbia- 
Kootenay Valley, between the Rocky Mountains and the 
Selkirks and south of the Railway Belt, we read as follows 

The climate is healthful and enjoyable at all seasons although 
the temperature shows a wide variation. Blizzards and cyclones 
are unknown, and bright, sunny weather, winter and summer is the 
rule. The summers are dry, with occasional hot days the* mean 
hpTnlpfntf B i bei ” g about 60* and the maximum about 95° F The 
heat, being dry, is not oppressive and the nights are always cool 
From May 1st until the end of September the general climatic con¬ 
ditions are delightful. The winters are long and 8ubjTct to th« 
Chinook winds, which temper the cold, bnt there is a great doal o^ 
sunshine during the winter months, and when the temperature is low 
there is little wind. Sleighing usually lasts from two to three months; 

■j col lditions are particularly ■well adapted for horses cattle 
and sheep. 1 he large, open ranges provide an abundance of summei 
grazing, and the cultivated portions provide good hay for wintei 
feeding. Dairy cattle give good returns, and the climatic con 
ditions are also very favourable to the prorluetion of honm^and tho 
rearing of poultry and turkeys. Alfalfa and clover grans oJ was 

infL! )0 n 0eS * re . mi }}* . of 3 tho most successful crops grown iiTthe 

\a»llej. Cereals of all kinds produce heavy yields p AOU 
tionally well and are free from tbe attaek^of weevn h P 

of peas for seed should prove a pmCble\?LerSing he ^^ 
cannot be surpassed in yield or texture ; other hardy 
remarkably well, as do tomatoes and bush fruits.” y gotoble8 « c 

Similar short descriptions, including notes on timber irri 
cation, and railway transport, are given of the Columbia 
, Va le > and ° f . tbe Elko Lands, East Kootenay. Those whe 

feel attracted bv the opportunities offered by the Dominiot 

Tvv n a8k f or ge . ne 5 aI and defcailed informattonteS 
.Apartment of Colonisation and I>evelonment 
62-€5, Charing Cross, London, 8.W.1, or from any of th< 
agents of the Company in the United Kingdom. 7 
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LECTURE I.—AURICULAR FLUTTER. 

[After some introductory remarks, in which he 
mentioned as his co-workers Dr. Thomas Cotton and 
Dr. A. N. Drury, of this country; Dr. H. S. Feil, Dr. 
W. D. Stroud, and Dr. H. A. Bulger, of the United 
States; and Dr. C. C. Uiescu, of Bucharest, Dr. Lewis 
proceeded:—] 

Some Normal Features of the Contraction 
Process. 

Let me first briefly describe the relevant events when 
normal heart muscle contracts in response to a natural 
or artificial stimulus. The first event of which we 
possess knowledge is that it passes into what is termed 
the state of excitation . By this we mean that the 
muscle develops a charge, just as a battery develops a 
charge, and that currents flow through it and the 
surrounding tissues. The charge is such that the 
active muscle becomes relatively negative to that 
which is still inactive, in the sense that the zinc 
terminal of a copper-zinc battery is negative to the 
copper. These electrical changes, associated with 
muscular activity, are of sufficient magnitude to be 
recorded by means of sensitive instruments, and they 
yield the pictures now spoken of as electrocardiograms. 
The electrical change in the muscle is the immediate 
precursor of contraction 1 ; first the muscle becomes 
excited (or charged), secondly it contracts. The two 
events are separated in the mammalian auricle by a 
small time interval of three-hundredths of a second or 
less. 

Now the process of excitation is not simultaneous in 
all parts of the muscle; it begins at the point first 
stimulated and spreads from this point. Stimulate a 
point in the centre of a sheet of muscle and the wave 
spreads concentrically, as does the ripple on the surface 
of a pond into which a pebble is thrown. It is con¬ 
ducted from one muscle element to the next as a wave, 
which is termed the wave of excitation. Similarly 
with the contraction process itself; this also spreads 
as a wave which accurately follows the course travelled 
by the wave of excitation. It may be likened to the 
second ripple on the pond. For our present purposes 
and to simplify the conception we may regard these 
waves as one, signalling itself as it proceeds, first 
electrically (first ripple), then mechanically (second 
ripple). When, therefore, I speak of the wave of 
excitation in the auricle and of the course it takes, you 
may picture in your minds the wave of contraction 
without fear of serious misconception. Nevertheless, 
I should, perhaps, be guilty of inaccuracy if I spoke of 
the wave of contraction, because our studies have been 
mainly, though not exclusively, directed to the wave 
of excitation; for movements of the latter are to be 
recorded with far greater accuracy than movements of 
the former. 

Movement of the excitation wave is recorded by 
connecting a sensitive galvanometer directly to the 
surface of the muscle. As the wave passes the chosen 
point the galvanometer yields a sharp deflection, and 
this may be photographed and accurately timed against 
the events in some other region of the muscle. I do 
not propose in the present leetures to enter upon a 

1 That the electrical change precedes the contraction is at the 
moment the accepted view, though the interval is acknowledged to 
be very short. 
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detailed description of this delicate method, but am 
content to declare that we can time the arrival of this 
excitation wave at any point of the muscle surface with 
such accuracy that the error is no more, and usually 
less, than one-thousandth of a second; that by using 
two or more recording instruments simultaneously we 
can trace out the paths taken by waves of excitation as 
they travel through the muscle ; and that we can 
estimate very accurately the time lost in the passage 
from point to point in different circumstances. 

The wave of excitation, the first of the contraction 
process, travels until it involves the whole surface of 
the muscle ; it travels in every available direction until 
it has exhausted all tracts of responsive muscle. Start¬ 
ing in the centre, it travels until it comes to the 
boundaries; there it ends, for at the boundary it finds 
no further tracts of responsive muscle through which to 
pass. Appropriately you may liken the spread of the 
excitation wave to the flame of a prairie fire. It spreads 
concentrically wherever it finds inflammable material; 
it cannot return over its scorched wake, neither can it 
proceed when it reaches the bounds of the dried acres. 
The wave of excitation leaves the muscle over which 
it passes in a non-inflammable, or, as it is termed, 
refractory state , and that muscle is incapable of carry¬ 
ing a second wave of excitation until its original 
inflammable state is restored. The period during which 
this restoration is effected is called the refractory period 
of the muscle; in the natural beating auricle of the dog 
it lasts from a fifth to a tenth of a second ; its duration 
is approximately the same as the duration of the 
contracted state of the muscle. 

From these preliminary observations I pass to what 
may be termed the “ ring experiment. 1 ’ 

The Ring Experiment. 

The ring experiment was first performed by Mayer in 
1908; he used the contractile bell of the jelly-fish and 
subsequently he utilised rings of muscle cut from the 
ventricles of turtles. His experiments were repeated 
and amplied by Mines in 1913 upon rings of muscle cut 
from the auricles of teleostean fishes. In 1914 both 
Mines and Garrey reported that they had obtained 
similar effects in rings of muscle out from the dog’s 
ventricle. 

The experiment from our present standpoint is 
fundamental; I shall describe it therefore in some 
detail. 

Suppose that we stimulate a ring of muscle, such as 
is depicted in Fig. 1, at a, the centre point of its lowest 
quadrant, and start in it by means of a single shock a 
wave of excitation. This wave, as soon as it has 
involved the whole cross section of the ring, develops 
two crests, which travel rapidly along the two 
limbs of the circle until, as shown in the serial 
diagrams (Fig 1, 1-4), they meet at point 5, the 
centre point of the highest quadrant. At the 
instant the crests meet the whole ring has become 
involved by the wave; the whole has passed into a 
state of excitation; it has all become “refractory.” 
When, therefore, the two crests meet at point b move¬ 
ment is brought to an end; like two waves of flame, 
two waves of excitation meeting do not over-ride, each 
crest forms an impassable barrier to the other. The 
ring of muscle remains in this state of excitation for a 
period and then recovers. It recovers in the order in 
which it has become involved, it begins to be “ responsive ’ ’ 
in its lowest quadrant (at a) first of all. The wave of 
“responsiveness” travels similarly as two crests along 
the two limbs of the ring (Fig. 1, 5-8) until they also 
meet and coalesce at b , the centre of the highest 
quadrant. The ring of muscle has now returned to its 
original condition; it is once again wholly in the 
responsive state. 

Such is the series of events when the muscle of the 
ring responds to a single stimulus. If the ring is stimu¬ 
lated by means of slow rhythmic shocks each shock 
awakens a like series of events, providing that the 
intervals between the shocks are amply sufficient to 
permit recovery. Each stimulus yields a double-crested 
wave of response, which ultimately Involves the whole 
ring. It will be evident that if in rhythmic stimulation 
the second shock falls upon the ring while it is in the 
Q 
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Fig. 1.—A diagram illustrating the progress of a single wave passing 
through a ring of muscle as a result of stimulating it at a . The 
black portion of the ring represents the refractory state, and the 
figure shows its progress through the ring till it involves the 
whole (4 ); later the figure shows its subsidence. 


as a circulating wave which has no ending (Fig. 3 ,6 to 10). 
Thus it has been shown that, the conditions being 
nicely controlled, the last stimulus of a series may 
originate, not a single 
response of the ring, 
but an unlimited 
series of responses. 

Mines saw the wave 
continue to circulate 
for minutes, Mayer 

saw it continue for Flo. 2.—A second stimulus enters the 
very many hours ; ring while it is in the condition shown 
this is what is meant 
by circus movement; 
it is constituted by a wave of response, which travels 
continuously along a re-entrant path of muscle. 


@® © 


in Fig. 1, 6. While the first wave is 
subsiding the second wave spreads. 


Auricular Flutter. 


condition represented by Fig. 1, 6, a fresh wave may be 
propagated at a before the response to the first shock 
has subsided at b. In such circumstances two waves 


We may now examine a condition of the mammalian 
auricle, to-day called auricular flutter. Flutter, as we 


will be moving through the ring at one time, as depicted 
in Fig. 2, 6-8. 

We come now to a different form of reaction; it is 
that which especially concerns us. It happens when 
the rate of rhythmic stimulation is raised to a critical 
point—namely, when the intervals between the shocks 
are such that each falls on the muscle at a time when 
responsiveness in this muscle has not wholly recovered. 
In such circumstances the wave propagated by stimula¬ 
tion may be unable to travel with its usual freedom in 
all directions. From time to time it is found that a 
wave propagated from the point of stimulation can 
pass in one direction only. It starts well enough, 
perhaps, and reaches two points of the ring A and B 
(Fig. 3); but at A it finds the muscle still insufficiently 



Fig. 4.—Examples of auricular flutter, clinical and experimental. 
The upper or clinical curve was taken from a patient in whom 
flutter was continuous. The auricle (P) is beating at a rate of 
228 per minute and regularly; the ventricle (I?) at half that rate. 
The ventricle responds to alternate beats of the auricle ; the beat 
of the auricle to which there is no response falls with the beat 
of the ventricle. The lower or experimental curve shows the 
end of a period of flutter and the return of the normal rhythm. 
The first half of this curve is to be compared with the upper 
curve. During the period of flutter the auricle (P) is beating 
rapidly and regularly; the ventricle (R) at half the rate. The 
ventricle responds to alternate beats of the auricle; the beat Of 
the auricle to which there iB no response falls with the beat of the 
ventricle. 



Fig. 3.—A diagram to illustrate the establishment of a circus move¬ 
ment in a ring of muscle. The ring is stimulated in its lower 
quadrant and the wave spreads to A and to B. At A it is blocked, 
but from B it continues around the ring. When it arrives at E 
(4) the refractory state at A is passing, and so the wave continues 
to travel around the circle (5-10). 

now understand it, was first clearly described in a 
patient by Hertz and Goodhart in 1909; they studied 
their case by means of venous curves, showing the 
auricle to be beating continuously and regularly at a 
rate of 234 per minute. Their description was quickly 
followed by the more ample records of Jolly and 
Ritchie, and of other writers. The rate of the 
auricular beating in flutter is from 230 to 350 per 
minute; the action of this chamber is remarkable, 
not only for its high rate, but for its regularity. It 
is to be recognised with the greatest certainty in 
electrocardiograms, of which examples are shown in 
Figs. 4 and 5. The condition is also remarkable 
because it continues uninterruptedly for long periods 
of time. Sometimes it may occur in short paroxysms, 
more usually it comes to stay for months or years. 
Its nature until quite recently has remained altogether 
mysterious, though very numerous observations have 
indicated its close affinity to the condition called 
fibrillation. Thus flutter is often converted into 
fibrillation by the administration of digitalis. There 
have been few satisfactory records of a similar experi* 


responsive, while at B recovery 
is more advanced. At A progress 
comes to an end, while at B the 
crest continues to move. Sup¬ 
pose that at this instant stimuli 
are withdrawn ; the conditions 
are peculiar. Instead of two 
crests advancing to meet and 
interfere, there is now but one, 
and it is free to circulate, for as 
it comes to each new segment 
(C, D, E) of the ring it finds this 
segment excitable (Fig. 3 ,2 to 4). 
The single-crested wave con¬ 
sequently progresses around the 
whole ring, and, coming back to 
its starting-point, finds that this 
muscle also has recovered 
(Fig. 3, 5) ; it proceeds so long 
ap the conditions remain un¬ 
altered ; it continues its course 



Fig. 5.—Examples of auricular flutter, clinical and experimental. The upper or experi¬ 
mental curve was taken from a long period of experimental flutter. The auricle (P) is 
beating regularly and continuously at a rate of about 350 per minute; the ventricle (B 8) 
iB beating much more slowly. The lower curve is from a patient in whom flutter had 
liersisted for many months. The auricle (P) is beating regularly and continuously at a 
rate of about 270 per minute; the ventricle (R S) is beating much more Blowly. 
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mental condition. The term “flutter” was used by 
Me William as early as 1887; that was in the days 
when the two conditions, flutter and fibrillation, were 
not definitely distinguished. The first electrocardiograms 
of experimental flutter—and these curves are alone 
really distinctive—have been obtained during the past 
few years. We are now' certain that a condition 
identical with that found clinically may be produced 
experimentally in the dog’s auricle; this we have been 
taught by clinical and experimental electrocardio¬ 
graphy. 



Fio. 6. —Three electrograms recorded simultaneously from the 
tsenia terminalis of a dog while the auricle was fluttering. The 
top curve (1) was taken from the inferior caval, the bottom curve 
(3) from the superior caval, and the centre curve (2) from the mid 
region of the taenia. The record corresponds to five cycles of 
flutter (a-c). As each excitation wave passes, it signals itself 
by means of a sharp upward movement of three recorders. 
Recorder 1 moves first, recorder 2 a fraction of a second later, 
and recorder 3 a fraction of a second later still. The order of 
excitation is 1, 2, and 3; the wave is passing up the taenia. 

In investigating disease there is one well-known and 
most fruitful method of approach—it is to produce in 
animals a condition identical with that seen in the 
patient. When this has been accomplished it becomes 
possible to inquire into the precise nature of the 
disturbance. If and when that knowledge is obtained 
we are in a position to consider rational plans 
of treatment. As I have related, in the case of 
flutter of the auricle, the flrst step has been 
taken. A continuous and rapid action of the dog’s 
auricle can be produced in several ways, notably by 
rhythmically stimulating the organ with induction 
shocks at a rate of 300 to 600 per minute. The 
auricle is driven rhythmically and rapidly for a few' 
seconds, and the stimuli are then abruptly withdrawn. 
In a certain proportion of such experiments a rapid 
action of the auricle continues after stimulation has 
ceased. The rate of action is not usually that of the 
rhythmic shocks which provoked it; it is usually less. 
For the moment our chief concern is not the method 
of producing this rapid and continuous action, but its 
nature. Its nature is variable, but amongst the after¬ 
effects of stimulation a condition identical with clinical 
flutter is seen from time to time. It is not every auricle 
which is predisposed to flutter; it is not every stimu¬ 
lation which will invoke flutter in the predisposed 
organ. That, however, is immaterial, providing that 
we can produce it, and can be certain when it is 


produced that it is identical with the clinical condition. 
The electrical curves, clinical and experimental (Figs. 4 
and 5), leave us with no doubt on this subject; these 
curves, so delicately analytical, place the conclusion 
beyond question. 

Experimental flutter having been produced, its nature 
is investigated by mapping out the path taken by the 
excitation wave while flutter is in progress. A single 
illustration of method will perhaps suffice. The auricle 
of a dog has been forced into a state of flutter, as 
ascertained by electrocardiograms taken by methods 
comparable to those used clinically. The flutter con¬ 
tinues uninterruptedly. Three points are now chosen 
in the line of the taenia terminalis, and to each 
of these a sensitive galvanometric recorder is con¬ 
nected. The curves of these recorders write simul¬ 
taneously. (Fig. 6.) As the excitation waves flow 
through the muscle they pass beneath the several 
contact points, and at each the passage is signalled. 
The curves, considered together, show that each wave 
is passing regularly up the taenia from the region of 
the inferior to the region of the superior cava, and 
we are able to measure the rate at which it 
is travelling. This record is published to illustrate 
the orderly character of the events as the cycles are 
repeated, and to indicate with what certainty the 
direction taken by the excitation may be ascertained. 
Actually a slightly different plan of campaign to that 
described is usually adopted. It consists of maintaining 
one lead as a standard and moving a second to various 




Fio. 7.—A natural outline of a clog’s auriclo, showing the paths of 
the excitation wave (broken lines) while the heart beats naturally 
(lower diagram) and during flutter (upper diagram). The numbers 
indicate the approximate order in which various parts of the 
musculature received the excitation wave. 

points of the auricle, timing the arrival of the excitation 
wave at its several parts relative to the standard lead, 
and finally of its arrival at the several parts relative to 
each other. To exemplify in a simplified fashion a 
complete experiment I may use Fig. 7. This figure 
shows the natural outline of the auricle as it is seen 
from above. The two appendices project upwards in 
the diagram ; the superior and inferior venae cavae are 
represented as transsected. The figures J, 2, and 4 in 
the lower diagram lie on the taBnia terminalis. The 
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order of excitation displayed by this animal while the 
heart beats normally is indicated in the lower diagram 
by the figures 1 , 2 , 3 , 4 , &c. The excitation wave, as 
is usual when the heart beats normally, starts in the 
region of I, the point at which the sino-auricular 
node or “pacemaker” lies. A little later it is to be 
found simultaneously at the points marked 2. Follow 
the numerals and you perceive the course which it 
takes. It flows simultaneously along the muscular 
paths which radiate from the region of the node. 
Thus, it flows down the taenia to the inferior cava; it 
flows from the base to the tip of the right appendix; 
it flows through the intra-auricular band to the left 
auricle, and, still flying from its point of origin, traverses 
the left appendix from its base to its tip. The wave 
is not visible as a wave; it travels too fast for that; 
the whole process of spread occupies the twentieth part 
of a second. 

In the top diagram of the figure is the essential part 
of the map for the same auricle in a state of rapid 
flutter. The order of excitation is quite different. The 
wave is first traced at the inferior vena cava (I), and it 
passes up the whole length of the taBnia (?, 3 , 4, and .5). 
Reaching the top of the taenia it moves around the 
superior cava and flows through the intra-auricular 
band ( 6 and 7) to reach the left auricle. It reaches the 
left appendix (9), and at the same instant a wave is timed 
to emerge from the inferior vena cava (9). The question 
which at once arises is whether this second wave, 
emerging from the inferior cava and repeating the 
course (id, II, 12 , J3, &c.) of the first wave, is a new 
wave, or whether it is the continuation of the old one. 
Is there a succession of regular waves, each arising 
de novo in the inferior cava, or is there a single 
circulating wave? This question is answered by two 
considerations. If we propagate a wave artificially 
from the inferior cava this spreads equal distances in 
equal times; it arrives at the two points 4 and 7 
simultaneously. That is not the case in flutter; here 
it passes through point 4 to reach point 7. Rut the 
decisive argument is found in the time relation of the 
wave; knowing the rate at which it travels along its 
path (I, .2, 3 , 4, .5, 6, and 7) we can calculate how long 
it should take to move from 7 to 9, and can compare 
this calculated time interval with the actual interval 
observed; these are found to be the same within an 
inconspicuous margin of error. There can be no doubt, 
then, that we are dealing with a wave which circulates. 
It circulates in this experiment around a natural ring 
of muscle formed by the orifices of the two venaB cavae. 
Looked at from above, the movement is in the opposite 
direction to the hands of a clock. In this instance it 
completed one circuit in 0*16 of a second; it completed, 
therefore, 380 circuits in one minute, and that was the 
rate at which the auricle beat. 

The experiment which I have described is one of 
several, but it will suffice to illustrate the kind of 
evidence we possess of circus movement in the auricle. 
Flutter consists essentially of a continuously circulating 
wave. The path which this central or re-entrant wave 
usually takes is the one I have described, but that is 
not invariable. Sometimes in flutter the course is 
different; thus, the flow may be clockwise over the 
same route. In other cases only one cava is encircled ; 
the path is shorter, and the circuits are more quickly 
completed consequently. In other cases, though these 
are not so clearly evidenced, the circus movement is 
around other natural orifices, such as the mitral orifice. 
These variations are chiefly of consequence because 
they render the experimental work more difficult; the 
important conclusion is that the wave can be shown to 
circulate when the auricle flutters. The proof of circus 
movement in the auricle is not confined to the class of 
experiment which I have cited; there is much more 
evidence that I can now give you ; taken as a whole I 
believe it to be quite conclusive. 

Now the wave as a whole is not, of course, confined 
to the central or re-entrant path ; as it passes along this 
path offshoots are sent through the appendices to their 
tips and into all other regions of the auricular muscle. 
Thus the movements of the whole auricular tissue is 
controlled by the circulating wave. There is the 


central or mother-wave, and there are its centrifugal 
offshoots into the remaining tissue. 

Such is flutter as it occurs in the dog; such, there¬ 
fore, is flutter as it occurs in man. In the dog we may 
see flutter last for hours ; in man it may last, not for 
hours, but for years. I have known it to continue 
unceasingly for as long a period as seven years; for all 
we know it may continue even longer. A single wave 
continuously circulating for seven years: that, perhaps, 
may seem to be a remarkable conclusion; nevertheless, 
it is one we are now bound to accept. 

The Factors Controlling Flutter. 

A condition comparable to clinical flutter may, then, 
be produced in experiment; we have seen that when 
this experimental flutter is investigated it proves to 
consist essentially of a circulating wave. We may next 
consider the precise factors which maintain this circus 
movement. Refer back to the diagrams of the ring 
experiment and it will be clear that three faotors are 
involved. They are:— 

1. The length of the central path. 

2. The rate at which the wave travels. 

3. The duration of the effective refractory period. 

It must be evident that if the wave is to continue 
circulating a gap must exist between the crest of 
its advance and the wake of its retreat. As the crest 
travels it must always find the muscle which it 
enters in the responsive state. If for any reason 
the gap becomes closed the wave will proceed no 
longer and the rapid action of the auricle will 
cease. The three factors named, and these alone, 
control the length of the gap. The duration of the 
refractory period at any given point must always be 
less than the time spent by the travelling wave in 
completing its circuit; this circulation time depends on 
the length of the path and the rate of travel. Now the 
rate of travel from point to point in the dog’s auricle 
beating normally is approximately 1000 mm. per second, 
and the length of the refractory period at normal heart- 
rates is approximately 0*15 to 0*2 of a second: In 0*15 
to 0*2 of a second the wave will travel through 150 to 
200 mm. of muscle. On the basis of these values a 
circus movement could not establish itself in a ring of 
muscle of less than 150 to 200 mm. circumference. 
But it is known that much smaller circuits than 
these become established. What is the reason ? The 
reason is that when the auricle flutters the refrac¬ 
tory period is reduced; also, the rate of travel is 
usually reduced. These reductions both occur in 
response to an increased rate of beating such as 
prevails in flutter. Both changes facilitate the estab¬ 
lishment of relatively short circus movements. The 
precise relations of the three controlling factors 
have now received close investigation. They are 
variable in different circumstances, but may be illus¬ 
trated by a type experiment. A dog’s auricle is flutter¬ 
ing at a rate of 500 per minute. Each circuit is 
completed in 0*12 of a second. The circuit has a length 
of 60 mm. The rate of travel is not 1000 mm. per 
second but 500 mm. per second. The rate of travel is 
but one-half the natural rate; that is so because the 
rate of beating is so high that the muscle is hard put to 
it to conduct the impulses. The length of the effective 
refractory period is not 0*20 but 0*10 of a second ; it has 
become reduced with the rise of heart-rate. The cycle 
is divided into two parts—a refractory phase of a tenth 
of a second, a responsive phase of a fiftieth of a second. 
The crest of the wave is constantly but a fiftieth of a 
second behind its own wake; it travels behind it at & 
distance of only 10 mm. We have direct and conclusive 
evidence that these figures may be taken as usually 
representative of the gap which exists ; it is a minute 
gap, yet upon its existence the continued progress of 
the wave absolutely depends. To the question of this 
all-important gap I shall return at a later stage; it is a 
gap which will command the attention of many workers 
in the near future, for upon our power to influence its 
length our success in treating flutter and, as we shall 
see, the closely allied condition fibrillation, will very 
largely depend. If by any means we could close that 
gap we could bring flutter to an abrupt termination. 
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It has-been found impossible to enunciate any hard- 
and-fast rules in connexion with the indications for the 
operative exploration of an injured nerve trunk. In 
actual experience the patient does not come under the 
observation of one surgeon from the time of the inflic¬ 
tion of the injury to the period at which the necessity 
for a reconstructive operation arises. But certain broad 
principles are to be followed in arriving at a decision on 
this point. It is assumed that before any exploratory 
operation is undertaken the condition of the limb as 
regards general nutrition shall have reached the 
optimum stage, and that after the occurrence of sound 
healing of the wounds every effort has been made to 
loosen cicatrices in the skin and deeper parts and to 
obtain the mobilisation of stiffened joints. The opera¬ 
tion performed under the conditions of massive scarring 
will in any case be difficult, and may even be unsuc¬ 
cessful in effecting repair of the nerve. The chances 
of prospective failure must dominate the immediate 
outlook of the surgeon. 

We may state that an exploratory operation is either 
justified, or is inevitably needed, under the following 
conditions:— 

1. Where the syndrome of complete interruption has 
persisted unchanged after a period of observation 
during which repeated clinical examinations have been 
carried out. In the choice of the limits of this period 
of delay we are influenced by the known time after the 
injury or suture at which the signs of recovery should 
be expected. The early sensory changes—viz., recession 
of the area of protopathic loss, or the clinical evidence 
of the neurotisation of muscles supplied by the proximal 
branches—are seen at the earliest at or about the fourth 
month. A.s a working plan a period of observation 
lasting six. months is reasonable, although it must be 
admitted it is essentially an arbitrary one. Recognising 
that the anatomical limits of the lesion are sometimes 
definable in a given case before operative exploration, 
this full period of delay is often unnecessary, and, in 
fact, inadvisable, providing that the condition of the 
limb is such as to render any operation feasible. With 
regard to the stage of safety, after complete healing of 
the wound a period of four to six weeks should be taken 
as a minimum, but may be prolonged according to the 
influence of local conditions. In a considerable number 
of cases the attainment of sound healing, and the pre¬ 
liminary nutritive treatment, occupy the full six months’ 
period of probation. 

2. Where the syndrome of incomplete interruption 
has continued without change for six months and 
particularly when this is represented by the distal 
syndrome. 

3. In the presence of the syndrome of irritation, either 
of a moderate degree showing no signs of subsidence, or 
in the severe type—causalgia—at the earliest possible 
moment. 

The Principles op Operative Technique. 

I. Preparations for the Operation. 

Before the actual operative exploration of the injured 
limb is undertaken, in anticipation of the probable 
discovery of an extensive lesion which will necessitate 


* Being an abridgment of the second of two lectures whicb will 
appmr in full in the British Journal of Surgery. 


the wide mobilisation of the nerve trunk, every pre¬ 
caution must be taken to obviate or minimise the 
inevitable difficulty of achieving repair. Chief amongst 
the important preliminary steps are the provision of a 
wide area of prepared skin—as a routine the whole of 
the limb—a trial of the appropriate position of the 
patient and limb on the operation table, and the 
assembly of suitable splints or other forms of fixation 
apparatus which have been accurately fitted to the 
limb in the posture which will be reproduced at the end 
of the operation. Upon such careful planning depends 
often the ultimate success of the operation, and 
particularly the comfort of the surgeon during its 
performance, for many of the operations of suture for 
extensive nerve injuries are, as regards difficulty and 
tediousness, without parallel in the whole realm of 
operative surgery. 

During the course of the operation the position of the 
limb will often be changed in order to facilitate the 
final steps of the actual suture. The resulting position 
is usually one which increases the difficulties of the 
closing steps of the operation, and it is essential that 
such a change should be carried out with as little dis¬ 
turbance as possible. In dealing with the individual 
nerves these points will be further elaborated. 

II. The Exploration Technique Proper. 

(а) Exposure of the nerve trunk.— In general most peripheral 
nerves are exposed in a convenient intermuscular interval, 
and as an invariable rule the nerve trunk is to be exposed 
first well above and then below the area of the actual lesion. 
Before the lesion proper has been rendered accessible, the 
physical appearance of the nerve trank is to be noted and 
recorded, and particularly the changes, if any, seen at the 
proximal and distal limits of the region of the injury. 

Next the physiological activity of the nerve trunk and 
motor branches, if Been, and of the muscles exposed in the 
operation field, are to be investigated by direct stimulation 
with the faradic current. 

(б) Importance and significance of direct electrical testing .— 
It should be more universally realised that in a truly 
efficient technique direct electrical stimulation of the nerve 
trunk is an essential feature. By this method information 
is afforded which cannot be obtained as easily or as exactly 
by any other form of examination. Experience has shown 
that the bipolar mode of stimulation is superior to the 
unipolar method. Using a bipolar electrode with fine 
points closely approximated, any tendency to diffusion is 
minimised and an accurate localisation of the stimulus can 
be obtained. 

A minimum strength of current should be used as a 
routine so that a rough quantitative standard can be 
established. One of the most obvious practical advantages 
of direct electrical stimulation is seen in the ease with 
which nerve trunks are recognised in such regions as 
the upper arm or axilla, especially when ordinary anatomical 
landmarks are lost in the scarred and destroyed tissues. 
Farther, motor branches arising from the nerve trank above 
the area of the lesion are identified at once and their 
physiological integrity confirmed. 

Information is also provided as to the quality or absence 
of excitability in the muscle bellies in the operation field; but 
the direct use of faradic stimulation is seen in the investiga¬ 
tion of the presence or absence of conductivity in the nerve 
trunk itself. A response elicited from the nerve indicates 
the presence of a continuity of motor axis cylinders from 
spinal centres to peripheral end organs, except during 
the period immediately following the infliction of the 
injury. It has been shown by Perthes, 1 in experiments 
on divided nerves in dogs, that the distal part of the nerve 
loses its capacity for faradio response in abont 72 hoars after 
section, and that during the coarse of the subsequent 
regeneration the return of faradic excitability is coincident 
with the appearance of voluntary power; also that for a 
time newly regenerated fibres require a greater intensity of 
stimulus to produce reaction than is the case with normal 
adult fibres. These observations, which confirm the older 
physiological studies on nerve conduction, have an important 
bearing on the interpretation of the stimnlation results 
obtained at operation. 

It is. of course, only in dealing with incomplete anatomical 
lesions that the presence or absence of the electrical response 
is of practical value. Under such conditions various types 
of response may be elicited—viz., complete silence on stimu¬ 
lation of the nerve both above and below the lesion, a 
response evoked below the lesion but not above it, and, with 
the positive reaction above or below, a response limited to 
the proximal mnscle groups only. In interpreting any of 
these results the period after the infliction of the injury 
must be considered. 
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General Indications for the Choice of the Particular Type 
of Operative Repair. 

We now approach the consideration of the type of 
operative repair applicable to the individual lesions 
which may be encountered. Returning for the moment 
to the classification of the pathological appearances 
dealt with in an earlier section it is seen that the lesions 
belonging to the first great group which are in actual 
fact, or for practical purposes, of a complete anatomical 
type, can be repaired by the operation of complete nerve 
suture only. Thus the indications in this group are 
simple and clearly defined. But in the second group 
containing a variety of lesions representing wide 
variations in conductivity it is necessary to consider 
carefully the arguments for the adoption of any 
particular form of repair. This involves a separate 
consideration of the radical procedure of resection and 
end-to-end suture, and the conservative manoeuvres 
neurolysis and partial resection. 

(а) Indications for resection .— Resection will be indicated 
where the extent and nature of the lesion is such as to 
prohibit a sufficient downgrowth of regenerating fibres to 
ensure adequate function, motor and sensory. If the opera¬ 
tion is undertaken within the period of regeneration it is 
often difficult to decide in the presence of a negative faradic 
response in the nerve, and a clinical syndrome of complete 
interruption, to what extent the lesion is capable of pre¬ 
venting the occurrence of regeneration. The estimation of 
what constitutes a prohibitive degree of intraneural fibrosis 
is largely a matter of assumption, and therefore it is 
impossible to be dogmatic. But a study of cases explored 
at remote periods shows that certain lesions as a general 
rule will effectually act as a permanent block. It may be 
said that in the case of the nerve spindle when the intra- 
neural induration is very dense, and particularly if the 
spindle is incompletely encapsuled, and connected by sprouts 
oi nerve “callus” to the surrounding tissues, resection is 
justifiable. The same applies to the other forms of sym¬ 
metrical lesion. When the operation is conducted at a 
greater period than six months from the time of the original 
lesion, resection of the lesion is to be regarded as indicated 
as a routine where the clinical syndrome is stationary and 
the electrical response is absent, but it must be admitted 
that the personal element enters into such decisions to a 
considerable degree. 

(б) Neurolysis.— The operation of neurolysis has come to 
include several distinctive forms of procedure, but should 
properly be limited to the pure release of a nerve trunk 
from the scar tissue in its immediate surroundings. It is 
convenient, however, to consider under this heading every 
manoeuvre which is short of the actual suture of the nerve 
trunk as a whole or in part. Two distinct variations can be 
distinguished. 

(1) The endo-neurolysis operation introduced by Stoffel, 2 
in which an attempt is made to remove the scar tissue 
between the individual nerve bundles. Such an operation, 
which makes a strong theoretical appeal, has proved in 
actual practice to be of little value. The claims made for 
it by its author have not been enthusiastic, nor are the 
reported results beyond criticism. In the few cases in 
which I personally have attempted to do this operation the 
intraneural dissection has left intact at the end perhaps 
one or two nerve bundles, so that the problem of the 
filling up of the remaining gap has at once arisen. It would 
be fair to say that in the case where endo-neurolysis might 
possibly be indicated the lesion will either be so small as to 
produce little interference with the nerve-conduction, and 
therefore is unlikely to be explored by the surgeon, or will 
be so extensive as to indicate without doubt the performance 
of total resection and suture. 

A crude variant of endo-neurolysis is the operation of 
“ hersage ” of the French surgeons, in which longitudinal 
incisions are made into the substance of the nerve in order 
that the containing bundles may be released from the com¬ 
pression effect of the endoneural scar. This operation is 
obviously of a haphazard type; it has no anatomical 
boundaries, and is illogical in its conception. It is difficult 
to see how it can be done efficiently without producing 
harm. In the recent American literature on nerve surgery 
it is claimed that no permanent damage has been caused by 
this operation, and that its results, still to be investigated, 
are likely to be good. (Babcock and Spear 1 .) It is fair to 
condemn both these procedures and to eliminate the opera¬ 
tions of endoneurolysis and hersage from the recognised 
forms of legitimate nerve repair. 

(2) Neurolysis proper, in the actual technique of which 
simple operation wide variations in detail must necessarily 
be seen. It has long been a recognised principle that in 
every operation on an injured nerve trunk the perineural 
scar tissue should be removed as completely as possible and 


the nerve restored to a bed closely approximating the 
normal. Neurolysis then, as a technical procedure, is the 
usual accompaniment of any nerve exploration in which the 
slightest deviation from the normal is found in the imme¬ 
diate surroundings of the nerve trunk. 

But in connexion with the application of this procedure 
as the appropriate method of dealing with certain types of 
incomplete anatomical lesions, the potential or proved 
effect on the immediate and future conductivity of the nerve 
must be clearly defined. The rationale of the operation is 
based on the experience of the classical compression lesions 
seen in the injuries of nerve trunks in civil life and where 
the surgical removal of the perineural compressing agent 
is rapidly followed by the restoration of conductivity or 
function. But, as has already been emphasised, warfare 
lesions are primary in origin and the block to con¬ 
duction intraneural in location. In the production of 
the loss of conductivity, the perineural fibrous tisane 
plays a minor or negligible part, and it is difficult to 
prove that the process of regeneration is delayed or even 
completely retarded by the continued existence of extra- 
neural scarring. It is still more difficult to prove that after 
the removal of such external scar the occurrence of recovery 
is necessarily due to the operation per se. Such proof should 
be forthcoming from a study of the effects of the neurolysis 
operations, and would be afforded by a clear demonstration 
of the rapid return of function, or the appearance of steady 
recovery after a prolonged stationary syndrome of blocking. 
The downward march of steady recovery seen over a period 
corresponding to the time taken by normal or even 
abnormally slow regeneration, or the ultimate recovery seen 
in a nerve operation long after the operation, and where no 
clinical observations on the rate and type of regeneration 
have been made in the intervening period, is not in any way 
indicative of the beneficial effects of the operation. From 
my own observations in a considerable number of the 
operations classed as neurolysis, such distinctive proofs are 
not forthcoming. The exact manner in which removal of 
perineural scar tissue might influence the conditions in the 
interior of the nerve trunk is also not easy to explain. That 
a new vascularisation of the immediate surroundings will 
be promoted is obvious. But, as we have seen, the extra- 
neural vascular supply has little significance in relation to 
the process of regeneration. Souttar 4 has suggested that 
the effect of neurolysis is to restore the mobility of the 
nerve trunk in the area of the injury, and thereby eradicate 
a factor which is indirectly productive of a continuance of 
intraneural trauma from the repeated slight stretching of 
the nerve during the movements of the limb. 

It is important to recognise that in the warfare nerve 
operation the operation of neurolysis has a distinctly 
limited application if it is to be judged as an entity and 
regarded as a method of repair competing on almost equal 
terms with resection and suture. When a lesion of the 
incomplete type is exposed at operation the decision to be 
made is whether resection is justifiable, and if this is 
decided against—that is to say, it is considered that the 
nerve trunk will show ultimate spontaneous regeneration— 
the nerve is placed in the best possible surroundings with 
the expectation that in some way the improved nutritive 
standard of the bed will help to promote the development of 
such spontaneous intraneural repair. 

Summary.— We may conveniently summarise the position 
of the neurolysis operation as follows:— 

(1) The technical details included in the full scope of the 
operation are an essential feature of every nerve exploration 
in an endeavour to provide a normal bed and the local free 
mobility of the nerve trunk. 

(2) The influence of the operation itself in the restoration 
of future conductivity is difficult to estimate. Owing to the 
special characteristics of the lesionB typical of warfare 
injuries any operation which is limited to repair of the 
extraneuraf lesions is a priori likely to play a subordinate 
part. 

(3) The operation is not an equivalent alternative to resec¬ 
tion and suture in any given incomplete type of lesion. 

Partial rescctitm and suture .— Reference has already been 
made to the suggestion that in theory the recognition 
of a lesion confined to a limited area of a nerve trunk, 
with an absence of conductivity demonstrated by direct 
faradic excitation at operation and with the clinical 
syndrome presenting a paralysis limited to the muscle 
group which fails to respond, would have afforded oppor¬ 
tunities for the trial of the conservative operation of 
partial resection. From a technical point of view, if 
this operation is feasible the resulting gap must either 
be closed by direct suture with inevitable looping of the 
intact portion or by the insertion of a nerve graft, both 
procedures wffiich do not fulfil the ideals of repair. The 
method of partial resection and partial grafting has been 
advocated by the French school, but the literature offers 
no detailed reports which can be submitted to a critical 
examination. Doubling or looping the intact part of the 
nerve trunk is in no way inherently harmful, and later on 
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disappears, as may be seen at re-explorations after suture of 
one component of the sciatic trunk. But apart from 
technical objections, it is certain that the indications for 
partial resection cannot be clearly defined except in theory, 
and conditions under which the operation would be feasible 
are so rarely reproduced in practice that the operation may 
be eliminated as a standard method of nerve repair. 

Difficulties in obtaining End-to-End Suture. 

It is necessary to return to a review of the difficulties 
which are so often encountered in the attainment of 
the end-to-end apposition which precedes the actual 
suture. 

1. Mobilisation and relaxation of the nerve .—Of the methods 
employed to surmount these difficulties, some have estab¬ 
lished themselves as legitimate steps in the operation tech¬ 
nique about which there can no longer be any question of 
conflicting opinions. These are the widest mobilisation of 
the nerve afforded by the most extensive anatomical exposure, 
the stripping or even the sacrifice of muscular branches, 
such displacement of the nerve as will shorten its course, 
and the relaxation obtained by the appropriate changes in 
the posture of the limb. Such measures will enable almost 
every gap to be closed and the number of true irreparable 
lesions will then be small. 

2. The two-stage operation .—If end-to-end apposition fails 
at the first exploration it is legitimate to re-explore after an 
interval. The two-stage operation, in which the untrimmed 
ends are anchored by sutures, and rapid stretching is carried 
out over a short period, is sound in theory, and certainly in 
practice seems to facilitate the achievement of suture/but 
in my opinion not for the reasons generally attributed to it. 
There is really little, if any, true stretching of the nerve 
trunk during the intervening period, and the actual gap does 
not diminish. In my own two-stage operations I have been 
struck by the fact that the anchored stumps have rapidly 
become fixed to the surrounding tissues at a time before the 
condition of the patient and limb has allowed stretching to 
begin. In a certain number of cases re-exploration has to be 
postponed for a period beyond that during whi<jh the hypo¬ 
thetical stretching is completed. 

In the sciatic nerve, for which the two-stage operation is 
especially useful, the long tedious primary operation which 
is often provocative of a considerable degree of shock, and is 
followed by considerable post-operative pain and discomfort, 
can rarelv be repeated within a few weeks. 

I would suggest that the success obtained in the two-Btage 
operations is due to the fact that instinctively a wider 
exposure of the nerve is made, and this with the sheer 
determination to effect repair, plays a dominating part. I 
am confident that this is the correct explanation in the 
successful two-stage sutures in my own operations. In fact, 
the period between the two explorations can be prolonged 
with advantage, as the intensive physio-therapeutic 
measures applied during the interval undoubtedly can 
produce a greater degree of softening and extensibility in 
the tissues of the limb. 

3. Bone shortening .—There remains to be considered one 
other procedure which has been freely advocated—viz., the 
operation of bone shortening. It should be said at once that 
to this method there are serious objections. It belongs 
essentially to the type of operation which depends for its 
popularity on pictorial representations whicn appeal to 
surgeons who are inexperienced or ill-trained in the 
technique of reconstructive surgery. In the limb in which 
an extensive gap in an injured nerve trunk is found the 
coexisting injuries of the soft parts and often of the bony 
skeleton are sufficiently grave to render the operation 
mechanically difficult and provocative of a recrudescence of 
sepsis. In the lower limb the operation is to be condemned 
under any circumstances. In the upper limb it is justifiable 
for one indication only, and that is where an ununited 
fracture of the humerus accompanies a musculo-spiral 
nerve injury, and where bone shortening, the performance 
of the recognised stepcut operation, is a necessary pre¬ 
liminary to exploration and suture of the nerve. 

4. Bridge operations .—In the few operations where, in spite 
of the measures indicated above, end-to-end apposition is 
still unattainable the lesion must be written off as irre¬ 
parable by the method of direct suture. At this stage the 
divergent views of two schools are to be examined. On the 
one hand, the idea of nerve repair is abandoned permanently 
and recourse is had to those alternative methods for the 
restoration of function, which involve plastic operations on 
muscles, tendons, or joints. On the other, the gap in the 
nerve trunk is to be filled by the insertion of some form of 
bridge across which it is hoped or claimed that regenerating 
fibres will travel. Perhaps no one section in the surgery 
of nerve injuries has excited so much interest and discussion 
as the question of the utility of the various forms of bridge 
operations. Such are neuroplasty (repair by flaps), nerve 
grafts, and tnbnlisation, and though not in the strict sense 
a bridge operation, the various forms of nerve crossing. 


(a) Flap operations .—This operation, illogical on physio¬ 
logical grounds and proved to be totally incapable of facili¬ 
tating regeneration m experiments, has received its final 
deathblow in a recent review by Stookey 6 of the published 
results in the whole of the literature of nerve surgery. 

(b) Nerve grafts.—The nerve graft has long held an 
honoured place in the surgery of peripheral nerves and 
during recent years has been extensively employed. It has 
been an acknowledged fact that axis cylinders can cross a 
gap and may utilise existing channels afforded by the graft. 
This is shown quite definitely in the modern histological 
work of Lewis, 6 Nageotte, 7 and Ingebritgsen. 8 But as a 
method of practical repair the operation will be judged by 
its capacity for the conveyance of such a large number of 
axis cylinders as will invade the distal trunk and ultimately 
function. From this viewpoint a clear distinction must 
be drawn between the various types of graft operation. 
Those practised are the single small trunk graft, multiple or 
cable grafts, and the single large trunk graft. The autogenous 
or homogeneous nature of the transplants does not appear to 
influence the fundamental question of their utility. Other 
things being equal, the large trunk graft or cable grafts which 
provide opportunities for the crossing of the total number 
of axis cylinders of the injured nerve should be superior to 
the single cutaneous graft of small calibre. This latter 
technique has, perhaps, been the common routine in nerve 
surgery and particularly in this country, whereas in 
America and France the use of cable grafts and large 
homogeneous trunk grafts has been the rule. In reviewing 
the recorded results of these operations in an attempt to 
estimate their functional value, if any, it is important to 
recognise these quantitative differences in the technique. 
In the warfare literature, successes have been reported in 
nerve grafts particularly by the French School of Surgeons 
(Sencert). In this country Joyce, 0 Forrester Brown, 10 and 
others have recorded cases in which restoration of con¬ 
ductivity has been exhibited, and in the addendum of the 
report of the Medical Research Council details are included 
of two cases in which success was confirmed by members of 
the committee. Dean Lewis (loc. cit.), whose contributions 

| to nerve surgery have been amongst the most authoritative 
in the American literature, has seen slight return of motor 
power in 2 out of 12 cable graft operations. 

A year ago I reported 11 the complete failure of 18 bridge 
operations performed in my series which had been studied 
over varying periods extending up to two years, and of 
which II were examples of nerve grafting in which a 
single cutaneous graft had been used. From the additional 
evidence derived from the re-exploration of four and the 
histological examination of one resected graft it was urged 
that the operations from a practical standpoint were to be 
considered as failures, and the re-exploration of all bridge 
operations was advocated where at a second attempt end- 
to-end suture would be feasible. Since then a further 
number of these bridge operations have been re-explored, 
making six in all, and in addition one has had an oppor¬ 
tunity of resecting two grafts inserted by other surgeons. 
My colleague J. S. B. Stopford^ has examined seven addi¬ 
tional cases, all of which have shown failure of recovery. 
From the appearances revealed in my secondary explora¬ 
tions of five grafts the hypertrophy of the grafts described 
by various observers (Joyce, Lewis, and Forrester Brown) 
was not confirmed. 

This experience caused me to range myself alongside 
those who have unhesitatingly condemned the use of nerve 
grafts. But the recent secondary exploration of one of my 
cases three and a half years after the insertion of a graft for 
an ulnar nerve injury in the forearm has provided me with 
an interesting and instructive experience. When the 
nerve trunk was fully exposed a definite response was 
elicited in the hyjiothenar muscles and adductor pollicis 
from stimulation of the nerve above, below, and in the area 
of the graft. This particular graft had retained its original 
calibre, and at each extremity there was a slight enlarge¬ 
ment of the nerve trunk, but without any obvious indura¬ 
tion. The original fascial sheath was recognised closely 
enveloping the area of the bridge. In view of the electrical 
findings it was decided to leave this nerve in situ, and a 
careful examination of the patient since the operation shows 
that it is possible to recognise the existence} of a very slight 
recession of the area of protopathic loss in association with 
a positive Tinel’s sign. The ulnar intrinsic muscles are 
still completelv wasted as before, and the external electrical 
tests gave the typical sluggish galvanic response only. 

It is not to be questioned that conduction can be estab¬ 
lished through nerve grafts, but it should be realised that 
even for incomplete success the operation must provide a 
assage for a considerable number of motor and sensory 
bres. In anything less than restoration of the full calibre 
of the nerve trunk the chances of a useful regeneration are 
small. It is therefore in the future to the reports of the 
results of the operations of cable grafts or homogeneous 
large grafts that we may look for confirmation of their 
valne. Until such reports are forthcoming condemnation of 
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these procedures, not on physiological grounds, but as 
practical manoeuvres is still reasonable. 

It is further essential to discourage the half-hearted 
attempts at obtaining suture in difficult cases which are 
likely to be characteristic in the future of the technique of 
the inexperienced surgeon who is comforted by misleading 
and enthusiastic reports of the value of the operation of 
nerve grafting. 

(c) Tubulisation .—The operation of tubulisation demands 
brief reference only. Successful in animal experiments, it 
has proved a complete failure in nerve surgery, and this has 
been commented on in the literature from all countries 
(Dean Lewis, Platt, Straoker, Wollenberg 1:i ). 

(< d) Nerve crossing .—The probable failure of the operation 
of incomplete nerve crossing (nerve anastomosis) has 
already been foreshadowed in the earlier part of this paper. 
Of the examples of incomplete distal anastomosis performed 
elsewhere which have passed under my notice, m all the 
distal end of the ulnar nerve had been implanted into the 
median. These patients have been carefully examined on 
repeated occasions by Stopford, who has demonstrated in 
all not only complete failure of regeneration, but the inter¬ 
ference in the conduction in the median nerve which had 
directly followed the operation. In four of these the ulnar 
nerve has been re-explored, divided at its junction with the 
median trunk, and end-to-end suture obtained. 

In my opinion this operation should be condemned in 
no measured terms. 

General Conclusions on the Position op Bridge 
Operations. 

It is reasonable to emphasise that the recorded 
success of a small number of operations of the bridge 
class should not be allowed to influence the surgeon in 
the direction of relaxing his efforts to obtain end-to-end 
suture, no matter how exhausting and tedious any 
operation may be. The two-stage operation should be 
considered as an established method, and if failure is 
again experienced at the second attempt the gap may 
be legitimately closed by the insertion of a full-size 
graft or cable graft; but at the best little or no recovery 
can be expected. Under such circumstances, after a 
prolonged period, and if an alternative operation of 
equivalent functional value is available, as in the case 
of the musculo-spiral nerve injuries, this should be per¬ 
formed without further delay. 

Results of Operations for the Repair of 
Nerve Injuries. 

Analysis of a Personal Series of Operations, 

General survey .—In Table I. is shown an analysis 
of the total operations performed in my services over 
a period extending from March, 1915, to December, 
1920. They may be taken as representative of an 
average individual operative experience, and it is there¬ 
fore safe to refer briefly to certain general informa¬ 
tion that the statistics themselves afford. In the first 
place it is seen that the ulnar nerve has dominated the 
whole surgical field. Further, the infrequency of the 
operations on the brachial plexus and the complete 
absence of any operation on either the musculo¬ 
cutaneous and circumflex nerves in the upper arm, or 
the anterior crural nerve in the lower limb, are facts to 
be noted but requiring no special comment. In the 
various types of operation the phases through which 
the operator passed are illustrated in the large number 
of operations of the bridge type and those in which 
repair was abandoned. 

Analysis of Results. 

Of the operations in this series it has been possible to 
investigate the early and later results over periods 
extending from six months onwards in 247 only. 

It must be admitted at the outset that thiB study includes 
few if any true end-results. The most reliable records in 
our possession are those accumulated on the operations 
performed since 1917, when the advantages of a more 
efficient segregation of the patients, and the inauguration 
of the follow-up system were available. But even under 
conditions which from the point of view of civil surgery 
might be considered ideal, the greater number of the 
patients could be kept in hospital for short periods only, 
and ultimately were distributed in various parts of ttie 
country. This difficulty has been experienced by all 
surgeons working in this field, and it explains the com¬ 
parative paucity of the operation statistics produced in thiB 
country up to the present date. But the same deficienoy is 


seen in the literature of the European countries. From 
America, however, where practically every nerve injury was 
sustained in 1918 and the prompt segregation of all patient* 
was effected from the beginning, and where the operations 
were carried out under conditions of less physical strain, 
valuable contributions should be forthcoming in the near 
future. 

In this post-operative study the presence or absence of 
signs of recovery have been recorded after personal exami¬ 
nations only, whilst many patients living at a distance 
have from time to time replied to inquiries as to their 
progress, the inclusion in their reply of suggestions indicating 
recovery or otherwise have always been ignored. It is 
perhaps unnecessary to stress the fallacies of conclusions 
drawn from such impersonal investigations; my excuse is 
that one has occasionally seen in the possession of out¬ 
patients forms which were to be filled up recording the 
impressions of the man himself on the alterations in the 
sensorv and general functional condition of his limb. 

The 248 operations from which information as to results 
have been available include the following: end-to-end 
suture, 150; neurolysis, 80; bridge operations, 18. The 
results of the bridging operations have already been alluded 
to in the general exposition of the technique of operative 
repair, and therefore demand no further consideration. 

Results of End-to-end Suture—160 Operations. 

My colleague, Stopford, 14 issued a year ago a preliminary 
report based on a study of 271 suture operations, and in his 
series included the bulk of my own operations up to date, in 
addition to the observations made on a considerable number 
of our out-patients who had been operated on in other 
surgical centres. The experiences of a further period of 


Table I .—Total Operations. 




41 


Repair 

abandoned. 

9 A 

Exploration. 

g 

a?. 


— 

£ 

5 

9 

CO 

S 

9 

© 

oo 

1° 

*C 

« 

Partis 

suture 

No 

lesion. 

Nerve 
left 
in situ. 

£ 

.| 

a 

M 

Pal 

as 1 

Total 

Brachial 

[ 5 

4 




2 




11 

plexus 

S J 









Musculo- 
spiral. 

}51 

15 

5 

14 

- 

1 

- 

- 

i 

87 

Median 

70 

45 

6 


5 

2 

3 

1 

— 

132 

Ulnar . 

115 

49 

12 

— 

— 

1 

5 

- 

— 

182 

Posterior 

interosseous 

\ 1 

- 

1 

- 


- 


_ 

- 

2 

Sciatic 

51 

9 

3 


2 

1 

— 

— 

4 

70 

External 
popliteal... 


2 


6 

- 

- 

- 



22 

Internal 
popliteal ... 


2 

- 

- 

- 

- 

- 

- 

- 

2 

Posterior 
tibial. 

i_ 

1 

1 

1 

- 

— 


- 

_ 

_ 

2 

- 

307 

127 

28 

20 

7 

7 


1 

5 

510 


Operations tor severe causalgia, 25: median, 14; sciatic, 10; 
internal popliteal, 1. Operations in which end-to-end suture failed, 
53. Successful suture at second attempt, 1. Failure of suture at 
second attempt, 3. 


Table II .-End-to-End Sutures. 
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12 months have allowed one to collect additional evidence 
concerning the fate of a considerable number of the patients 
witfe whom we have been in touch. It tsa simple matter to 
accumulate a mass of details in the case of each patient 
under observation which are interesting to the individual 
neurologist or surgeon^ but it is not an easy task to con¬ 
centrate them into skeleton form. At the same time, 
however desirable broad conclusions accompanied by 
figures representing percentages of this or that type of 
recovery may be, the lessons of failure, which, as m all 
surgery, form the real foundation of teaching, can be 
acquired only from a consideration of each individual case 
in fall detail. Such can hardly be presented in the limits of 
this lecture. 

In the accompanying tables are shown the figures illus¬ 
trating the frequency and type ‘of recovery in nerve suture. 
The recovery of motor function is divided up under the 
headings of the proximal and distal muscle groups, a classifi¬ 
cation which is found to be convenient, particularly for the 
upper limb. In the whole series there are no examples of 
absolutely complete and perfect recovery excepting possibly 
in flv« of the musculo-spiral and two of the external 
popliteal sutures. The operations in which the existence of 
recovery is charted include every variety and type of incom¬ 
plete restoration of conduction in the sutured nerve. It is 
not considered a logical procedure to classify such recoveries 
into further arbitrary special divisions, such as “ slight,” 
“marked,” and so on, for the simple reason that the periods 
of post-operative observation are not constant for any one 
group of allied operations. This is strikingly illustrated by 
the figures for the musculo-spiral nerve, where in the first 
column, the majority of the patients were examined at an 
interval less than one year (with two exceptions), in the 
second column under 18 months (two over 2 years), and in 
the third all over 18 months. To a lesser extent this 
applied to all other nerves, and it indicates, that given long 
periods of time, many of the imperfect recoveries of to-day 
will progress, or have already progressed, towards the stage 
of complete recovery. The standard of failure adopted in 
my analysis is the existence of complete and stationary 
absence of recovery after a year or more, and in some cases 
confirmed by the evidence of re-exploration. With regard to 
the sensory recovery noted, as a whole, in very few cases 
has there been more than a slight recession or incomplete 
restoration of protopathic sensibility. 

The information and conclusions as to the late results 
of suture may best be embodied in a consideration of 
the main factors which have determined, delayed, or 
entirely prevented success. 

1. Period of delay between original injury and performance of 
the operation.—in my own series the influence of the time 
factor has been definitely proved. As a general role sutures 
performed within a period of 18 months show little appreci¬ 
able differences in the time of the onset of recovery or the 
rate and ultimate completeness of the recovery. After a 
delay of two years recovery is often seen to be tardy, inoom- 

{ >lete, or in some cases fails completely. This truth has 
ong been established as a fundamental factor in pro¬ 
gnosis in the older nerve surgery (Kennedy ,8 ). My 
records show what has been pointed out in Sfcracker’s 
careful analysis of the operations performed in the clinic 
of Hans Spitzy, of Vienna, that the degrees of delay 
within the safe period does not influence the per¬ 
centage of cases showing recovery, but does seem to 

E rejudice the ultimate quality and type of the regeneration. 

a the complete failures, quite apart from other influences, 
the time factor plays an important part. It is assumed 
that this is dependent on the development of permanent 
retrogressive cnanges in the spinal cells and to a much 
lesser degree to peripheral degenerative changes in the 
muscles. On the other hand, in the analysis of the opera¬ 
tion results in the service of Sir Harold Stiles, of Edinburgh, 
it would appear that this factor has exerted a negligible 
influence (Forrester Brown). 

2. Recrudescence of septic infection in the limb. —The recrudes¬ 
cence of infection at a period after the suture has been seen 
in a number of the cases in my series. vVhere this has 
arisen spontaneously it does not appear always to have 
affected the regenerative process, but it has been my fate to 
see a definite recession in the regeneration which had 
already begun, after the exploration of an associated 
ununited fracture, followed by infection. This unfortunate 
sequela, due to imperfect surgical judgment, is one which 
could have been avoided, and, perhaps, is hardly to be cited 
as a fair test of the resistance or lack of resistance to sepsis 
of the regenerating nerve. In the recovery stage of a number 
of sciatic nerve sutures the trophic ulceration seen under 
the base of the fifth metatarsal or in the terminal phalanx 
of the great toe where definite necrosis has resulted pro¬ 
vides a continued source of infection which might con¬ 
ceivably be absorbed and travel upwards towards the area of 
suture. Delay or cessation in recovery has been invariably 
associated with this complication, and I would suggest that 


it is in some way connected with the absorption by the 
regenerating nerve of distal sepsis. 

5. Anatomical situation of suture. —The distance of the line 
of suture from the spinal centres, or conversely from thfe 
•distal extremity of the limb, is seen to be an important 
factor in determining the fate of the regenerative process. 
This is illustrated by a study of the time of onset of the 
appearance of recovery in the muscles supplied at successive 
levels, and in a comparison between the results of suture in 
the proximal and distal parts of the limb respectively. 

The times of the appearances of recovery in the chief 
muscle groups have been carefully charted in Stopford’s 
recent contribution, and are seen also in Stracker’s mono¬ 
graph. Recovery in the proximal muscles begins at an 
early or later date according to the proximity of the suture 
to the spinal cord, and occurs in regnlar descending fashion 
in accordance with the anatomical origin and distribution 
of the motor branches. Thus, for example, after suture of 
the musculo-spiral nerve in the upper, middle, and lower 
third of the arm, return of power is manifest in the supinator 
longus at about the seventh, sixth, and fourth months 
respectively. Distal recovery also shows these differences 
in time relation. 

In Stracker’s figures 16 no recovery was seen before one 
year after suture in the distal muscles of the musculo- 
spiral, median, or ulnar supply, and this irrespective of the 
level of the suture. On the whole this is borne out by the 
records of my own operations. Thus the time taken ill 
neurotisation of the distal muscles is not entirely dependent 
on the distance which downgrowing axons have to travel. 
It has been concluded from this that the results of suture 
are better in the proximal part of the limb than in the 
distal. Stracker states that in general sutures below the 
origin of the proximal muscle branches give bad results. 
This would appear to be correct as a broad statement, but 
on careful examination requires certain qualifications. If 
the results of suture of the median and ulnar nerves in the 
upper arm and forearm are compared as regards distal 
recovery alone, both motor and sensory function combined, 
which means that a period of 12 months at least must have 
elapsed, the quantitative recovery appears to be roughly 
equal in each group. 

4. Influence oj topography.— The inaccuracies of regenera¬ 
tion due to the shunting of motor fibres along sensory 
channels and vice versa are undoubtedly one of the causes 
of imperfection in the recoveries and may be of such a 
degree as to determine complete failure. It has been 
impossible in a close perusal of one’s operation records to 
correlate in each case the potential influence of this factor 
with the type of recovery seen. In the sciatic nerve sutures 
it has been easy to retain an accurate topography, whilst in 
the musculo-spiral the comparatively scanty sensory 
bundles, even when misdirected, have not prevented the 
transmission of a large proportion of motor fibrils along 
appropriate channels. The exact role of topographical 
errors as applied to the individual operations cannot be 
settled until it is possible to examine a large number of 
successful sutures of the median and ulnar nerves after a 
period of three years or more. 

In certain situations—e.g., in the lower half of the fore¬ 
arm where suture of either the ulnar or median nerves has 
been achieved with what might be claimed as faultless 
topography, one has had little direct proof of its beneficial 
effect. Topographical failure is best illustrated by the 
suture of a nerve of smaller calibre to a larger trunk, as in 
the case of suture of the posterior interosseus to the 
musculo-spiral and of the anterior tibial and musculo¬ 
cutaneous to the external popliteal, operations which 
account for eight cases traceable in my series and in all of 
which complete failure resulted. The topographical factor 
in regeneration is, however, usually cited as an illustration 
of the apparent superiority of the results of suture of the 
musculo-spiral nerve over those of the median and ulnar 
nerves and of the delay or absence of recovery in the distal 
muscles. 

5. Influence of perineural surroundings.— The nerve bed. It 
does not appear from my own observations that the peri¬ 
neural surroundings have influenced the occurrence of 
recovery after nerve suture in any way except in a few 
cases where the nerve trunk has been subjected to the 
friction of a bony groove, as in the case of the ulnar at the 
elbow, or has been left in close relation to bare tendons— 
e.g., median suture at the wrist. The deleterious effects of 
a nerve bed of this type have contributed to the complete 
failures of one ulnar and one median suture, but failures of 
this type are to be regarded as preventable with a more 
efficient technique. 

6. Influence, oj complications—{a) Vascular. In a number 
of upper arm sutures of the median or ulnar nerves, or both, 
where ligature of the brachial artery has been performed in 
the early days of the injury, there has been little appreciable 
effect on the rate ana degree of recovery. Where 
contractures and other signs of ischemia have coexisted 
and the total meohanical disability is naturally great, the 
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clinical evidence of the recovery of the nerve has often been 
masked. 

(6) Non-union of fractures. The continued existence of 
non-union of a fracture without active inflammatory signs 
in the neighbourhood of the recovering nerve has retarded or 
prevented recovery in two musculo-spiral sutures in my 
series ; one showed a failure of distal regeneration after four 
years ; and the other, a total absence of anv sign of recovery. 
The cause of these failures is to be attributed to the effect of 
tension and friction. 

7. Continuance of actire, interstitial neuritis in the pm.rimal 
fierce. —This is a potent cause of delay or failure which 
theoretically is avoidable by a free resection preparatory to 
suture. But it is certain that histological evidence of 
interstitial change may often be present in the proximal 
part of the nerve trunk when there is little or no macro- 
scopical sign of its existence. Where there has been a long 
delay owing to the presence of inveterate sepsis in the limb 
the interstitial neuritis finds its maximum development. In 
my own operations complete failure or imperfections in 
recovery have been dependent on this factor, and particularly 
in the sciatic nerve, where the ill-effects are manifested 
during the stage of tardy recovery by the development of 
the signs of irritation. In three cases, after a period of 
more than two years, the pain in the internal popliteal 
distribution is a most serious handicap to the patient, and 
Continues to defy every form of treatment. On the other 
hand, in one of the complete recoveries after musculo-spiral 
suture, definite evidence of interstitial neuritis was seen in 
the proximal part of the nerve trunk at the time of opera¬ 
tion, and owing to the size of the gap the suture was 
performed at a level which was considered far from ideal. 

It how remains to judge the results of these nerve sutures 
from a qualitative standpoint. In this estimation it is 
necessary first of all to eliminate from the total disability of 
the limb the contribution of the coexisting injuries of other 
tissues. But function dependent on a restoration of nerve 
conductivity alone is itself essentially complex. Success 
depends not merely on the simple restoration of adequate 
motor and sensory conduction, but on the development of 
coordination in the particular movements, in which the 
efferent and afferent supply of the sutured nerves are 
concerned. In the musculo-spiral sutures, where full 
conductivity has been restored, and where recovering 
muscle groups have achieved considerable power, there has 
been as yet no perfect individual extension of the Angers, 
no synergic function in the extensor muscles of the wrist, 
and there is on the whole an imperfect control over the 
extensor muscles of the thumb. 

In the median nerve poor function has been the rule, 
chiefly owing to the very limited sensory recovery. The 
helpless anaesthetic index* finger which is characteristic of 
most of these cases long after the operation is a striking 
illustration of the importance in function of a restoration 
of the median sensory mechanism. In the ulnar nerve, 
where there is often a mobile hand without contractures, 
the gross function is little diminished even in the presence 
of a complete syndrome of interruption, and full restora¬ 
tion is of little moment except for the skilled worker. To 
many of these hands the addition of conductivity in the 
ulnar nerve has made little or no difference in function. 
The full sciatic syndrome in itself does not cause gross 
loss of function in the lower limb as regards the act of 
walking. It is difficult to estimate the increased value of 
the motor recovery, which at the best has been moderate 
power in the calf and a less complete and powerful action in 
certain muscles of the extensor group. 

Results of the Operation of Neurolysis. 

Whilst it is possible to study the results of end-to-end 
sutures in a truly mathematical fashion, a scrutiny of the 
results of the operation of neurolysis is beset with many 
difficulties. It will be sufficient to reiterate and amplify 
from a consideration of the results in 80 cases what is 
regarded, in my opinion, as the legitimate scope of this 
operation. 

In the results are seen both recoveries, partial and com¬ 
plete, and complete failures. There have been no rapid 
recoveries within the period of nerve regeneration, for the 
type of lesion in which this might have occurred has not 
been explored. Where recovery has been seen it has been 
on the conventional lines of the ordinary regeneration as 
regards time and general progress. A certain number of 
operations have been premature explorations for lesions of 
a low grade, in which spontaneous regeneration was at the 
time proceeding. Where failure of recovery has occurred 
the intraneural changes have been of such a nature and 
extent as to inhibit the downgrowth of regenerating axons, 
and the extraneural operation has failed to alter the intra- 
noural conditions. Whilst improvement has occurred in the 
neurological syndrome after the operation of neurolvsis, in 
75 per cent, of cases it has been impossible to prove that the 
operation itself alone has determined this. 

For these reasons I would urge that the limitations of the 
operation of neurolysis as a definite factor in the surgical 


treatment of the warfare lesions of nerves are to be fully 
realised. 

Results of operation for causalgia .—My series includes 
25 operations performed for severe causalgic manifestations, 
14 on the median nerve, 10 on the sciatic nerve, and 1 on the 
internal popliteal nerve. 

General Conclusions on the Late Remits of Nerve 
Operations. 

References have been made from time to time to the 
results quoted in other contributions in the literature 
of the peripheral nerve surgery of the war. From this 
literature, already vast, it has been impossible to collect 
and compare on any recognised standard the total 
statistics as to the late or end-results of the various forms 
of operations. From a wide study of this literature, and 
a personal intensive study of one's own material, it 
is possible merely to enunciate broad generalisations, 
influenced in particular by the consideration of the 
causes of failure and success. 

During the past year it has become increasingly 
difficult in this country, at any rate, to keep in touch 
with the patients who have been operated upon, even 
during the last two years. The chances of an acquisi¬ 
tion of further comprehensive knowledge regarding 
true end-results would therefore seem to be slender. 
This is a bitter disappointment after the labours of a 
number of years. But, for some little time, a small 
stream of patients with nerve injuries still unoperated 
on, or showing failure after previous operation, will 
continue to flow into the surgical centres of the 
Pensions Ministry. Such patients, on the whole, are 
now undesirous of submitting to operative procedures. 
But the surgical lessons gained from the amount of 
experience behind us are yet to be applied for the 
benefit of a few. And it is of great economic import¬ 
ance that clear indications as to the advisability at 
this date of the exploration or re-exploration of 
the injured nerves should be laid down. Every 
lesion will date back at least two years, so that the 
optimum period for the surgical repair of the nerve is 
now past. But for perhaps a year longer it will be 
worth while advising operation in selected cases. 
Before doing so the economic value of the restoration 
of nerve conduction to the future capacity of the limb 
must be gauged. In many limbs an operation is now a 
waste of time. From a serious consideration of this 
problem, which is entering into one’s surgical work at 
the present time, it is suggested that the exploration or 
re-exploration should be considered under the following 
conditions :— 

1. In complete lesions of the median or ulnar nerves 
in the upper arm. The restoration of function in the 
proximal muscles is to be expected, even after long 
periods of delay, but distal recovery may probably not 
take place. For lesions of those nerves in which con¬ 
duction is already present as far as the proximal 
branches with the total failure of distal regeneration, 
exploration is on the whole advisable, but short of 
resection and suture, which may be unjustifiable, 
nothing can be done, 

2. In complete lesions of the median and ulnar nerves 
in the forearm. The potential restoration of sensation 
in the median is of such great importance as to warrant 
every effort to bo made to ensure its occurrence. In 
lesions of the median in which partial sensory con¬ 
duction is present, but with complete motor loss, 
resection and suture at this date should be strongly 
condemned. For the ulnar, where the intrinsic muscles 
are alone inactive, resection is always worth while. 

3. In all complete sciatic lesions where end-to-end 
suture can be reasonably expected. 

4. In musculo-spiral lesions exploration of the nerve 
should precede the performance of tendon trans¬ 
plantation. 

Alternative Operations. 

Although a technical consideration of those alternative 
operations for the restoration of function when nerve 
repair has been deliberately abandoned, or has failed 
to ensure conduction or function, is outside the scope 
of the present study, the question of the appropriate 
time and indications for their exhibition is one which 
is intimately concerned with the observations of the 
failures and successes of the suture operations. 
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Where the nerve lesion is declared to be irreparable 
after an exploratory operation the indication for the 
performance of an alternative operation is clear. But 
in the case of imperfect function following the incom¬ 
plete restoration of conduction the role of the alterna¬ 
tive operation cannot be so readily defined. Many of 
the operations performed under the latter heading 
have been premature and have been done early in the 
reconstructive surgery of the war when the normal 
prolonged stage of recovery of the injured or repaired 
nerve was not fully realised. The capacity for regenera¬ 
tion and ultimate function of the nerve after repair is 
apt to be minimised. Every surgeon who has lived close 
to this problem must have felt at times despondent. 
The immediate failures or late failures are easily 
explained and many of their causes in the future can 
be avoided. It is likely from what we have seen of 
the behaviour of the regenerating nerve, that after 
long periods of time, in a considerable number of 
instances, there will be well-marked recovery of 
function. It is to be admitted, on the other hand, that 
to wait for a future recovery of uncertain value is 
likely to be unsound. Again, the alternative operation 
itself may in no way jeopardise the recovery of the 
nerve, and therefore little harm can be done by its 
early performance. Few of the alternative operations 
have entered permanently into one’s surgical reper¬ 
toire. In the upper limb these are, above all, the now 
classical operation of tendon transplantation for irre¬ 
parable musculo-spiral injuries, the results of which 
are extremely gratifying; the simple tendon trans¬ 
plantations for restoration of flexion of the fingers or 
thumb in median and ulnar injuries; and in the lower 
limb the destructive operation of tenodesis of the 
ankle as an alternative to the lifelong wearing 
of apparatus. A new procedure has recently been 
added to the alternative operations which belongs 
to peripheral nerve surgery itself. This is the 
implantation of the proximal end of the radial 
nerve into the median nerve at the wrist—an 
attempt to restore that lost sensory function in the 
median area which produces such a grave incapacity. 
This operation was introduced by Harris, 17 of Toronto, 
and is supported by the report of one successful case. 
For the few irreparable lesion of the median nerve in 
the forearm this operation may be worth a trial. 

I am indebted to a number of colleagues for their 
invaluable cooperation in the work upon which these 
lectures have been founded—to Professor Stopford 
above all, to Mr. E. S. Brentnall, and to Dr. E. H. 
Linell. Finally, I owe to Sir William Thorbum, my 
former chief, my early training and interest in peri¬ 
pheral nerve surgery, and to Sir Robert Jones the 
opportunities afforded for this work in the surgical 
direction of a special hospital. 
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Part I.— The Splitting of Germs and Other 
Proteins into Their Component Parts. 

1. Preliminary Note. 

The history of man’s research on the human body 
and its diseases has shown a definite series of stages, 
wherein he has passed from the gross to the minute 
and from the minute to the microscopic. We are now 
advancing rapidly to the study of the ultra-microscopic, 
a study which is all-important to our further progress. 
Anatomy led to pathology, pathology led to histology 
and to bacteriology, and bacteriology in its turn has 
directed us to biochemistry. The dominant importance 
of these previous stages may not be gone for ever; 
when those who come after us have analysed more 
finely still these mysteries of nature, man will no donbt 
turn again to study the process by which from the 
infinitely fine the grosser substance is built up. 

2. Introduction. 

The biochemical researches which I am abont to 
describe were commenced in the early part of 1917. At 
that time I was engaged largely in growing the gono¬ 
coccus and in making large quantities of gonococcal 
vaccine for the army. 

The gonococcus is a genu which undergoes autolysis or dis¬ 
integration very readily. On certain culture media the cocci swell 
up and fuse to form a viscid material, in which no discrete 
organisms can be distinguished. After many experiments carried 
out to ascertain the cause of this phenomenon I eventually dis¬ 
covered that gonococci are very readily soluble in dilute alkalis, such 
as normal or even decinormal sodium hydroxide ; suspended in an 
alkaline urine they disappear or melt away in a few hours, but in 
an acid urine they remain distinct and discrete for many months. 
Thus when emulsified in NaaPCB solution, which is strongly 
alkaline, the germs rapidly dissolve; in NasHPOi solution 
(slightly alkalino) they autolyso more slowly, while in NaH-2P04 
solution (definitely acid) they remain discrete aud unchanged. 
These facts impressed me very strongly, and I eventually found 
that if a considerable mass of gonococci is treated with an equal 
volume of N/l NaOH, the mass completely dissolves in a few hours, 
to form a yellowish syrupy fluid. Solution is brought about more 
rapidly with gentle heating. By adding an acid such as N/l HC1 to 
this alkaline solution, it is possible to bring it to a state of 
neutrality without any apparent change. I made use of this neutral 
gonococcus solution as an antigen in the complement-fixation test 
for gonorrhoea, and it worked very well (D. Thomson, 11 1918, con¬ 
firmed by W. Magner 6 ). These researches showed that the germ 
can be dissolved in alkali without thereby altering its antigenic 
properties. When an alkaline or neutral solution of the gonococcus 
is boiled for five minutes it does not coagulate, and it still remains 
a tolerably good antigen. Whon boiled for 30 minutes or longer, 
however, its antigenic properties are largely destroyed. 

When an alkaline solution of gonococci is neutralised with 
N/l HC1 and then rendered definitely acid to litmus, a heavy white 
precipitate is thrown down. At first I believed that the gonococons 
was largely composed of a fatty substance which was saponified and 
dissolved by the alkali, and that the precipitate thrown down by 
acid consisted of a fatty acid, but it was subsequently proved that 
the precipitate was a protein substance. 

3. First Attempts at Producing Detoxicated Vaccines. 

Having ascertained that the gonococcus substance 
(thrown out of solution by acidification) is antigenic, I 
commenced to test the therapeutic value of this pre¬ 
cipitate by subcutaneous injections in gonorrhoeal 
subjects. It was found, after many injections, that the 
precipitate was some 50 times less toxic than the actual 
untreated gonococci themselves. Moreover, the larger 
doses of the non-toxic precipitate appeared to confer 
more immunity and gave better therapeutic results than 
the necessarily smaller doses of the untreated germs. 

In order to test scientifically the relative value of the non-toxic 
precipitate and the ordinary toxic vaccine in the production of 
immunity I made use of the complement-fixation test. A large 
number of such testa were carried out in four parallel series of 
patients, and clinical observations were carried out simultaneously 
by the same clinician (Lees, 4 5 1919). 

Series A, in which the gonorrhoeal subjects received no vaccines, 
showed on the average three units of immunity acquired naturally 
in the course of the disease. 
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Series B received ordinary gonococcal vaccine in doses of 5 to 
100 million germs, and developed about four units of immunity. 

Series C received ordinary gonococcal vaccine in doses of 25 to 
200 million germs, and developed an average of five units of 
immunity. 

Series D received the non-toxic precipitate in doses corresponding 
to 2500 to 10,000 million gonococci, and developed as a rule 8 to 12 
units of immunity. 

Further injections of the comparatively large doses of tlio non¬ 
toxic gonococcus precipitate into normal subjects rendered thoir 
blood positive to the disease, whereas the necessarily small doses 
of the toxic untreated germs had no such effect. (Thomson, 13 1919, 
and D. Lees, 4 1919.) These immunisation experiments have been 
more or less repeated and confirmed by H. B. F. Dixon and A. H. 
Priestley a and by W. V. Corbett and T. E. Osmond.’ 2 


From these tests it appears very evident that the 
meat (ox heart), the gonococcus, and pea flour are very 
similar in nature, and that all three substances consist 
largely of protein, which can be split up into meta¬ 
protein, primary proteose, and deutero-proteose. The 
non-toxic gonococcus vaccine, already described, con¬ 
sisted of gonococcus meta-protein, and it is now evident 
that the toxic supernatant fluid contained primary and 
secondary gonococcus proteose. 

6. Antigenic and Therapeutic Values of the Gonococcus 
Proteoses. 


4. The Toxic Material from the Gonococcus. 

Having ascertained that the gonococcus protein pre¬ 
cipitate * thrown down by acidification (from the 
original alkaline solution) was comparatively non-toxic 
it naturally occurred to me that the toxic properties of 
the germ would be found in the acid supernatant fluid, 
which was separated from the precipitate by centri¬ 
fuging or by filtration. This belief proved to be 
correct; small doses of the supernatant fluid caused 
quite an intense local reaction when injected sub¬ 
cutaneously. The acid supernatant fluid was neutralised 
before injection, so that the local reaction produced 
was not due to the acidity of the fluid. This supernatant 
fluid has also a provocative effect in the disease, since 
it increases the symptoms and renders the urethral dis¬ 
charge more profuse; it was found to contain protein 
substances which can be precipitated by the addition 
of picric acid, ammonium sulphate, or absolute alcohol. 

6. Parallel Researches with other Proteins. 

These preliminary researches on the gonococcus led 
me to a similar study of other pathogenic organisms and 
of proteins in general. First of all I carried out a series 
of parallel experiments on germ protein (gonococcus), 
animal protein (ox heart), and vegetable protein (pea 
flour). The gonococcus, minced ox heart, and pea flour 
were easily soluble in N/l NaOH, but a certain propor¬ 
tion of undissolved substance remained which could be 
removed by filtration. 

Table I. shows the salient results of this investigation. 

Table I. 


Teste applied to minced Teste applied to 
ox heart. | gonococcus. 


Conclusions. 


N/l NaOH added — 
Mince dissolved after 
standing 12 hours at 
37'5° C. Distinct 
odour of ammonia. 


N/l NaOH added — 
Germs dissolved after 
standing 12 hours at 
37 5° C. Distinct odour 
of ammonia. 


Similarity in 
both. 


Alkaline meat solution 
gives biuret, xantho¬ 
proteic, Millon, and 
other protein tests. 


Alkaline germ solution 
gives biuret, xantho¬ 
proteic, Millon, and 
other protein tests. 


Both solutions 
consist largely 
of alkaline meta¬ 
protein. 


On neutralisation with 
N/l HC1 a heavy pre¬ 
cipitate is thrown 
down giving a straw- 
coloured supernatant 
fluid which is decanted 
or Altered off. 


On neutralisation with 
HC1 a heavy precipi¬ 
tate is thrown down, 
giving a straw-coloured 
supernatant fluid 
which is decanted off. 


Similarity in 
both. 


In both tests the precipitate is easily soluble in 
N/10 NaOH and gives the protein tests. It is 
insoluble in neutral HaO. neutral alcohol and 
ether. 


Both precipi¬ 
tates consist of 
meta-protein. 


In both teste the precipitate is readily soluble in 
50 per cent, acid alcohol. 

rn both tests the supernatant fluid or filtrate 
gives the protein tests and yields a precipitate 
on half saturation with ammonium sulphate 
and with 70 per cent, alcohol. This precipitate 
is partly soluble in water. 

In both tests the supernatant fluid from the 
primary proteose gives the protein tests 
and also a precipitate on full saturation 
with ammonium sulphate and also with excess 
of absolute alcohol. The precipitate is almost 
completely soluble in water. 


Similarity in 
both. 

Both super¬ 
natant fluids 
contain protein 
resembling 
proteose.t 

Both super¬ 
natant fluids 
contain protein 
resembling 
deutero- 
proteose. I 


N.B.—All of the above tests apply equally, except for some very 
minor differences to the pea flour. _ 

* The precipitate can be further detoxicated by alternate solution 
and precipitation repeated several times until the supernatant 
fluid no longer gives a precipitate with picric acid. 

\ The substance resembling primary proteose is precipitated with 
half saturation with ammonium sulphate and with 70 per cent, 
alcohol. 

I The substance resembling denteroproteose is precipitated wilh 
f ull saturation with ammonium sulphate and with absolute alcohol. 


Having reached this stage of the investigation, one was 
naturally curious to know whether or not the gonococcus 
proteoses were the cause of the toxicity of the super¬ 
natant fluid already referred to in paragraph 4. 

Experiments on gonorrhoeal subjects showed that the primary 
and secondary proteoses from the gonococcus were no more toxic 
than the comparatively non-toxic meta-protein itself. They pro¬ 
duced no marked local or general reaction such as fever and 
malaise. It was, however, noted that an injection of these proteoses 
caused quite a definite provocative reaction at the focus of the 
disease. Thus, when there was an existing urethral discharge a 
subcutaneous injection of gonococcus proteose caused an increased 
flow of pus within the next 48 hours; a return of discharge after the 
latter had dried up, or an increase of shreds in the urine of chronic 
cases, were also often induced in the same way. For these reasons 
a subcutaneous injection of the proteoses has been found useful 
as a provocative test of cure in gonorrhoea. In gonococcal iritis 
an injection of the proteose may cause an acute flare-up in the eye ; 
it is, therefore, not recommended as a diagnostic test in this 
condition. 

A certain amount of immunity appears to be developed against 
the proteoses, since after repeated injections they lose their focal 
provocative action. Moreover^ I, found that the primary and 
secondary proteoses were antigenic, as they gave positive results 
when used as antigens in the complement-fixation test for gonorrheea. 
They appeared to be good antigens when precipitated with alcohol, 
and comparatively poor antigens when precipitated with ammonium 
sulphate. It is just possible that the ammonium sulphate alters 
them in some way. 

7. Alkali Solubility of other Germs and Proteins . 
Having ascertained that the gonococcus is easily 
soluble in N/10 to N/l NaOH, and that minced meat is 
easily soluble in N/l but scarcely soluble in N/10 NaOH, 
it naturally occurred to me that I should test the w-Hrali 
solubility of other germs and proteins. 

I found that the meningococcus was about as easily dissolved in 
alkali as the gonococcus, and that the influenza bacillus of Pfeiffer 
was even more soluble. When the meningococcus was dissolved in 
alkali and the solution brought back to the neutral point it was 
found to act as a good antigen in the complement-fixation test 
for cerebro-spinal fever. A gonococcal antigen gave positive 
results with the serum of meningitic cases, and a meningococcal 
antigen gave weakly positive results with the serums of gonor¬ 
rhoeal subjects. These facte are sufficient to show the dose 
relationship between the two germs. This finding was confirmed 
by A. 8. G. Bell. 1 

Other germs, however, were found to be much less soluble in 
alkali than the gonococcus; the Micrococcus catarrhalis , for 
example, shows scarcely any evidence of solution in either 
N/10 or N/l NaOH. N/l represents 4‘2 per cent. NaOH, but the 
M. catarrhaiis required for its solution strengths as high as 15 to 
20 per cent. NaOH. Organisms of the typhoid, dysentery, and 
B. coli group were found to dissolve fairly easily in alkali, but were 
not bo soluble as the gonococcus. Gram-positive organisms were, 
as a rule, but not always, more difficult to dissolve in alkali than 
Gram-negative germs; the pneumococcus and streptococcus were, 
as a rule, more easily dissolved than the various staphylococci- 
The most difficult germ of all to dissolve was apparently the 
tubercle bacillus. Various animal tissues also showed marked 
differences in alkaline solubility. Leucocytes (pus cells) were more 
easily dissolved in alkali than epithelial cells, and brain and 
testicular tissue was apparently more difficult to dissolve than 
muscle. It was found that antiformin, which consists of 
15 per cent. NaOH + 15 per cent, sodium hypochlorite, was 
a much more powerful solvent than NaOH alone. Germs 
like the gonococcus, pneumococcus, and steptococcus, as 
well as those of the typhoid, dysentery, and B. coli group, can be 
dissolved in antiformin in a few minutes. The tubercle bacillus, 
on the other hand, is much more resistant, requiring several hours. 
Although all germs, and apparently all proteins, were found to be 
more or less soluble in alkali, it was noticed that some, like the 
gonococcus, appeared to dissolve entirely; others, such as diph¬ 
theroids and the tubercle bacillus, dissolved only partially and left 
a considerable amount of undissolved material behind. In all 
cases, however, a considerable amount of protein went into solu¬ 
tion in the alkali; and all these solutions behaved in the same 
manner, as indicated in the table under paragraph 5. All gave the 
protein colour tests. Meta-protein was always thrown out by the 
addition of acid, and the acid supernatant fluids always contained 
proteins resembling proteoses. 

8. Further Biochemical Components of Germs and Other 

Proteins —t riz., Acid-Soluble , Alcohol-Soluble, and 
Chloroform-Soluble Fractions. 

The above researches apparently proved that the 
various germs and proteins examined each contained 
an alkali-soluble protein material. A further study was 
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made with regard to the substances which remained 
insoluble in the alkali; the tubercle bacillus afforded 
the most striking example. 

When a mass of solid tubercle bacilli is treated with twice its 
volume of antiformin and placed in the incubator for several 
hours it is apparent that a considerable part of the solid has 
gone into alkaline solution. The tube of the material, especially 
after centrifugalisation, separates more or less into three layers. In 
the bottom of the tube there is a heavy, insoluble substance, above 
this is a deep yellow fluid, and floating on the surface is a whitish, 
nndissolved material of low specific gravity. The yellow fluid, 
which consists of the alkali-soluble protein of the tubercle bacillus, 
is separated from the insoluble parts by filtration through a fine 
paper. The insoluble substance is collected from the paper, placed 
in a tube, and treated with twice its volume of N/l HC1. After 
standing for a few hours the acid mixture is also filtered through a 
fine paper. 

The acid-soluble protein.—On examination of the acid filtrate it is 
found to give the protein colour tests. Moreover, when this acid 
filtrate is rendered definitely alkaline by the additional N/l NaOH, 
a white, flocculent precipitate is produced. When this precipitate 
is removed by centrifuging or filtration it is found that the super¬ 
natant alkaline fluid or filtrate contains proteoses which can be 
precipitated by addition of ammonium sulphate or alcohol. 


This chloroform-soluble material may be precipitated by the oddi- 
I tion of alcohol to the chloroform, and the precipitate may then be 
j separated by filtration. 

i From the above analysis it is apparent that the 
! tubercle bacillus can be split up into four main fractions 
i or components. 

I (a) Alkali-soluble meta-protein 4- proteoses. 

, ib) Acid-soluble meta-protein + proteoses. 

| (r> Alcohol-soluble substance. 

id) Chloroform-soluble substance. 

For successful splitting up of the tubercle bacillus, as 
well as of other germs and proteins, it is interesting to 
note that the above order of analysis must be main¬ 
tained. For example, if we first treat the mass of 
tubercle bacilli with N/l HC1 or with alcohol at blood 
I heat, practically nothing is dissolved away. It would 
almost seem that these four fractions of the germs are 
| closely compounded and cannot readily be dissolved ont 
j separately until the compound has been broken up with 
I alkali or antiformin. 


Quantitative Biochemical Analyses op the Gonococcus (Figs. 1-6) and the Tubercle Bacillus (Figs. 7-12). 


Detoxicated Gonococcus Vaccine 


(contains all of the non-toxic antigenic fractions shown below). 

_ l _ 



L Mass of gonococci, unchanged, toxic. 

2. Gonococcus, meta-protein, alkali-soluble, non-toxic, antigenic. 

3. Gonococcus, proteose, alkali-soluble, non-toxic, antigenic. 

4. Gonococcus, protein, acid-soluble, non-toxic, antigenic. 

5. Gonococcus, lipoid (?), alcohol-soluble, non-toxic, antigenic. 

6. Gonococcus, endotoxin, toxic, not antigenic. 

Note the relatively large amount of alkali-soluble protein present 
in the gonococcus, whereas the amount of alcohol-soluble substance 
ilipoid ?) is very small. The intracellular toxin in the right hand 
tabe is in solution and its brown colour is not demonstrated in the 
photograph. 


Detoxicated Tubercle Bacillus Vaccine 

(contains all of the non-toxic antigenic fractions shown below). 



7. Mass of tubercle bacilli, unchanged, toxic. 

8. T.B., meta-protein, alkali-soluble, non-toxic, antigenic. 

9. T.B., proteose, alkali-soluble, non-toxic, antigenic. 

10. T.B., protein, acid-solublo, non-toxic, antigenic. 

11. T.B., lipoid (?), alcohol-soluble, non-toxic, antigenic. 

12. Tubercle bacillus, endotoxin, toxic, not antigenic. 

Note the large amount of alcohol-soluble substance (lipoid '?) 
present, which is light and tends to float to the top. The quantity of 
alkali-soluble protein is much less than in the case of the gonococcus. 
The intracellular toxin in the right hand tubo is in solution in 
alcohol, and its brown colour is not demonstrated in the photograph. 


Before proceeding farther let as note that we have 
isolated from the tnberde bacillus the following 
components:— 

(a) An alkali-soluble meta-protein which is precipitated with acid 
and whose acid supernatant fluid contains proteoses. 

ib) An acid-soluble meta-protein which is precipitated with alkali 
and whose alkaline supernatant fluid also contains proteoses. 

Now (a) behaves to an alkali as (b) behaves to an acid ; conversely 
(a) behaves to an acid as ib) behaves to an alkali; so that as far as 
acids and alkalis are concerned their action is diametrically 
opposite. Indeed, it would almost appear that protein («) is 
negatively charged with hydroxyl-ions, and that protein ( b) is 
positively charged with hydrogen-ions. 

ic) The alcohol-soluble substance.— Returning again to our 
chemical analysis of the tubercle bacillus it is found after the 
alkali and acid soluble proteins <a> and ib) are dissolved therefrom 
that a residue still remains. This residue is now treated with 
three times its volume of absolute alcohol, and after standing for 
an hour the mixture is filtered. When wo add to this alcoholic 
filtrate twice its volume of water a dense white cloud appears in 
the fluid. After standing for one or two days the fine colloid 
particles of this white cloud clump together into masses, which 
usually float towards the surface of the liquid. I take it that this 
white precipitate of low specific gravity, which is thrown out of 
alcoholic solution on the addition of water, is of the nature of a 
lipoid or lipo-protein. This lipoid alcohol-soluble substance is 
insoluble in acid and even in boiling NaOH. The lipoid pre¬ 
cipitate when first formed is so fine that it will pass through a 
filter paper. After standing for two days, however, the particles, 
having clumped together, are easily removed by filtration from the 
alcohol-water medium. 

id) The chloroform-soluble substance .—After successive treatments 
with alkali, acid, and alcohol respectively, it is found that an appre¬ 
ciable quantity of the tubercle bacillus substance is still left undis¬ 
solved; but this remnant appears to dissolve entirely in chloroform. 


9. Content of Different Germs and Proteins: Same Types 
but Varying Proportions of Component Substances. 

Having definitely ascertained that the tubercle bacillus 
is made up of the four distinct components described 
above, one turned again to make a more careful analysis 
of the gonococcus. The gonococcus had at first 
appeared to consist almost entirely of alkali-soluble 
material, but careful analysis of a large mass of this 
germ, amounting to 20 c.cm. of solid wet substance, 
revealed that the organism also contained acid-soluble 
and alcohol-soluble fractions ; no chloroform-soluble 
substance was detected. Large masses of many other 
species of germs and proteins were now treated in the 
same manner; it was found that all contained the frac¬ 
tions (a-), ( b ), and (c), whilst some also contained the 
chloroform-soluble fraction (d). 

In this series of analyses the interesting fact was 
revealed that each different germ and each different 
animal tissue contained the various components common 
to all in widely varying proportions. I have not 
sufficient space here to give the results of my whole 
series of analyses, but Table II. will suffice to demon¬ 
strate my contention. 

It must be noted that the percentages given are very approximate, 
being estimated from the volume of wet precipitate obtained after 
centrifuging. Much more accurate results would he obtained by 
weighing the dried precipitates. In spite of the crudeness of my 
methods the results are striking. I am indeed convinced that by 
Q 2 
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developing this method of technique we shall be able in the future 
to diagnose accurately the different species of tissues and of germs 
and even of the different strains, by pure biochemical analysis. 

Even with the crude volumetric measurements which I have 
employed one can detect distinct differences in the .biochemical 
composition of such closely allied organisms as B. typhosus , para- 
typhosus A. and paratyphosus B. I have already pointed out that 


Table II .—Percentages of Content. 


Germs or proteins. 

Tubercle 

bacillus. 

Gonococcus. 

Staphylo¬ 

coccus. 

3 

an 

a 

>> 

- 

B. coli. 

t 

t 

A 

X 

O 

Ox 

testicle. 

Alkali-soluble substance . 

28 

75 

48 

60 

25 

76 

36' 

Acid-soluble substance . 

25 

7 

26 

27 

26 

10 

22 

Total proteose ... ... ... ... ... 

7 

17 

3 

11 

44 

8 

7 

Alcohol-soluble substance. 

32 

1 

23 

2 

5 

5 

34 

Chloroform-soluble substance... 

8 

0 

0 

0 

0 

1 

1 


some germs and tissues are very easily dissolved, even in weak 
alkali, whilst others are very difficult to dissolve and require strong 
solutions like antlformin. My analysis of many varieties of germs 
and tissues brought to light the interesting fact that this solubility 
depended upon the lipoid content of the germ or tissue. The less 
the amount of alcohol-soluble substance (lipoid) present the 
greater is the solubility in alkali, and vice versa. The influenza 
bacillus contains only the merest trace of lipoid, and is in conse¬ 
quence very soluble even in N/10 NaOH. The tubercle bacillus, on 
the other hand, contains some 32 per cent, of alcohol-soluble 
material, and on this account is very resistant to alkaline solution. 
It requires the action of antiformin for several hours. This fact is 
indeed so striking that one can prophesy a low lipoid content in a 
protein which dissolves readily in weak alkali; and oonversely, 
when a protein disintegrates with difficulty it assuredly contains a 
high percentage of this alcohol-soluble material. (See Figures.) 

10. Antigenic and Comparatively Non-toxic Nature of 
Protein Split Products Described Above. 

In the early part of my investigation I had ascer¬ 
tained that the alkali-soluble fraction of the gonococcus 
was antigenic, as estimated by the complement-fixation 
reaction and by the therapeutic results obtained when 
injected into gonorrhoeal subjects. It was found, more¬ 
over, that this alkali-soluble fraction was very much 
less toxic than the actual germ itself. Further, the 
proteoses associated with the alkali-soluble fraction 
were also antigenic, and although they had a pro¬ 
vocative power they were nevertheless comparatively 
non-toxic. 

Similar experiments were now carried out with regard 
to the acid-soluble, alcohol-soluble, and chloroform- 
soluble fractions. It was found that the two former 
components gave good results when used as antigens in 
the complement-fixation test for gonorrhoea. Further 
inoculation experiments in human subjects showed 
that they were apparently no more toxic than the alkali- 
soluble component of the germ. These experiments 
were repeated with the component parts of the tubercle 
bacillus, with approximately the same results. 

E. P. Pick 7 and other observers have inclined to the 
belief that the alcohol-soluble “ waxy ” substances 
from the tubercle bacillus and other germs were toxic 
and non-antigenic, but it would appear that this belief is 
erroneous. It is now well known that lipoid substances 
may be highly antigenic, one of the most notable 
examples being the alcoholic extract of heart employed 
in the Wassermann test. Lipoids, moreover, are not 
necessarily highly toxic, since the staphylococcus 
contains a large amount of alcohol-soluble substance, 
and yet is one of the least toxic of all germs. Pfeiffer's 
bacillus, on the other hand, is very highly toxic, yet 
it contains practically no lipoid or alcohol-soluble 
material. 
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General Symptoms. 

Infections with the nematode parasite Filaria loa 
(Loa loa), though often exhibiting few or no clinical 
symptoms of any definite importance, are nevertheless 
of great interest to the fllarlologist. Occasionally the 
adult parasites in their wanderings about the connective 
tissues pass under the conjunctiva on to the eye, and they 
have been removed from this position in many instances. 
Such an occurrence as a worm in the eye naturally 
makes a great impression on the layman, who does not 
forget it when he comes to detail his troubles to the 
doctor. Calabar swellings, swellings of a fugitive 
nature, about the size of a pigeon’s egg or larger, are 
also met with; these come up suddenly, are painless, 
do not pit on pressure, and generally disappear in two 
or three days of their own accord. In rare cases 1 a 
generalised swelling of a part is met with or a pruritic 
condition may be seen, while in one case there was great 
pain in the eye with photophobia. We have recently 
seen a case where, instead of a Bmall local swelling, 
there was a generalised swelling of the forearm of the 
nature of a solid oedema. This lasted for a considerable 
time and ultimately disappeared. When the adult 
worms are near the surface they often give rise to 
pricking sensations with itching, and the patients soon 
get to know those and can locate where the worm is 
quite accurately. 

Pathogenesis of Calabar Swellings. 

Students of the subject will remember that Sir Patrick 
Manson suggested 2 that the Calabar swelling might be 
produced by the adult female worm giving birth to a 
generation of embryos at that spot, and in one case he 
demonstrated embryos from such a swelling. The 
experiment was vitiated, however, by the fact that the 
patient had many embryos in the peripheral blood at 
the time ; their presence in the films was no doubt due 
to the needle wounding blood-vessels on its way in. 
That such was so one of us (O. C. L.) was able to 
demonstrate recently in a case of F. loa infection where 
there were no embryos in the peripheral blood. In this 
instance, though the Calabar swelling—which was a 
perfectly typical one—was punctured in many direc¬ 
tions, no embryos could be detected in the juice 
aspirated. 

There is no doubt that those swellings are caused in 
some way or other by the worms; they are probably 
due to the excretion of a toxin into the tissues, a 
possibility rendered still more likely in such cases by 
the fact of the presence of a well-marked eosinophilia 
as well. This eosinophilia is a very constant feature, 
the numbers varying between 12 and 20 per cent, as 
an average. In the absence of other causes one has 
been able to diagnose loa Infections correctly by this 
feature alone. 

Diagnosis. 

Four distinct points will help one, then, in diagnosing 
F. loa infection: (1) the actual presence of the adult 
worm or worms, have any been extracted from or 
definitely seen in the eye ? (2) the presence of F. loa 
embryos in the peripheral blood—they are easily 
differentiated from F. bancrofti embryos by anyone who 
has studied the subject closely; (3) the presence or 
definite history of Calabar swellings; and (4) eosino 

1 Low, G. C.: Jour, of Trop. Med. and Hyg., Jan. 2nd, 1911. 
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philia in people from the endemic area, with nothing 
else to explain its presence. 

One or more of those cardinal symptoms may be 
present in any individual case. Embryos are often 
absent from the peripheral blood; this absence, often 
of a prolonged nature, is difficult to explain. Those 
interested may consult the paper on this subject already 
mentioned. 1 

History of the Case. 

B., male, aged 28. Admitted to Hospital for Tropical Diseases 
Jan. 21st, 1921. Born in Scotland; went abroad to Southern Nigeria 
1914; Cameroons 1916; came home to U.K. December, 1920, this 
being his fourth leave home. 

Previous illnesses.— Suffered a good deal from malaria; gastritis 
in 1918; diarrhoea once; no definite clinical dysentery. 

Present illness. —Went to doctor for fever in Nigeria November, 
1920; an examination of the blood for malaria showed the presence 
of diurnal filarial embryos, as well as malarial parasites. On arrival 
in England as fever was still troubling the patient; he came into the 
Hospital for Tropical Diseases to have it treated. 

Examination.— Temp, raised ; spleen enlarged. These symptoms 
quickly disappeared on proper doses of quinine being administered, 
and, of course, had nothing to do with the filarial infection. 

Filarial history.— No definite Calabar swellings; (?) perhaps one. 
Knocked his right forearm one day; on the same day his right hand 
became swollen, remaining so for two days, after which it went 
down of its own accord. No history of worm ever being seen in eye. 

Blood examination. —Many F. loa embryos present in day blood; 
none in night blood. Also a few F. perstaiis. No malarial parasites 
found. 


Chart 1. 

In each of the Charts the shaded portions represent the 
time during which the patient slept. The figures at the 
side are the numbers of F. loa embryos in 20 c.mm. of blood. 

Time (N = noon; M = midnight). 

N M N M N 



Case M.—Ordinary habits of life. Showing diurnal periodicity of 
F. loa embryos. 



Chart 3 (Case B). 

(The actual time of the noon and midnight examinations in this case was 12.5.) 

M N M N M N M N M N M N N 

12 4 8 12 4 8 12 4 8 12 4 8 12 4 8 12 4 8 12 4 8 12 4 8 12 4 8 12 4 8 12 4 8 12 4 8 12 



Case B.—Inverted habits of life—sleeping by day, sitting up and keeping awake all night. No change or inversion of periodicity. 


Count of corpuscles.— R., 4,108,000. W., 8800. Hb, 90 per cent. 
Differential: P.M.N., 45 percent.; L.M., 6 per cent.; L., 31 per cent.; 
E., 18 per cent. = 100. Slight aneemia then, due, no doubt, to the 
malarial element in the case. Well-marked eosinophilia. 

Stool examinations.—Ho ova of any helminths present. No 
protozoa. 

Urinary examinations.— Nothing abnormal, no albumin, blood, 
or sugar. 

Subsequent history.— The routine blood examinations will be 
seen on the charts. 

In March a typical Calabar swelling developed on the right wrist, 
thus it will be seen that the patient had eventually three of the 
cardinal signs of the infection—viz., the Calabar swelling, the day 
embryos of F. loa , and the eosinophilia. 


Experiments upon the Periodicity . 

Filarial periodicity has never been satisfactorily 
explained, though many theories have been put forward 
from time to time. The term has been applied to the 
presence in the blood of the embryos of F. bancrofti by 
night and their absence by day, or conversely, in the case 
of F. loa , to their absence by night and their presence by 
day. Chart 1 shows the diurnal periodicity of F. loa 
very well. The maximum number of embryos are 
in the blood about midday or a little later and 
quite absent from the blood at night. This regular 
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habit goes on day by day without much variation. 
One of the suggested explanations of periodicity is that 
it is due to the habits of the intermediate host, this 
being nocturnal in the case of F. bancrofti , diurnal in 
the case of F. loa. This, however, will not explain the 
non-periodicity of most of the other fllaria, such as 
Dirofllaria immitis of the dog, whose intermediate host 
is nocturnal, F. perstans , and F. demur quay i; nor does 
it completely explain the non-periodicity of the South 
Sea variety of F. bancrofti. The possibility of the 
latter being a different species, or at least a distinct 
sub-species, still remains. If not that, at any rate it is 
a very well marked variety, differing from the common 
F. bancrofti in other respects (pathologically) as well as 
in its irregular periodicity. 

Inversion of Periodicity. 

Stephen Mackenzie first showed that it is possible 
to change the periodicity of F. bancrofti by changing 
the habits of the patient—e.g., by making him sit up 
all night and sleep all day. If this is done the 
periodicity changes right round, the embryos now 
appearing in the peripheral blood by day and not by 
night. 

Many years ago now (1904) one of ns (G. C. L.) had 
the opportunity of trying a similar experiment on a 
case of F. loa infection, under the care of Sir Patrick 
Manson at the Albert Dock Hospital. Though the pro¬ 
tocols and details of this work have never been pub¬ 
lished, mention of the bare fact that the experiment 
was unsuccessful has appeared from time to time in the 
different editions of Sir Patrick Manson’s book on 
Tropical Diseases. I have had tlfc opportunity of 
verifying those facts again, in the case at present under 
discussion, and have found that they harmonise com¬ 
pletely with those obtained in 1904 ; it may therefore not 
be out of place to publish them together now. For con¬ 
venience the results have been put in the forms of 
charts (Charts 2 and 3) and a perusal of those will 
show that though the habits of the patient were com¬ 
pletely inverted no corresponding change in the periodi¬ 
city of the embryos took place, this being in direct opposi¬ 
tion to similiar experiments on F. bancrofti , as just 
mentioned above. In both cases the patients went to bed 
at 9 A.M. and stayed there till 9 P.M. At the latter hour 
they got up and sat up all night, reading or doing some 
work about the wards. Both slept well during the day. 
Measured quantities of blood as first recommended and 
practised by one of us in 1903 s were always taken, the 
standard quantity of 20 c.mm. being adopted. 

Attempts to Eradicate the Infection by Antimony. 

A series of antimonium tartaratum injections were 
given intravenously to determine if they would have 
any effect on eradicating the infection. They failed 
entirely, just as they have done in a series of cases of 
F. bancrofti , treated in a similar manner by ourselves. 4 
A table of the examinations made and the amount of 
antimony injected has been constructed similar to 
those on our bancrofti cases, and a glance at it gives 
all the details necessary. There might be a slight 
diminution of the numbers of embryos towards the end 
of the course, but even this is not certain. A total of 
25 gr. of antimonium tartaratum in all was given, the 
injections having no bad effects upon the patient. 

In addition to the F. loa infection there was also a 
scanty infection of F. perstans, not sufficient, however, 
to do any accurate counts upon. These were not 
destroyed by the antimony either, an interesting 
observation, as this embryo is non-sheathed, and some 
have suggested that it is the sheath of the bancrofti and 
loa embryo that protects them. As regards eradication 
of the infection, of course, this is not the point; it 
is no use destroying the embryos, even if we could, so 
long as the adults are not destroyed, as tho latter 
cause the symptoms, and if still alive will go on 
pouring embryos into the blood stream. The embryos 
are just an index or means of determining what effect, 
if any, the drug used is having on the adult worms. 
Whenever those are destroyed, as by an attack of 
lymphangitis in F. bancrofti infections, then the 


;i Pilaria PorstaiiB, Brit. Mod, .Tour.. March 28th, 1903. 
4 The Lancet, 1920, Li.. 551. and 1921. i., 221. 


embryos quickly disappear from the blood and do not 
return. 

Table Showing Examinations made and Amount of Antimony 
Injected (Case B). 

A = number of F. loa embryos in 20 c.mm. of blood. 

B = number of grains of tartar emetic injected, these being given 
in the afternoons between 4 and 5 P.M. 

The examinations were made at 12 noon on every occasion. 


1921. 

A B 

1921. 

A 

B 

1921. 

A B 
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A 
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! 

25 gr. 


J. B. Christopherson has recently again raised the 
question of the non-toxicity of large doses of antimony 
in different tropical affections in which this drug is 
used. We agree with him that, with ordinary care, there 
is little or no danger in giving such injections, and that 
if necessary large amounts may be given, as in our own 
series of cases of bilharzia. 6 In cases of kala-azar and 
ulcerating granuloma quantities np to 53& gr., 64| gr., 
and even 114 gr. have been administered by ns. In most of 
the tropical diseases now being treated with antimonium 
tartaratum such large amounts will not be found neces¬ 
sary, 30 to 40 gr. probably being the maxima required. 
The methods of giving the drug and the slight toxic 
symptoms which may follow its administration are 
now so well known that it is qnite unnecessary to 
reiterate them here. These details may be studied 
in the paper referred to above and in the different 
publications of Christopherson and others. 


SPINAL ANAESTHESIA FOR SUPRAPUBIC 
PROSTATECTOMY. 

By H. M. PAGE, F.R.C.S. Eng., 

ANESTHETIST TO THE WEST LONDON HOSPITAL. 


A former report on this subject was published in 
The Lancet of May 15th, 1915. Since then, owing to 
the kindness of Mr. John Pardoe and Mr. Sydney 
MacDonald, I have greatly increased my experience in 
the use of this method of anaesthetising for suprapubic 
prostatectomy, with the result that though I still use it 
for choice in almost every case I have modified my 
technique in some particulars. 

I now use a 10 per cent, solution of stovaine (Billon’s) 
without the addition of glucose. I have gradually cut 
down the dose of stovaine to a maximum of 0*03 of a 
gramme (three-tenths of a cubic centimetre of a 10 per 
cent, solution). In some cases, on account of great age, 
a much broken-down constitution, or comparative^ 
low blood pressure, I have used a dose of 0 025 of a 
gramme of stovaine successfully. The patient is always 
operated on with the table slightly inclined, head down¬ 
wards, and this position should be retained for carrying 
the patient back to bed, and when in bed until all 
effects of tho spinal injection have passed off. The 
foot of the bed should be raised high enough to make a 
more decided slope than that of the operating-table. 
The Trendelenburg position can of courso be used if 
desired. In every case I produce unconsciousness, 
never surgical aniesthesia, by administering some 
general ansesthetic in combination with oxygen. 

5 Low, G. C., and Newham, H. B. G.: The Lancet, 1919, ii., 633. 
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According to the condition of the patient, I have used 
nitrous oxide and oxygen and ether, A.C.E. and oxygen 
followed by ether and oxygen, or ether and oxygen 
alone. A subcutaneous injection of morphia and 
atropine, of a dosage suitable to the age and condition 
of the patient, is given half an hour before the operation. 

I still inject in the second lumbar space, with the 
patient lying on his side. I withdraw very little more 
spinal fluid than the quantity of solution I am going to 
inject. My experience in the use of spinal anaesthesia 
for these cases and for a great number of operations in 
general Burgery has made me think that the best way 
to avoid after-headache is to withdraw little spinal 
fluid, use as fresh a solution of stovaine as possible, and 
avoid collapse by position maintained until the effect of 
the spinal injection has completely passed off. 

In the preparation of the patient I avoid starvation 
as much as possible, and he should be allowed to drink 
water np to the time of operation. It is a great 
advantage to the patient to continue to drink water 
up to the time of the administration of an anaesthetic 
for every kind of operation, provided there is no 
obstruction in the alimentary tract. Dehydration is 
prevented, the stomach is washed clean, and the risk 
of post-ansesthetic vomiting is diminished. 

Results from the. Modified Technique. 

With the use of the above technique I have had no 
trouble or anxiety during the operation. In every case 
there has been good relaxation of the abdominal 
muscles. There has been no stovaine collapse and 
no increased tendency to recurrent haemorrhage. 
Headache has been extremely rare and negligible. 
As the general anaesthesia is not carried to the surgical 
degree and is of very short duration, the patient 
recovers from it with extreme rapidity, even if a 
chloroform mixture or ether has been used, and soon 
takes drink and food. There has been no post- 
anaesthetic vomiting. In every case the patient has 
left the table in an exceedingly good general condition. 
There has been no case of immediate death, and the 
operative mortality, including the cases in my first 
report, has been under 5 per cent. The list of cases 
contains a large percentage of the aged, two over 
90 years old, and a full proportion of patients with 
broken-down constitutions. I have not yet found it 
necessary to use spinal anaesthesia for a preliminary 
cystotomy. 


dDIntttal Stotts: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 

- » 

A CASE OF 

ACUTE APLASTIC ANAEMIA. 

By F. E. Larkins, M.D. 

Attention has recently been directed to the risks 
arising from exposure to gamma rays, and the follow¬ 
ing case is reported to sound a note of warning. 

A. B.,aged 43, had been working at radiography for 15 to 18 years. 
He was of excellent physique, and for the past 18 months had been 
patting on weight; his general health had never been better. His 
complexion was always sallow, a fact which, unfortunately, masked 
the onset of the fatal amentia. 

In October, 1920, a blood count was taken, one might say quite 
accidentally, as far as the present illness was concerned, but which, 
in view of subsequent events, turned out to be of great interest’ 
The result then was 

Blood count : Reds, 4.200,000; whites, 7200; Hb, 85 per cent. 

Differential leucocyte count*: L., 38 per cent.; P., 60 per cent. • 
E., 1’7 per cent. * ’ 

This suggests that at that time disease had already actually 
begun—that is, five months before its termination and three 
months before any symptoms were complained of. 

In January the patient's colour was noticeably changing from his 
normal sallow to a peculiar lemonisli tinge. He then began to 
complain of shortness of breath and loss of appetite. He still kept 
on working at high pressure, and refused to consult anyone. On 
Feb. 4th, however, he gave in. At this stage he was woll nourished 
and of powerful physique. His temperature was 100'6 V F. at night, 
pulse 90, and he now said he thinks he had been running a night 

* P. = polymorph. L. = lymphocyte. E. = eosinophile. B. = 
basophile. H. = hyaline. 


temperature for a month past. This temperature came on regularly 
every afternoon at about 4 o’clock, and increased to 10 p.m. with 
intense backache. His blood pressure was 110. Slight dilatation 
of heart with htemic murmur at the apex. He had a troublesome 
cough, and a few moiBt sounds were found at both bases. 

Blood count: reds, 2,700,000; whites, 1600; Hb, 54 per cent. 

Differential count : L., 76 per cent.; P., 20 per cent.; E., 3 per 
cent. 

Thus showing a serious drop in both red and white corpuscles 
and complete inversion of the ordinary percentage relation of 
lymphocytes to polymorphonu clears. No poikilocytosis, no 
nucleated reds, no variation in the size of the red cells were to be 
seen. Urine showed nothing. 

He was put to bod, given arsenic by mouth, and daily injections 
of cacodylato of iron and strychnine, and salicin 10 gr. every day 
to control the intolerable backache be got every evening with the 
temperature. During this first week he appeared to improve. His 
temperature came down, his appetite got better, and he seemed 
stronger. 

Owing to the possibility of an infective endocarditis I had his 
heart examined by Dr. Strickland Goodall, who came to the con¬ 
clusion that there was none present, bat that it was purely a haemic 
heart. Bacteriological examination of the blood on two separate 
occasions gave a negative result. Septic foci were sought for from 
every' conceivable source, but none were found anywhere excepting 
for one septic tooth which was extracted. 

At this stage he appeared so much improved that I let 
him go to the country to pick up. In a week he had to 
come back, as his temperature had run np to 103° at 
night and he was evidently much worse. 

On Feb. 21st his red cells bad dropped to 2,850,000 and haemo¬ 
globin to 45 per cent. His urine now Bhowed a trace of albumin with 
a few blood discs. The fteces were examined for blood but none 
found. His nose began to bleed, slightly oozing in the night; 
severe headache complained of; chest clear; pulse 88-90; 
temperature, 100 -101 3 . 

On March 1st cerebral symptoms began to be noticed in some loss 
of memory and clearness, which previously had always been acute. 
On the 6th blood count still showed a steady rapid fall. 

Blood count: Reds, 1,350,000; whites, 1030 ; Hb, 26 per cent. 

Differential leucocyte count: P., 20 per cent.; L., (large) 72 per 
cent., (small) 6’5 per cent.; E., 5 per cent.; B., nil; H., 1 per cent. 

Macrocytes and microcytes present; poikilocytosis present; no 
nucleated reds. 

March 9th: Complained of blurring of vision in right eye. 

10th: Ditto in left eye. Examination showed extensive retinal 
haemorrhages in both eyes. Temperature still ran between 100°-101° 
every evening, with morning drop to normal. Pulse steadily rose 
to 90-100. 

It was now decided to resort to transfusion of blood. 
Patient’s blood was tested for agglutination and was 
found to be of group 4, and a group 4 donor was procured. 

16th; Mr. Norman Lake transfused 94 oz. of blood. This was 
followed by a very severe rigor and intense general disoomfort. 
Temperature rose to 106'2® ; pulse to 150. 

17th; He felt and looked somewhat better and the temperature 
dropped to 99'2°. Noso began to bleed slightly. 

18th: Nose oozed continuously and nothing could stop it. The 
temperature rose again to between 101°-103° and pulse about 120. 
The headache, which previously had been troublesome, left him. 
He still took Iris food very reasonably well and was constantly 
sleeping. 

19th ; Blood count was again taken. It will be seen that a very 
noticeable change had taken place in the differential count. 

Blood count: Reds, 1,005,000; whites, 840; Hb, 18 per cent. 

Differential count: P., 41 per cent.; L., (large) 54 per cent., (small) 
4 per cent.: E., nil; B., nil; H., 1 per cent. 

Poikilocytosis present; macrocytes and microcytes present. 

21st; The heart got rapidly weaker and the patient died. 

Commentary. 

The rapid diminution in the red and white corpuscles 
was very noticeable in this case, the reds disappearing 
at the rate of roughly 250,000 a week. The colour 
index was never over 0*9. The differential leucocyte 
count was remarkable, especially as it corresponds 
exactly to Dr. A. E. H. Pinch’s two cases of a similar 
nature, that have been, or are just about to be, reported, 
due to the effect of radium, and which ran an almost 
identical course. 

There seems no other possible cause for the onset of 
this case other than X rays, and the interesting thing 
about this is that this radiographer had recently changed 
over from the soft tubes to the hard tubes for the 
greater part of his work. So the warning to be got 
from this case is that the protection hitherto employed 
in the use of harder tubes is not efficient. Further, it 
would appear advisable for radiographers and all those 
who are employed in radiographic work or with radium 
to have their blood examined periodically—say every 
six months—as by so doing the disease could be 
recognised at a very early stage, and probably be 
stopped. 

In this case the transfusion did not appear to help in 
arresting the progress of the disease in any way, bnt I 
understand that in children with aplastic aneemia not 
due to X rays or radium it has been employed with 
excellent results. ... v <s U fc - 8 
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A NOTE ON 

A SMALL OUTBREAK OF DYSENTERY 
IN A PROVINCIAL TOWN. 

By J. S. Manson, M.D. Edin., D.P.H., 

MEDICAL OFFICER OF HEALTH, RUNCORN RURAL DISTRICT; 
AND 

H. A. Mitchell, B.A., M.B. Toronto, 

BACTERIOLOGIST, RESEARCH LABORATORIES, RUNCORN. 


CASES of dysentery in England at the present time 
are of some importance in view of its importation by 
large numbers of men who have been in the Eastern 
theatres of war. Following is a brief description of a 
recent small outbreak in the town of Warrington with 
the bacteriological findings. 

One of us (J. 8. M.) was called on Sept. 6th, 1920, to see a girl, aged 
5 years, who was suffering from tenesmus and frequent stools, 
largely, and at times wholly, composed of blood and mucus. On the 
15th her brother, aged 9 months, took ill with the same complaint, 
but in a more severe form. He had about 20 motions per diem, 
frequently passing only pure blood. Temperature ranged from 101 6 
to 103° F.; the child died on the 23rd. 

On the 22nd in the next house but one in the same row a child 
(I. K.), aged 6 years, was attacked ; and in succession the following 
children in the same family fell ill; on the 28th, her brother (H. K.), 
aged 10years; on the30th(L.K.),aged 11; on Oct.2nd(E.K.),aged8. 
I. K., H. K., L. K were all seriously ill with tenesmus, frequent 
stools, 18-20 per diem, with passage of blood and mucus; after the 
end of a week from the onset of the illness, only shreds of tissue 
were seen in the stools. E. K. had the disease in a milder form; 
the stools, although containing blood and mucus, only numbered 
8-10 per diem. There was another child who was only ill for a day 
with one attack of diarrhoea. The mother and father were not 
attacked. 

On Oct. 3rd two adult females, the occupants of the house at the 
end of the row, 30 yards distant from the heavily infected house, 
were attacked with severe diarrhoea. The clinical features in all 
except the two last mentioned were those of true dysentery— 
tenesmus, frequent passage of blood and mucus in stools, which at 
the end of a week changed to tissue shreds, tenderness over splenic 
flexure and descending colon, flushed face, furred tongue, and 
temperature from 101° to 102°. There was no vomiting. 

Treatment consisted in withholding milk and giving beef-tea, 
thin arrowroot gruel, thin, well-strained pea soup, and egg-albumin 
water. Bismuth carbonate, catechu, and 2 minim doses of liq. 
opii sedativus every four hours. On Oct. 16th all were convalescent, 
with only one or two normal stools per diem. 

A stool from the boy (H. K.) containing only tissue 
shreds was sent to one of us (H. A. M.) for bacterio¬ 
logical investigation with the following result:— 

Faeces from H. K. showed the presence of a few squamous 
epithelial cells, probably of extraneous origin, and a considerable 
amount of mucus, connective tissue, but no blood. Cultural 
examination revealed the presence of two organisms, one the 
Bacillus colt, the other belonging to the dysentery group. This 
latter organism was a Gram-negative bacillus, non-motile, giving a 
fine glistening growth on potato, and a very slight turbidity in 
broth. It produced no gas, but gave an acid reaction in the presence 
of the following sugars—viz., glucose, galactose, Isevulose, and to a 
lesser degree in maltose and mannite. From this will be seen a 
dose relation to the Y-type as described by Harris, Gay, and 
Woolstein * 2 *. 

The serum from two of the cases—viz., L. K. and I. K.—showed 
very strong agglutinative powers for this organism, and two others 
—H. K. and E. K.—also agglutinated it, but to a lesser degree. 

Injected into guinea-pigs it killed in nine days, and post-mortem 
examination of one of these revealed a large subcutaneous abscess 
at site of inoculation, and another in the liver. There was also 
marked congestion of the intestine. The organism was obtained 
in pure culture from both abscesses. These results point to a 
Bacillus dysenteries closely related to the Y-type. (It might be 
Observed that the organism responsible for ulcerative colitis, 
summer diarrhoea, and asylums dysentery, all fairly common in 
England, is not of this type but of the Shiga-Kruse type. 4 ) 

The bacteriological examination thus confirms the 
clinical diagnosis, and it is interesting that the outbreak 
should be so localised. No source of infection could be 
traced; inquiry as to the presence of a discharged soldier 
or other person from an infected area proved negative. 
Railway stables across the street were investigated as 
to the presence of horses from abroad. Only one horse 
there had been to France. A sample of dung was 
examined for the organism and proved negative. The 
sanitary system is one of pail closets, and at the time 
of the outbreak the weather was warm—in fact, the 
warmest period of the summer—and flies were numerous. 
The clinical history shows that the virulence soon died 
out and that children were the chief sufferers. 


1 Jordan: General Bacteriology. 2 Marshall: Microbiology. 
8 H. T. Hewlett: Bacteriology. 

4 Hewlett : Trans. Path. Soc. Loud., vol. lv., 1904, p. 51. 
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CLINICAL SECTION. 

Reports and Exhibition of Clinical Cases. 

A meeting of this section of the Royal Society of 
Medicine was held on April 8th, Sir Anthony 
Bowlby, the President, being in the chair. 

Dr. Ivor J. Davies reported two cases of 
Hair-cast of the Stomachy 
together with an abstract of 108 cases. 

Case 1 was that of a woman, aged 34, who had always 
enjoyed good health until six months before admission to 
hospital. At that time her legs became swollen and shortly 
afterwards the abdomen swelled and gradually increased in 
size. She was breathless and complained of palpitation on 
exertion. Indigestion had been present for some years and 
now took the form of pain and vomiting after meals, with 
slight hasmatemesis on a few occasions. A few days before 
admission the arms swelled. There had been headache and 
sleeplessness and for eight months amenorrhoea. The nrine 
had diminished and was passed with a little difficulty. 
There was a tendency to aiarrhoea. The case was first 
regarded as an unusual form of pregnanoy. In the 
out-patient department there was seen to be a moderate 
degree of oedema of the limbs. The abdomen was 
distended and found to be occupied by a large mass 
extending from the left hypochondrinm, across and below 
the umbilical region, upwards to the right costal margin. 

It was crescentic in shape, with a sharp depression on its 
upper surface. The outline was definite, the surface hard, 
smooth, and free from tenderness. The mass was freely 
movable in all directions. The normal splenic dullness 
merged with that of the mass. The urine was normal. The 
case was admitted with a tentative diagnosis of splenic 
ansemia, but in the ward the idea of pregnancy was revived, 
since external ballottement was obtained and hard parts 
could be felt per abdomen, which were firm and rounded, 
were all connected, and could be moved freely, apparently in 
a fluid sac. Various other diagnoses were made. The 
vomiting increased. 

At an operation by Mr. Cornelius Griffiths the stomach 
was found to be enormously dilated and filled by a compact 
mass of hair which formed a perfect cast of the stomach and 
pylorus. The weight of the hair-ball was 64 lb.; its length 
along the greater curvature 24$ in., and its greatest 
circumference 12$ inches. The hairs varied from 6 to 
12 inches long, and were dark and like those of the patient. 
The mass was thickly covered by a slimy foul mucus, 
together with flakes of sebaceous or adipocere material. 
The stomach wall was hypertrophied, and its mucous 
membrane inflamed in places; there were also areas like 
those of leukoplakia. An hour after the operation the 
patient died. 

Case 2 was that of a woman, aged 33, who had noticed an 
increasing lump on the right side of the abdomen for three 
years. For two years she had suffered at intervals from 
vomiting in the morning, but never after meals. Occasional 
slight pain was felt over the swelling. She was a healthy- 
looking, well-nourished woman. On abdominal examina¬ 
tion a hard, smooth, rounded, movable, painless lump was 
found in the right lumbar region, but did not appear to fill 
the loin. There was dullness distinct from the liver dull¬ 
ness. At an operation by Mr. A. W. Sheen a hair-cast of 
the stomach, with a prolongation into the pylorus and 
duodenum, was removed. The stomach wall was hyper¬ 
trophied. The mass was 21$ inches long and 11 inches in 
its greatest circumference, the appendage withdrawn from 
the pylorus being 7 inches in length. It weighed 3$ lb. A 
few adherent strands of cotton were seen on its surface, also 
a hook similar to one shown in the interior on subsequent 
X ray examination. There were a large papilloma in the 
leBser curvature and [several smaller ones over the antrum 
pylori. These were removed. The patient made a full 
and speedy recovery, and was discharged 14 days later. 

After referring to the radiographic appearances of 
the disorder, during which he exhibited some radio¬ 
grams taken by Mr. Thurstan Holland of two cases 
which he described in detail, Dr. Davies dealt with the 
diagnosis. This was mainly one of differentiation 
between malignant disease and hair-mass. The early 
age, sex, long history, good health, and the particular 
features of the tumour were significant, and if radio- 
graphic methods were used there should be no difficulty 
in the diagnosis. The mobility of the stomach with 
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the enclosed mass and of the latter within the stomach, 
as made out by radioscopic palpation (Barclay and I 
Ramsbottom) during fluoroscopic examination, were 
characteristic. History of hair-eating was seldom 
obtained, probably because the habit was, for the most 
part, unconscious. Small masses of hair might be 
passed per rectum, and lavage of the stomach might 
bring up a few strands of hair. According to Hausmann 
the presence of fatty acid plates and needles in the 
contents of the fasting stomach provided an additional 
feature. Butterworth in 1909 had collected 42 cases, 
Moore in 1914 53 cases, Ledra-Heazlit in 1914 70 oases, 
Matas in the same year brought the number of cases to 
77, and the present paper concerned 108 cases. 

Dr. B. T. Parsons-Smith showed a case of 
Congenital Aortic Atresia . 

The patient was a man aged 24. The symptoms were 
shortness of breath, even with slight exertion, pain in the 
left side of the chest, forcible beating of the heart, lack of 
ability for effort of any kind, frequent headache, giddiness, 
fainting sensations, general weakness of muscular power 
with excitement, and a functional incapacity of the 
lower limbs, particularly noticeable after resting. In 
March, 1915, the patient came up for military service, 
bnt general physical incapacity, which became manifest 
at the beginning of training, rapidly increased, and he 
was invalided four months later. In March, 1916, he again 
entered the army and in spite of recurrent disabilities 
remained at full duty for the greater part of the time until 
he was invalided in October, 1917. He was a pale-faced 
man of delicate appearance and his muscular development 
and general physique were distinctly below the average. The 
heart was enlarged, its rhythm regular, and the Bounds clear. 
The second aortic sound was accentuated, the first sound at 
the apex was reduplicated, and a systolic murmur was 
audible in this region. The vessels were slightly thickened. 
Blood pressure readings were: systolic, 144 mm.; diastolic, 
100 mm. Hg. There was no venous engorgement, no 
enlargement of the spleen, no clubbing of fingers, no 
cyanosis. Pulsation was exaggerated in the suprasternal 
notch and in the carotid and subclavian arteries, and 
there was a definite discrepancy in the pulses of the 
upper and lower extremities, those of the latter being 
diminished in size. Several thick-walled and tortuous 
vessels in the scapular region presumably indicated an 
anastomotic circulation between toe arterial channels above I 
and below the seat of the aortic occlusion. Electrocardio¬ 
grams showed a bifid P wave in lead 2, a T wave whose 
ascending limb was unusually steep in lead 2, a slight 
increase in the length of the P-K interval which varied from 
OdA to 0-2 sec., and a bifid R wave in lead 3, the height of 
the second limb of the wave being conspicuously greater 
than that of the first. X ray examination confirmed the 
cardiac enlargement and showed a narrow aortic shadow 
extending to an abnormally high level. 

The diagnosis was held to be congenital aortic atresia 
of adult type in which it might be inferred that the 
seat of the occlusion was situated below but in the 
vicinity of the entrance of the ductus arteriosus. 
t Neoplasm of the Lung : Post-Mortem Findings. 

Dr. M. Cassidy reported the post-mortem findings of 
his case of ? Neoplasm of the Lung which was shown at 
a previous meeting of the section/ 

The patient remained in good health till the end of January, 
1921. During the first fortnight of February he had several 
slight haemoptyses, and on the 16th he was readmitted 
suffering from great dyspnoea and stridor. He died two 
days later, having been at work up to four days before his 
death. A post-mortem examination, performed by Dr. E. 
Wordley, revealed a firm white growth which appeared to 
originate in the root of the left lung and had invaded the 
greater part of the lower lobe; the upper lobe, though free 
Sum growth, was completely collapsed, accounting for the 
upward and outward displacement of the apex beat observed 
clinically. The mediastinal glands were normal, and no 
other deposits could be found elsewhere. Histologically the 
appearances were those of endothelioma, though owing 
to much post-mortem autolysis an absolutely positive 
conclusion as to the nature of the growth was not possible. 

Mr. C. W. G. Bryan showed a case of Osteitis Fibrosa 
treated by resection of four inches of the humerus and 
insertion of boiled beef-bone graft. 

Mr. G. Massie showed a case of 

f Fibrocystic Disease of the Skull 
in a girl, aged 21, who complained of inability to see 
properly from her right eye owing to increasing 
depression of the right eyelid. 

1 The Lancet, 1920. ii.. 1306. ~~ 


She said that she had had a swelling of that side of the 
head ever since she could remember, but that during the 
previous three weeks a smaller swelling had appeared, 
which she thought was softer. She also complained of 
headaches. The Wassermann reaction was negative; 
nothing abnormal was found on physical examination; the 
urine was normal and there was no family history of syphilis. 
The smaller and softer swelling for which she had sought 
treatment had almost disappeared, the main mass of the 
swelling was about the same size, but a smaller lump had 
appeared in the middle of the forehead. Bhe was unwilling 
to have an operation. Mr. MagnuB Redding reported that 
the radiograms showed diffuse absorption of bone and over¬ 
growth of imperfectly defined new cancellous bone (? osteoid 
tissue) affecting the right frontal bone. Both horizontal 
and vertical plates were affected. Osteitis fibrosa was 
suggested. There was a single small cystic cavity above the 
internal condyle of the right femur. Otherwise the lower 
limbs, pelvis, and spine showed no abnormality. The left 
frontal sinus was very much enlarged. 

Dr. S. A. K. Wilson said that he had seen three 
cases resembling this one which had proved to be 
endothelioma of the bone, and in two of the three the 
endotheliomatous growth had extended inwards to the 
cortex as well as outwards. He asked whether there 
was any evidence of intracranial lesion in this case. He 
suggested operation. Two of the three cases he had 
seen had been operated upon by Sir Victor Horsley.— 
Mr. Magnus Redding said that he would like to see 
the case in a year to see if there was any alteration. 
Osteitis fibrosa in other bones gave rise to appearances 
similar to those in this case.—Mr. Massie, in reply, 
said that the neurological examination revealed nothing 
abnormal. 

Mr. Philip Turner showed a case of 

Cystic Tumour of the Left Cheek . 

The patient was a man aged 45. The swelling had been 
present for about five years and was about the size of a 
walnut. The man stated that he went to bed one night and 
found it next morning. Since then the tumour had per¬ 
sisted and had not altered in size. Removal of a carious 
tooth while in the army had not affected it. The 
tumour appeared to be a cyst in the substance of the 
oheek and not adherent to the skin or mucous membrane, 
and though related to the superior maxilla, the inferior 
maxilla and the malar bone, not attached to these structures. 
X ray examination showed nothing abnormal. The tumour 
was in front of the parotid gland, which was not enlarged 
and did not swell during meals; saliva was normally 
excreted, Stenson’s duct not obstructed, and the cyst could 
not be emptied by pressure. It had been suggested that tbs 
tumour was a lipoma or a dermoid cyst, but its sudden 
appearance was not in keeping with either of these views. 
On retraction of the cheek from the alveolar process of the 
upper jaw a small patch of mucous membrane showing a 
number of dilated vessels could be seen, an indication of an 
old nrovus which had atrophied. He suggested that the 




hemorrhage. 

Mr. W. H. Ogilvie showed a case of 
Parovarian Cyst 

in a baby of 3 months who had been ailing since birth 
and treated for marasmus and cough. 

She was admitted into the hospital in the middle of 
December, 1920, with cough and dyspnoea, and broncho¬ 
pneumonia developed. Early in January a lump was noticed 
m the abdomen. The abdomen was distended ana tympanitic. 
In the left lower quadrant was a large globular elastic 
swelling, dull to percussion, and giving the sensation of fluid. 
It was only slightly movable and its lower border could 
be felt per rectum. The temperature was 103° F., the pulse 
over 180 and very feeble, respirations 60. There were patches 
of solid lung at both bases. An ovarian tumour was suspected 
owing to the^ presence of two abnormalities of congenital 
type: a large rugose vulva like a cleft scrotum and a 
partial stricture at the recto-anal junction. The preceding 
child had been born with a hare-lip. However, the fixity of 
the mass and the distension of the intestine led to the dia¬ 
gnosis of an inflammatory exudate, shut off between coils of 
intestine. Under chloroform anesthesia the mass was felt 
to be spherical, and was displaced by manipulation from the 
hypogastric to the umbilical region, where it lay slightly to 
the right of the mid line. A right paramedian incision was 
therefore made, whereupon greatly distended coils of gut 
presented, and free serous fluid was found in the peritoneal 
cavity. A globular swelling about 4 in. in diameter was then 
exposed. As it could not be delivered it was punctured with 
a trocar and about 12 oz. of golden yellow fluid evacuated. 
The flaccid cyst was then drawn out, its narrow pedicle 
clamped, divided, and tied off, and the abdomen closed. 
The pedicle sprang from the right side of the pelvis. The 
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operation took 15 minutes, and the child made a Blow 
recovery. 

Dr. G. W. Nicholson reported that the cyst wall was 
denuded of epithelium, but as there was a well-developed 
parovarian in its walls there could be no doubt that it was a 
parovarian cyst. No ovarian tissue could be found. The 
nuid, according to Dr. J. H. Ryffel, was rich in protein and 
contained no mucin. There were some red blood cells and 
white cells, mainly polymorphs. Methmmoglobin was present 
and a little bile pigment or hsematoidin. 

The chief interest lay in the rarity of the case. 
Ovarian tumours were not common in childhood, and 
the majority of those which had been reported had 
been in children between the ages of 7 and 15, while 
the solid growths, either dermoids or sarcomata, out¬ 
numbered the cysts by about 3 to 1. Only 7 cases 
of ovarian cyst occurring in the first year of life were 
on record, and of these 5 were post-mortem reports. 
Successful ovariotomies were published by Sant Anna 
of Brazil in 1896 and by D’Arcy Power in 1898. 
Parovarian cysts were still more uncommon, and no 
case had previously been reported in a baby. It was 
hard to see how so large a cyst could have become 
impacted in so small an abdomen. There was no 
twisting of the pedicle, but the cyst wall showed at 
one place a well-defined area of pressure necrosis. He 
attached importance to the closure of the abdominal 
wall by mass sutures. Every minute saved in a 
laparotomy of a baby was of importance, while the 
delicate tissues had little power to deal with buried 
sutures even when of an absorbable nature. 

Mr. Ogilvie also showed a case of 

Multiple Brodie's Abscesses in the Scapula. 

The patient, a boy now aged 17, was admitted into an 
infirmary in July, 1917, with subacute osteomyelitis of one 
week’s duration, affecting the right femur and right tibia. 
Pain in the right shoulder was followed later by swelling, 
and the joint was drained for a purulent synovitis. No 
sequestrum was found and he recovered full range of move¬ 
ment. In March, 1921, he was admitted to hospital with 
pain in the right shoulder and a swelling in the right supra¬ 
spinous fossa. A skiagram taken by Mr. Magnus Redoing 
showed three cystic cavities, one expanding the base of the 
coracoid process and two in the neck of the scapula. These 
were exposed at operation and found to contain a jelly-like 
substance. They were curetted out and the cavities 
obliterated by removal of the superficial wall. A culture 
gave Staphylococcus aureus only and microscopical examina¬ 
tion of scrapings showed a vascular type of granulation 
tissue. 

Mr. Ogilvie’s reasons for showing the case were, 
firstly, the contrast between the widespread periostitis, 
as seen in a radiogram taken by Dr. G. H. Stebbing four 
years ago and that of localised central abscesses in a 
second taken three weeks ago; and, secondly, the 
unusual site for a Brodie’s abscess. Alexis Thompson 
in 1916 had collected 161 cases, of which 119 were 
in the tibia, the remainder being divided between 
the femur, humerus, radius, and ulna. No cases 
had been reported in the scapula. There was a good 
deal of confusion as to what was meant by Brodie’s 
abscess. Many text-books mentioned central abscesses 
of bone only as a tuberculous condition. Some authors 
confined the term Brodie’s abscess to a chronic central 
abscess of the tibia, while others included all abscesses 
of a similar pathology. Brodie’s description was 
based on nine cases, all in the tibia; but he clearly 
recognised the condition as one not limited to any par¬ 
ticular bone. It was surely better, if the term Brodie’s 
abscess was to be retained, to include all chronic 
abscesses of bone septic in origin, in whatever bone 
they might occur. The point brought out by 
Thompson that Brodie’s abscess is liable to follow 
mild attacks of infection rather than those in which an 
acute process has gone to sequestrum formation was 
well illustrated by this case. The process was 
acute in the tibia and femur and these bones now 
showed only periosteal thickening, while in the scapula 
a milder infection had resulted in the persistence of 
still living cocci in the interior of the bone and the 
appearance of central abscesses four years later. 

Mr. A. W. Sheen showed a case of 
Abdominal Tumour 

in a man aged 26. He had had malaria, sandfly fever, 
and dysentery during the war, and in August, 1920, 


when before a medical board for malaria, complained of 
a pain which had recently developed below his left ribs, 
and was recommended to hospital. The pain became 
worse, particularly after exertion. 

In March, 1921, be was admitted to hospital, having con¬ 
tinued at his work until the day he came in. He had become 
slightly thinner. He was seen to be a thin, apparently 
healthy man. In the left umbilical region was an abdominal 
tumour, the size of an orange, and reaching to the mid-line 
with its lower border at the transverse umbilical level. It 
was smooth, firm, slightly movable, and had a communicated 
aortic pulsation. It was slightly tender on pressure. An 
intermittent pain, worse after exertion, was referred to its 
region. A barium meal showed a normal alimentary tract, 
except that there was a bulge at the left end of the greater 
curvature of the stomach, not in the situation of the 
tumour. Early in April he was seen again. The tumour 
was difficult to make out clearly, there* being only an 
indefinite tender fullness. 

Among numerous diagnoses which had been made 
those which, to Mr. Sheen, appeared to be most 
probable were displaced kidney, tumour of stomach, 
cyst of tail of pancreas. He proposed to operate and 
report later. At the meeting the tumour was again 
quite distinct. 

Dr. Bernard Myers showed 

A Case for Diagnosis. 

It was that of a girl, aged 13 years, who had attended 
hospital in February complaining of swelling of the 
stomach. She was found to be moderately developed and 
mentally to be up to the standard. A distinct yellow tinge 
of the conjunctivsB and &kin was present, and apparently 
had existed since the age of 7. It was said to become a 
little worse when she caught cold. Telangiectases were 
noted on the cheeks and forehead. The spleen and liver 
were both increased in size, the former extending to 
one inch below the umbilicus, and its right border crossing 
the middle line of the body. It was moderately firm ana 
not tender. The liver extended from the fourth rib in the 
right nipple line to three flngers-breadth below the costal 
margin. It seemed to be rather hard and what appeared to 
be little nodules were palpable on its anterior surface and 
lower border. One small area was a little tender. There 
: was no ascites. The apex beat of the heart was in the 
fourth space in the nipple line and a reduplicated first 
sound was heard at the apex. At the apex of the right lung 
there were slight impairment, harsh breath sounds, and 
increased expiration and vocal resonance. Some moist 
sounds were audible over this area and most of the right 
front. The urine contained a trace of bile but was other¬ 
wise normal. The tongue was fissured. A few lymphatic 
glands could be felt in the neck and a doubtful one over the 
internal condyle of the right humerus. There was no 
history of a similar case in the family. The patient had 
apparently had no symptoms until she was 7 years old, but 
since then had never been quite well and had suffered from 
slight epistaxis. Banti’s disease seemed to be negatived by 
the absence of hsQmatemesis and ascites and by the leucocyte 
count. The leukaemias were excluded by the blood exa¬ 
mination and the history. The case seemed possibly to 
be one of acholuric jaundice of the Hayem type. The 
fmces were coloured normally*, the urine contained a 
distinct trace of bile, and initial haemolysis occurred 
between 0*45 and 0 5 per cent, saline, with total haemolysis 
by naked eye at 0*275 per cent, and by microscope at 0*2 
per cent. It was necessary therefore to look elsewhere for 
the diagnosis. The history in some ways was like that of 
Hanot’s cirrhosis, but not altogether, nor was. the liver 
typical of that complaint. The first Wassermann reaction 
was negative, a second by another pathologist two weeks 
later doubly positive, and a third by a different pathologist 
was negative. It was decided, however, to give glucose- 
galyl, 0 02 g. intramuscularly every fortnight, and also intra¬ 
muscular injections of A gr. of mercury in cream form, 
and hyd. c. cret. gr. 1, with pot. iodid. gr. 4 were admini¬ 
stered three times a day. After a month’s treatment the 
spleen had become a little softer and slightly smaller. The 
liver was a finger’s-breadth less than formerly. The icteric 
tinge had diminished a little, and she stated that she felt 
better generally than she had done for some years. 

Mr. B. S. Simmondb showed a case of 

Gunshot Wound of the Right Arm f 
with fracture of the humerus and lesion of the musculo- 
spiral nerve. 

The patient had been wounded in February, 1918; the 
wound healed in June, 1918,. but had broken down twice 
afterwards. In January, 1919, exploration of the musculo- 
spiral nerve revealed a gap in its continuity of four inches, 
and it was found impossible to bring the ends together. In 
May, 1919, tendon transplantation was performed with 
success, the pronator radii teres being transplanted into the 
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extensores carpi radiates longior and brevior, the palmaris 
longns into the extensor oasis metacarpi and primi inter 
nodii pollicia, the flexor carpi radialis into the extensor 
commnnis digitorum and the flexor carpi nlnaris into the 
extensor secnndi internodii pollicis and extensor indicia. 
The after-treatment consisted of splinting the wrist with 
the thumb and Angers in hyperextension, and in re¬ 
education. 

Mr. Simmonds also showed a case of 

Gunshot Wound of the Left Shoulder and Chest , 
which had been accompanied by fracture of the left 
clavicle and first rib, lesion of the brachial plexus, 
lesion of the axillary artery and vein, and hmmothorax. 

The patient, a man, aged 22, was wounded in October, 
1918, his wound being healed in March, 1919. Examination 
in May, 1919, revealed a complete lesion of the brachial 
plexus. In June of that year the plexus was explored by 
division of the clavicle and of the pectoral muscles. The 
fifth, sixth, seventh, and eighth cervical and first dorsal 
roots were found to enter a dense mass of scar from which 
the cords of the plexus emerged. Faradic stimulation of the 
roots gave no result and the scar tissue, including the 
plexus, was excised. Nerve suture was performed aB 
follows: the fifth cervical to the posterior cord, the sixth 
cervical to the outer cord, and the seventh cervical to the 
inner cord. The clavicle and pectorals were then sutured. 
When seen in October, 1920, weak voluntary contraction had 
reappeared in the biceps and weaker in the deltoid. A 
faradic response was obtained in all the muscles and there 
were evidences of regeneration of sensation. Examination 
in January, 1921, snowed voluntary contraction in the 
deltoid, biceps, triceps, supinator longns, extensor carpi 
radialis longior, and extensor carpi radialis brevior. 


SECTION OF SURGERY : SUBSECTION OF 
ORTHOPEDICS. 

Exhibition of Clinical Cases. 

A meeting of thiR section of the Royal Society of 
Medicine was held on April 5th, Mr. E. Laming Evans, 
the President, being in the chair. Among the cases 
shown and reported were the following:— 

Mr. A. H. Todd showed a case of 

Chronic Arthritis of the Knee 
in a syphilitic boy aged 9 years. He was one of four 
children, three of whom were living. There were no 
miscarriages. 

He first attended hospital in June, 1918, complaining of 
“pains all over,” on and off, for a month, and that 
at the beginning of the attack his skin had come out 
in blotches. His deep reflexes were normal and his 
nutrition was good. The knee contained no fluid, it 
was not tender, and his temperature was normal. The 
diagnosis then made was tuberculosis of the right knee- 
joint, with erythema nodosum, and fading secondary nodules 
on the legs and arms. The Wassermann reaction was 
positive. He continued to limp till December, when he had 
pains in the hips and ankles, and then pain and swelling of 
the right knee, lasting for over three weeks ; his heart was 
found to be normal. He was admitted with a diagnosis of 
? rheumatism, but the pain, fluid, and swelling persisted in 
spite of rest and salicylate treatment. In February, 1919, a 
splint was applied, and a week later the movements were 
described as “fairly free and painless,” but there was much 
more peri-articular thickening. Pot. iodid. was now admini¬ 
stered for the first time, and was continued for more than a 
year. In March, 1919, the Wassermann reaction was still 
positive. The condition fluctuated in severity till June, by 
which time (the limb being in plaster) the pain had sub¬ 
sided somewhat. The Wassermann reaction was now 
negative. In August, 1919, he was admitted to hospital, and 
a calliper splint was applied instead of the plaster, and 
between then and now he nad been readmitted several times 
to have the knee straightened. 

At the present time the knee was still puffy, especially on 
the inner side above the patella; the thigh was one inch 
wasted, there was tenderness on moving the patella laterally 
across the femur, and flexion was much limited. The 
W&Bsermann reaction was negative. The teeth and eyes 
were normal and the patient showed no signs of congenital 
syphilis, except that he was somewhat deaf; the aurist 
could find no lesion of his auditory nerve. The skiagrams 
showed marked rarefaction of the bones of the right knee- 
joint, together with considerable erosion of the articular 
cartilages and the surface of the underlying bone. The 
appearances were very like those seen in tuberculous 
disease of the knee-joint, but tbe destruction of the artionlar 
surfaces was rather greater than would be expected in a 
knee that showed so little evidence of activity at the present 
time. 


The main interest of the case lay in the question of 
whether the condition was one of true syphilitic 
arthritis or one of tuberculous disease in a syphilitic 
child. Mr. Todd said that when he was an out-patient 
officer at Guy’s Hospital he had Wassermann tests 
made as a routine upon all patients who had any sort 
of chronic arthritis; some of them proved to be posi¬ 
tive, and of these particular cases some presented close 
analogies to tuberculosis, whilst others looked like 
rheumatoid arthritis or even osteoarthritis. While he 
was careful not to assume that a positive blood test 
| meant that the disease present was actually caused by 
syphilis he gave salvarsan to all those who had posi¬ 
tive reactions, and some of them not only got well 
rapidly but remained permanently well. That opened 
his eyes to the fact that numerous cases diagnosed 
as tuberculous or other chronic arthritis were 
really and truly syphilitic, and he advocated the 
examination of all patients who had chronic arthritis 
of any sort by the Wassermann test as part of 
the routine examination. It had been suggested that 
syphilitic persons were more liable than normal persons 
to tuberculous infection. That seemed to him to be a 
confusion of thought, and we could draw an analogy 
from other groups of known syphilitic cases ; children 
with syphilitic keratitis were certainly syphilitic, yet 
their general health was often very good, and he 
did not remember ever having seen one of them with 
a tuberculous joint. In his experience syphilitic joints 
rapidly got well under vigorous antisyphilitic treat¬ 
ment if they were diagnosed early, and they healed 
very slowly or not at all if antisyphilitic remedies 
were only used late in the case. In the case 
shown It might be argued that the persistence of 
pain, swelling, and limitation of movement after so 
much treatment were in favour of tuberculous disease. 
On the other hand, the left knee seemed to him to be 
not quite normal; the posterior surface of the patella 
in the radiogram showed a distinctly crenated and rather 
fuzzy appearance, which was different from the very 
clear and definite outline of the normal bone at this age. 
If that indicated that the left knee was also involved 
it would be a strong point in favour of syphilitic 
arthritis, and would make a diagnosis of tuberculosis 
much less probable. 

Dr. W. T. Gordon Pugh said that cases of congenital 
syphilis were not infrequently admitted to Queen 
Mary’s Hospital, Carshalton, as tuberculosis, especially 
cases with glands of the neck. With regard to joint 
affections, in syphilis of the knee the condition was 
generally symmetrical and cleared up filter adminis¬ 
tration of kharsivan. 

Tuberculous Dactylitis, 

Mr. P. Maynard Heath showed a case of Tuberculous 
Dactylitis in an unmarried woman aged 81. 

Her illness began ten years ago with enlarged glands in the 
neck. She was taken to hospital and was said to have 
enlarged glands all over her body. Seven years ago the right 
thumb became painful, and swelling followed in two or 
three days. The pain ceased after two months. Gradually 
-all the fingers became affected. A gland in the neok was 
aspirated four years ago, and this was followed by the 
appearance of lupus on the face and neck. She had been 
treated for ulceration of the cornea five years ago, and had 
suffered from winter cough since the age of 7. There had 
been an attack of hemoptysis at Christmas, 1920, and on 
four occasions since. There was no definite history of 
tuberculosis in the family except that the mother’s sister 
had two daughters suffering from phthisis. At the 

resent time the hands were extensively crippled by 
rm swellings, apparently involving the tendon sheathB 
of all the digits. Considerable deformity was produced 
and the movements of the fingers and thumbs were 

limited. The glands on both sides of the neck were 

enlarged and there were patches of lupus on the 

face and neck. There were signs of phthisis in the upper 
lobe of the right lung. 

X ray examination of the hands showed discrete areas of 
rarefaction scattered through all the bones. There was no 
new bone formation. X ray pictures of the feet showed a 
similar condition, though clinically the feet were unaffected. 
No changes had been detected in the long bones. The 
Wassermann reaction was negative. The hands had been 
treated by Bier’s passive congestion, the application of dry 
beat, and the inunction of colloidol iodine oil. Very slight 
amelioration had been produced. 
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Finger Injury. 

Mr. A. W. Sheen described the case of a woman 
aged 49, who, in December, 1920, fell and dislocated 
her left ring finger at the proximal inter-phalangeal 
joint, the finger being bent to the ulnar side. She pulled 
it in herself. Subsequent treatment was by massage 
and movements, and later by strapping of the joint. 
The pain and swelling which were present became less, 
but did not disappear. X ray examination in February, 
1921, showed a chip fracture of the distal end of the 
proximal phalanx on the ulnar side. She was now 
being treated by massage, hot air, and ionisation, and, 
as an inability to extend the finger completely had 
developed, a small splint was worn to pull the finger into 
full extension. Swelling was still present, pain was 
slight and intermittent, and active movements were 
good. Sagittal and lateral skiagrams were shown. 

The President showed a case of 

Bilateral Radio-Ulnar Synostosis 
associated with Bilateral Congenital Dislocation of Hips 
in a girl aged 5, who was first seen in May, 1918. The 
mother complained that the child was unable to roll 
the forearms. The patient had three sisters and one 
brother without deformity, and there was no history of 
deformity in the family. A synostosis of the upper 
ends of the radius and ulna were present on both sides, 
the forearms being in position of pronation. In the 
routine examination of the child for other deformities 
it was found that a bilateral congenital dislocation 
of the hips was present. These were reduced in 
September, 1918, and a radiogram was shown before 
reduction and one taken in February, 1921, which 
confirmed the physical findings that the treatment 
had been successful. He had not attempted to treat 
the radio-ulnar synostosis because (1) the functional 
disability was slight and could be compensated to a 
large extent by external rotation of the shoulder, and 
(2) attempts at nearthrosis had resulted, in the cases he 
had seen, in failure. 

Mr. D. McCrae Aitken reported that he had recently 
had a case of synostosis of the radius and ulna in a girl 
of 18, otherwise well developed and intelligent. 

The synostosis involved the superior radio-umar joint and 
extended nearly to the bicipital tuberosity. An operation 
was performed on the left arm, when an incision was made 
along the posterior border of the ulna, the anconeus 
separated from its insertion to the back of the olecranon, 
and the whole block of bone between the radius and ulna 
removed, including a considerable portion of the adjacent 
parts of both bones. When taking out this block of bone 
the portion of muscle attached to the coronoid processes was 
pulled right through to the back. This was secured to the 
edge of the anconeus, and when released pulled the anconeus 
as a complete buffer between the two. Free rotation was 
possible at the time. The operation Was performed three days 
ago, and Mr. Aitken said that he would report the result in 
six months’ time. 

The President also showed a case of 

Multiple Cartilaginous Exostoses , 
associated with congenital dislocation of hip in a girl 
aged 9, who was first seen at age of 2 years and 9 months 
in October, 1914. 

The left leg was noticed to be shorter than the right, and 
examination showed a dislocation of the left femur on to 
the dorsum ilii. Nothing abnormal could be detected either 
on the femoral head or at the site of the acetabulum. A 
thickened mass could be felt on the anterior surface of the 
left femur below the level of the great trochanter and a 
small irregular mass on the orest of the right ilium. It 
was noted at the time that these masses were of the nature 
of cartilaginous exostoses. The child was not seen again 
until March, 1921, when the case had then developed 
into a typical one of multiple cartilaginous exostoses. 
There was no history of deformity in either the father’s or 
mother’s family. One sister and two brothers were normal. 
Exostoses could be felt on the left femur at the insertion of 
the adductor magnus, and at its upper end on its anterior 
surface just below the level of the great trochanter, on the 
left tibia at the insertion of the sartorius, and at the lower 
end of the left fibula. The X ray appearance of the left 
acetabulum strongly suggested a cartilaginous exostosis 
arising from the Y-shaped cartilage, but this could not be 
confirmed by palpation. Exostoses were also present on 
the right iliac crest, right femur, and right fibula, the lower 
end of the right radius, and the vertebral borders of the 
soapule. 


The President considered that this was a case of 
so-called congenital dislocation of the hip in which the 
canse had been a shallowing of the acetabular floor 
caused by a cartilaginous exostosis arising from the 
Y-shaped cartilage, and projecting above the level of 
the floor of the acetabulum. 


ROYAL MEDICO-CHIRURGICAL SOCIETY 
OF GLASGOW. 


A meeting of this society was held in the Faculty 
Hall on March 18th, Professor Walter K. Hunter, the 
President, in the chair. 

Mr. J. Mill Renton made a communication on 
The Surgical Treatment of Chronic Sciatica . 

He thought that the benefits of surgical treatment were 
not widely recognised, possibly on account of a lack of 
appreciation of the type of case suitable for operation, 
and also possibly because nerve stretching is an 
unsatisfactory operation. He advocated, in suitable 
cases, nerve freeing. To ensure success the diagnosis 
must be correct and non-inflammatory causes of sciatic 
pain ruled out before the operation is undertaken of 
nerve-freeing. Mr. Renton divided cases of chronic 
sciatica into three groups :— 

1. Cases where the patient is quite free from pain while at 
rest but begins to have pain on exercise or on assuming 
some special position. 

2. Cases where there is a certain amount of pain during 
rest, which becomes really intense on exercise or on the 
assumption of a particular position. 

3. Cases where the pain is indefinite, present at rest off 
and on, and sometimes improving to a certain extent on 
exercise. 

In the first type of case the inflammation has sub¬ 
sided and left adhesions and even bands of adhesions 
which drag on the nerve. This type of case is pre¬ 
eminently suited for nerve-freeing. In the second type 
of case there is presumably also some degree of 
inflammation of the nerve still present, which is 
possibly kept up by the pull of the adhesions. In a 
majority of cases operation benefits these cases but not 
in all. In the third type of case the pathology is not 
clear and operation does not seem to benefit the con¬ 
dition. The operation consists in exposing the nerve 
and removing all adhesions from the sacro-sciatic notch 
to the middle of the thigh. A certain amount of 
stretching of the nerve is unavoidable, but the principal 
part of the treatment is the separation of the adhesions. 

Injury of the Thoracic Duct. 

Mr, G. H. Edington read a short account of two 
cases in which the thoracic duct was injured in the 
operation for removal of tuberculous cervical glands. 

Early in 1911 he operated on a boy, aged 7, for tuberculous 
cervical glands involving an extensive dissection on the left 
side of the neck. The thoracic duct was not seen and there 
was nothing unusual in the wound at the conclusion of the 
operation. There was post-operative rise of temperature to 
over 100° F., and in 3b hours the dressings began to be 
soaked with watery discharge. On the fourth day the 
wound was opened and fluid sponged out ; the welling 
of fluid had ceased, but the jugular vein was found to be 
very fragile. There was no pus in the wound and the 
muscles were peculiarly clean and bare. Death took place 
on the night of the sixth day with a copious flow of blood 
from the wound. 

On the second case, a woman aged 28, Mr. Edington had 
operated in the summer of 1920. Extensive dissection on 
the left side of the neck was required, but the thoracic duct 
was not identified. The following day there was copious 
watery discharge, and two days later there was ballooning 
of the lower part of the neck, and through the lower incision 
there spoutea fluid like whey, of a pale-greenish colour. The 
temperature rose to 101°, and, as milky fluid continued to 
pour out, the cavity in the posterior triangle was packed 
with gauze. The tissues in this case also were macerated. 
After the firm packing of the posterior triangle the milky 
discharge became gradually less, and the wound healed 
without further event. 

In the discussion Mr. Archibald Young recorded a 
third case of a man, aged 52, whom lie operated on in 
1910 for a very extensive tuberculous involvement of 
the cervical gland on the left side. 
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Dissection of the glands was carried ont laboriously and 
with much difficulty, and the sterno-mastoid muscle, part of 
the parotid gland, and part of the internal jugular vein were 
removed in the course of the operation. During the opera¬ 
tion Mr. Young became aware, through soaking of his gown 
and the sheets on the operating table with a glairy, sticky 
fluid, that injury of the thoracic duct had taken place. An 
attempt was made to find the injured duct but without 
success, and in the end recourse was had to packing with 
iodoform gauze. From the time of the operation there was 
no further escape of chyle, and on the removal of the pack¬ 
ing, which was not disturbed for several days, it was round 
to be soaked with serum only. Recovery was uneventful. 

Mr. J. Hogarth Pringle, Dr. L. T. Stewart, and 
Professor J. H. Teacher made a communication on 
Digestion of the (Esophagus as a Cause of Post-operative 
and Other Forms of Hcematemesis. 

The main points in the paper, which was illustrated 
by specimens, sections, and lantern slides, were as 
follows:— 

Post-operative hsematemesis is a symptom of great im¬ 
portance to the practical surgeon and associated with serious 
danger to the patient. In recorded cases various explana¬ 
tions are given, but digestion of the oesophagus is not men¬ 
tioned. A few cases of intra-vitam oeBophagomalacia and 
ulcus a digestione have been recorded, and in July, 1914, 
Glynn demonstrated to the Pathological Society ot Great 
Britain and Ireland, sections of the oesophagus which 
showed ulceration and inflammatory reaction. Prior to 
January, 1914, one of us had seen two cases of destruction of 
the lower part of the oesophagus which looked as if it might 
have commenced during life. Then a case occurred under 
Mr. Pringle in which vomiting of brown material was 
observed after operation and about 36 hours ante mortem. 
There was also complaint of pain behind the sternum. No 
cause of these except the digestion of the oesophagus (which 
had not gone the length of perforation) could be made out and 
the observation then ceased to be a pathological curiosity 
and became a matter of practical importance. In 1919 
the authors made a communication to the British Journal 
of Surgery (Yol. VI., No. 24, p. 523) on this subject, 
m that article they described a number of cases in 
which digestion of the oesophagus appeared to have been the 
cause of haBmatemesis or vomiting of brown or black 
material, and in some cases the cause of death. Several 
of the cases in the series were not surgical but medical cases 
—e.g., anthrax, pneumonia, and puerperal eclampsia. On 
clinical and morbid anatomical grounds the digestion of the 
oesophagus was regarded as a vital phenomenon. Sections 
from a number of these cases were shown to the Patho¬ 
logical Society at the meeting in Leeds in January, 1921, and 
full publication will be made in the Journal of Pathology and 
Bacteriology. A short abstract of the communication appears 
in the Journal (Vol. XXIV., 1921, pp. 119-120), in the Pro¬ 
ceedings of the society. 

Intra-vitam digestion of the oesophagus is supposed to 
arise in the following manner. Vomiting of active gastric 
juice occurs, but the oesophagus fails to clear itself and some 
of the fluid remains in it, accumulating particularly just 
above the cardiac sphincter, in which region the injury to 
the tube is usually most advanced. In poBt-operative 
hsematemesis the fluid ejected is usually extremely acid, 
and those patients who are sufficiently conscious to be able 
to express themselves frequently complain of the scalding 
effect which it has upon the throat and lips. The lesions 
produced ante mortem by gastric juice which has escaped 
mto and lain in the oesophagus are apt to be more or 
less obliterated by changes due to continuation of the 
digestion post mortem. In 12 of the 15 cases which were 
described in 1919, and 4 new ones, however, microscopic 
examination has revealed unmistakable signs of vital reac¬ 
tion in the form of abundant leucocytic infiltration of the 
mucous membrane and other tissues, congestion of blood¬ 
vessels, accumulation of leucocytes in the vessels, throm¬ 
bosis, and inflammatory mdema. The picture is that of an 
acute ulceration. It is easier to recognise these changes 
than to assess the extent to which they may have been 
obscured or obliterated by continuation of digestion, or to 
decide the relative amounts in which that digestion is a 
continuation of the lesion which developed during life or 
a post-mortem change. Probably these cases have been 
oraerved, but the lesions have been put down as merely 
post-mortem digestion, from which, however, we do not now 
nnd it difficult to distinguish them. It is therefore clear 
that digestion of the oesophagus during life does occur, that 
it may be the cause of death, that it occurs in other than 
operation cases, and that it may be arrested and healing 
take place. Its occurrence is shown by hsematemesis, and 
in some cases by pain behind the sternum. It is therefore 
open to diagnosis, and must, in some cases at any rate, be 
amenable to treatment. The commencement of healing has 
been recognised in two specimens. 


In most of the cases recorded in the Journal of Surgery the 
digestion probably began not more than 36 hours before the 
death of the patient; in some cases the duration was much 
less, reckoning from the occurrence of the hsBmatemesis. The 
morbid anatomy of the cases showed great variation, from 
slight condition in which the phenomena were superficial 
erosion of the mucous membrane with haemorrhages into 
the affected tissue and black fluid in the oesophagus to oases 
in which perforation or extreme maceration of the lower 
third of the oesophagus and extensive digestion of the 
adjacent surfaces of the lungs had taken place. Nine 
examples of the most advanced type, five severe but not 
perforated, and five slighter lesions have been observed— 
17 of them since January, 1914. 

A most important diagnostic feature available at post¬ 
mortem examination is the relatively slight change in the 
stomach, which may show only slight post-mortem diges¬ 
tion or a total absence of that condition, contrasting with 
advanced digestion of the oesophagus immediately above the 
cardiac ring. In most cases, at least of the severer types, 
there is a well-marked zone of deep ulceration immediately 
above the cardiac ring. At a varying distance above this 
the changes are less of the nature of destruction, the pre¬ 
dominant features being superficial erosion and hemor¬ 
rhages into the mucous membrane, such as are seen in the 
slight cases. Signs of reaction may be unrecognisable or 
very slight in the lower parts, but well marked in sections 
prepared from the upper parts of the damaged oesophagus. 

Mr. G. H. Edington and Dr. A. S. Btrachan showed 
a card specimen of a Pendulous Fibroma of the Labium 
Majus suggesting at first sight pseudo-hermaphrodism, 
taken from an aged female subject in the dissecting- 
room. A microscopic seotion of the tumour was also 
shown. _ 

WEST LONDON MEDICO-CHIRUBGICAL 
SOCIETY. 


Exhibition of Cases and Specimens . 

A clinical meeting of this society was held at the 
West London Hospital on April 1st, Dr. F. J. McCann, 
the President, in the chair. 

Mr. Aslett Baldwin showed a case of Recurrent Dis¬ 
location of the Hip in a girl of 17, the subject of old-standing 
poliomyelitis affecting the whole lower limb. Recurrence 
of the dislocation had not taken place since the hip had been 
placed in plaster after reduction in the abducted position 
four years ago. Since the final reduction the limb had 
developed considerably. 

Mr. B. Sangster Simmonds showed; (1) A case of Per¬ 
sistent Headache and Recurring Fits, following gunshot 
wound of the parietal bone. The case had been treated by 
Sergeant’s method of inserting celluloid plates, after the 
brain had been released from itB adhesion to the scalp. 
Since operation headache and fits had ceased completely. 
(2) A case of Gunshot Wound of the Knee in which an 
arterio-venous aneurysm of the popliteal vessels had been 
successfully removea. (3) A man in whom a Largely 
Functional Ataxia had followed a temporary organic 
paralysis. (4) A case of Functional External Popliteal Nerve 
Paralysis following a gunshot wound of the thigh. 

Mr. Neil Sinclair showed radiograms of an Ossifying 
Ecchondroma of the Upper End of the Humerus in a boy 
of 9. The tumour was solitary. 

Dr. W. N. Goldsmidt showed: (1) A case of Friedreioh's 
Ataxia in a girl of 17. No other member of the family 
was affected. (2) A boy of 15 with Congenital Syphilitic 
Liver and Spleen. Tumours were present in the liver and 
spleen, and there was a positive W.R. 

Dr. Clifford Ellingworth showed a case of Myelo- 
cythaBmia in a woman. Attention had been directed to 
the large spleen when the patient was under treatment 
for exoessive bleeding following a miscarriage. The blood 
changes were typical. 

Dr. W. R. Marshall showed: (1) A case of Pernicious 
Aneemia improving under treatment with neoarsenobillon 
injections. (2) A ease of Colitis in a woman. Full investi¬ 
gation of the cause of the condition had not been completed 
yet. 

A discussion on the Diagnosis and Treatment of Colitis 
followed, in which the President, Drs. A. Baldwin, H. W. 
Chambers, Vaughan Pendred, Rickard Lloyd, W. N. 
Goldsmidt, 8. D. Clippingdale, and D. G. Rice-Oxley took 
part. The importance of sigmoidoscopio examination was 
referred to. The influence of diet as a cause and in the 
treatment of the condition was emphasised. Bacterio¬ 
logical examination of the fseceB and treatment by vaccines 
was part of the routine treatment. The influence of 
climate was also commented on by several members. 
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Orthopedic Surgery op Injuries. 

By Various Authors. Edited by Sir Robert Jones, 
K.B.E., C.B., F.R.C.S., Director of Orthopaedics, 
St. Thomas’s Hospital; Honorary Adviser to the 
Ministry of Pensions (Orthopaedic Surgery). London: 
Henry Frowde and Hodder and Stoughton. 1921. 
In two volumes. Vol. I., pp. 640; Vol. II., pp, 692. 
£4 4a. 

These two handsome volumes embody the principles 
and practice of the British orthopaedic centres and 
special surgical hospitals in and after the Great War. 
To their editor belong the honour and credit of having 
organised and directed this great work, with which he 
was entrusted by Sir Alfred Keogh, who selected a man 
pre-eminently qualified to inspire all under him with 
his energy and enthusiasm. It would be a calamity if 
the knowledge acquired in the practice of war ortho¬ 
pedics, which is largely applicable to the treatment of 
the injuries of peace, were lost for want of an adequate 
record, and it would have been discreditable to British 
surgery if such a work as the “Trait6 de Chirurgie 
Reparatrice et Orthop6dique ” were to have no counter¬ 
part in this country. 

Sir Robert Jones gives an interesting account of the 
genesis of the special hospitals, and of their increase from 
250 to nearly 30,000 beds as the need for specially skilled 
treatment increased. He emphasises the immense superi¬ 
ority of voluntary over passive movement, and he rightly 
asserts the necessity of a thorough knowledge of general 
surgery in the surgeon who would succeed in orthopaedic 
work. 

The article by Professor Arthur Keith on the Principles 
and Practice of Hugh Owen Thomas amounts to a dedica¬ 
tion of these volumes to the memory of that brilliantly 
original surgeon, who was so little appreciated by his con¬ 
temporaries, and whose inventions have probably been the 
means of saving the lives or limbs of thousands of wounded 
soldiers. Sir H. M. W. Gray brings this out clearly in his 
article on the prevention of deformities, in which he deals 
with first-aid, the transport of the wounded, and treatment 
in casualty clearing stations. In one army alone, after the 
use of the Thomas splint had been demonstrated in all the 
field ambulances, the mortality from fractured femur was 
reduced from 50 to 15*6 per cent., and in this series the 
proportion of amputations was only 17*2 per cent. 

Colonel Goldthwait, who was senior consultant in ortho¬ 
paedic surgery to the United States Expeditionary Force, 
also recommends the Thomas splints in the first treatment 
of wounds and sets forth his well-known viewB as to the 
importance of posture and of weak or flat feet. 

The treatment of simple fractures in our civil hos¬ 
pitals had fallen into a bad way. The brilliant advance 
of abdominal surgery so dazzled the eyes of surgeons 
and students that they could not see the great import¬ 
ance of adequate knowledge and experience of the 
treatment of fractures of the limbs. Fractures of the 
lower extremity were either not admitted to the wards 
or when admitted were treated as beneath the notice of 
visiting surgeons. 

The article by Mr. W. H. Trethowan on simple fractures 
deals duly with principles as well as details and should 
prove useful and suggestive to all who would adequately 
treat these injuries. The uses of central and external bone 
grafts and of plates are well considered, the latter being pre¬ 
ferable only when great strain has to be borne during the 
process of union. A valuable hint is given as to fractures of 
the toes: “a minor fracture may give a major disability.” 
In no department of surgery have greater advances been 
made than in the splinting of war fractures, and this is 
treated by Dr. Henry G. Carlisle in a chapter well illustrated 
with photographs. 

Mr. W. Hey Groves was well known before the war for his 
original methods of treating fractures, and the article on 
ununited fractures is safe in his competent hands. The 
details and the good results of the bold and ingenious pro¬ 
cedures adopted by him are well shown in his diagrams and 
radiographs. The editor himself deals very briefly with the 
subject of mal-union of the femur and the procedures neces¬ 
sary for its correction ; he never uses plates. Chronic 
osteomyelitis and the persistent sinuses and suppuration 
which have been so troublesome to surgeons ana patients 
are dealt with by Mr. R. C. Elmslie succinctly and clearly. 

Mr. Naughton Dunn and Mr. 8. W. Daw describe the 
treatment of disabilities of joints of the upper extremity 


above the wrist, showing the good results of their treatment. 
Dr. Walter Baldwin, of San Francisco, deals with the band 
and wrist, and points out how all important is function in 
this region, where, as he says, no criterion other than 
function can be of the slightest interest to the patient 
applying for relief. We suggest, however, that appearances 
are often given great importance by the patient. Since stiff 
joints of the fingers and hand are, unfortunately, common 
as the result of war injuries and are equally disabling and 
resistant to treatment, the recommendations of Dr. Baldwin 
are sure to arouse interest. The ingenious splints employed 
by him are well shown in the illustrations. 

Dr. F. C. Kidner, late consultant to the United States 
Expeditionary Forces, gives a brief account of disturbances 
of the lumbar spine and pelvic girdle. These conditions 
have not received so much attention here as in America, and 
the aetiological relation between some cases of sciatica and 
subluxations of the pelvic joints is not generally recognised. 
The subject deserves more study in this country. An 
excellent article on the knee-joint, contributed by Mr. Alwyn 
Smith, deals with injury and with secondary conditions such 
as arthritis. 

In an important article on ankylosis and stiff joints. Sir 
Robert Jones confines his remarks to the later treatment to 
which joints injured in the war must be subjected. As regards 
early treatment, he insists on the supreme importance of 
t6e principle of relaxation of damaged structures such as 
ligaments, of far more importance at an early stage than 
any form of physiotherapy. His advice on the breaking 
down of periarticular ana articular lesions is clearly set 
forth and of peculiar value. For the successful treatment 
of the conditions found in stiff joints great experience and 
sound judgment are required ; Sir Robert Jones places his 
own unreservedly at the disposal of the reader. His article on 
the treatment of flail joints also is full of practical wisdom 
and instruction. 

Mr. Elmslie writes briefly on amputation and artificial 
limbs, and the conclusions to which he comes will be 
approved by surgeons familiar with these subjects. Sir 
John Lynn Thomas describes the limb-fitting centre at 
Cardiff. 

The second volume is devoted to injuries of the 
nervous system and their treatment, to so-called purely 
functional disabilities and their treatment, and to 
physiotherapy, &c. This volume is surely unique in 
surgical literature, in that it contains an article by a 
lately reigning monarch. Ex-King Manuel of Portugal 
contributes an article upon curative workshops, a 
subject that he made peculiarly his own at Shepherd’s 
Bush, where he did so much to help forward the work 
of rehabilitation of the disabled. The subjects here 
dealt with are not so completely surgical as those of 
the first volume, some of them being written by 
physicians, but they are all subjects which may not be 
neglected by orthopaedic surgeons. 

The anatomy of the spinal nerves is well treated in the 
article by the late Professor A. Melville Patterson, the 
diagnosis of their injuries by Dr. Grainger Stewart and 
Mr. Rowley Bristow, the prognosis by Dr. Farquhar Buzzard, 
operative treatment bv Sir Harold Stiles, post-operative 
treatment by Mr. Rowley Bristow, and end results by Mr. 
Beresford Alexander, Borne of whose conclusions have 
already been published in the British Medical Journal. An 
analysis of 500 cases of peripheral nerve lesions which 
passed through Alder Hey Hospital, and could afterwards 
be traced, showed as a result 35 to 44 per cent, of recoveries. 
The same subject is treated by Dr. Maud F. Forrester Brown, 
who studied the results obtained at the Edinburgh War 
Hospital at Bangour. Failing recovery after nerve suture, 
&c., tendon-transplantation and tendon-fixation have given 
most gratifying functional results, especially in musculo- 
spiral nerve lesions. This subject is well presented to 
us by Mr. T. P. McMurray. Dr. Buzzard and Mr. Percy 
Sargent write of injuries of the head and spine. These 
articles are, as might be expected, accurate and informing. 
An interesting chapter by Dr. J. le F. Burrow and Dr. W. 
Cuthbert Morton deals with functional and reflex disabilities 
and their cure. In the experience of the writers hysteria 
uncomplicated by wound or other injury was rare among 
soldiers. 

In the course of the treatment of the many nerve lesions 
of the war anomalous and puzzling voluntary move¬ 
ments have sometimes been noticed, when the mnsoles 
which normally jproduce these movements are completely 
paralysed. The Croonian lectures on muscular movements 
by the late Dr. C. E. Beevor did not receive the notice and 
appreciation they deserved, and it is gratifying to find that 
a somewhat similar study has been undertaken by Professor 
F. Wood Jones, D.Sc., who has had the great advantage 
over Dr. Beevor of being able to test the muscles electrically 
when they are exposed on the operating table. He shows 
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how many and how remote the muscles may be that are 
pressed into service in attempting to perform a movement, 
when the proper muscles are paralysed, and what caution is 
neceesary before we assume that, for example, because 
the patient is able to flex the elbow the muscuio-cutaneous 
nerve iB not completely divided. “ No man can flex 

his wrist with his platysma, but . many men will 

attempt it.” The photographs reproduced in this chapter 
are most illuminating. The ancillary but most important 
subjects of splints and plaster are adequately treated 
by Mr. McCrae Aitken, plain metal splints by Mr. Lane 
Joynt, the electrical department by Mr. Rowley Bristow, 
massage by Dr. J. B. Mennell, the Ling system by Dr. 
Murray Levick, hydrotherapy by Dr. Fortescue Fox, while 
orthopaedic X ray work has been entrusted to the competent 
hands of Mr. Thurstan Holland, who records the startling 
fact that there are some 250 methods of locating foreign 
bodies. The comparatively simple method described by Mr. 
Holland has given good results and stood a long test. * The 
double exposure method both with screen and plate has 
been shown to be thoroughly sound and useful, although in 
unaccustomed hands it may not be so immediately con¬ 
vincing as the stereoscopic method, which is also described. 
Dr. Holland's work in his specialty is so well known that it 
is hardly necessary to state that his contribution to this 
volume is of great value. 

Dr. Walter de M. Hill's article, although the last in the 
book, is not the least informing. He gives an acoount of 
the organisation and equipment of a special military (ortho¬ 
pedic) hospital of 1000 beds, which is interesting as a record 
and as a guide to future possibilities. 

As the editor admits in his preface, it is very difficult 
to define orthopedic surgery. No operations or appli¬ 
ances can be differentiated as peculiar to orthopedics, 
but there is an attitude of mind which is definitely 
orthopedic and which sets forth the restoration of 
function as the end and aim of treatment. Operating 
surgeons have been too apt to consider their work 
done when the operation wound is healed. The 
orthopedic surgeon considers that his task is often 
scarcely begun at that stage, although much pre¬ 
operative work may be necessary; operations may be 
only minor events in the course of successful treatment. 


Phenomena of Materialization. 

A Contribution to the Investigation of Mediumistic 
Teleplastics. By Baron von Schrenck Notzing, 
Practising Physician in Munich. Translated by 
E. E. Fournier d'Albe, D.Sc. Lond. and Birm. 
London : Kegan Paul, Trench, Trubner, and Co., 
Ltd.; New York: E. P. Dutton and Co. 1920. 
Pp. 340. 35a. 

This is a monograph of considerable size and pro¬ 
fusely illustrated dealing with the particular phase of 
mediumship usually called materialisation and termed 
by the author “ mediumistic teleplastics.” From 
the preface to the first German edition, which appeared 
a year before the war, we gather that Baron von 
Schrenck Notzing has been earnestly engaged for some 
time in spiritualistic inquiry, while photographs are 
published, in evidence of the occurrences related, 
dating from as far back as 1909. Detailed observations 
over the same period of time are contributed by a lady 
who acted as protectress to the medium through whom 
the more important manifestations were apparently 
obtained. We have no reason to doubt the complete 
sincerity of Baron von Schrenck Notzing, but we cannot 
think that scientific readers will find his work in the 
least convincing. “Nothing is too wonderful to be 
true,” said Faraday, and quotes the author, but whether 
the occurrences which are recorded in this work are 
capable of explanation in accordance with known 
physical lines or not, it is not a scientific attitude to 
postulate explanation of any transcendental sort, while 
simpler explanations can be put forward. This is not 
to say that we are capable of explaining away all the 
things that have been said to happen or to comprehend 
the mechanism by which the photographic appearances 
may have been obtained, but it is perfectly clear that 
neither the statements nor the pictures have been 
subjected to anything like the scrutiny which the 
pieces d’£vldence in an ordinary scientific experiment 
are bound to undergo. 

In a large proportion of the manifestations the 
medium was one called Eva 0-, who seems to have 


been engaged from youth at stances, and to have lived 
during a large proportion of the time dealt with in this 
book under the care of a Mme. Bisson, who was 
usually present at the conduct of the seances. Why, 
one must ask in face of the claim of the observation of 
scientific precautions, was such an obvious opportunity 
for collusion allowed to continue ? It is impossible not 
to regard the minute safeguards, stated by the trans¬ 
lator to be “ excessively severe to eliminate the hypo¬ 
thesis of fraud,” as a little comical when so excellent 
a chance for fraud was permitted to go unchallenged. 
Appeals to the spotless honour of the medium and of 
Mme. Bisson have nothing to do with the case, the 
moment the claim is made that scientific precautions 
have been taken. 

We doubt whether this work, imposing though it is iir 
appearance and solemn in claim, will do much to 
remove scepticism; further, we can even conceive it» 
shaking the faith of those who are already believers in. 
occurrences of “ materialisation.” 


Les CardiO‘R£naux. 

£tude th6oretique et pratique. Par O. Josufe et 

Maurice Parturier. Paris: E. Le Francois. 1921. 

Pp. 230. Fr.12. 

The problems presented by cardio renal cases are 
among the most difficult in both clinical medicine and 
pathology. In the more obviously cardiac cases with 
signs and symptoms of heart failure it is a matter of 
considerable difficulty to determine how far failure of 
renal function is a complicating factor in the case. And 
even when a part of the clinical picture is obviously 
the result of renal inadequacy the clinician is faced 
with the further difficulty of differentiating between a 
condition of primary renal inadequacy and one merely 
secondary to vascular stasis. Genuine renal cases 
present a similar problem, for in these the difficulty 
turns on the estimation as to how far an accompanying 
and relative degree of heart failure is an aggravating 
factor in the case. It is with these obscure problems 
that this book concerns itself, and thus fills an 
important gap in medical literature. The authors 
take a simple view of their subject and make an 
important distinction between true and false cardio¬ 
renal cases, based on the determination of renal 
adequacy after cardiac efficiency is restored. The 
group of “true” cardio-renal cases includes those only 
in which signs of renal inadequacy persist after cardiac 
efficiency has been re-established. The authors have 
been occupied for many years in the investigation of 
renal efficiency in cardiac and cardio-renal cases, and 
they have simultaneously made a close clinical study and 
analysis of their cases. Their results are here collated 
and presented with originality of thought, clearness 
of expression, and disregard of many time-honoured 
conceptions of cardio-renal disease. They discuss the 
chemico-physical theories of oedema and renal excre¬ 
tion in so far as they are necessary for a proper clinical 
understanding of the subject, and at the same time 
their work has an immediate practical interest since 
it establishes principles on which treatment should 
be based. Ample references to the current French 
literature are given. It is interesting to find that this 
book reflects the present trend of thought in regarding 
renal disease as cardio-vasculo-renal, a conception that 
gains less ready acceptance in England, where the 
classical observations of the late Dr. Richard Bright 
tend to maintain their dominating influence. 


A First Course in General Science. 

By Frederic Delos Barber, Professor of Physics, 
Illinois State Normal University, and Others. 
London: G. Bell and Sons; New York: Henry 
Holt and Co. 1921. Pp. 608. 9*. 

A master at a well-known school who had a mind 
which soared beyond questions of grammar, syntax, 
and prosody, used to set a paper entitled “ A Common 
Sense Paper,” in which the scholars were asked such 
questions as “Why does the barometer go up and 
down?” “How does a pump work?” “Why do 
chimneys smoke?” “What is the difference between 
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the working of a gas light, an oil lamp, and a candle ? ” 
and so on. The book now before us supplies the 
answers to all these questions, and to a great many 
similar, and is altogether a most useful and informing 
work. It deals with such matters as the production 
and use of light and heat, refrigeration and its uses, 
the weather and the seasons, ventilation, food, micro¬ 
organisms, soil, water-supply, machines, work, energy, 
and applied physics generally. 

In the matter of lighting surely the authors are 
incorrect when they say (p. 6) that “up to about 
1860 candles were by far the safest and best sources of 
artificial light which the world had ever used.” The 
moderator lamps of our fathers’ and grandfathers’ time, 
burning colza oil, were perfectly safe, and if properly 
looked after gave a very good light. The statement 
above quoted is all the more remarkable, as the authors 
tell us on p. 101 that coal gas was used for street 
lighting in Baltimore so long ago as 1817. In the 
sections on machines, it seems to us that the statement 
in par. 648 needs making clearer. “ A locomotive owes 
its power to pull a train to the friction between its 
drive wheels and the rails. The largest locomotive 
ever built weighs 336 tons and can exert a pulling force 
of about 60 tons and can easily pull a train of 200 cars, 
each weighing 50 tons. If this locomotive were attached 
to a train requiring a force of more than 60 tons to 
move it, the locomotive would be unable to start the 
train because its drive wheels would then slip on 
the rails.” 

We must note that the test given on p. 365 for dis¬ 
tinguishing between butter and butterine or oleo¬ 
margarine is incorrect, at least as regards the 
margarine sold in this country, for margarine sputters 
more than butter when melted. As they both contain 
a certain proportion of water this must be so, but 
margarine melts in a different way from butter, owing 
to the fats of which it is composed having different 
melting points. 

Taking it all round, however, the book is very good, 
and, except for the passages to which we have alluded, 
is eminently clear and simple. Anyone who lives in a 
house should have a knowledge of the problems con¬ 
tained in this book, for not only will he then be in a 
position to deal with the various troubles which always 
arise in connexion with water-taps, lighting arrange¬ 
ments and other matters, but he will also be educated 
in the thousand and one things which are at once the 
comfort and the bane of civilised life. 


The Logic of the Unconscious Mind. 

By M. K. Bradbt. London: Henry Frowde and 

Hodder and Stoughton. (Oxford Medical Publica¬ 
tions.) 1920. Pp. xiv. + 316. 16*. 

The title of this book is somewhat misleading, for it 
does not deal with any logic peculiar to the unconscious, 
but with the influence of the unconscious mind on 
logical thinking. The writer, indeed, denies that the 
unconscious mind has any peculiar logic of its own, and 
maintains that “all logic is one, that of rational mind 
continually developing.” Miss Bradby, however, does 
not give any very explicit account of what she under¬ 
stands by the unconscious mind, and although she 
deprecates the censure of the psycho-analysts, who 
declare the unconscious to be non-logical, it seems 
clear that she is more frequently speaking of the pre- 
conscious than of the true unconscious of Freud. For 
whenever the processes of the true unconscious are in 
question, as, for example, in dream symbolism, it is 
hard to see how the logic of identity can be discerned, 
even in the germ. When the dreamer fails “to dis¬ 
tinguish the separate and continuous individuality of 
things,” when “ it is not unusual for things to turn into 
each other, and to be each other,and to be the dreamer,” 
all the rules of formal logic must be inapplicable. But 
Miss Bradby has little love for formal logic. Those 
processes of reasoning which are expressions of purpose 
rather than statements of fact are her chief Interest, 
and the source of logical fallacies which affect the 
conduct of life rather than their formal classification 


is the main topic of her book. This source she finds in 
unconscious motives. 

“ We may argue from & f&lBe premiss, neglect the laws of deduc¬ 
tive inference, argue irrelevantly, use words ambiguously, beg the 
question, argue in a circle, or fail to apply a general principle to a 
particular case; but the reason we do so is to be found in uncon¬ 
scious interests and emotions. A thinker can only become more 
logical by discovering in what direction these habitually tend to 
mislead him." 

This is the main theme of Miss Bradby’s book, and it 
is expounded with a wealth of illustrations derived from 
many different sources, both ancient and modern, and 
accompanied by a profusion of references which is 
somewhat intimidating. Typical cases of illogical 
conduct are given, many arising in connexion with con¬ 
temporary political and social problems, and the 
common fallacies to which we are prone are classified 
and illustrated by examples. The final section of the 
book deals with “logic applied to life.” Education, 
social problems, the phenomena of spiritualism, love, 
and religion, are considered in the light of the views 
put forward in the earlier part of the book. As is said 
in the preface, “ So vast is the subject of this book that 
only an enthusiastic amateur would dare attack it on so 
small a scale.” And, indeed, the chief impression we 
get from Miss Bradby’s work iB one of intense 
enthusiasm—an enthusiasm for the rational, for freedom 
in thought and in life, for the cause of the Oppressed, 
and for the progress of humanity. 


A Handbook of Skin Diseases and their 
Treatment. 

Second revised edition. By Arthur Whitfield, 

M.D. Lond., F.R.G.P. London: Edward Arnold. 

1921. Pp. 291. 18*. 

Dermatologists throughout the world will rejoice 
that a second edition of Dr. Whitfield's book has at last 
appeared, for it differs entirely from any other treatise 
on dermatology. It is not a text-book, but is rather an 
eminently scientific account of the commoner diseases 
of the skin, in which the author’s own views on their 
aetiology and treatment are set forth very clearly. For 
this reason it will be read with great interest by 
dermatologists, and will be appreciated also by general 
practitioners and students who have already digested 
one of the ordinary text-books. The chapter on ring¬ 
worm infection is particularly good; stress is rightly 
laid on the importance of eczematoid ringworm of the 
feet and hands, which, in Dr. Whitfield’s opinion, is 
commoner since the war. The X ray treatment of 
ringworm of the scalp is described, but a detailed 
account of the croton-oil method is also given, and will 
be found useful by practitioners who have no access to 
X ray treatment. 

In his account of staphylococcal infections of the skin 
Dr. Whitfield states that in several cases of furunculosis 
he has found the coagulation-time of the blood increased, 
and he suggests that the apparent beneficial effects of 
calcium sulphide in some patients may really be due to 
the administration of calcium. He considers treatment 
with staphylococcal vaccine of great value, but has 
found stannoxyl only occasionally successful, and 
collosol manganese by no means the specific that some 
writers claim it to be. About the chapter on eczema 
it may be said that Dr. Whitfield has dealt with 
this dreaded subject in a very thoughtful and sane 
manner. With Darier he considers cheiropompholyx 
merely an acute eczema of the extremities, and points 
out that some cases of “ relapsing dysidrosis” are really 
epidermophyton infections. It is perhaps unfortunate 
that the seborrhoeides are included in this chapter; we 
think it would have been better to describe them 
apart. In considering the sBtiology of eczema the 
author discusses the association of one form with 
asthma, and thinks that many of these cases are 
dependent on chronic focal bacterial infection, but the 
relationship of asthma and eczema to food idiosynor&sy 
is not considered. The section on the external treat¬ 
ment of eczema is, on the whole, well written, 
but the management of acute, and subacute cases of 
the disease in seborrhceic persons, which was one 
of the chief problems of war dermatology, is hardly 
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dealt with at all, and, since the author is con¬ 
vinced that “ there is no internal treatment which 
has the slightest influence on eczema itself,” it is 
not surprising that there is little to be learnt 
from his remarks on internal medication. The tuber¬ 
culides are described fairly fully. There is hardly 
sufficient justification for the inclusion of lupus erythe¬ 
matosus in this group. No mention is made of the 
treatment of the true tuberculides, such as Bazin’s 
disease, folliclis, &c., by injections of neosalvarsan and 
of tuberculin. 

One of the most interesting sections is that con¬ 
cerning the treatment of syphilis. In the first place 
Dr. Whitfield attaches very great importance to the 
Wassermann reaction, provided that it be carried out 
by a reliable expert, and he insists that the aim of 
treatment is to establish and maintain a permanent 
negative reaction. He believes, moreover, in vigorous 
treatment by neosalvarsan and mercury in patients 
with a positive reaction, but with no active clinical 
manifestations of syphilis. As regards mercurial treat¬ 
ment, he considers the oral administration of hydrarg. 
c. cret. gr. i. t.d.s. as superior to intramuscular injec¬ 
tions. For ordinary cases of early infection he gives 
three intravenous injections of 0’9 g. of neosalvarsan 
at intervals of three weeks, and mercury by the mouth; 
at the end of six months a W.R. is performed, and, if 
negative, the mercury is continued to the end of the 
year, when a further test is done. If at either of these 
two examinations the reaction shows signs of becoming 
positive, a further course of three injections of neo¬ 
salvarsan is given. At the end of the year of treat¬ 
ment, if the reaction is negative all treatment is 
stopped, and the blood is examined at three-monthly 
intervals. If it remains clearly negative a year after 
treatment has been stopped, the patient is dismissed as 
cured, but further examinations of the blood are recom¬ 
mended from time to time, and the cerebro-spinal fluid 
is also teBted. We have described this method in 
detail because it differs materially from that employed 
by most syphilologists. It is so simple that, if Dr. 
Whitfield’s claims for it are justified, it might well be 
adopted as a standard method in venereal clinics with 
much saving of time and trouble. 

The descriptions of the tumours of the skin are brief 
but excellent; we observe that Dr. Whitfield disagrees 
with Mr. Sampson Handley’s view that in Paget’s 
disease of the nipple the epidermal changes are 
secondary to lymphatic obstruction dependent on 
malignant infiltration of the underlying tissues. Mycosis 
fungoides is classed as a primarily malignant disease, 
and not as an infective granuloma, owing to “ the 
richness in mitosis of the new cellular collections.” 

In the next edition it is to be hoped that the author 
will include descriptions of certain diseases of which no 
mention is made in the present one, even though this 
may involve an increase in size of the volume. Thus 
pruritus ani and vulvse are not considered at all, and 
we can find no reference to granuloma annulare, the 
sarcoids, and granulosis rubra nasi. On the other hand, 
conditions such as chigoe disease, myiasis, cysticercus 
cellulossB, glanders, and blastomycosis, which are 
hardly ever met with in this country, might well be 
omitted. The illustrations are admirably produced. 


JOURNALS. 

The Journal of Biological Chemistry (Vol. XLV., 1920-21) 
contains useful contributions on various problems of nutri¬ 
tion, of whioh the following may be specially mentioned 

Relation of Fodder to the Antiscorbutic Potency and Salt Content 
of Milk (p. 228), by A. E. Hess, L. J. Unger, and G. C. Supplee.— 
Feeding experiments on guinea-pigs with the milk of pasture-fed 
cows and cows fed on a dry fodder (antiscorbutic-free) diet, showed 
that with the milk of the latter all the guinea-pigB developed 
scurvy within 21 days and died within 56 days, whereas with the 
pasture-fed milk the guinea-pigs were still alive after 120 days, two 
only showing mild signs of scurvy. Chemical analysis of the milk 
showed that pasture-fed samples had a higher calcium, phosphorus, 
and citric acid content, and although the percentage of protein 
was slightly greater than in the dry fodder milk, the sulphur 
content was lower. 

The Influence of Diet of the Cow upon the Nutritive and Anti¬ 
scorbutic Properties of Cow's Milk (p. 11SD. by A. A. Dutcher, C. H. 
Eckles, C. D. Dakle, S. W. Mead, and O. G. Shaefer.—Two cows 
were placed upon a diet poor in vitamine content in the middle of 


January, and tbeir mixed milk fed in varying quantities to several 
groups of guinea-pigs. Beginning June 1st, the cows were given a 
diet rioh in vitamine and the feeding experiments repeated. From 
the data obtained it was concluded that the vitamine content 
of cow's milk is dependent upon the vitamine content of 
the ration ingested by the cow. 20 c.cm. of summer milk were 
superior in nutritive value and in antiscorbutic potency to 60 c.cm. 
of winter milk. There is a tendency for the milk to become 
slowly poor in vitamine content when the diet of the cow is low in 
vitamine, but with a ration rich in vitamine diet the milk becomes 
of higher nutritive value almost immediately. (For this subjeot 
see also Hart, Steenboch, and Ellis. Jour. Biol. Chem. t 1920, xlii., 
383, and Barnes and Hume, The Lancet, 1919, ii., 323.) 

Studies on Experimental Rickets: I. The Production of 
Rachitis and Similar Diseases in the Rat by Deficient Diets 
(p. 333); II. The Effect of Cod-liver Oil Administered to Rats with 
Experimental Rickets (p. 343), by E. V. McCollum, N. Simmonds, 
H. T. Parsons, P. G. Shipley, and E. A. Pack.—I. This preliminary 
communication deals with feeding experiments with various 
faulty diets. Administration of some of these diets to young 
rats results in the development of pathological changes in the 
osseous system which are identical with those found in the 
bones of rachitic children. Each of the diets described produces 
in young rats disturbances in the growth and formation of the 
skeleton. The large variety of dietary formula, the administra¬ 
tion of which results in rickets and kindred affections, gives 
abundant evidence of the complex nature of the causes operat¬ 
ing in the production of the disease and their analysis will form 
the subject of later papers. II. Preliminary experiments afford 
conclusive evidence of the specific beneficial effect of cod-liver 
oil on rats suffering with experimental rachitis, in that some sub¬ 
stance or substances in the oil will cause calcium to be deposited 
in the same fashion in whioh deposition occurs iu spontaneous 
healing of rachitis in man. They also prepare the way for the 
elaboration of a test for the determination of the calcium* 
depositing potentiality of any substances in terms of cod-liver 
oil units. 

Growth on Diets Poor in True Fats (p. 145), by T. B. Osborne and 
L. B. Mendel.—Work on the role of fats in nutrition is reviewed 
and the results given of feeding experiments on young rats, with 
diets presumably containing adequate amounts of both fat-soluble 
and water-soluble vitamines, but exceedingly poor in true fats 
(i.e., compounds soluble in pure ether). The authors conclude that 
if true fats are essential for nutrition during growth the minimum 
necessary must be exceedingly small. 

The Comparative Effects of Thyroid and Iodide Feeding on 
Growth in White Rats and in Rabbits (p. 69), by A. T. Cameron and 
J. Carmichael.—Continued small doses of desiccated thyroid gland 
fed to .young white rats produce (a) a definite and invariable 
decrease in growth rate; (b) hypertrophy of the organs concerned 
with increased metabolism—heart, liver, kidneys, adrenals, <fcc.; 
(c) disappearance of fat (confirmatory of Hoskins and Herring). 
The decrease in rate of growth is proportional to (a) the amount of 
thyroid fed and ( b ) the iodine content of the thyroid fed; the 
hypertrophy varies with dose and length of application of dose, and 
appears to be proportional to the iodine content of the dose. 
Sodium iodide fed in quantities varying from amounts equal in 
iodine value to the thyroid doses to amounts 100 times as great 
produces no effect on growth rate and no hypertrophy. Both 
thyroid and iodide feeding increase the colloid in the thyroid. 
Thyroid feeding inhibits the growth of the thyroid, bat iodide does 
not produoe this effect. Similar results were obtained from thyroid 
feeding with rabbits. 

The Effect of Alkali on the Efficiency of the Water-Soluble 
Vitamine B (p.423), byT. B. Osborne and C. S. Leavenworth.—Thi* 
investigation confirms the observations of those who have reported 
the destruction of water-soluble vitamine B when heated with 
alkalies, but it appears that in attempting to concentrate, or 
isolate, water-soluble vitamine B dilate alksline solutions can be 
used without materially affecting its activity provided that a low 
temperature and a short time of exposure to the alkali are 
employed. 

Comparative Metabolism of Proteins of Unlike Composition 
(p. 289), by W. G. Karr.—From experiments on dogs, as far as is 
indicated by the urinary nitrogenous end products, the metabolism 
of two proteins, casein and wheat gluten, widely differing in their 
chemical composition, is essentially the same. In metabolism 
experiments with comparable quantities of yeast as the sole source 
of protein, the partition of urinary nitrogen compared favourably 
with what was observed after feeding with the other two proteins. 
The utilisation of the yeast nitrogen was about 80 per cent. 

Relationship between Cholesterol and Cholesterol Esters in the 
Blood during their Absorption (p. 255), by A. Knudson.—A series of 
experiments carried out on dogs, feeding them with cholesterol and 
cholesterol esters respectively, shows that free cholesterol content 
of the blood is increased considerably in all experiments during the 
absorption of the diets, but there is no apparent change in the 
amount of cholesterol in the ester form. 

Other articles deal with quantitative relations of the con¬ 
stituents of various body fluids 

Determination of Chlorides in Blood (p. 113), by A. S. Whetmore. 
The Determination of Chlorides in Trichloracetic Acid Filtrates from 
Whole Blood and Plasma (p. 437), by M. Smith. Simplified Method 
for the Determination of Chlorides in Blood or Plasma (p. 449), by 
J. C. Whitehorn. The Determination of Chlorides in Blood Plasma 
(p. 461), by J. H. Austin and D. O. Van Slyke.—The above papers 
describe methods in which the removal of blood proteins is carried 
out with copper hydroxide, trichloracetic acid, tungstic acid, or 
picric acid, and subsequent estimation of the chloride in the 
filtrate by the Volhard method or the iodometric method of 
McLean and Van Slyke. It is concluded that the simultaneous 
precipitation of blood proteins and silver chlorides is open to error 
and not advisable. The simplified method form Supplement II. of 
" A System of Blood Analysis " (Folin) and the thiocyanate titration 
is made on the protein-free filtrate (tungstic acid precipitation) after 
addition of standard silver nitrate solution and without removal of 
the silver chloride precipitate. 
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The Determination of Sodium in Blood (p. 312), by Edward A. 
Doisy and Richard D. Bell.—The method of Ball (Jour. Ghem. Soc ., 
1910, xcvii., 1408) depending on the precipitation of sodium as 
sodium ccesimn bismuth nitrite has been elaborated and details 
are given for the estimation of small quantities of sodium in blood 
and urine by gravimetric, volumetric, and colorimetric procedure. 
See also Kramer (Jour. Biol. Ghem., 1920, xli., 263) for method of 
estimation of sodium based upon the insolubility of sodium pyro- 
antimonate. 

Absorption and Elimination of Manganese Ingested as Oxides 
and Silicates (p. 133), by C. K. Reiman and A. S. Minot.—The 
analysis of the blood of manganese workers showed no marked 
variation from the normal manganese content (0012 mg. per 
100 c.cm). Experimental work showed that ores containing 
manganese as oxides and silicates are soluble in gastric juice ; that 
manganese is absorbed in the blood stream causing a slight 
temporary rise in manganese concentration followed by a quick 
return to the normal. In none of the cases studied was the 
manganese content of the blood increased by the ingestion of 
manganese ores to a value more than double the normal level, and 
in some of the subjects no increase was noted. Prolonged feeding 
of large amounts of manganese ores to dogs failed to produce 
significant changes in the manganese content of blood and tissues 
or to cause pathological symptoms. Manganese ores are non-toxic, 
and in order to produce symptoms of poisoning must be ingested 
by individuals who are peculiarly susceptible ; such individuals are 
rare. 

Gasometric Determination of Nitrogen and its Application to the 
Estimation of the Non-protein Nitrogen of Blood (p. 223), by R. L. 
Stehle.—5 or 10 c.cm. of the filtrate obtained from the blood 
after tungstic acid precipitation are submitted to the usual 
Kjeldahl digestion, after which decomposition with sodium hypo- 
bromite is carried out, and the volume of nitrogen measured. The 
method is stated to have certain advantages over the Kjeldahl 
procedure. 

The Iodometrie Determination of Copper and its Use in Sugar 
Analysis : (1) Equilibria in the Reaction between Copper Sulphate 
and Potassium Iodide (p. 349); (2) Methods for the Determination 
of Reducing Sugars in Blood, Urine, Milk, and Other Solutions 
(p. 365), by P. A. Shaffer and A. F. Hartmann.—The reversible 

reaction Cu + "*’ + 1“Cu + + la has been investigated and 
applied to the determination of the mixture of cuprous and 
residual cupric copper resulting from the action of reducing sugar 
upon alkaline copper solutions. The reaction may be caused to 
take place to completion in either direction, thus enabling the 
determination by iodometrie titration of the cupric or the cuprous 
copper in a mixture of the two forms. Details of methods for both 
titrations are given and their application to the determination of 
reducing sugar in milk, blood, uriDe, and other solutions. 

The Estimation of the Bile Acids (p. 415), by C. L. A. Schmidt 
and A. E. Dart.—A method is described for the estimation of the 
nitrogen of bile acids of the taurine and glycocoll series. It is 
based on the fact that on hydrolysis with NaOH the bile acids are 
split giving taurine and glycocoll which react quantitatively with 
HNOa. The taurine nitrogen can be estimated from the total 
sulphur-content of the protein-free bile. 

A Method for the Determination of Chlorine in Solid Tissues 
(p. 427), by R. D. Bell and E. A. Doisy.—The method depends on the 
rapid digestion of the tissue with concentrated sulphuric and 
persulpliuric acid, the digestion gases being carried over by 
suction into alkaline sulphite solution in which the chlorine is 
estimated by the Van Slyke-Donleavy method. Details of technique 
and special apparatus used are given. 

Relationship between Plasma Bicarbonate and Urinary Acidity 
following the Administration of Sodium Bicarbonate (p. 101), by 
W. J. Palmer, H. Salvosen. and H. Jackson, jun.—In normal 
and pathological cases following the administration of sodium 
bicarbonate the plasma bicarlxmato CO -2 approaches 68'7 ± 10 
volumes per cent, at the time the first depressing effect of the 
alkali on the urinary acidity is noted. The use of the first 
significant effect on the pH of the urine, therefore, in controlling 
the therapeutic use of sodium bicarbonato, is safe and reliable, but 
owing to tho inconstancy of the level of the plasma bicarbonate 
00*2 at this point the accurate estimation of the degree of 
diminished alkali reserve cannot be made. The observation of 
Palmer and Van Slyke is confirmed that " absorbed sodium 

bicarbonate is^ distributed in approximate uniformity.to the 

blood”; and “the effect of a given dose in raising the plasma 
bicarbonate may be calculated by assuming that the body contains 
700 c.cm. of fluid per kilo and that the bicarbonate is distributed 
therein uniformly.” On this subject see also Calvert. Myers, and 
Milroy, Jour. Path, and Bact., xxiv., 91,1921. 

Relation of the Alkali Reserve of the Blood to Glycosuria and 
Hyperglyciemia in Pancreatic Diabetes (p. 51), by B. M. Hendrix 
and C. Y. Crouter.—A decrease in the alkali reserve of the blood, as 
shown by the CO 2 capacity of the plasma, is not simultaneous with 
the appearance of hyperglyciemia and glycosuria in pancreat- 
ectomised dogs. A slight increase in the CO *2 capacity of blood 
plasma was observed on the first or second day after removal of 
the pancreas, later decreasing and gradually reaching about 
30 volumes per cent, in two cases. Definite acidosis appears 
comparatively late in pancreatic diabetes in dogs. 

Studies of the Distribution of Carbon Dioxide Between Cells and 
Plasma (p. 245), by L. W. Smith, J. H. Means, and M. N. Woodwell. 
—From the investigation of the CO -2 content of the whole blood and 
plasma of both venous and arterial blood it has been found that as 
the blood passes from the arterial to the venous side of the circula¬ 
tion in normal man its corpuscles gain from 4 to 11 volumes per cent, 
of COs ; the corresponding gain in the plasma is only from 0 0 to 1*8 
volumes per cent., and the conclusion is drawn, therefore, that the 
transport of C ()2 is accomplished mainly by the corpuscles. The 
same holds true in aueemia and certain other diseases, although 
the actual distribution of COs between cells and plasma is 
altered. 


fUto Indentions. 


A DIRECT RECORD SCOTOMETER 

FOR INVESTIGATING THE CENTRAL FIELD OF VISION. 

Various instruments have been devised for the 
purpose of mapping out central fields of vision, but 
the chief difficulties in this kind of perimetry have 
been due to the slowness of the means of taking the 
observations. For the past two years I have been 
using an instrument which overcomes this difficulty. 
Observations may be made quickly and accurately, and 
at the same time a direct record of the observations is 
taken. The apparatus consists of a rigid iron stand to 
which is fitted a frame carrying the screen against 
which the observations are to be made. The screen is 
of grey cloth, fixed into it in the central position is a 
small white metal stud; this is the fixation point. 
Behind the screen is a sheet of carbon and a paper 
chart, ruled for convenience in the usual degree 
circles and radii. Red and blue tracing papers are 
also supplied, which enable three records to be taken, 
at intervals, on the same chart. The object is 
carried on a suitable object holder and held in the 
surgeon’s hand, which is obscured from the patient’s 
view' by a grey r cloth bag-glove. At the back of the 



frame knobs are fixed in the usual positions of the 
blind spots, so that the surgeon has a reliable guide 
from which to work. In taking observations the 
patient’s face at the naso-buccal groove is pressed 
against the knob on the free upright of the stand. One 
eye is covered, the other looks at the fixation spot. The 
surgeon moves the object over those parts of the field 
he desires and notes when the patient sees it and when 
he does not. The records of the observations are made 
by f pressing the small style on the back of the object 
holder against the screen, when the impress is conveyed 
by the carbon sheet to the chart. The whole of the 
movements of the object over the screen may be traced 
in this fashion by a light continuous pressure and 
salient points marked by deeper pressure. 

The real advantage of this recording instrument is the 
speed and accuracy with which observations may be 
made. If the surgeon has to move about, take notes, 
shift the instrument, or do anything that takes time or 
diverts the patient’s attention, accuracy of observation 
is diminished or indeed may be lost entirety. 

The instrument has been well made by Messrs. John 
Weiss and Son, Ltd., of 287, Oxford-street, London. W. 1. 

N. Bishop Harman, 

M.B., B.C. Cantab., F.R.C.S. Eng. 
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Sanatorium Treatment under the 
County Councils. 

On May 1st next sanatorium benefit under the 
Insurance Acts ceases to exist and the duty of pro¬ 
viding institutional treatment for persons suffering 
from tuberculosis falls to the county councils. 
Parliament will be asked to vote a sufficient amount 
of money to the Ministry of Health to enable 
grants to be made to the councils equal to the 
lapsed sanatorium benefit income, and the annual 
Exchequer grant will make up the amount to one- 
half of the approved expenditure. A further 50 
per cent, grant is to be sanctioned to provide 
extra nourishment for patients not in residential 
institutions provided the amount expended for 
this purpose does not exceed £2 per 1000 of 
population. Some restiveness is apparent in 
the House of Commons at the increasing 
burden on tax- and rate-payers on account of 
file residential treatment of tuberculosis. It is, 
perhaps, not an unmixed evil that sanatorium 
treatment is at present the subject of much 
criticism. Were its position secure there would 
be little hope of lifting it out of a stereo¬ 
typed groove and of remoulding it in conformity 
with present needs and recent advances in our 
knowledge of tuberculosis. A curious feature of 
many criticisms of the results of sanatorium treat¬ 
ment is the total absence of any definition of the 
term “ sanatorium treatment.” Yet it is obvious 
that definition should precede discussion. We 
must, for example, define the time limit within 
which residence in a sanatorium is so short that 
the patient cannot, in common fairness, be said to 
have enjoyed sanatorium treatment. No one 
would condemn university education beoause an 
undergraduate who left college at the end of 
his first term proved an illiterate man. But 
sanatorium treatment is freely condemned in this 
country because many patients relapse after three 
months’ treatment in a sanatorium. No case of 
active pulmonary tuberculosis has ever been cured 
in three months by sanatorium treatment, and no 
case ever will be. Though it is easy enough to fix 
the limit within which sanatorium treatment is 
farcically inadequate, it is a far more difficult task 
to fix the maximum limit beyond which sanatorium 
treatment cam do no further good; for, as Dr. J. 
Crocket 1 has pointed out, a brilliant result 
achieved by three years’ sanatorium treatment 
would probably have been stultified had this treat¬ 
ment been limited to two years. 

Apart from the question of time, there are very 
divergent views as to what constitutes sanatorium 
treatment. Wielding a pick and shovel, sleeping 
in a draught, and imbibing much milk is the order 
of the day in certain institutions where the com¬ 
parative amounts of rest and exercise are graduated 
by the mouth temperature and by such signs of 
toxemia as headache and lassitude. In other insti¬ 
tutions no exercise but walking is allowed, and then 
only in carefully graduated doses, auto-inoculation is 


controlled by the rectal temperature taken many 
times a day, the warmth and general comfort of 
each patient are studied, and the physician plays 
the part of providence in tempering the wind to 
the shorn lamb. Again, in several sanatoriums 
an elaborately devised system of heliotherapy has 
lately been introduced, while in others hydro¬ 
therapy plays an important part. Many other 
methods included under sanatorium treatment 
oould be mentioned, but the diverse systems 
referred to will suffice to show how varying are 
the conditions under which patients are put 
when given “ sanatorium treatment.” The time 
may come when sanatorium treatment will be 
11 standardised ” by the elimination of com¬ 
paratively useless or even harmful methods, 
and by concentrating only on those methods 
that survive the test of time; and in the 
meantime our judgment of the results at 
present achieved should be tempered by the 
regretful admission that the term “ sanatorium 
treatment” covers a variety of methods of very 
different value. Another important factor in the 
problem of sanatorium treatment is the class of 
case selected for this treatment. In the past the 
selection of candidates for admission has often 
been determined by other considerations than 
those actuating the medical advisers consulted. 
And, more unfortunate still, it has often happened 
that advanced and incurable cases have been given 
long spells of sanatorium treatment at the expense 
of early cases which are discharged after a few 
months. A most important step to remedy this 
state of affairs has lately been taken by the London 
County Council, the Public Health Committee of 
which has recommended that all patients should, 
if possible, be passed through observation beds 
before being sent to an institution such as a 
sanatorium. By the reservation of 250 such beds at 
the Brompton Hospital, and 75 at the City, of 
London Chest Hospital, and by the detention 
of patients in these beds for two to four 
weeks, valuable information can be obtained as 
to the needs of the individual case, and an 
example is set which will no doubt be followed by 
other bodies concerned with the welfare of the 
working-class tuberculous patient. It is a curious 
fact in the evolution of sanatorium treatment that, 
while preventoriums and sanatoriums for children 
often have waiting lists, sanatoriums for adults 
are sometimes only partly filled, although the 
sanatorium accommodation available for adults is, 
in theory, notoriously inadequate. This tendency 
may, perhaps, be a reflection of the results achieved 
by the two classes of institution, and we would 
Venture the prophecy that sanatorium treatment 
will more and more develop on the lines of 
prevention in the young than “ cure ” in the adult. 

In a recent report 9 five of the leading tuber¬ 
culosis specialists in Canada have published the 
results of a tour of inspection of 26 Canadian 
sanatoriums. Appointed by the Department of 
Soldiers’ Civil Re-establishment, these specialists 
were given the task of scrutinising all the con¬ 
ditions under which soldiers were treated in 
sanatoriums and other institutions for the tuber¬ 
culous. This report dwells on the facts that “ the 
vast majority of patients are treated for too brief a 
time,” and that the “medical service of most 
sanatoria was relatively under-staffed.” Some, 


1 The Lancet, April 2nd, 1921. 


* Summary of Report, Board of Tuberculosis Consultants, 
December, 1920, Ottawa. Copies sent gratis to any physician 
interested. 
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indeed most, institutions were run as well as 
circa instances permitted, but in others “ inadequate 
medical supervision was responsible for an atmo¬ 
sphere of depression .” Many other pertinent 

observations are made, the shady as well as the 
sunny side of sanatorium administration being 
shown up in true relations. This searching 
survey and candid discussion will provoke in 
those concerned with sanatorium treatment a 
divine discontent with all that is make-shift 
and second-rate. Such a tour of inspection 
in this country, if it were made by a body 
of experts with many years of sanatorium experi¬ 
ence, would, no doubt, ultimately do much 
to raise the standard of sanatorium treatment. 
Already there are certain influences at work which 
should help to promote efficiency in the sanatorium 
service. Under Dr. Jane Walker’s vigorous 
direction the Society of Superintendents of 
Tuberculosis Institutions has become a vocal 
bod; which, to judge by the reports of its various 
subcommittees just issued, is animated by the 
ambition to set its house in order. A tell-tale 
book with the title of “ Anti-Tuberculosis Recon¬ 
struction,” 8 by an author who designates himself 
D.P.H., R.C.P.S. L, shows an almost uncanny 
knowledge of the seamy side of the sanatorium 
service, and the proposals for the betterment 
of the tuberculosis service of the country are 
evidently the offspring of long and varied experi¬ 
ence. These and similar influences augur well for 
the future. At present, however, the position is 
obscured by conflicting evidence; on the one hand, 
Dr. E. Ward 4 thinks that the calculation that two 
out of 10 early cases are cured or materially 
relieved by sanatorium treatment is too optimistic; 
and, on the other hand, Professor Saugman 5 has 
shown that complete and permanent recovery can 
be effected by sanatorium treatment in eight to 
nine out of every 10 cases of early pulmonary 
tuberculosis. 

Income-Tax. 

The new Revenue Bill just introduced, separately 
from the annual Finance Bill, contains provisions 
regarding income-tax to which members of the 
medical profession will, sooner or later, require to 
attend personally or by deputy. If the profession is 
nowhere specifically mentioned in the Bill, there are 
many provisions in which incomes of the average 
professional sort are concerned. The Bill, indeed, 
contains only one clause which relates to other than 
commercial or professional aspects. By that clause 
power is given to the taxpayer to require the Bank 
of England to deduct tax from interest on dividends 
on War Loan and other Government securities 
which would otherwise in ordinary course be pay¬ 
able without deduction of tax at the source. Pre¬ 
sumably some desire must have been manifested 
for this discretion, but we cannot say that we are 
impressed with its advantage as against allowing 
the tax to be directly assessed. However, the power 
is there, and no doubt there are cases where it 
may be useful. With this exception the Bill contains 
nothing that can be described as of a domestic 
nature. There is no change in the family allow¬ 
ances. and the subject of wear and tear is never 
mentioned. In an obvious direction this is of 
importance to our readers, for it l eaves the medical 

8 M&ansel and Co., Ltd., pp. 38, 6 d. 

. 4 The Lancet, March 12th, 1921. 

8 Meddelelaer fra Vejlefjord Sanatorium, 1920. G. E. C. Gad, 
Copenhagen. 


profession where it is as regards any allowance 
for cars. There can be no account taken of wear 
and tear—in other Wordt, there is no allowance for 
depreciation. But all repairs are chargeable, and 
can be brought into account for remission of tax; 
also renewals where one car is exchanged for or 
replaced by another will be allowed for, less the 
salvage of the old car. 

These matters concern a section of the medical 
profession, but all will be affected by the new basis 
of assessment. Public appointments are to remain 
chargeable on the figure of the year of assess¬ 
ment. But ordinary professional profits sure to be 
placed on a new basis, beginning with the tax 
year 1922-23—that is, one year hence. The 
basis is at present the average of the three pre¬ 
ceding years, but in the following year the 
basis will be altered to the figures of the 
year preceding. Thus in 1922-23 the tax will 
be charged on assumed profits equal to the 
actual ascertained profits of the last professional 
financial year, according to the date on which the 
accounts of the practice are usually closed. That, 
for instance, may be the present calendar year 1921. 
The rules will remain the same as at present, 
but there are important new regulations applic¬ 
able to new practices, discontinued practices, 
successions in practice, and partnership changes. 
These matters are too involved to be gone into 
here. To mention their existence is to justify the 
advice that the medical man should study all the 
directions closely, and should not be reluctant to 
call in expert aid. He may often need it. 

There is one thing to which attention ought 
to be distinctly directed, and that is the possi¬ 
bility of hardship on changing over from the one 
assessment basis to the other. Thus, suppose the 
accounts of the practice are made up annually at 
Dec. 31st. If the present system of the three years' 
average continued in force, the 1922-23 assessment 
would be on the average of the years ending 
Dec. 31st, 1919,1920, and 1921. But under the new 
basis the standard will be the 1921 profits 
only, and it may easily turn out that those 
are materially higher than the average of 1919- 
1921. If so, there may be a remedy; but it will 
be hopeless, it seems to us, to expect to obtain 
it if there are not accounts in existence for 
a good many years back. There is no remedy 
unless the practitioner can prove that the 
profits of 1919 or 1920 were less than the average 
of the six years preceding 1919 (1913-1918). If 
this can be proved then the practitioner will be 
entitled to claim that the assessments of 1922-23 
and 1923-24 shall be made on the present three 
years’ average basis. In that case the assessment 
for 1922-23 would be on the average of 1919-20-21, 
and that for 1923-24 on the average of 1920-21-22. 
That would be the end of the exceptional transition 
relief, and the assessment for 1924-25 would be on 
the profit of 1923. 

»» ■■ — 

Hypno-Narcosis. 

Great discoveries seem to bide their time and 
to appear when due almost irrespective of human 
agency. Otherwise it would be difficult to explain 
how Darwin and Wallace came to propound 
independently the principle of evolution, why 
Neptune was discovered simultaneously in two 
observatories, or whence exophthalmic goitre 
derives its three eponyms. So it was that painless 
operating emerged during the eighteen-forties in 
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four, several places, and with a different method in 
each. The tale of nitrous oxide (1844), of ether 
(1846), and of chloroform (1847) has often been 
told, but it is not so often recalled that in 1845 
James Esdaile, at the Native Hospital. Hooghlv, 
performed the first painless operation under what 
was then known as mesmeric influence. Before 
he left India in 1851 he claimed to have performed 
thousands of painless minor operations and some 
300 capital ones. James Braid, surgeon, of 
Manchester (1795-1860), to whom we owe the 
term hypnotism, did not himself use it as an 
analgesic for other than dental extractions and 
small surgical interferences such as the opening 
of an abscess. Hypnosis as an analgesic could 
hardly expect to get a fair hearing in a world 
newly impressed by the magic powers and 
apparently simple technique of ether and chloro¬ 
form. To the Deutsche Revue of March Professor 
A. A. Fribdlander, of Freiburg-i-B., contributes an 
interesting article on the psychology of hypnosis 
and its relation to surgery, in which he goes over 
with striking fairness some of this old ground. He 
points out of what inestimable value for suffering 
humanity were the experiments of Braid and 
Esdaile, and how they were rendered nugatory by 
the rapid popularisation of narcotic drugs. From 
his own experience of hypnotic phenomena Pro¬ 
fessor Fribdlander became convinced that hypnosis 
could be enlisted to aid surgery in a fashion quite 
different from that in which Braid had used it. 
From 1905 on he was led to treat patients by 
hypnotic suggestion before and during operation, 
calling this combination of hypnosis with narcosis 
hypno- narcosis. 

The advantages of hypno-narcosis in its author’s 
hands are these. Light hypnosis induced before 
an operation will establish the patient’s equanimity 
and prevent the natural anxiety associated with the 
operation and with the taking of an anaesthetic. 
The principal induction takes place just before the 
operation, the patient then being slowly anaes¬ 
thetised so that the narcotic state supervenes upon 
the hypnotic. Narcosis ceases as soon as the opera¬ 
tion is completed and hypnosis is again brought 
into use. The benefits sure immediate. The amount 
of narcotic used is reduced by one-third, or two-fifths 
of what would otherwise be required. Any toxic 
action is, therefore, of the slightest, after-effects 
being correspondingly reduced. The patient awakes 
from a sleep rather than from a narcosis. A'similar 
treatment may be employed in childbirth, the patient 
being fortified by preliminary suggestion. The 
small consumption of the anesthetic is specially 
important in Germany in view of the present high 
cost of chemical products. Hypnotic after-treat¬ 
ment is directed to securing rest and Bleep. In 
this way secondary hemorrhage is avoided, and 
the recourse to sleep-inducing drugs. Prolonged 
hypnotic sleep extended over hours, or even 
days, renders possible any special treatment 
of the patient, forced feeding, and the establish¬ 
ment of physical and mental repose. All this 
without any alteration of the surgical department 
other than the addition of an assistant instructed 
in psychotherapy, for skill in inducing hypnosis is 
all-important. Professor Fribdlander sees a great 
future for hypno-narcosis. It is destined, he thinks, 
to become the common property of practising 
physicians, and to play *the part in therapy that 
anatomy accomplishes for surgery. Without sup¬ 
porting him all along these diverging lines we may 
say that he makes out a good case for extended 
trial of hypno-narcosis. 


^nnot stiff ns. 


“Ne quid nimis.*' 


THE NECESSITY OF REGISTRATION. 

In view of the recent legislation and prospective 
regulations, medical practitioners are reminded that 
no matter what qualifications may be possessed, a man 
is not “legally qualified” or “ duly qualified ” unless 
he is registered ; and that the Medical Register is alone 
evidence upon this point “ until the contrary be made 
to appear.” For those who specially require them, 
lists are prepared each month giving the names of all 
those registered during the month, and also of those 
who have died or whose names have been removed 
from the Register for any other reason. All communi¬ 
cations should be addressed to the Registrar, General 
Medical Council, 44, Hallam-street, London, W. 1. 


THE r6lE OF PREFORMED CARBOHYDRATE8 
IN NUTRITION. 

The interesting question whether preformed carbo¬ 
hydrate in the diet is required for growth has recently 
been raised by T. B. Osborne and Lafayette B. Mendel, 
of Yale University, in the number of the Journal of 
Biological Chemistry reviewed in our present issue. 
Their results would seem to show that even what are 
now considered established principles in dietetics may 
require revision, for carbohydrates are ordinarily 
regarded as indispensable components of the food 
intake. This belief is based on the presence of more 
or less carbohydrate in the food mixtures consumed by 
the higher animals and man and on the fact that sugar 
is a constant constituent of the blood. 8ome observa¬ 
tions connected with diabetes seem to confirm this 
view; since ketone substances may be excreted in 
diabetes when sugar fails to be burned up in the 
normal manner, it would seem that carbohydrates 
are essential for the proper metabolism of the fats. 
It is known, however, that meat contains very 
little carbohydrate; yet purely carnivorous animals 
grow and maintain health on a practically pure animal 
diet. What can then be said about omnivorous 
vertebrates? Rats were fed successfully on rations 
which included protein—casein, edestin, or lean beef 
which had been thoroughly extracted with boiling 
water—inorganic salts, agar-agar, lard, butter-fat, 
and 0*4 g. daily of dried brewery yeast furnishing 
vitamin B. The yeast can scarcely be regarded as a 
significant source of available carbohydrate. Success 
was likewise attained in experiments in which no agar- 
agar was given. In these experiments the only obvious 
sources of preformed carbohydrates were the yeast 
employed and such carbohydrate impurities as might 
still adhere to the protein preparation in the dietary. 
Osborne and Mendel, as the result of their experiments, 
found that rats receiving a diet in which the amount 
of carbohydrate was at most exceedingly small can 
grow from an early age to adult size. 


TOWN 8CHOOL HYGIENE. 

“It would pay local authorities to Bcrap all school 
buildings in the centre of the cities and to build on the 
outskirts, where the winds blow, the flowers grow, and the 
birds sing.” 

This ideal was set by Mr. C. T. Wing, the repre¬ 
sentative speaker at the recent conference of the 
National Union of Teachers at Bridlington. It is in 
essence a plea for rural life and the open-air school, 
natural enough at a holiday conference on the bracing 
East Coast, but it may be doubted whether the proposal 
would justify itself economically. The borough of 
Poplar has recently demanded the rebuilding of its 
schools, but Dr. Leonard Hill has shown that if over¬ 
heated air is avoided and constant movement of air 
ensured, healthy physical conditions of atmosphere 
can be obtained in the centre of a town as well as in 
the country. Rural and urban schools evidently share 
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the same disadvantages to a large extent. Many 
village schools are insanitary. Much of the trouble 
arises from the control of the schools being much in 
the hands of a section of the community other than 
that which uses them. If every child in the country, 
irrespective of the amount of income his father earns, 
had to put in five years in an elementary school, that 
school would be a different place. Knowledge of school 
hygiene is still ahead of its practice. Teachers appear 
to be moving forward to take their place as professional 
workers, but they have still to realise as a whole that 
they must teach for physical as well as mental results. 
Over and over again, before the school doctor came on 
the scene, teachers were shown how filthy were the 
heads of school children, a fact which hardly needed 
the elaborate statistical analysis given to it in official 
reports. The plea raised by speakers at the same 
conference that teachers should attempt to improve 
their status would be greatly strengthened if they 
determined to add to their equipment a competent 
knowledge of the physical conditions requisite for the 
growth and development of their charges. Hitherto 
this side of the teachers’ work has needed continual 
impressing upon them by outsiders. Cleanliness, neat¬ 
ness, tidiness, and a joyous outlook on life are requisites 
whose importance is urgent in these days when the basic 
value of Freud’s discovery is emerging from the slime 
with which it has been surrounded. The all-powerful 
effect on the juvenile mind of suggestions of healthy 
ways and means cannot safely be neglected by any 
teacher, for one-ninth of a child's life during educa¬ 
tional years is passed in school. Still, it is only a ninth, 
and the slum in which the remaining eight-ninths is 
spent will pay better for improvement than will the 
removal of schools to the suburbs. 


A FATAL PRACTICAL JOKE * PNEUMATIC RUPTURE 
OF THE INTE8TINE. 

Dr. J. R. Buchbinder has reported a fatal form of 
joke which has been practised in America for 
some years—we have ourselves reported instances of 
its occurrence. A man was admitted to the Wesley 
Memorial Hospital, Chicago, with the history that 
two hours before, while stooping, a fellow-workman 
had placed the nozzle of an air hose close to his rectum. 
The nozzle had an inside diameter of 1| inches, and 
delivered air at a pressure of 85 lb. The man screamed 
with pain and collapsed. On admission he was in a 
state of profound shock. His face was slightly cyanosed 
and respiration was scarcely noticeable. While being 
lifted into bed, and thereafter until removal to the 
operating-room, he was seized with violent clonic spasms 
of the trunk. The heart was scarcely audible. The 
abdomen was greatly distended, but the distension 
was different from that of peritonitis; the tension 
was so great that the palpating hand could hardly make 
an impression. The abdomen was not merely rigid; 
it was extremely hard. The skin of the chest, abdomen, 
scrotum, penis, and perineum was emphysematous. 
Under procaine anaesthesia a left rectus incision was 
made. The transversalis fascia was not incised, but 
sharp-nosed forceps were pushed through in order to 
control the escape of air. The fascia tore like wet 
paper under great tension, the air rushed out with 
a report, and the abdominal wall dropped in. The 
sodden escape of air proved nearly fatal, but in a few 
minutes the patient rallied. There was a tear in the 
convexity of the sigmoid, which admitted three fingers. 
For a distance of 6-8 inches the serosa was stripped off 
and ribboned. The colon was collapsed and practically 
empty. The mucosa had herniated through the tear in 
the serosa and was frayed out as though it had been 
scraped. The meso-sigmoid was studded with small 
hemorrhages, but there was little blood and no feces 
in the peritoneum. The sigmoid tear was closed and 
the peritoneum sutured as well as it could be with 
what was left of it. A loop of descending colon 
was pulled out for colostomy. The patient was 
returned to bed and treated for shock, but died 
without fully recovering from it four hours later. 
The necropsy showed that the anus and rectum 
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had escaped injury, probably because of pelvic 
support. The colon, from the sigmoid to the splenic 
flexure had become gangrenous, which was attributed 
to destruction of its blood-supply by the impact of 
air. The remainder of the intestinal tract showed no 
injuries. In Surgery , Gynecology , and Obstetrics for 
January, 1911, E. W. Andrews collected 15 cases 1 of 
this injury, of which 13 were fatal, and reported one in 
which the damage of the sigmoid was so great that 
he performed lateral anastomosis and the patient 
recovered. In the same journal for January, 1914, 
Bendixen and Blything reported a case in which 
operation was successful and added six more cases. 
The combined statistics give a mortality of 81 per cent, 
in cases in which operation was performed. When no 
operation was performed the mortality was over 90 per 
cent. In most of the cases the anus and rectum 
escaped injury. In nearly every case the sigmoid was 
the site of injury probably because its loop and kinked 
junction with the descending colon offers obstruction to 
the rush of air. The peritoneal coat was torn to ribbons 
and the mucosa protruded. Dr. Buchbinder recom¬ 
mends that the intraperitoneal pressure should be 
immediately relieved, allowing the air to escape slowly, 
preferably by a rectal tube, and then that laparotomy 
be performed under local anaesthesia for repair of the 
ruptured bowel. Colostomy should be considered when 
there is extensive destruction at the site of rupture or 
when the blood-supply of a considerable length of colon 
is compromised. __ 

MILITARY AMBULANCE TRAINS. 

Quick transport for wounded and sick of the armies 
from the battle line to the base hospitals came to be of 
far greater importance in the late war than in previous 
wars. The large numbers of slightly wounded and 
sick who were quickly cured with proper treatment 
away from the front, and so able to resume their 
active parts in the war within a reasonable space 
of time must have formed important items in the 
military use of man-power. There was also the 
humanitarian consideration. Swift and comfortable 
transport saved many lives and an almost incredible 
amount of suffering. From the point of view of medical 
administration, there was also the enormous relief 
given to casualty clearing stations. During a heavy 
engagement thousands of wounded would be collected 
at a C.C.S., many more than the available accommoda¬ 
tion would hold, and many more than the medical and 
nursing staff could cope with, even working 24 hours a 
day. By the use of ambulance trains it was possible 
to keep selected and urgent cases at the clearing 
stations, and yet be sure that the remainder 
would immediately get food and medical attention, 
and that within a few hours they would be 
right away from the battle zone at base hospitals. 
An instructive chapter in Mr. E. A. Pratt’s book 
“ British Railways and the Great War,” tells us of the 
development and organisation of ambulance trains. 
Mr. Pratt points out that the experience of the South 
African campaign had been embodied in plans drawn 
up before the outbreak of the late war for immediate 
expansion of the ambulance-train service. Five 
ambulance coaches were used constantly from 1900 
onwards by the L. and 8. W. Railway to transfer sick 
troops arriving at Southampton from India and 
elsewhere to inland hospitals. These were expanded 
to 30 fully equipped hospital trains for overseas 
ambulance work. Further, by the end of the war 19 
trains had also been provided for the United States 
Army, bringing the total of overseas ambulance trains 
supplied by the railways to 49. Moreover, some 24 of 
these trains were organised for service in England. 
This work was carried out by committees chosen 
from general managers and superintendents of the 
railways, the military organisation being under Sir 
William Donovan and his staff. The story is one of 
ever-increasing demands for trains and also of steady 
improvement in their standardisation. A typical train 
was composed of 16 vehicles—viz., one combined brake- 

1 See The Lancet, 1911, i.. 524. 
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car for lying infections cases, one stall car, one kitchen 
and sitting officers’ car, nine ordinary lying ward-cars, 
one pharmacy car, one kitchen and mess car, one car 
for personnel, and one brake and stores car—accom¬ 
modating lying cases 320, sitting 76 (at least), stall 6, 
personnel 39—total 443. Each new train conformed to 
this general standard, but each had its improvements. 
To develop an organisation to supply all the ambulance 
trains overseas and for the extremely wide distribu¬ 
tion of patients in Great Britain was no light under¬ 
taking. Arrangements were made to send the patients 
who were entrained chiefly at Dover and Southampton 
to hospitals which had sprung up in all parts of the 
country, and an extremely complicated system had to 
be evolved to enable the authorities to know how many 
beds were vacant in all and in each of these hospitals, 
what class of cases they took, and how best to divide, 
say, a shipload of 500 patients amongst these various 
institutions, and avoid waste of mileage and of beds. 
Combined with this work were the transfers from 
hospital to hospital in the United Kingdom, designed 
to place patients nearer their own homes or in special 
hospitals From the outbreak of war until April 7th, 
1919, the total number of sick and wounded received 
into ports in the United Kingdom and conveyed there¬ 
from in ambulance trains was 2,680,000. These were 
distributed all over the country to 196 receiving stations, 
trains going as far north as Aberdeen. Mr. Pratt closes 
his excellent account with a short summary of the 
ambulance work done by rail way men. 


THE TRANSMISSION OF KALA-AZAR. 

This very fatal disease has long presented difficulties 
to investigators desirous of discovering the methods of 
its transmission. Its specific organism, the Leishman- 
Donovan body (Leiahmania donovani ), is a protozoon 
which is stated to pass through three stages of develop¬ 
ment (pre-flagellate, flagellate, and post-flagellate). 
The chief endemic area of kala-azar is at present in 
Assam, where, according to recent reports, an increased 
incidence has been observed during the last three or 
tour years. Formerly the case mortality-rate of kala- 
azar in Assam was at times as high as 98 per cent., but 
a reduction has lately been effected by the treatment 
of cases by the intravenous injection of tartar emetic. 
The setiologist has been anxiously striving to find out how 
kala-azar is spread so that appropriate measures might 
be formulated for preventing its diffusion, but as yet 
without much success. In the Indian Journal of 
Medical Research , Vol. VIII., No. 1, Captain R. Knowles, 
I.M.S., of the Pasteur Institute, Shillong, Assam, has 
published a series of “ Studies of Kala-azar,” in one of 
which he deals with some of the possible methods by 
which the disease may be transmitted. The occurrence 
of direct faecal transmission from person to person by 
contamination of hands, bedding, clothing, &c., is quite 
possible, for dysenteric symptoms are generally present 
in kala-azar cases throughout the course of the disease, 
and the bedridden, dying patient commonly con¬ 
taminates, by his bowel discharges, his clothes, and 
bedding, as well as the floor of the house and the 
furniture. It is known that the natural intestinal 
flagellates of insects are transmitted from insect to 
insect in encysted form through the faeces. It is 
certain that in man L, donovani is passed from the 
ulcers of the intestinal mucosa into the faeces. So that 
if the infection is transmitted by means of faecal con¬ 
tamination, the parasite should be present in the stools 
in some encysted or resistant form not yet discovered. 
In the careful investigations conducted by Captain 
Knowles at Shillong, however, no positive results were 
reached to support the above views; nevertheless, he 
concludes that this possibility deserves more careful 
consideration than it has hitherto received from 
investigators. It is also worth noting that in Assam, at 
least, the distribution and incidence of kala-azar is 
closely associated with insanitary conditions and with 
an absence of proper provision for excrement disposal. 

The almost universal prevalence of hookworm disease 
in Agan.nn hM led to the suggestion that perhaps the 
ankylostoma may act as a carrier of the kala-azar 


infection to man. To test this suggestion Captain 
Knowles carried out a series of careful experiments 
extending over a period of two and a half years; but 
he failed to obtain any results in support of it. The 
hookworm may possibly be a secondary host of the 
kala-azar parasite, but there is no experimental 
evidence at present in favour of the suggestion. For 
some years, and especially after the work of Patton 
was published, it was believed that the Indian bed-bug 
was the transmitting agent of kala-azar. More recently 
other ecto-parasites have also been suspected, including 
pediculi and acarinae. The position as regards the 
relation of the Indian bed-bug and kala-azar seems 
at present to be that either the bug is the true 
secondary host, and the infection passes by salivary 
infection, or, on the other hand, that there is so 
close an approximation to a true cyclical develop¬ 
ment of the L. donovani in the bed-bug that the true 
cycle may occur, not in the bed-bug itself but in some 
other blood-sucking insect. Captain Knowles points 
out that the flagellate body is almost certainly a part of 
the extra-human cycle of the parasite, otherwise, he 
asks, why it should develop uniformly in both culture 
medium and the mid-gut of the bug. On the other 
hand, serological work, and the great difficulty met 
with in attempts to infect animals experimentally 
with flagellate cultures, seem to indicate that the 
flagellate body is not the final stage of the parasite 
infective to man. The form of L. donovani infective 
to man is probably some post-flagellate stage of develop¬ 
ment of the organism. The experimental investigation 
of kala-azar is greatly hindered by the want of an 
animal which can easily and certainly be infected 
under experimental conditions. The incidence of the 
disease among Europeans in Assam has so far been 
limited to males, and' the suspected channels of infec¬ 
tion seem to be confined to ecto-parasites, such as the 
bed-bug, louse, or acarus, or to be the result of infection 
possibly acquired elsewhere, as, for instance, through 
infected ankylostoma larvm on the tea-garden soil 
getting into the human body through leaky or damp 
boots. The incidence of kala-azar in young children 
negatives the suggestion that coitus is the usual mode 
of spreading the disease. Lastly, Captain Knowles 
states that, whatever the true aetiology of kala-azar 
may be, three factors seem essentially concerned in its 
spread—namely, close personal contact, site infection, 
and repeated or prolonged exposure to the infecting 
agent. Proof that there existed some extra-human 
reservoir of the infection in some animal, amphibian, 
reptile, or fish, would explain several of the most 
puzzling features of the epidemiology, its occasional 
latency on the one hand, and on the other the existence 
of areas so saturated with the infection that every 
living person in them becomes infected sooner or later. 
Captain Knowles’s investigations, we are glad to learn, 
are being continued. _ 

LONDON AND COUNTIES MEDICAL PROTECTION 
SOCIETY. 

The annual general meeting of this society was held 
at 32, Craven-street, London, on Wednesday, April 6th, 
the President, Sir John Rose Bradford, in the chair. 
Sir John Rose Bradford, in proposing the reception of 
the annual report and balance-Bheet, pointed out that 
the number of members added to the society during 
the year had been very considerable, while the strength 
of their organisation was proved by the fact that, unlike 
so many other associations, their annual subscription 
had remained unaltered. Dr. C. M. Fegen, the honorary 
treasurer, in seconding the motion from the chair, 
stated that a reserve fund of £30,000 had been banked 
up by the Society, the expenditure had been carefully 
guarded, and that the value of their securities had been 
written down as lately as last December, so that 
the members might not be deluded into thinking that 
their very good position was a better one still. Dr. 
C. O. Hawthorne moved an amendment approving of the 
n.nnna.1 report but asking that the Council should recon¬ 
sider a decision to send representatives to the Federation 
of Medical and Allied Societies. He took up no legal 
standpoint, but submitted that the money paid by the 
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members of the Society was intended for particular 
purposes in which the pursuit of a medico-political 
policy was not included. The amendment having been 
duly seconded, the policy of the Society in subscribing 
to the Federation was defended by Dr. Fegen, who 
pointed out that the value of being affiliated to the 
Federation would be that sympathetic hearing could 
be secured from Governments, which could not pass 
over joint representations as they could those of 
individual groups. Two members only having voted in 
favour of the amendment the original motion, that the 
report and balance-sheet be adopted, was put and 
carried nemine contradicente. The meeting ended with 
the re-election of Sir John Rose Bradford as President, 
Dr. Fegen as treasurer, Mr. A. G. R. Foulerton as 
financial secretary, and Dr. Hugh Woods as general 
secretary, and all the appointments were received by 
the meeting with great cordiality. 


AN ECHO OF THE WAINWRIGHT MURDER CASE. 

Mr. F. G. Larkin, who was one of the chief medical 
witnesses in the Wainwright case 45 years ago, 
has presented to the medico-legal collection of the 
Royal College of Surgeons of England the uterus and 
neighbouring pelvic parts of Harriet Lane—Henry 
Wainwright’s victim. The evidence relating to this case 
is very clearly given by the late Mr. H. B. Irving in the 
Notable Trial Series. It will be remembered that 
Wainwright placed the dead body of his victim 
under the floor of his workroom, where it lay, 
surrounded by quicklime, for the greater part of a 
year. Yet at the end of this time Mr. Larkin 
was able to recognise that the body was that of a 
woman who had probably borne children. The 
identification of Harriet Lane was made, however, on 
other grounds. And this was fortunate, for at the 
Obstetrical Society Dr. Alfred Meadows read a note of 
the evidence which he gave at Wainwright’s trial, in 
which he pointed out that the organ presented appear¬ 
ances not believed to exist in a uterus which has been 
gravid. _ 

THE “ HEMOCLASIQUE” CRISIS- 

In a recent communication P. Brodin and Charles 
Richet 1 use this term to describe the circulatory 
changes which occur in anaphylactic shock, or which 
follow the intravenous injection of peptone. These 
changes, most of which have been noted by other 
observers, are the following: fall of blood pressure, 
delay in the coagulation of the blood, concentration, 
leucopenia, and, finally, changes in the viscosity and 
refractive index of the serum. These occur in both con¬ 
ditions, but in anaphylactic shock there are two addi¬ 
tional phenomena—i.e., the appearance of nucleated 
red corpuscles and a change in the normal differential 
leucocyte count. Biedl and Krauss some years ago 
drew attention to the resemblance between the respira¬ 
tory symptoms and the pulmonary lesions in these 
two conditions, and Brodin and Richet now present the 
additional evidence of the similarity of their “ h6mo- 
clasique” crises, as proof, if not of their absolute 
identity, at least of the very close relationship between 
them. There can be little doubt that in the dog such 
a close resemblance exists between peptone poisoning 
and anaphylactic shock, for in this animal the point of 
attack is, in both cases, the endothelial lining of the 
capillaries. In the guinea-pig, however, anaphylactic 
death is due to the asphyxia which follows the contrac¬ 
tion of the plain muscle of the bronchioles, and 
though peptone in sufficient dose also produces such 
contraction of the bronchial musculature with acute 
asphyxial death, it can cause subacute death in smaller 
doses by its action as an endothelial poison. No 
superficial resemblance between the blood changes in 
these two conditions can obliterate the essential differ¬ 
ence in poisonous action of peptone in the normal, and 
the specific antigen in the sensitised animal, the former 
functioning as a general endothelial poison, and the 
latter, as Dale and Weil have shown, following the 

1 Brodin and Richet: Compt. Rend. Soc. do Biol., lxxxiv., 298. 


union of specific antibody with antigen within the body 
cells. More important are the experiments in “crossed 
immunity” which Brodin and Richet report. A series 
of 18 dogs were sensitised by a preliminary injection of 
horse serum. One or two months later seven of these 
were given large doses of horse serum intravenously, 
with the result that one died of acute anaphylaxis, 
and three others showed severe symptoms. The 
remaining six dogs were given an intravenous 
injection of peptone one hour before they received 
the “ dechainante ” injection of horse serum, which 
in this case caused no symptoms in one dog 
and only slight effects in the others. This experi¬ 
ment affords some evidence that peptone administered 
to the sensitised animal affords a partial protection 
against the subsequent injection of the specific antigen. 
The dose of peptone used was rather large, O’1 to 0*15 g. 
per kilo of body weight, about half the dose necessary 
to render the blood of a dog incoagulable. This fact 
renders the experiments inconclusive in regard to the 
possible value of intravenous peptone injections as a 
prophylactic measure against anaphylactic shook in 
man. 


THE MANUFACTURE OF AERATED WATER AS A 
DANGEROUS INDUSTRY. 

Draft Regulations have been circulated by the 
Home Secretary, under the powers given by Section 79 
of the Factory and Workshop Act, 1901, which it 
is proposed to substitute for the Special Rules at 
present in force for the protection of workers in 
mineral water manufactories. The dangers which beset 
such workers arise entirely from the bursting of bottles 
or syphons in the various processes to which they 
are submitted, and all the regulations are framed with 
a view to such bursting, except one which orders the 
provision of waterproof aprons and boots or clogs for 
persons working in processes which involve exposure to 
wet. Such changes as are made in the draft regulations 
as compared with the Special Rules, framed in 1898, are 
due to the changes in the system of manufacture since 
that date. For example, the wearing of face guards 
and gauntlets is no longer imposed upon'all bottlers, 
because automatic filling machines now in general use 
prevent the escape of the fragments of a burst bottle. 


WOUND OF THE KNEE-JOINT TREATED BY 
CLOSURE AND IMMEDIATE ACTIVE 
MOVEMENT. 

We described some time ago 1 an advance made 
during the war by Dr. C. Willems, a Belgian surgeon, 
who treated acute arthritis, principally of the knee, 
due to infected bullet wounds, by incision and drainage, 
followed by immediate active movement, with remark¬ 
able success. Although this treatment is contrary to 
the current teaching its rationale is simple : the move¬ 
ment expels pus and prevents adhesions. In the 
Boston Medical and Surgical Journal of Feb. 17th 
Dr. L. Allen has reported a case of lacerated wound of 
the knee-joint in a child which he treated in this 
manner. A boy, aged 5 years, fell on a broken bottle 
embedded in the ice, making a jagged cut about 3 inches 
long to the outer side of the patella, which opened the 
joint. He was 40 miles away, and his medical attendant 
telephoned that he was bringing him to hospital, and 
asking what should be done for first aid. Dr. Allen 
told him to paint the wound and its neighbourhood 
with tincture of iodine, and put on a sterile dressing. 
About five hours after the accident he enlarged the 
wound under ether, picked out all clots, trimmed all 
the edges and washed out the joint with 2 per cent, 
boric acid solution, using several quarts, and keeping 
his fingers out of the wound entirely. He closed 
the synovial wound with No. 00 interrupted catgut, 
sutured the capsule with interrupted No. 2 chromic 
catgut and kangaroo tendon; closed the skin wound 
with No. 00 catgut and continuous silkworm-gut ana 
a few interrupted silkworm sutures, carried a small 

1 The Lancet, 1990, ii„ 81. 
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cigarette drain down to the capsule, and painted with 
tincture of iodine. Light sterile dressings were put on 
with the knee flexed and then extended so that move¬ 
ments could be kept up. The nurses were instructed 
to make the child flex and extend his knee to the full 
extent every two hours day and night, and to use 
passive movement if he refused. At first the child was 
afraid to move his knee, but he soon found that it was 
not painful, and a game was invented which encouraged 
him to do it. Healing took place by first intention. 
The drain was removed on the third day, and the 
sutures on the ninth and tenth days. The child was in 
bed eight days, and went home on the twelfth day. A 
report nine months after the accident shows that the 
joint is quite normal. This case is in strong contrast 
to one treated by Dr. Allen a short time before by the 
ordinary method. A young man had a bullet wound of 
the knee-joint. The treatment consisted in removing 
the bullet, debridement, drainage, and splint. He died 
from a streptococcic infection. The contrast is main¬ 
tained on turning to Willems’s results. In 100 cases, 
of which 18 were accompanied by purulent synovitis of 
a virulent type, chiefly streptococcic, he had no deaths 
and no amputations. There was one resection and 
only two stiff joints. _ 

FOOD AND THE PEOPLE. 

A recent question addressed to Dr. Addison in the 
House of Commons asking what steps he was taking to 
alter war-time food substitutes, in view of their effect 
on the physique of the worker and his children, elicited 
the reply that substitutes such as margarine had 
generally been adopted by consumers for economic 
reasons, and, so far as he was aware, all staple 
articles of food were now freely available. The reply 
read somewhat as a disclaimer and misled us, along 
with others, into supposing that the Minister of Health 
was unable to offer the practical dietetic advice of 
which as a nation we stand so much in need just now, 
forgetting that—as appeared elsewhere in our columns— 
the issue of a pamphlet on these very matters had been 
foreshadowed by the Minister. It is, of course, well- 
nigh impossible for anyone to make general statements 
on food values which are not liable to be misconstrued. 
Professor Gowland Hopkins found this so early this year 
when his Huxley lecture, which we published in full, 
gave a section of the daily press occasion to bury 

“those d-d calories” along with all the carefully 

measured demands of the body which they represent 
and the slight intellectual effort required to appreciate 
them. After all, calories can be measured, while 
accessory food substances, until they have been 
isolated, cannot. We propose to spell “ vitamin ” in 
future without the “e” in order to avoid the appear¬ 
ance of spurious accuracy implied by the ending ine,” 
which should strictly now only be given to organic 
bases. When the researches being conducted jointly 
by the Ministry of Health and the Medical Research 
Council are completed, and the pamphlet follows, its 
issue will be very welcome. 


AN/ESTHETICS FOR AN UNUSUAL PURPOSE. 

The National Anaesthesia Research Society, whose 
activities in America we have commented on with 
admiration on previous occasions, publish in their 
latest bulletin an interesting example of a novel use 
for anaesthetic administration. Hitherto what associa¬ 
tion there has been between anaesthetics and crime has 
been for the benefit of the criminal. Actually such an 
association is rare in real life, although very common 
*u fiction. The novelists’ criminal, we may remark 
m Passant, when he employs chloroform has a positively 
supernatural skill in obtaining rapid results. The 
handkerchief appears to be applied to the victim’s face 
one moment and the next he, or more often she, lies at 
tne mercy of the administrator. The induction, more- 
°T er > appears to be as safe as it is rapid, for the victim 
always awakes. Anaesthetics have now been turned in 
joal life against the criminal. They have been used to 
demonstrate the possibility of phonation on the part of 
a man accused of murder who steadfastly refused to 


utter a word for two weeks. The account presented 1 is 
not perfectly clear, but apparently the man was given 
nitrous oxide first, to what stage of narcosis we are not 
told, and then ether to the excitement stage. At this 
point he exclaimed loudly and the physician in attend¬ 
ance was satisfied that ‘ 1 he conld have talked all along 
if he had so desired.” _ 


DELAYED REPORTS. 

In almost identical words do the Sanitary Commis¬ 
sioner for the Madras Presidency and the medical 
officer of health for the county of Gloucester deplore 
the failure of subordinate health officers punctually to 
submit their sectional reports. The delay in each 
case has impeded the preparation of the larger and 
more comprehensive report from which alone hygienic 
lessons can be drawn, with the result that these lessons 
are unduly held back. Reports for 1919 are still coming 
in, and it is difficult to believe that they have not lost 
their freshness for the wider public whom every active- 
minded medical officer of health hopes to reach. We have 
more than once dwelt on the official report as popular 
educator, and we hope that this view may be found 
to lighten what is too often regarded as mere clerical 
drudgery. Everyone cannot hope to write with the racy 
pen of some county medical officers, but all should bear 
in mind the educational value of a prompt and vivid 
report. _ 

We regret to announce the death of Dr. Henry Barnes, 
O.B.E., LL.D. McGill, consulting physician to the 
Carlisle Infirmary, and the author of well-known 
works on Cumberland medical topics. 


" An Interim Report presented on April 12th by the 
King’8 Fund Policy Committee to King Edward's 
Hospital Fund for London recommends a careful 
inquiry to see whether the problem of voluntary 
hospital finance could be solved if the voluntary sub¬ 
scriptions of the charitable public were supplemented 
by a graduated system of patients’ payments from those 
able to pay at the time of illness and by insurance on 
the part of those who are unable to do so, the hospitals 
agreeing to limit free treatment, except in emergencies, 
to those unable either to pay or to insure. 


j&trirites. 


QUEEN ALEXANDRA’S MILITARY FAMILIES’ 
NURSING SERVICE. 

This servioe, consisting of matrons, sisters-in-charge, 
and staff nurses, will take over the permanent nursing 
establishment of the military families’ and military isola¬ 
tion hospitals. The rates of pay and pension will be the 
same as those laid down for the corresponding ranks in 
Queen Alexandra’s Imperial Nursing Service. 

ROYAL NAVAL MEDICAL SERVICE. 

Surg. Lieut.-Cmdr. (D.) E. E. Fletcher to be Surgeon- 
Commander (D.). 

Surg. Lieut. J. B. Crawford to rank of Surgeon Lientenant- 

Commander. - 

ROYAL ARMY MEDICAL CORPS. 

Temp. Lieut.-Col. E. W. White relinquishes his commission and 
retains the rank of Lieutenant-Colonel. 

Major W r . Byarn relinquishes the temporary rank of Lieutenant- 
Colonel on reduction of establishment. 

Temp. Major E. H. Marshall (Major, R.H. and R.F.A., T.F.) 
relinquishes his temporary commission. 

Capt. and Bt. Major J. I). Kidd relinquishes the acting rank of 
Major. 

Temporary Captains relinquishing their commissions and retain¬ 
ing the rank of Captain: E. J. Maxwell, J. A. Martin, R. H. 
Balfour-Barrow, P. G. Simpson, D. Evans, T. L. Davies, D. C. 
Smelzer, H. P. W. Lincoln, W T . Pritchard-Airey, J. H. Whiteside, 

and A. G. Leitch. - 

ROYAL AIR FORCE. 

Medical Branch. —A. F. Wright, A. E. Jenkins, and W. B. Wilson 
are granted temporary commissions as Flight Lieutenants. M. J. 
Cahalane, O. St. L. Campion, and S. E. Elphick are granted short 
service commissions as Flight Lieutenants. 

The undermentioned relinquish their temporary' commissions 
on return to naval duty: Wing Commander G. D. Bateman 
(Surgeon Commander, R.N.) and Squadron Leader A. R. Sharrod 
(Burgeon Lieutenant- Commander, R.N.). _ 

1 Current Research in Anaesthesia and Analgesia, Bulletin No. 9 
March, 1921. 
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EXCESSIVE PRESCRIBING BY PANEL 
DOCTORS. 

(From a Legal Contributor.) 

While it may reasonably be supposed that every 
practitioner having charge of a panel is more or less 
acquainted with the rules under which he carries out 
his duties, he is probably not very familiar with the 
decisions of the tribunal which is called upon to consider 
alleged breaches of .the rules. They are not reported, 
like ordinary cases, in the daily press, and are only 
published at long intervals. The following notes set 
forth some general principles laid down in the cases 
which have been reported; the references are to two 
volumes of reports published in 1917 and 1919 respectively 
as Parliamentary papers. 

The Drug Fund . 

With respect to excessive claims upon the Drug Fund, 
Article 40 of the National Health Insurance (Medical 
Benefit) Regulations (England), 1913, is in the following 
terms:— 

40.—(1) Where it appears to the Panel Committee that by 
reason of the character or amount of the drugs or appliances 
ordered for insured persons by any practitioner or practi¬ 
tioners on the panel, the cost of the supply of those drugs 
and appliances is in excess of what may reasonably be 
necessary for the adequate treatment of those persons, the 
Panel Committee may, and if any representations to that ! 
effect are made to them by the Pharmaceutical Committee 
shall, make an investigation into the circumstances of the 
case, whether in respect of the drugs and appliances ordered 
by an individual practitioner or generally as to the orders 
given for drugs ana applianoes by practitioners on the panel. 

(2) The Panel Committee shall, after hearing the Pharma¬ 
ceutical Committee and any practitioner concerned, make 
a report to the Committee, and if, after considering the 
report, the Committee are of opinion that an excessive 
demand upon the Drug Fund has arisen owing to orders 
given by a practitioner which are extravagant either in 
character or in quantity they may, if they think fit, make 
such deduction from the amount payable to that practitioner 
by the Committee as they think fit, and shall pay the amount 
so deducted to the credit of the Drug Fund: provided that 
the practitioner shall be entitled to appeal to the Com¬ 
missioners, whose deoision shall be final. 

Appeals. 

Appeals are dealt with by the Commissioners under 
the provisions of Article 51 of the Regulations, which 
empowers them either to decide the case without a 
hearing, or, if they think that a hearing is required, to 
authorise any two or more of their number to hear and 
determine the appeal. It is to be observed that the 
Panel Committee must make the investigation, and that 
they must listen to representations made by the 
Pharmaceutical Committee. All the cases which follow, 
except the last, were decided under Article 40; but it 
is important to notice that this Article was revoked and 
replaced by Article 9 of the Regulations made in 1916. 
Under this Article the Pharmaceutical Committee no 
longer takes any part in the proceedings; the Panel 
Committee may, if dissatisfied with the Insurance 
Committee’s decision, refer the matter to the Com¬ 
missioners, when both the Panel Committee and the 
practitioner concerned may be heard. 

Notwithstanding this change, the following cases lay 
down some valuable principles. The Panel Committee 
may not delegate their powers. In one case the Panel 
Committee appointed five of their members as a sub¬ 
committee to investigate cases of alleged excessive 
prescribing, and the appellant was invited to attend, 
and attended a meeting of this subcommittee. He was 
not given an opportunity of appearing before the Panel 
Committee itself. It was held that the Panel Committee 
had no power under the Regulations to delegate to a 
subcommittee their duty of hearing the practitioner, and 
that the irregularity of procedure invalidated the Panel 
Committee’s report. 

It does not appear to be necessary that the Committee 
shall be satisfied by evidence on oath. They may 
apply their own knowledge and experience. In a case 
decided on March 16th, 1915, the Insurance Committee 
withheld money from the appellant on the ground that 
the quantities of lin. methyl, sal. ordered by him were 


excessive. The appellant, in a written statement 
addressed to the Panel Committee, had put forward the 
plea that the circumstances of the neighbourhood where 
his patients resided were such as to call specially for 
lin. methyl, sal. The Panel Committee, after con¬ 
sidering this statement, recommended that money 
should be withheld from the appellant, and stated in 
their report that in arriving at this decision they had 
acted “on their knowledge as general practitioners as 
to the quantity likely to be necessary.” It was held 
that on this point the Insurance Committee were 
entitled to accept the expert opinion of the Panel 
Committee as conclusive. 

Statistical and Other Evidence . 

There must, however, be evidence of some kind. 
Statistical evidence does not generally suffice, standing 
alone, to justify the inference of extravagance; but in 
conjunction with evidence derived from the character 
of the prescriptions themselves and in the absence of 
satisfactory explanation by the doctor, it may assist 
both in establishing the fact of extravagance and in 
enabling a reasonable estimate to be made of the 
additional cost thereby caused to the Drug Fund. But 
where statistical evidence is put forward and the 
practitioner fails to give an adequate explanation of a 
charge of extravagance, it may be sufficient. So where 
the cost of the appellant’s prescriptions calculated 
on this basis as compared with the general average 
of the panel doctors’ prescriptions on a similar basis 
is represented by a percentage of 214*4. The actual 
cost of the prescriptions for the period of six months 
was £58 13#. 9 d., and the number of persons on his list 
was 262. Having these figures before them, together 
with the other evidence referred to above, the Panel 
Committee reported that they found that there was 
evidence of general extravagance and unnecessary 
frequency in prescribing, and that they estimated the 
excess thus caused at 50 per cent, of the total cost of 
the prescriptions. The Insurance Committee, on the 
recommendation of their Medical Benefit Subcommittee, 
accepted this estimate and decided to deduct £29 6«. lOd. 
from the doctor’s remuneration. The Commissioners 
reduced the deduction to £15, but stated that in so 
doing “ they have acted on the view that the provision 
for a reduction is largely intended to be a deterrent, 
and have had regard to the fact this is the first 
occasion on which a charge of extravagance has been 
made and established against this practitioner.” 

A Concrete Example . 

The following is a good example of what has been 
regarded as extravagant prescribing. 

The average cost of the appellant’s prescriptions for 
two quarters per insured person on his list was respectively 
12'67a. and 8’59 d. as compared with a general average for ail 
practitioners on the panel of the area of 6*21d. and 5*83d. 
In addition to this ana other statistical evidence, there was 
a report which showed that orders for malt and oil had been 
given by the appellant much more frequently than was 
warranted by the dosage which he himself directed. The 
Commissioners found that the Insurance Committee were 
justified in arriving at the conclusion that there had been 
extravagance and dismissed the appeal from a deduction of 
£21 13s. 3d. 

In a case in which several panel doctors were concerned 
(Vol. I., p. 92) the Panel Committee had taken the view that 
the investigation by them of particular prescriptions would 
be an undue interference with the doctor’s treatment of his 
patient. The Commissioners, however, stated that this 
view was inconsistent with the proper discharge of the 
Committee’s functions under the Regulations. 

It is not sufficient for a Panel Committee to invite a 
practitioner,against whom extravagant prescribing is alleged, 
to inspect his own prescriptions and give explanation; indi¬ 
vidual prescriptions which appear to indicate extravagance 
should be put to the practitioner. 

A claim on the part of a practitioner to discuss with the 
Panel Committee seriatim the whole of his prescriptions 
(amounting to some three thousand) and to have the insured 
person for whom the prescription was ordered in attendance 
at the meeting was held unreasonable and not warranted by 
the Regulations. (Vol. I., p. 108.) 

It should be mentioned that in the Scotch case of MitchellI r. 
The Insurance Committee of the Burgh of Aberdeen, (1918) 
1 S.L.T. 316, Lord Salvesen decided that the Committee were 
not bound to investigate every case treated by the doctor. 
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(a) organisation of a district health service, (b) duplica¬ 
tion of medical staff in order to bring meaical relief 
within reach of rural populations, (c) to establish a record 
of the history and periodicity of epidemic disease within 
its jurisdiction. 

No one will deny that this is an ambitious pro¬ 
gramme in itself, but it is only a fraction of what 
requires to be done, and it is to be hoped that some real 
benefit will accrue to public health in South India 
from the work of the Consultative Council. 

Report of Sanitary Commissioner. 

The Sanitary Commissioner’s Report for 1919 has 
recently been published. As the Government remarks, 
“ the utility of the report is greatly impaired by its late 
receipt, and the failure of certain local authorities to 
submit their returns punctually is unsatisfactory.” 
The report covers a wide range of subjects. 

In every district the birth-rate is markedly below the 
average for the five years ending 1918, and although defective 
registration is the cause assigned, the Government does not 
altogether accept this view and considers that the Sanitary 
Commissioner should endeavour by intensive examination 
in selected areas in each district to arrive at some coefficient 
of error to decide to what extent, if at all, the statistical 
decline in birth is real. A curious commentary made 
by the Board of Revenue is quoted—viz., that the 
registration of vital statistics is less satisfactory in areas 
where it is compulsory than in areas to which compulsion 
has not been extended. Public health in 1919 was under all 
heads much better than in 1918, and the death-rate in many 
districts was below the average for the previous five years. 
At the same time a very considerable number of districts 
and municipalities showed a very high death-rate, and there 
seems little doubt that influenza continued during 1919 to 
take its toll of victims over large areas in the Presidency. 

Infantile mortality throughout the Presidency is appall¬ 
ingly high, and, as Government remarks, “ does not reflect 
credit on local self-government.” In Madras City, in spite 
of the child-welfare scheme which is now three years old, 
the rate is 332 per thousand, whilst the Presidency average 
is 246*2. Cholera accounted for 93,262 deaths, but so long as 
the provision of protected water-supplies is so backward— 
46 out of 74 municipalities having no protected supply—it is 
very unlikely that cholera will be effectively controlled. 
Moreover, nothing is known of the history and periodicity 
of the disease even in those areas most susceptible to infec¬ 
tion, and this aspect of preventive work must receive atten¬ 
tion before any definite policy can be laid down in regard to 
the protection of water-supplies. 

Plague deaths totalled 5645, against 12,859 in 1918, but it is 
suggested that a more comprehensive programme of pre¬ 
ventive measures should be drawn up, including intensive 
rat destruction, the provision of rat-proof godowns, &c. 

General sanitation and conservancy are defective, 
and few municipalities are provided with a sufficiency 
of public or private latrines. Of 16 posts sanctioned 
ior health officers only four are filled, as medical men 
are very reluctant to accept service under municipal 
councils. Even men qualified as sanitary inspectors 
avoid service under local bodies if they can get other 
employment, and this is not surprising when one is 
acquainted with the complete lack of interest taken in 
public health even by the more advanced local bodies. 

Madras, March 17th._ 

HUNGARY. 

(From our own Correspondent.) 

The University of Kolozsvdr ( Klansenburg ) in Budapest. 

As Kolozsvar, the capital of Transylvania, has been 
in Roumanian territory since the Treaty of Versailles, 
the University of Kolozsvar (the Francis Joseph Uni¬ 
versity, so named because it was erected at the 
private expense of the late King of Hungary), has 
been taken over by the Roumanians in the second half 
of the 1919-20 school year. The name of the Uni¬ 
versity and the language in which lectures are 
delivered have been changed. Several professors 
have been asked to take the “oath of faith,” which 
would have enabled them to retain their positions on 
the understanding that they learnt Roumanian, after 
which they would be required to lecture in that 
language. Most of the lecturers have, however, refused 
to take this oath, preferring to run the risk of dis¬ 
missal. Numerous professors and lecturers have 


voluntarily left Kolozsv&r (Roumania) and have 
repatriated themselves by coming to Budapest. At 
the latter city it was a very difficult matter to 
house the university suitably in view of the great 
scarcity of available accommodation. The offices of 
the rector and dean have been placed in the build¬ 
ing of a “ middle school,” but various university insti¬ 
tutions are now scattered over the whole city. The 
great distances to be traversed between them cause 
serious difficulty in the working of the university, which 
at present contains 600 students. It is intended to move 
the university to Szeged or Debretzin. The former city 
(population about 150,000) has offered two palaces for 
the buildings, and has guaranteed suitable accom¬ 
modation for all members of the staff, in addition to 
promising contributions towards maintenance, amount¬ 
ing to several million kronen. A decision will be 
reached by the university authorities in September. 

A Professors Relations with Bolsheviks . 

In the autumn of last year the Hungarian Govern¬ 
ment issued an order that investigations should be 
made into the behaviour of public officials during the 
period of Bolshevik rule in Hungary. University 
professors and lecturers have also been considered as 
public officials, and those found to have shown 
Bolshevik tendencies were discharged from their 
positions. After these investigations had been held there 
appeared in a Budapest daily paper an article headed 
“Dr. Emil Gross, the Bolshevik University Professor.” 
In this article the professor (who is well known in 
England, having been president of the Hungarian 
Section of the International Medical Congress in 
London in 1913) was seriously slandered. He was 
said to have erected marble tablets in his clinic to 
commemorate the visits of princesses who consulted him 
during the war, but to have taken them down during the 
Bolshevik revolution. The article also contained the 
indictment that Professor Gross offered his professional 
services to Bela Kun, the Bolshevik dictator, as his 
family doctori Professor Gross, as a university man, 
was empowered by the Minister for Public Instruction 
to take legal proceedings against the writer of the 
article. The case was heard and the journalist who 
was responsible for its publication said that it was the 
work of a medical student, who confessed to having 
written it, but stated that he had given it to the 
journalist to edit and confirm the contents before 
publication. The article had appeared as it was 
written, however, and the journalist was sentenced to 
60 days’ imprisonment for calumny and fined the sum 
of 1200 crowns. 

An Interesting Case of Medical Secrecy. 

One day during March a venereal diseases specialist, 
seated in the large warm-water basiu in the ante¬ 
chamber to the steam hall of the Turkish baths at 
Debretzin, recognised in a young man who was about 
to enter the water one of his own patients who had 
consulted him two weeks previously for an extensive 
syphilitic sore on the penis. The physician had ordered 
him calomel ointment, and, knowing that the sore 
could not be healed, got out of the water, went up to 
his patient, and whispered to him that he must not 
enter the basin on account of his chancre. The man 
told him that the chancre was already healed, where 
upon the doctor remarked that he declined to sit with 
him in the same basin, and that he would summon the 
manager of the baths if the other persisted in entering 
the water against his advice. As the patient refused to 
comply with the request the specialist sent for the 
manager and explained matters to him. The latter 
pointed out that the rules of the public baths prohibited 
men with wounds, skin diseases, &c., from entering 
common baths. The young man thereupon dressed 
himself, went away, and consulted another specialist, 
who gave him a written certificate that on that day his 
sore had healed, leaving only a hard infiltration. The 
young man sued the doctor for trespassing the medical 
secrecy laws, but lost his case, the court decreeing that 
the specialist only carried out his professional dutj% 
being right to presume that the chancre had not healed 
I in so short a time, and acting in the interests of the 
I community in so doing. 
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Persecution of Jewish Students at Budapest University. 

A few days ago some women students, believed to be 
Jewesses, being seated in the front at a lecture by Dr 
Paul Haiy, professor of physiological and pathological 
chemistry, were ordered by certain male students to 
move to the back benches. The incident was reported in 
a morning paper, and on the following day, after a lecture 
a student rose and declared that until the newspaper 
article had been withdrawn or corrected Jewish students 
would not be admitted to the lectures. No correction 
naturally, did appear, for the article had contained 
only the truth. The door of the Institute of Physio 
logical and Pathological Chemistry was barricaded 
against Jews, who were told they would only gain 
admission by revealing the name of the writer of the 
article. Professor Hary finally came and persuaded the 
men concerned, who belonged to the Anti-Semitic Union 
of University Students, to desist from such measures 
against their comrades, and undertook to find out who 
made the matter known to the press, promising to 
express his reprobation of this publication of the internal 
affairs of the University. 

Foreign Bodies in the Stomach . 

In Szombathely a commercial clerk, 19 years of age 
recently sought the advice of a club doctor for pains in 
the stomach ; on palpation the latter diagnosed a tumour 
and sent him to hospital, where X ray examination 
revealed the presence of material, probably metal, which 
gave a large shadow. Dr. Peto extracted at the operation 
43 wire nails, 3£ inches in length, together with 20 
pieces of lead of the same length as the nails. Finally 
he found among the intestines the blade of a penknife 
The aggregate weight of these objects amounted to 
more than 500 grammes. After being awakened from 
narcosis the man was asked how the foreign bodies 
came to be in his stomach, but said he did not know 
how he could have swallowed them. His relatives 
stated that he was mentally unbalanced and exces¬ 
sively religious; they thought it probable that he 
swallowed the objects during his periods of exaltation. 


URBAN VITAL STATISTICS. 

(Week ended April 9th, 1921.) 

English and Welsh Towns .—In the 96 English and Welsh 
towns, with an aggregate population estimated at 
18} million persons, the annual rate of mortality, which 
bad been 13-9,13*0, and 13*0 in the three preceding weeks 
fell to 12*5 per 1000. In London, with a population of 
4 } million persons, the death-rate was 13*4, or 0*2 per 
1000 above that recorded in the previous week, while among 
the remaining towns the rates ranged from 41 in Acton, 6*3 
in Ilford, and 6*4 in Edmonton, to 17*1 in South Shields, 17*2 
in Halifax, and 17*5 in Oldham. The principal epidemic 
diseases caused 228 deaths, which cones.tonded to an 
annual rate of 0*6 per 1000, and comprised 64 from 
in&ntile diarrhoea, 57 from diphtheria, 52 from whooping- 
cough, 38 from measles, 14 from scarlet fever, and 3 from 
enteric fever. Whooping-cough caused a death-rate of 
1*5 in Burnley, and diphtheria of 2*5 in Exeter. The deaths 
from influenza, which had been 151,122, and 130 in the three 
preceding weeks, fell to 97, and included 38 in London and 
5 in West Ham. There were 3453 cases of scarlet fever 
and 2626 of diphtheria under treatment in the Metropolitan 
Asylums Hospitals and the London Fever Hospital, against 
36X) and 2689 respectively at the end of the previous week. 
During the week ended April 2nd 5 cases of encephalitis 
lethargica were notified in the County of London, and 
comprised 2 in Wandsworth, and 1 each in Camberwell, 
Paddington, and Bt. Pancras. The causes of 32 of the 4454 
deathB in the 96 towns were uncertified, of which 7 were regis¬ 
tered in Birmingham, 6 in London, and 3 in South Shields. 

Scottish Towns .—In the 16 largest Scottish towns, with an 
aggregate population estimated at nearly 24 million persons, 
the annual rate of mortality, which had been 17*8,15*3, and 


15*5 in the 


per 1000. 


thi*ee preceding weeks, fell to 15*1 
The 343 deaths in Glasgow corres]x>nded to an annual rate 
of 16*3 per 1000, and included 27 from whooping-cough, 
3 from infantile diarrhoea, and 2 from scarlet fever. The 122 
deaths in Edinburgh were equal to a rate of 14*3 per 1000, 
and included 3 from infantile diarrhoea, 2 from measles, 
and 1 each from whooping-cough and diphtheria. 

Irish Tenons .—The 154 deaths in Dublin corresponded to an 
annual rate of 19 0, or 0*2 per 1000 below that recorded in the 
previous week, and included 4 from infantile diarrhoea, and 
1 each from enteric fever and scarlet fever. The 130 deaths 
in Belfast were equal to a rate of 16*1 per 1000, and included 
9 from whooping-cough, 3 from measles, and 1 each from 
enteric fever and infantile diarrhoea. 


$nMk lealfjj. 


ANNUAL REPORTS OF MEDICAL OFFICERS OF 
HEALTH. 


County op Derby. 


Dr. Sidney Barwise makes some interesting remarks 
on the subject of the prevention and treatment of tuber¬ 
culosis in his annual report for 1919. In common with 
most parts of England, there has been in Derbyshire 
during the previous few years an increase in the number 
of cases of tuberculosis and deaths resulting from the 
disease. The number of notifications and deaths 
respectively from all forms of the malady were in 1915, 
990 and 557; in 1916, 1098 and 552; in 1917, 1146 and 
621; in 1918, 1123 and 667; and in 1919, 1176 and 525. 
During the last 30 years, however, the death-rate from 
pulmonary tuberculosis in the county has declined 
much more rapidly than in England and Wales as a 
whole. 

If any real advance is to be made in the prevention 
and treatment of tuberculosis, those engaged in the 
work should have in mind the many unsolved problems 
connected with the disease and take every opportunity 
of increasing our knowledge of the subject by observa¬ 
tion and inquiry concerning aspects of the question that 
still remain obscure. As a result of study of the litera¬ 
ture, Dr. Barwise gives an excellent synopsis of the 
more modern views, and allusion may be made to 
certain of the points discussed by him. Tuberculosis is 
the most widespread of diseases ; it accounts for 10 per 
cent, of all deaths in England and Wales. It is widely 
distributed throughout the world. In America it is 
more common amongst the negroes, although it was 
almost unknown amongst them while they were in 
slavery. After the blacks, the Irish suffer most in 
America, while the incidence of the disease among the 
Jews is relatively small. Among the North American 
Indians tuberculosis was unknown while they were 
uncivilised. In 1896 half of certain tribes had been 
exterminated, in spite of a birth-rate of 41 per 1000. 
In nine reservations 66 per cent, of the deaths were 
from tuberculosis. 

A few years ago the generally accepted view was that 
phthisis was due to inhalation of tubercle bacilli in 
dust from dried sputum, and that over 50 per cent, of 
glandular and abdominal tuberculosis was due to the 
consumption of milk containing the bovine type of the 
tubercle bacillus. Investigations on the portals of 
entry into the body of the specific micro-organism have 
modified our views on this subject. It is probable that 
the risk of infection from dried sputum is not very 
great. A leading authority, F. M. Pottenger, has 
recently described tuberculosis as primarily a disease 
of the lymphatic system, and there is a considerable 
amount of evidence in favour of the view that the 
tubercle bacillus gains access to the body through the 
tonsils or intestine. The droplets sent out in coughing 
by a person in certain stages of the disease are 
probably one of the chief sources of infection. Walsham, 
in 1903, called attention to the tonsil and the cervical 
glands as a common channel of entry. He found that 
in 34 consecutive post-mortem examinations on the 
bodies of patients who had suffered from tuberculosis, 
the tonsils were infected in no less than 20. Beattie 
and Dixon express the view that the commonest mode 
of entry in the human subject—except in the case 
of young children—is by way of the tonsils, and 
perhaps in some cases by way of the teeth. The 
bacilli pass to the cervical glands, and into 
the lungs by way of the peri bronchial lymphatics. 
From the root of the. lung the path of infection 
may be outwards and upwards, involving the apex 
of the upper lobe, or it may spread fanwise and involve 
the pleura. There is now fairly general agreement 
with Sanarelli’s view that man only survives by having 
acquired immunity as a result of a mild attack of 
tuberculosis early in life. Support is, of course, given 
to thiS view by the large proportion of bodies showing 
either active or healed manifestations of the disease at 




824 The Lancet,] 


PUBLIC HEALTH. 


[April 16,1921 


post-mortem examinations made upon persons who 
have died from other causes. 

Having discussed many of the problems in connexion 
with the transference of the malady Dr. Bar wise makes 
a few practical suggestions on the public health appli¬ 
cation of the lessons learned. The improvements 
necessary in housing are better ventilation, better 
facilities for washing, better places for storage of food. 
The efforts of health visitors should be concentrated on 
preventing infection during the first few years of life. 
The child should not be allowed to crawl on the 
kitchen hearthrug, but have a clean washable crawling 
rug, and its hands and face must be washed before 
each meal. If infected during the first year of life the 
result is almost always fatal, and children should 
be removed from tuberculous mothers, as Bang, of 
Copenhagen removed the calves from tuberculous 
cows. Again, the campaign against tuberculosis in 
cattle must be proceeded with, and until milk is 
available from certified tubercle-free cows, that given 
to infants under two years of age must be sterilised. 
We must remember, however, that the child has to 
acquire immunity. It cannot always be kept wrapped 
up in cotton-wool. After it has reached the age of 
2 years, it should, in Dr. Barwise’s opinion, take its 
risk in acquiring immunity through a localised tuber¬ 
culosis by allowing it occasional small doses of the 
ordinary milk of commerce. 

County op Gloucester. 

In presenting his annual report for the year 1919, Dr. 
J. Middleton Martin again refers to the difficulty 
experienced in obtaining from the district medical 
officers of health copies of their annual reports within a 
reasonable period of the end of the year under review. 
Many of these were sent to the county council at a very 
late date, thus impeding the preparation of the B.mym.1 
report for the county as a whole. 

The number of births registered in Gloucestershire 
during 1919 was 5276, giving a rate of 16*4. 
This is the largest figure since 1916, and there is a 
distinct tendency toward a return to pre-war rates, 
though the recovery is as yet by no means complete. 
On analysis of the figures it is found that, when 
comparison is made with 1917, which was the year 
of lowest birth-rate, there has been an increase of 
only 9 per cent, in legitimate births and of 30 per cent, 
in illegitimate births. In rural districts the increase 
in legitimate births is as low as 5 percent., and the 
corresponding figure for illegitimate births is 53 per 
cent. The total death-rates in both urban and rural 
districts are the lowest recorded since 1914. The rate 
for the whole county was 14*0, as compared with 
13*8 for England and Wales. The statistics for 1919 
show that influenza was again responsible for an 
unusually large number of deaths (335), though for 
by no means so many as in 1918 (849). Bronchitis 
was the cause of death in 819 cases, as compared 
With 234 in 1918, 292 in 1917, and 293 in 1916. The 
number of deaths ascribed to heart disease was 670, 
which is the maximum recorded, though not greatly 
above the numbers for 1917 and 1916, which were 
652 and 650 respectively. The number of deaths from 
pneumonia was 222. From pulmonary tuberculosis it 
was 235, as compared with 329 in 1918 and 361 in 1917. 

Rhondda Urban District. 

Dr. J. D. Jenkins’s annual report for the year 1919, 
though not yet restored to its pre-war dimensions, 
contains much interesting material relating to the 
health and sanitary circumstances of the district. The 
general death-rate for the year under review was 13*1 
as compared with a rate of 15*9 in 1918, and an average 
rate of 14*4 for the previous 10 years. The zymotic 
death-rate of 0*7 is the lowest for the last 30 years, and 
is less than half that of the previous year. The 
infantile mortality-rate was 111, which is rather higher 
than that for the two previous years. Housing is one 
of the chief public health problems in this district. 
The tendency to overcrowding which existed before 
the war has since become much emphasised. It is 
probable that 1200 tenements give lodgement to more 
than two persons per room. As a result of inspection 


of over a fourth of the houses in the district within 
recent years it may be stated that between four and 
five thousand houses intended for the accommodation 
of single families have become occupied by two or 
more families per house. Overcrowding is steadily 
increasing owing to the dearth of houses, and it is 
estimated that it will be necessary to erect approxi¬ 
mately 1000 houses a year to remedy the existing 
unsatisfactory state of matters in this respect. The 
majority of existing houses are comparatively new, 
commodious, and generally fairly well built of native 
Pennant sandstone, but the number provided with 
baths forms a small minority. The defects found in 
the houses that have recently been inspected were, 
for the most part, in the nature of general dilapidation 
attributable to inattention or neglect during the war 
years and consisting of defective walls, roofs, doors, 
and windows, insufficient or broken yard-paving, and 
dilapidated sanitary conveniences. Even before the 
war difficulty was experienced by owners of property 
in obtaining skilled labour, and this, of course, became 
progressively greater and ultimately insurmountable 
during the war years. The position was further 
aggravated by the increase in the price of building 
material and by the restrictions imposed upon its 
purchase. Having regard to these difficulties the 
Rhondda urban district oouncil, under the provisions 
of the Housing Acts, 1890 to 1919, have decided to under¬ 
take themselves to a greater extent than formerly, 
the repairs of houses not in all respects reasonably 
fit for human habitation in instances where the owners 
fail to comply with the requirements of notices served 
upon them. Information concerning 115 suoh houses 
has been lodged with the surveyor to the council, 
whose department is entrusted with the work, which 
is now proceeding in three portions of the district 
simultaneously. 

County Borough of Birkenhead. 

In the preface to the annual report for 1919 Dr # 
D. Morley Mathieson, who was appointed as medical 
officer of health of this county borough on the death of 
his predecessor, Dr. Sidney Marsden, makes reference 
to the circular issued by the Ministry of Health in 
January, 1920, in which it is stated that a survey in 
annual health reports of existing conditions and arrange¬ 
ments is specially needed at the present moment— 

“to form the basis of that careful and comprehensive 
scheme of health developments generally which it is hoped 
may shortly follow, in every locality, upon the recent 
unification in the Ministry of Health of the various central 
functions in respect of all matters affecting the health of the 
people; since this unification of the central administration 
implies and, indeed, cannot be effective without a corres¬ 
ponding coordination of local health activities.” 

Dr. Mathieson thinks that the Ministry’s pronounce¬ 
ment will be welcomed as indicating a new policy and 
that it will have the effect of encouraging each local 
authority to look upon its health problem as a whole. 
This means getting away from the sectional view that 
the health of an infant, the health of a child attending 
school, the health of a tuberculous workman, the health 
of an expectant unmarried mother, are quite distinct 
problems calling for separate staff, isolated premises, 
and different methods. It means realising that all 
these and many other sides of public health work are 
essentially one, and that only when the machinery for 
dealing with them is gathered into one central work¬ 
shop, and, so to speak, driven off the same shaft, can 
fully coordinated results be obtained. 

Birkenhead occupies an area of 3850 acres, or about 
six square miles, and is the largest borough in Cheshire. 
In 1881 the population of the borough was 84,006; in 
1891, 99,857 ; in 1901, 110,915; in 1911, 130,794, and the 
Registrar-General estimates the population in 1919 for 
the death-rate at 148,052, and for the birth-rate at 
154,226. During the year 3385 births were registered, 
giving a birth-rate of 21*9 per 1000. There were 2067 
deaths and the death-rate was 13*9. The infantile 
mortality-rate was 102 per 1000 births. 


Miss Ruth Darwin has been appointed a Com¬ 
missioner (unpaid) of the Board'of Control. 
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" Audi alteram partem.” 


PREVENTION OF HEART DISEASE. 

To the Editor of The Lancet. 

Sir,—T he leading article under this title in your 
issue of April 9th regrets that while much work is being 
done on the elinical side of heart disease, the pre¬ 
ventive aspect is comparatively neglected, and you 
commend to us the “ thoroughgoing campaign ” 
directed towards prevention and inaugurated in 
America. Doubtless your advocacy will command 
general sympathy, but at the best any practical 
outcome from it will be delayed. In the meantime we 
must utilise the measures which are at hand. Hence I 
repeat once more the proposal that the recognition of 
rheumatic events in any member of a family ought 
to be an occasion for warning parents of the risks run 
by their children even from apparently slight illnesses. 
The mischief in a large proportion of cases of cardiac 
disease is effected during the non-arthritic forms of 
rheumatism—tonsillitis, chorea, febricula, &c. Parents 
do not know this truth, and only when they know it 
will they realise the importance of giving their children 
early and complete rest in the disturbances just named. 
Were this early and complete rest generally practised 
there is at least a chance that many children would 
be saved from the terrible misfortune of organic heart 
disease. The responsibility rests with the medical 
profession, and it can be discharged by the universal 
adoption of the course here proposed. For the ( ‘ national 
campaign” we needs must wait. But the individual 
practitioner has his opportunity here and now, and 
though it does not pretend to heroic possibilities it lies 
in the line of duty and is not without the promise of 
reward.—I am, Sir, yours faithfully, 

Harley-street, W., April 12th, 1921. C. O. HAWTHORNE. 


TREATMENT OF PSEUDO-DIPSOMANIA. 

To the Editvr of The Lancet. 

Sir,—A lthough probably every practitioner meets 
with cases of alcoholism in his practice, it does not 
appear to be universally recognised that in practically 
ail such cases the only possible oourse is complete and 
total abstinence. I have come across so many of these 
unfortunate patients who have been advised to take one 
or two glasses a day and no more, with invariable 
failure, that I venture to write in the hope of saving 
some of the others from a like fate. 

It cannot be too generally known that no case of 
pseudo-dipsomania (drinking in bouts) can, as a rule, 
take a single glass without craving following, and that 
whilst the individual who is liable to chronic alcoholism 
can for a short time take alcohol in moderation, it is 
utterly impossible for him to do so for any length of 
time. It is true that some pseudo-dipsomaniacs require 
a comparatively large amount of alcohol to start an 
attack, and that some of these habitually take beer 
with their meals without an attack, though in every 
such case which I have seen their period of immunity 
has been ended by their taking whisky. But in both 
these two forms total abstinence is the only possible 
line to take to avoid relapse. It is more difficult to 
speak with confidence regarding the true dipsomaniacs, 
who get attacks of craving at regular or irregular 
intervals, whether they take alcohol or not. Some of 
them can drink in moderation between their attacks. 
Some can be radically cured—the only form of 
alcoholism which can, though few have so far 
recovered. 

In certain cases the attacks always end with a heavy 
discharge of urates, and I have found that in a few of 
these a bottle of ContrexSville taken every day for 
three days running every fortnight, and a saline 
purgative once a week will keep off attacks for long 
periods. Six such patients treated in this, way have 
remained well for over six years, one of them who 


suffered for over 20 years having had no relapse for 
eight and a half years. In others repressions of various 
kinds seem to be the acting cause, and core follows 
when they are unearthed, either by hypnosis or psycho¬ 
analysis. Many of them unfortunately suffer from 
pseudo as well as true dipsomania, and, of course, in 
such cases total abstinence is a sine qua non. 

Nothing is more pathetic than the struggle against 
hopeless odds which these unfortunate patients undergo 
when trying to follow the well meant but fatal advice 
to take only a limited amount. It is impossible. Their 
only choice lies between total abstinence and drinking 
in excess. I am, Sir, yours faithfully, 

Welbeck-street, W., April 6lh, 1921. HUGH WINGFIELD. 


BROMISM THROUGH MATERNAL MILK. 

To the Editor of The Lancet. 

SIR,—With reference to an annotation appearing in 
The Lancet of April 9th, under the above title, the 
notes of the following case, which occurred in my 
practice, may be of interest. 

A breast-fed infant of 5 weeks was seen by me on April 11th, 
1912, on account of a rash on the face and scalp which began 
as a Bingle spot on the left cheek on April 4th, and by 
April 8th had spread over the face and scalp. On April 11th 
there was a papulo-pustular eruption on tne face and scalp, 
eaoh spot being round, raised on an inflamed base, and 
covered with a fairly thick dark crust. Most of the places 
were the size of a threepenny-bit, but three on the scalp were 
the size of a sixpence. The rash seemed to give the patient 
pain. Otherwise the child seemed to be perfectly well. The 
temperature was, and continued to be, normal. On 
April 13th there was a spot exactly similar to the above on 
the left wrist. The eruption seemed to me to be a typical 
bromide rash and difficult to account for, the child being 
breast-fed. Inquiry, however, elicited the fact that the 
mother had been taking a mixture of pot. brom. 3 iss aq. Jvi. 
in one table-spoonful doses thrice daily for ten days before 
the first appearance of the rash and until April 11th. The 
mother was duly instructed to avoid taking the drug. 
On the 24th there was a fresh crop of spots similar to the 
previous, and due apparently to the fact that the mother 
had, contrary to instructions, been taking the bromide 
mixture again since the 17th. The diagnosis was confirmed 
on the 20th by the opinion of a well-known dermatologist 
who saw the patient, but no examination of the mother’s 
milk for the discovery of bromine was made. Recovery 
was not complete until the middle of June. A noteworthy 
feature of the case was the fact that the dose of bromide 
was only gr. viiss. taken thrice daily for ten days before the 
first appearance of the rash. 

The character of the eruption was exactly that which 
is not infrequently seen in infants who are taking 
bromide as medicine by the mouth, but previous 
to this case it had not fallen to my lot to see a case 
where bromism had been produced apparently by 
administering bromide to the nursing mother. 

I am, Sir, yours faithfully, 

Streatham. S.W., April 9th, 1921. HARRY E. SMITH. 


THE DIPHTHERIA SWAB ON DISCHARGE. 

To the Editor of The Lancet. 

Sir,—T here seems to be some confusion between the 
financial and clinical value of the diphtheria swab on 
discharge. If the cost is not considered, I do not think 
anybody would maintain that we should not obtain 
information from any method that may be available, 
and in this connexion it is well to remember that a 
positive result < has a clinical as well as an adminis¬ 
trative value, in enabling treatment to be directed to 
the infected area. When in charge of the Manchester 
City Fever Hospital I found that many diphtheria con¬ 
valescents had positive noses and negative throats, and 
that the attention thus directed to the nose enabled one 
to adopt useful measures for ridding the patient of the 
bacilli. Surgical treatment, both in the throat and nose, 
was often necessary and successful. 

Financially, the cost of the examination of 200 swabs 
in a central laboratory costs less than the hospital 
treatment of one return case. I do not think anyone will 
deny that—as pointed out by “ M.O.H.” in your last 
issue—the swabbing of convalescents does sometimes 
diminish the incidence of return oases, and in my own 
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experience this influence was both beneficial and well 
marked. The bacteriology can be done more cheaply 
by an assistant medical officer of health because he is 
not paid much—if at all—for the work, but the 
advocates of this procedure do not always soem to 
realise that something more than a microscope and 
appropriate stains are necessary. It is in the prepara¬ 
tion and accurate standardisation of media that the 
central laboratory has the advantage. 

I am, Sir, yours faithfully, 

A. Knyvett Gordon, M.B. 

Bedford-square, W.C., April 9th, 1921. 


THE FIGURES OF VENEREAL DISEASE. 

To the Editor of The Lancet. 

Sir,—M y fault. I am sorry. The increase of 23,000 
V.D. cases was “ at the London hospitals,” not “ at the 
London Hospital.” I misread my brief. 

I am, Sir, yours faithfully, 

April 9th, 1921, _ KNUTSFORD. 


VENEREAL INFECTION IN RHINE ARMY. 

To the Editor of The Lancet. 

Sir, —In a letter of mine you recently published 
(March 26th) I showed how very much better the 
American Forces in Germany were in their control of 
venereal infection than were the British Forces. The 
American rate I quoted was for the period January - 
October, 1920—viz., 142 per 1000 per annum. This rate 
has now been considerably reduced, and for the period 
Nov. 1st, 1920, to April 1st, 1921, the American rate is 
114 per 1000 per annum. The lowest rate officially 
stated for the British Forces is 168 per 1000 per annum 
for the period Jan. 1st, 1920, to Jan. 31st, 1921, and the 
highest rate, quoted semi-officially, is that given by 
Dr. E. B. Turner in November last—viz., 600 per 1000 
per annum.—I am. Sir, yours faithfully, 

Ettie A. Rout, 

Late Hon. Secretary. New Zealand 

April 11th, 1921. Volunteer SUters. 

THE VALUE OF THE QUASI-CONTINUOUS 

TEMPERATURE RECORD. 

To the Editor of The Lancet. 

Sir, —Since our paper on the Value of the Quasi* 
Continuous Temperature Record in the Early Diagnosis 
and Prognosis of Tuberculosis appeared in The Lancet 
of March 19th we have received a number of inquiries 
as to how we take these temperatures—one as to 
whether it is not very disturbing to the patient to have 
his temperature taken at such short intervals. May we 
point out that the method of taking these temperatures 
was described in The Lancet of Feb. 5th and 12th, 1916, 
and that the records published in our last paper are 
simply in continuation of work begun some eight years 
ago ? The thermometer used—a rectal thermometer— 
is left in position for 24 hours or more (the patient 
lying in bed), except when the patient has to use the 
night-stool. One of us lay in bed with the thermometer 
in position for the greater part of six weeks. All aver 
that they experience no inconvenience even when the 
thermometer is left in situ for several days. The 
process of recording the temperature is purely 
mechanical and automatic. 

We are, Sir, yours faithfully, 

G. Sims Woodhead. 

Cambridge, April 11th, 1921. P. C. VARRIER-JONE8. 

A CONTROLLED STUDY OF SANATORIUM 
RESULTS. 

To the Editor of The Lancet. 

Sir, —If all investigations and trial of new methods 
of treatment were carried out with such patience and 
control as Dr. E. Ward has shown in his article in your 
issue of March 12th, it would be better for all concerned 
—viz., the patients, the doctors, and the State. Dr. 
Ward, who may be supposed to have begun his work 
with a prejudice in favour of sanatorium methods, has 
published his conclusions with a candour that is con¬ 
vincing. My own experience distinctly supports his 


experience. It is to be hoped that his article will be 
read by the lay enthusiasts who have been misled by 
the lay press, and especially by members of county 
councils and insurance committees, who can hardly 
listen to a suggestion that sanatoriums have failed to 
do a tithe of what was promised. I cannot help 
thinking that if much of the money which has been 
spent on sanatoriums had been used to enforce by-laws 
regarding fresh air and sunlight in cottages we should 
have had better results. 

I am, Sir, yours faithfully, 

Plymstock, April 6th, 1921. S. NOY SCOTT. 


A FATAL CASE OF CCELIAC INFANTILISM. 

To the Editor of The LANCET. 

Sir,—D r. R. Miller, in presenting in your issue of 
April 9th the view of coeliac disease that he supports, 
might, I think, have referred to the fatal case published 
by Dr. Hugh Paterson and myself in The Lancet, 
1914, i., p. 1633, under the title, “ The Occurrence of 
Ascites of a Non-tuberculous Origin in Chronic Recurrent 
Diarrhoea in Childhood.” I believe it to be in this 
country the first complete proof by necropsy of a 
clinical sign which is well recognised in the coeliac 
affection, though perhaps hardly yet generally appre¬ 
ciated. Ascites is so intimately associated in our minds 
with abdominal tuberculosis in childhood that its 
occurrence in a wasting disease with diarrhoea tempts 
us strongly to decide that the condition must be 
tuberculous. The completion of the proof of its non- 
tuberculous nature is thus, I think, worth a reference 
in a paper dealing with the necropsies upon cases of 
coeliac disease. It is of some interest that a wide¬ 
spread leucocytic infiltration of the intestinal walls and 
pancreas was found in this case as in the one criticised 
by Dr. Miller in his paper. There is no doubt that Dr. 
Miller has made a valuable contribution to the subject 
by publishing his case, which was investigated by a 
skilled pathologist; whether his conclusion that the 
disease is “ a digestive fault ” independent of organic 
affection is correct the future must decide, though in 
my opinion he does not gain by ruling out cases 
described by others which he had no opportunity of 
seeing himself. My experience of coeliac disease has 
been that it may appear suddenly in classical type or 
follow upon a definite entero-colitis; it may be com¬ 
plicated by a subsequent entero-colitis or by serious 
constipation with great atony of the bowel. Is it 
“independent” of organic change? Possibly; but I 
still think we require more research upon the subject, 
and prefer to suspend my judgment. 

I am, Sir, yours faithfully, 

F. John Poynton, M.D. 

Devonshire-place, W., April 9tb, 1921. 


LUNACY IN EGYPT. 

To the Editor of The Lancet. 

Sir,—I notice that in The Lancet of March 12th, 
p. 553, under this heading there appears the statement 
that “ at Khanka are received the more quiet patients 
and no women, a rather special class.” As this state¬ 
ment may give a wrong impression of the type of cases 
admitted nowadays to Khanka Hospital for the Insane, 
may I point out that the classes of cases received at the 
two Egyptian hospitals for the insane are as stated on 
p. 3 of the report under review :— 

“Abbassia Asylum receives all female cases, all criminal cases, 
all paying cases, and male cases arising in Cairo. Khanka Asylum 
receives all non-criminal pauper male caseB arising in Egypt except 
in Cairo.” 

Thus the cases admitted to Khanka Hospital include all 
types of insanity among men. 

Prior to 1917, owing to deficient means of communica¬ 
tion, Khanka Hospital only received cases transferred 
from Abbassia Hospital, but since that date patients 
are received direct from their homes. The admissions 
at Khanka Hospital, therefore, comprise all typos of 
insanity occurring amongst the population of Egypt 
similar to male asylums in other countries. 

I am, Sir, yours faithfully, 

fl. W. Dudgeon, 

March 31st, 1921. Director, Khanka Hospital for the Insane. 
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CORPORAL PUNISHMENT IN SCHOOLS. 

To the Editor of The Lancet. 

Sir,—T he report of the joint conference of the 
Medical Officers of Schools Association with representa¬ 
tives of educational associations in your issue of 
April 2nd (p. 699) contains an inaccurate summary of 
my speech. I am there represented as stating that I 
“used two-hour periods of detention, which had 
resulted in corporal punishment becoming obsolete, not 
because it was not wanted, but because there were 
persons who could not be trusted with it.” The infer¬ 
ence would naturally be made that there were persons 
(presumably masters, though here the headmaster is 
the only person who may inflict corporal punishment) 
of the kind referred to, in this school. That is not so. 
What I said was (1) that I hoped that corporal punish¬ 
ment generally would eventually become obsolete, 
because 1 had heard of or come across persons in the 
course of my experience (both masters and “ prefects ”) 
who were not fit to be trusted with the power of 
inflicting it; (2) that the weekly two-hour periods of 
detention, available only for house masters (acting on 
their own behalf or on reports made by class masters) 
have so far resulted in corporal punishment becoming 
unnecessary. It still remains in reserve as & final 
resort.—I am, Sir, yours faithfully, 

Guy Kendall, 

Headmaster, University College School, 
April 10th, 1921. Frognal, Hampstead. 


TREATMENT OF DISABLED SOLDIERS: 

WORK OF THE MINISTRY OF PENSIONS. 

To the Editor of The Lancet. 

Sir,—T here are some members of the medical 
profession who are not in the way of treating disabled 
soldiers, bnt who will be interested to hear what 
is done for their treatment and recovery by the 
Ministry of Pensions, whose good work for the disabled 
is, besides, not sufficiently made known to the public, 
who only hear the complaints that are made, made 
often without sufficient cause. A soldier who becomes 
unfit for service is “ boarded,” a sailor is “ invalided ” 
and discharged as permanently unfit. The board fills 
up a treatment card for him if it thinks good, and 
when he returns to his home he is visited by an 
emissary of the Local War Pensions Committee, and is 
put in touch with the person or institution which can 
give him the treatment required. If the board has 
found he requires no treatment just now, but yet a 
little later he- becomes uncomfortable and complains 
to his Local War Pensions Committee, it has him 
examined by a local medical man on behalf of 
the Pensions Ministry, who, if he finds the trouble is 
the consequence of a disability contracted in the 
service and due thereto, will get for him the treat¬ 
ment that his condition needs, medicine, appliances, 
massage, electrical or sanatorium treatment, or 
he may send him to a pensions hospital should 
indoor treatment be required. The pensions hospital 
is a large well-staffed and well-equipped institution. 
1 have one now in mind which had 600 beds estab¬ 
lished in an emergency hospital built for the war on 
the sunny slope of a hill in charming surroundings. It 
had a medical superintendent with some eight other 
officers resident, and a dozen visiting specialists in 
surgery, medicine, X ray, ear, eye, massage, electrical, 
and so on, each of whom had a well-equipped depart¬ 
ment at his control; the nnrsing is done by the Ministry 
of Pensions Nursing Service, and, if I may judge 
by the cleanliness of the wards and the evident 
care of the nurses dealing with disabled patients, 
the work of that Nursing Service is very well 
performed. Officers and other ranks are received, 
and so far as possible cfired. But more is 
attempted than physical cure. Reconstruction is 
also a prominent aim. There are workshops and 
schools. Men are trained as basketmakers, carpenters, 
mechanics, tailors, shoemakers, bookkeepers, photo¬ 
graphers, painters, &c. They are taught how to raise 
and care for fowls and other farm stock. There is a 
capital splint-room and a workshop for making artificial 
limbs. They cannot be doing work all the time, they 


have their prescribed treatment as their first duty; the 
man you see as yon pass with his forearm in the whirl¬ 
pool hot bath would have been found, had yon come in 
the afternoon, in the shoemakers’ shop, and so on. 
Insane patients are not received, but there are wards 
for consumptives, well isolated. The men, who wear 
their own clothing, not uniform, appeared well-fed and 
happy, the staff were cheerful and good natured, there 
was a good recreation-room with a small stage, and a 
clean, well-kept dining-room. The public would be 
satisfied if it knew how much thought and care is being 
given to the treatment and reconstruction of its disabled 
heroes, and I recommend others to do, as I have jnst 
done, and see over one of these centres. 

I am, Sir, yours faithfully, 
March 29th, 1921. _ D.Sc. 


J. HOPKINS WALTERS, M.R.C.S. Eng. 

In Dr. J. Hopkins Walters, who died at Reading on 
March 4th, at the age of 76, there passes a notable 
character. Dr. Walters was educated at Guy’s Hospital 
and practised during his earlier days at Faringdon, Berks. 
In 1878 he moved to Reading, where he speedily became 
one of the leading practitioners in the town—a position 
which he held until his retirement in 1913. He was on 
the active surgical staff of the Royal Berks Hospital 
from 1879 to 1904, and subsequently was appointed 
consulting surgeon. He was President of the Reading 
Pathological Society for two years. In his younger 
days he was a keen sportsman and good shot; he also 
took a great interest in the Volunteers, in which for 
many years he was a surgeon-captain. In local 
politics he was prominent, sitting for a considerable 
period on the Reading Town Council, where he 
was a formidable adversary in debate and prompt 
in action. Temperamentally a fighter, he was not 
afraid of stating his views, often original and always 
founded on reason, in vigorous and, at times, 
picturesque language. Dr. Walters, though of the 
older school of medical men, was readily receptive 
of new ideas, and np to the time of his retirement 
was more np to date than most practitioners of his 
years. Even after he relinquished active practice 
in Reading he made a voyage half-way round the 
world as ship’s surgeon. On the outbreak of war he 
volunteered for various posts which the authorities, on 
account of his age, were unable to grant him, and he 
eventually acted as medical officer to the regiment 
quartered in the town and to two V.A.D. hospitals. He 
was a good speaker and a versatile writer, both in the 
medical press and as a controversialist in lay journals. 

On the eve of his death he had seemed in better 
health than usual, and, indeed, played a game of 
billiards at his club. Death occurred snddenly in his 
sleep, as he had always desired—he was ever impatient 
of illness in himself. Like all able men of his type, he 
had some enemies and very many friends. 


CHARLES ALBERT HINGSTON, M.D., B.Sc. Lond. 

Dr. C. A. Hingston’s death at Plymouth on April 5th 
removes a well-loved practitioner who was also a wise 
and generous philanthropist. Son of the late Dr. 
Charles Hingston, he was born at Plymouth in 1843, 
and after being educated locally, entered as a student 
at St. Bartholomew’s Hospital, London, and matricu¬ 
lated at the London University. On graduating M.B. 
in 1864 he joined his father in partnership, taking his 
M.D. and B.Sc. degrees a year later. His public 
appointments included that of consulting physician to 
the Plymouth Public Dispensary and Dental Dispensary, 
and physician to the Ear and Throat Hospital, 
Plymouth, and to the Devon and Cornwall Female 
Orphan Asylum. Dr. Hingston was particularly 
interested in the Y.M.C.A. movement and did much to 
put! its local branch on a firm financial basis, presiding 
himself over the South-Western District of the Associa¬ 
tion. He made himself responsible for building the 
Crownhill Convalescent Home, and he expended some 
£5000 on a lodging-house for tramps. He will be much 
missed in and around Plymouth. 
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NOTES ON CURRENT TOPICS. 

The Medical Committee of the House of Common s. 

The Medical Committee met on April 11th at the House of 
Commons. The following resolution was put and passed 
unanimously :— 

That the medical Members of the House of Commons express 
their cordial appreciation of the services of the Right Honourable 
Christopher Addison, M.P., as Minister of Health, and congratulate 
him on the excellent work he has done as the first Minister in the 
face of many difficulties. They wish to place on record then- 
admiration for his zeal and devotion to duty, and his untiring work 
in the interests of public health. 

The Public Health Officers (Security of Tenure) Bill was 
discussed, and the Committee decided to lend it their 
support. The Coroners Bill was considered, and it was 
decided that when this Bill reached committee a new 
clause should be moved to increase the fees paid for post¬ 
mortem examination and medical evidence. The Tubercu¬ 
losis Bill and the Health Estimates were then considered. 
The Dogs Bill was discussed, and opposition to it was agreed 
upon unanimously. 

Public Health ( Tuberculosis) Bill. 

On Wednesday, April 13th, Sir A. Mono (Minister of 
Health) moved the second reading of the Public Health 
(Tuberculosis) Bill, a measure the object of which is to 
transfer the institutional treatment of tuberculosis from the 
National Health Insurance Commissioners to the County 
and Borough Councils. The Bill was read a second time. 

HOUSE OF COMMONS. 

Tuesday, April 5th. 

The Case of Dr. Denning. 

Mr. Montagu, Secretary for India, in reply to Mr. T. 
Griffiths, said that the new Reform Act now in force in 
India in no way affected the pre-existing right of a British- 
born subject to sue for breach of contract for personal 
service in India. Contracts for service under the Govern¬ 
ment of India were made with “the Secretary of State in 
Council.” Such subject would presumably sue the Secretary 
of State in Council in respect of a breach either in 
India or in this country. The action could be brought 
in India or in this country, according to circum¬ 
stances. The position would remain unaltered in so 
far as an officer certified by the India Office Medical 
Board to be incapacitated for further service in India was 
not regarded as necessarily entitled to know the medical 
grounds on which such a certificate was given. Such con¬ 
tracts were not subject to the will and pleasure of the 
Crown, except that the Crown had in law the right to dis¬ 
pense with the services of its officers, and it would not be in 
the power of the Secretary of State in Council, or of a 
Government in India, to alter the law in this respect, or to 
limit this right of the Crown when entering into such con¬ 
tracts. The Secretary of State in Council would remain the 
authority for the recruitment of those services which were 
now known as “all-India services’’—such as the Indian 
Civil Service, the superior police service, the Indian Educa¬ 
tional Service, and so forth—and consequently would remain 
the contracting parties for these. Recruitment in this 
country of Services, the members of which were not to be 
appointed and controlled by provincial governments, would 
probably be made over for the most part to the High Com¬ 
missioner for India, and he would necessarily, subject to 
instructions he received from the authorities in India, for 
whom he was acting, have power to contract on their 
behalf, but in the name of the Secretary of State in Council. 
It would, therefore, still be open to officers like Dr. Denning 
to sue the Secretary of State in Council. 

Wednesday, April 6th. 

Local Rates and Public Health. 

Colonel Bowles moved “That a Select Committee of the 
House of Commons be appointed to inquire into the inci¬ 
dence of local rating by public authorities and to make a 
report.” The present Prime Minister, he said, when 
Chancellor of the Exchequer in 1911, set up a Departmental 
Committee on local taxation, and that Committee reported 
that since the time of the Royal Commission, which reported 
in 1904, the following expenses had been placed on the rates: 
National Insurance for Tuberculosis Sanatoriums, provision 
of meals for scholars, provision for medical inspection in 
schools, asylum officers’ superannuation, &c. Since 1911 
there had been a great many further demands upon local 
authorities for the Mental Deficiency Act, the Venereal 
Disease Act, &c. He felt that it was rather hopeless for him 
to attempt to indicate exactly what line the Government 
should take in this matter. He understood, however, that 


the question was receiving the attention of the Government, 
and he hoped that it would be dealt with promptly. 

Lieutenant-Colonel Sir A. Warren, in seconding the motion, 
pointed out that if the business of the House had followed the 
course set down, there would have been a discussion on the 
previous day on the second reading of the Public Health 
(Tuberculosis) Bill which was a measure to -transfer the 
institutional treatment of tuberculosis from the National 
Health Insurance Commissioners to the local authorities 
of the country. It was estimated that the additional 
services under the Bill would involve expenditure out of 
public funds of £40,000, of which £20,000 was to be met by 
the Exchequer, and £20,000 from the rates. Why should 
this expenditure be put on the rates? Surely if there was 
one question that could be regarded as eminently national it 
was the white plague, tuberculosis. In his opinion the time 
had come when the question of the rates had got to be 
seriously considered, and when some measure of protection 
had to be set up for the unfortunate ratepayers throughout 
the country. 

Mr. Myers said the Labour Party would support the 
motion, but for perhaps quite different reasons from some 
of those which had been already advanced. The present 
method of assessment in respect of local rates was very 
largely antiquated and out of date. Take a professional 
man—a medical man, solicitor, architect, or a man of 
that kind. He occupied perhaps very small premises 
in a side street, and made, say, £1000 a year. The business 
man making a like sum was mulcted in rates out of 
all proportion to what the professional man had to pay, 
and there was no equity in an arrangement of that character. 
In every Act of Parliament that came through the Ministry 
of Health or any of those departments that had to deal with 
local government more and more calls were being made on 
the local authorities. In 1914 the average rate per head of 
the population in England and Wales was £1 18#. lid; in 
1919 it was £2 5*. Id., an increase in five years of 6#. 2d. per 
head. In the same period the Government grants were: 
In 1914 an average per head of the population of 12#. 4d.; 
and in 1919 15#. Id., or an increase of 2#. 9d. He suggested 
that at the present time local rates had nearly reached 
breaking point, in so far as they were imposed upon houses 
and similar property. He held the view that one of the 
sources of new revenue that they had got to tap was the 
taxation of land values. The Government themselves had 
reached a point when they were trying to impose upon looal 
authorities for the purpose of reducing the rates a very 
undesirable policy, which in the long run would operate 
both against the local authorities and the community 
as a whole. The two circulars which had reached 
the local authorities from the Ministry of Health and 
the Board of Education were nothing less than a public 
scandal, and they moved in the direction of national suicide. 
To attempt to economise upon education and public health 
for the purpose of keeping down the rates in his judgment 
bordered on national imbecility, and no House of Commons 
ought to countenance or encourage the general principles 
which underlay those two circulars. 

Major Gray said it was useless for the local ratepayer to 
expect much sympathy from that House when he would not 
make the least effort at elections to see that fitting persons 
were returned to take part in the work of local government. 

Sir A. Mond (Minister of Health) said when they looked at 
the increase in the rates in this country from a total sum 
of £71,000,000 for 1913-14 to £149,000,000 for the financial year 
just ended, the figures were apt to stagger one, but they had 
to consider the fact that the value of money had very much 
diminished. It was not really the case that the reason for 
the increase in the rates was to be found in the number of 
large and heavy burdens which had recently been imposed 
on local authorities by new legislation. The real cause 
was of a much more normal and automatic character. 
The new work which had been imposed upon local 
authorities by health developments—in regard to tuber¬ 
culosis, venereal disease, maternity and child welfare— 
did not amount to more than a 2*d. rate throughout the 
country. Not that he felt that new services, even of small 
amounts, should lightly be thrust upon local authorities at 
the present time. As Minister of Health, it was his firm 
intention to endeavour to avoid all unnecessary expendi¬ 
ture in the very difficult financial circumstances in which 
they now found themselves. Good strict administration 
and the application of the best intelligences in localities to 
their own affairs would do more in the long run for 
increased efficiency and lower rating than any juggling 
with local taxation. He had not yet had time to go fully 
into the matter, but a strong Cabinet Committee had 
been appointed by the Prime Minister to take up the 
question with the purpose and intention of introducing 
legislation next session. He thought they would proceed 
more quickly on those lines than by appointing a Select 
Committee. 

After further discussion the House divided, and the 
motion waB negatived by 49 voteB to 48. The result wm 
received with laughter. 
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Royal Naval Hospital at Yokohama. 

Commander Bellairs asked the Secretary to the 
Admiralty whether the Admiralty could take steps to 
abolish the Royal Naval Hospital at Yokohama as a needless 
source of expense.—Mr. Amery replied: The Royal Naval 
Hospital at Yokohama is required for the reception of 
convalescent cases from Hong-Kong to remove them from 
the period of hot and damp weather experienced there. Its 
abolition would result in a larger number of cases being 
invalided home from the China station with the consequent 
inconvenience and expense. I am therefore unable to agree 
with the view of my honourable and gallant friend that the 
hospital is a needless source of expense.—Commander 
Bellairs: Is my honourable friend aware that though this 
hospital has something like 80 or 90 beds in the year 1920 not 
a single patient was accommodated, and the maximum 
number accommodated in recent years was only eight; 
and is it not ridiculous to have such expense maintained? 
—Mr. Amery : I noticed those figures, and wa9 struck by 
them, bnt I understand that the reason was that the 
hospital was not open last year at the time when patients 
from Hong-Kong are usually sent there; but I will inquire 
further into the matter and see if any economy can be 
effected. 

Dr. Addison's Nnv Post. 

Mr. Chamberlain (Leader of the House), replying to 
Major Kelley and Major C. Lowther, said that the 
Minister without portfolio received a salary of £5000 per 
annum. He had attached to him two civil servants drawn 
from the Ministry of Health. He would discharge duties 
analogous to those performed by Sir L. Worthington-Evans 
and Mr. G. N. Barnes when they held a like post. In the 
present pressure of public business there was definite need 
for a Minister of Cabinet rank unburdened by departmental 
duties, and the work of his colleagues in that capacity was 
most valuable. No time had been fixed for the duration of 
the appointment. 

Financial Aid for the Hospitals. 

Colonel Mildmay asked the Minister of Health whether 
he was taking any action, in accordance with the recom¬ 
mendations of the Interim Report of Lord Cave’s Com¬ 
mittee, with reference to the disposal, in the interests of 
hospitals, of the surpluses of Approved Societies.—Sir 
A. mono replied: A copy of the Report has been sent to 
every Approved Society with a covering letter, in which 
the society is urged to give its serious consideration to 
the question of using part of its disposable surplus (if any) 
in making payments towards the cost of the treatment of its 
members m ’hospitals. The right honourable and gallant 
Member is, of course, aware that this is only one of many 
additional benefits which it is open to societies to provide. 

Education of an Epileptic Child. 

Sir Burton Chadwick asked the President of the Board 
of Education whether he was aware that the local education 
authority for Barrow-in-Furness, after having tried without 
success to obtain a place for an epileptic child in England, 
had now obtained a place for that child in a certified school 
iu Scotland; whether the Board of Education had declined 
to sanction contribution towards the maintenance of that 
child on the ground that they were precluded by law from 
authorising such contribution ; whether, if the Board had so 
declined, the legal ground on which the objection was made 
was that the certified institution willing to receive the child 
was in Scotland; and whether, the Board having stated that 
they recognised there was at present no vacancy in any 
certified school in England, it was possible for the authority, 
under the extraordinary condition, to contribute to the 
educational training and care of this child in a certified 
school in Scotland pending a vacancy arising in a certified 
school in England.—Mr. Fisher replied: The institution 
to which the honourable Member refers is not a certified 
special school, and is not recognised by the Scottish 
Education Department. The answer to the second part of 
the question is in the affirmative. A local education 
authority in England and Wales is precluded under Section 2 
the Elementary Education (Defective and Epileptic 
f'hildreni Act, 1899, from educating an epileptic child in an 
institution not certified by the Board. 

Dr. Denning's Contract. 

. Mr. Robert Richardson called the attention of the 
Secretary of State to the stricture of a judge on the form 
of contract relied upon by the plaintiff in Denning r. the 
Secretary of State for India and asked whether he was 
aware that in certain respects the new form of contract was 
open to similar criticism.—Mr. Montagu replied that assur¬ 
ance had been given by the Attorney-General that the judge’s 
remarks would receive attention, and pointed out that the 
uew contract differed from the old in stating more explicitly 
that services may be terminated on account of medical 
evidence. 

Mr. Thomas Griffiths asked the Secretary of State for 
India whether he was aware that Dr. Denmng contended 


that the medical evidence, upon which his contraot of 
service had been prematurely terminated, was wrong in fact 
and false in deduction, inasmuch as, while the position of 
the India Office was that Dr. Denning had developed cardiac 
disease after an attack of malaria in India, his condition was 
consequent on rheumatic fever at the age of 14, and was 

E resent when he was passed for service in India. Farther, 
>r. Denning declared that an eminent medical specialist 
considered that functional efficiency was not impaired.—Mr. 
Montagu replied that while Dr. Denning alleged that his 
condition was present in 1909 when he was passed for service 
in India by a medical board, he (Dr. Denning) at that time 
had signed a specific declaration that to the best of his 
knowledge and belief he was not afflicted with any form of 
disease. 

Mr. Spoor asked the Secretary for India whether the 
main difference in the new and old forms of contract for 
service in India was to make it clear that the officer served 
at the will and pleasure of the Crown, but that the new 
form of contract contained no provision safeguarding a civil 
servant against injustice through departmental blunders; 
and whether he would consider the advisability of arranging 
for future cases of dispute to be referred to an independent 
tribunal, and so avoid departmental mistakes inadvertently 
ruining the careers of able men and losing their services to 
the Indian Empire.—Mr. Montagu replied: The relevant 
point of difference between the present form of contract and 
that which was in use in 1909 is that the present form 
states explicitly a condition, which in the earlier form was 
contained by reference to the Civil Service Regulations— 
namely, that service may be determined by reason of 
medical unfitness on the report of a duly constituted 
advisory medical board. I do not understand the honourable 
Member’s references to departmental blunders and mistakes 
and do not consider it necessary to insert any provision 
purporting to safeguard a civil servant against their 
occurrence nor to take the action suggested in the second 
part of the question. 

Thursday, April 7th. 

Cost of Pensions Administration. 
Lientenant-Colonel Assheton Pownall asked the Minister 
of Pensions what was the total spent by his Ministry on 
central administration, local committees, in his estimates 
for 1921-22 ; and what proportion such administrative 
expenses bore to the total sums disbursed in pensions.— 
Mr. Ian Macpherson replied: In the Ministry’s estimates 
for the year 1921-22 provision is made for the sum of 
£4,386,000 for cost of administration. The sum is made up 
as follows : headquarters and regional establishments (other 
than medical), £3,052,000; local committees, £1,334,000. The 
total 8am is approximately 4 per cent, of the amount 
disbursed in pensions, allowances, and treatment. 

Discharged Soldiers and Heart Disease. 

Mr. Raper asked the Minister of Pensions if the sum of 
£46,000 had been saved in pensions and grants to discharged 
soldierB suffering from heart disease; and what was the 
nature of the medical discovery by means of which this 
saving waa effected.—Mr. Ian macpherson replied: I have 
no knowledge of the figure referred to in the first part of the 
question. A sum of nearly £4,000,000 a year is at present 
being paid to men who are pensioned for heart disease. 
Every effort is being made by the establishment of cardio 
logical clinics with improved methods of diagnosis and 
treatment to restore the health of men who suffer from this 
complaint. 

Medical Care Allowances for Veterans. 

Mr. William Graham asked the Minister of Pensions 
whether his attention had been directed to the hardship of 
men disabled in former wars being denied treatment allow¬ 
ances for their dependents during the period of medical 
care in connexion with their disablement; whether such 
treatment allowances for dependents were accorded to men 
disabled in the late war, although they had married after 
disablement; and whether it was proposed to continue this 
distinction against veterans and others disabled in former 
wars.—Mr. Ian Macpherson replied: The warrants and 
regulations of the Ministry of Pensions make no provisions 
for the medical treatment of men disabled in former wars, 
and it is only in exceptional cases that a man would need 
treatment at this date for a disability incurred so long ago. 
The question has, however, recently been raised in con¬ 
nexion with certain tropical diseases and is now under 
consideration. 

Washington Maternity Convention. 

Mr. Clynes asked the Prime Minister whether, in view of 
the importance of the Washington Convention on Maternity, 
and also of the opinion that the Draft Convention of the 
Washington Conference must be submitted to Parliament, 
an opportunity would be given at an early date to discuss 
the Government’s policy on the convention, and also the 
Ministerial declaration that it was for the Government to 
decide whether any particular convention should be submitted 
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to Parliament.—Mr. Lloyd George replied: In view of 
the great pressure of Parliamentary business, I regret that 
I cannot at the present time make any definite arrange¬ 
ments for such a discussion, and I must remind my right 
honourable friend that it formed the subject of a discussion 
on March 22nd.—Mr. Clynes : If the Prime Minister cannot 
at present give an assurance for an early date, can he assure 
us that if things improve in the next week or two he will 
reconsider it ?—Mr. Lloyd George : We will consider it 
afresh; yes. 

Motor Traffic Regulation*. 

Mr. Alfred T. Davies asked the Minister of Transport 
whether his attention had been called to the urgent need for 
codifying and simplifying the numerous regulations for 
motor traffic; whether any representations on the subject 
had been made by the police authorities; and whether he 
would consider the practicability of issuing such a codifi¬ 
cation of the regulations at an early date.—Mr. Arthur 
Neal (Parliamentary Secretary to the Ministry of Trans¬ 
port) replied: I would refer my honourable friend to the 
answer given on Feb. 24th to the honourable Member for 
Wallsend relating to the matters at present under considera¬ 
tion by the Departmental Committee on the Regulation of 
Road Vehicles. I am sending a copy of this answer to my 
honourable friend. My right honourable friend the Minister 
of Transport is awaiting a further report from the com¬ 
mittee before taking any steps to promote legislation. 

Salaries of Ministry of Health Secretaries. 

Lieutenant-Colonel Sir Frederick Hall asked the 
Minister of Health what was the salary and other 
emoluments paid respectively to the Secretary to the 
Ministry of Health and the Second Secretary on the appoint¬ 
ments originally being made; what was the date of such 
appointments; what were these officers being paid at the 
present time ; and was it contemplated making any increase 
either in their salaries or in any other manner in the near 
future.—Sir A. Mond replied: The salary and bonus of the 
First and Second Secretaries of the Ministry of Health when 
the appointments were originally made were respectively: 
First Secretary, salary £2000, war bonus £300; Second 
Secretary, salary £1700, war bonus £300. The date of these 
appointments was July 1st, 1919. The present salaries and 
bonuses are as follows: First Secretary, salary £3,000, war 
bonus £500; Second Secretary, salary £2200, war bonus £500. 
These increases in scales of salary are, of course, not con¬ 
fined to the Ministry of Health, but were approved by the 
Government for that and other large Departments of State 
in pursuance of the Report of the Committee (Mr. Asquith, 
Sir James Maclay, and Lord Colwyn) appointed to advise on 
the salaries of the principal posts in the Civil Service. The 
answer to the last part of the question is in the negative. 

Stafford Asylum Officials. 

Mr. James Wilson asked the Minister of Health if his 
attention had been drawn to the action of the visiting 
committee of the Dudley Board of Guardians in threatening 
to dismiss two of its officials at the Stafford Asylum for 
writing to the local press ; and whether he will make 
representations to the guardians concerned on the^natter.— 
Sir A. Mond replied: My attention has not previously been 
drawn to this case, but 1 will make inquiries and communi¬ 
cate the result to the honourable Member. 

Standard for Unsweetened Condensed Milk . 

Mr. Grattan Doyle asked the President of the Board of 
Trade if he was aware of the proposed standard for un¬ 
sweetened condensed milk being about 12$ per cent, below 
the minimum cream contents recommended by the great 
weight of evidence heard by the subcommittee appointed by 
the Minister of Health; whether this was against trade 
interests in this country; whether it would tend to increase 
unemployment here; whether he was aware that the 
standards proposed by the condensed milk industry, manu¬ 
facturers, importers, and the trade in this country were 
based upon the description officially given to this article in 
the public Chemists’ Report for many years; and whether 
he would use his influence with the Minister of Health to 
fix a reasonable standard which could be met by producers 
in this country, and which importers should be required to 
reach if they desired to trade here.—Sir Philip Lloyd- 
Greame replied: I am aware that the proposed standard 
for the minimum cream contents in unsweetened con¬ 
densed milk is lower than that recommended by English 
makers, but I am unable to accept the various suggestions 
made by my honourable friend. In determining the 
proposed standard, consideration had to be given, not only 
to the interests of British manufacturers, but to those of 
other sections of the trade, and still more to the necessity 
of maintaining at competitive prices adequate supplies for 
the requirements of the country. 

Monday, April 11th. 

Air-space in Dartmouth Dormitories. 

Mr. Rawlinhon asked the Secretary to the Admiralty 
the minimum amount of cubic air-space per boy allowed in 


the dormitories at Dartmouth next term when the proposed 
number of 589 cadets came into residence; and whether the 
Admiralty had been advised by their medical advisers 
that the amount of cubic air-space per boy was inadequate, 
and that in their opinion the reception of 589 cadets at 
Dartmouth would lead to overcrowding, and would be 
dangerous to the health of the cadets.—Mr. Amery replied: 
Reliable information is not available as to the minimum 
amount of cubic air-space allowed in any one particular 
case, as this necessarily depends upon the configura¬ 
tion of the dormitories and the arrangement of the beds. 
The number of boys at Dartmouth during the summer 1 
term, however, is not now expected to be more than 
585, and this number allows of an average of about 750 cubic 
feet for each boy. The variation in the different dormitories 
is likely to be small. While this average is slightly below 
what would be considered desirable in normal circumstances, 
the amount allowed can, in the opinion of the Admiralty, be 
accepted for the summer term, when the amount of ventila¬ 
tion possible is greater than in the winter months. For the 
autumn term the average amount of air-space per boy will 
be increased to over 800 cubic feet. The dormitories at 
Dartmouth are better situated than those at Osborne, as they 
are not on the ground floor. 

Institutional Treatment of Tuberculosis. 

Mr. Trevelyan Thomson asked the Minister of Health 
the number of county and county borough councils which 
had made arrangements for the institutional treatment of 
non-insured tuberculous persons in their areas, and the 
number which had not made such provision for non-insured 
persons.—Sir A. Mond replied: 143 of the 145 county and 
county borough councils in England and Wales have made 
arrangements for the institutional treatment of non-insured 
tuberculous persons, but in one case the provision so far 
made only extends to dispensary treatment. 

After-care Committees for Tuberculous Persons. 

Mr. Trevelyan Thomson asked the Minister of Health 
the number of county and countv borough councils for 
which he had approved schemes for the appointment of 
after-care committees for dealing with insured and non¬ 
insured tuberculous persons in their areas.—Sir A. Mond 
replied: The schemes of 27 county and county borough 
councils for the appointment of committees of this kind 
have been approved by the Ministry of Health or their 
predecessors. 

Accommodation at Hong-Kong Hospital. 

Commander Bellairs asked the Secretary for War the 
maximum number of patients that could be accommodated 
at the Hong-Kong Military Hospital ; what were the 
maximum and minimum numbers accommodated in 1920; 
and what arrangements were made elsewhere, if any, for 
convalescent patients.—Sir L. Worthington-Evans replied: 
The maximum number of patients that can be accommo¬ 
dated at the Military Hospital, Hong-Kong, is six officers and 
160 other ranks, but only four beds for officers and 122 beds 
for other ranks are at present equipped. The highest 
number of patients accommodated on any one day during 
1920 was 64 in May and the lowest number was 25 in 
December. I am not aware of the arrangements at present 
existing for convalescents in Hong-Kong, but inquiries are 
being made. Prior to the war the sanatorium barracks were 
used as a convalescent centre. 

Public Health (Officers) Bill. 

Sir P. Magnus introduced a Bill “to amend the law 
relating to the tenure of office of medical officers of health, 
sanitary inspectors, and inspectors of nuisances, and for 
other purposes.” The Bill was read a first time. 

Tuesday, April 12th. 

Child Adoption. 

Mr. Neville Chamberlain asked the Secretary for the 
Home Department whether he had yet received the Report of 
the Departmental Committee on Child Adoption, presided 
over by Sir Alfred Hopkinson, K.C.; and whether the 
Report would be published.—Mr. Shortt replied: The 
answer to both parts of the question is in the affirmative. 

Criminal Law Amendment Bill. 

Viscountess Astor asked the Prime Minister whether, in 
view of the wide support throughout the country accorded 
to the Bishop of London’s Criminal Law Amendment Bill, 
he could give an assurance that the Government intend to 
adopt it and to introduce it into the House of Commons at 
an early date.—Mr. Chamberlain (Lord Privy Seal) replied: 

I can only say at the present time that if I find that this Bill 
can be treated as a non-controveTsial measure, the Govern¬ 
ment will endeavour to facilitate its passage towards the 
end of the session. 

Government Health Policy. 

Mr. Trevelyan Thomson asked the Prime Minister 
whether the recent change in the post of Minister of Health 
indicated any variation in the Government’s policy with 
regard to health and housing administration; and eould 
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local authorities which had undertaken the erection of 
dwelling-houses under The Housing and Town Planning Act, 
1919, rely upon the Government fulfilling in the spirit as well 
as in the letter the promises made to them by the late 
Minister of Health with regard to their financial commit¬ 
ments.—Mr. Chamberlain replied: Undertakings given by 
the Government are not affected by changes of individual 
Ministers and the Government have no intention of depart¬ 
ing from any pledges given to local authorities with respect 
to financial commitments entered into by them with the 
approval of the Ministry of Health. 

Costs of the Denning Cane. 

Mr. Thomas Griffiths asked the Secretary for India 
whether he was now in a position to state the cost to the 
country of the legal proceedings in Denning r. Secretary for 
India, and of the time and incidental costs of India Office 
officials in resisting Dr. Denning’s claim ; and, if so, would 
he state the money paid out in respect of legal proceedings, 
the estimated cost incurred by the officials, the moneys paid 
to Dr. Denning, and the loss of income alleged in his state¬ 
ment of claim.—-Mr. Montagu replied: The costs of the 
legal proceedings incurred by the Secretary of State in 
Council were £705 18*. 3 d. As stated in answer to the 
honourable Member’s question on March 2nd the Secretary 
ol State in Council also paid £500 to Dr. Denning on account 
of the latter’s costs. These sums are chargeable to Indian 
revenues. There was no expenditure in respect of the time 
and incidental costs of India Office officials. The loss of 
income alleged in Dr. Denning’s statement of claim was 
£2728, including allowances. 

Salaries of Health Insurance Officers. 

Viscountess Astor asked the Minister of Health whether 
the scale of salaries for health insurance officers in the 
Ministry of Health, which was formerly £80 to £200 for men 
and women alike, had now been altered to £80 to £250 for 
men and £80 to £180 for women ; and, if. so, in view of the 
rntention of the Sex Disqualification (Removal) Act, would 
he reconsider this.—Sir A. Mond replied: The differentiation 
of salaries is as stated in the question, and follows the 
recommendations of the Civil Service National Whitley 
Council Reorganisation Committee’s report of February, 
1920, which apply to the whole Civil Service in respect of 
the clerical class, with which class the Health Insurance 
officers have always been associated. Women appointed 
before the change in scales will oontinue to rise to a 
maiimnm of £200. 
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and Conditions in the Creation. By F. Horridge. Pp. 98. 3s. 6d. 
Le Francois, Paris. 

Notions Pratiques d’ElectrothArapie Appliqu6e a l’Urologie. Par 
le Doc tear DeniB Courtade. Pp. 244. Fr.18. 

Precis de Rachianesth6sie G6n6rale. By G. Le Filli&tre. Pp. 
123. Fr.8. 

I-»i bra irk FLlix Alcan, Paris. 

Atlas de Svphilimdtrie (100 Graphiques). By Arthur Vernes. 
Pp. 121. Fr.35. 

Longmans, Green, and Co., London. 

The Chemistry of Synthetic Drugs. By Poroy May, D.Sc. 3rd ed. 
Pp. 248. 12s. 6 d. 

Macmillan and Co., London and New York. 

The Community Health Problem. By A. C. Burnham, M.D. 
Pp.160. 8 

Melrose, A.. London. 

Iovestin&l Toxaemia or Auto-Intoxication in the Causation of 
Disease. By A. Bryce. M.D. Pp. 180. 6s. 

Moritz Perles, Vienna and Leipzig. 

Das alte medisinisebe Wien in seitgen0ssi9ctaen Schildernngen. 
Von Dr. M. Neuburger. Pp. 266. M.35. 




Royal College op Physicians op Ireland.— 

Professor Harold Pringle and Dr. T. M. Thomson have 
been elected Fellows of the College. 

Royal Sanitary Institute.— A lecture will be 
delivered on Wednesday, April 27lh, at 5.30 p.m., by Colonel 
C. H. Melville, R.A.M.C., on Some Lessons of the War, at 
90, Buckingham Palace-road, London, 8.W. 1. 

Conjoint Board of Scientific Societies.— At a 
general meeting of the board held in March last it was 
decided to discontinue the publication of the Annual Calendar 
and Fortnightly Bulletin of Scientific Meetings (Diary of 
Scientific and Technical Societies) owing to the heavy 
printing liabilities incurred. 

Royal Institution of Great Britain.—O n 
Tuesday, April 19th, at 3 p.m., Professor Arthur Keith. 
F.R.S., will give his first lecture on Darwin’s Theory of 
Man’s Origin (in the Light of Present Day Evidence). The 
Friday evening discourse on April 22nd will be delivered at 
9 p.m. by Sir James Walker, F.R.S., on Electro-Synthesis in 
Organic Chemistry. 

Instruction in Hospital Administration : 

Diploma in Public Health. — A three months’ course of 
lectures and demonstrations in hospital administration is 
being held during April, May, and June at the Western 
Hospital, Seagrave-road, Fulham, London, 8.W., by Dr. 
R. M. Bruce, on Tuesdays and Fridays, at 5 P.M. The fee 
for the course is £3 3*., payable to the Clerk to the Metro¬ 
politan Asylums Board, Embankment, London, E.C.4. 


Institute of Physics.—A meeting to inaugurate 
this institute will take place on Wednesday, April 27th, at 
6 p.m., in the hall of tne Institution of Civil Engineers, 
Great George-street, Westminster, London. Sir Richard 
Glazebrook will preside and 8ir J. J. Thomson will deliver 
an address. Mr. A. J. Balfour is expected to be present and 
extend a welcome to the gathering. Non-members of the 
institute or of the societies associated with it may obtain 
tickets of admission on application to the secretary, 
10, Essex-street, Strand, London, W.C. 2. 


London Dermatological Society.—A meeting 
of the society will be held at 4.30 p.m. on Tuesday, April 19th, 
at St. John’s Hospital, 49, Leicester-sqnare, London, W.C. 
Clinical cases will be shown by Dr. J. L. Bunch, Dr, W. 
Griffith, Dr. M. G. Hannay, and Dr. D. Vinrace. A dis¬ 
cussion of the following resolution: “ That the London 
Dermatological Society considers some form of compulsory 
notification for V.D. cases to be necessary,” will be opened 
by Dr. W. K. Sibley for the affirmative, and Dr. D. Vinrace 
will lead the opposition. 


Royal Society.—T he papers to be read on 
April 21st are as follows ’.—Professor J. Joly, F.R.8.: A 
Quantum Theory of Colour Vision. Professor A. V. Hill, 
F.R.S.: The Energy Involved in the Electric Change in 
Muscle and Nerve. Mr. H. M. Kyle: The Asymmetry, 
Metamorphosis, and Origin of Flat Fishes, communicated 
by Mr. W. B. Hardy, secretary of the Royal Society. Mr. 
T. L. Prankerd : Studies in the Cytology of the Statolith 
Apparatus in Plants, viewed in Relation to their Habit and 
Biological Requirements, communicated by Professor W. M. 
Bayliss, F.R.S. 

At the meeting on May 5th the Crooni&n lecture will be 
delivered by Dr. Henry Head, F.R.S., on Release of Function 
in the Nervous System. 

Post-Graduate Course on Tuberculosis in 
Paris.— Under the auspices of tbe North of England Tuber¬ 
culosis Society Dr. E. Rist has arranged a ten days’advanced 
course on tuberculosis in Paris for the latter part of May. 
The subjects will be treated in English, and will include 
artificial pneumothorax, experimental re-infection, the 
extent to which X ray work has affected onr ideas regard¬ 
ing the pathology and diagnosis of long tubercle, modern 
dispensary work,' and so forth. One day will be spent at 
the Marine Hospital for Surgical Tuberculosis at Berck-sur 
Mer, and a visit has been arranged to Bligny Sanatorium. 
Special visits will also be paid to the Rockefeller Dis¬ 
pensaries, Pasteur Institute, Laennec Hospital, and other 
institutions. All tuberculosis officers, sanatorium physi¬ 
cians, and others specially interested in tuberculosis are 
invited to participate. The fee for the course has been 
provisionally fixed at Fr.200. Further particulars can be 
had from Dr. W. H. Dickinson, 91, New Bridge-street, 
N ewcastle-upon-Tyne. 



832 The Lancet,] 


MEDICAL NEWS. 


[April 16,1921 


National Hospital for the Paralysed and 
Epileptic.—A syllabus of the post-graduate courses to be 
held at this hospital during May and June has now been 
issued. Lectures and demonstrations will be given by Dr. 
Hinds Howell, Dr. A. Saunders, Dr. Grainger Stewart, Dr. 
James Taylor, Dr. Farquhar Buzzard, Dr. H. H. Tooth, Dr. 
Gordon Holmes, Dr. J. Collier, Dr. Risien Russell, Mr. 
S. R. Scott, Dr. Aldren Turner, Dr. Kinnier Wilson, Mr. 
P. Sargent, Dr. Russell Reynolds, and Mr. D. J. Armour. 
A series of six lectures and demonstrations on Neurological 
Ophthalmology will be given by Mr. Leslie Patou on 
Wednesdays, at 3.30 P.M., beginning on May 11th, if sufficient 
entries are received. Dr. Greenfield will give a course of 
lectures and demonstrations in pathology if sufficient 
entries are received; fee £3 3s. The fee for the post¬ 
graduate course is £7 7s., and should be paid to the 
secretary of the hospital. A special arrangement can be 
made for students who can attend one day a week only. The 
fee for the course in ophthalmology will be £4 4s. if taken 
alone, or £2 2s. if taken in conjunction with the post¬ 
graduate course. The Fellowship of Medicine’s ticket will 
not admit to the above courses. Further information can 
be obtained from Dr. C. M. Hinds Howell, Dean of 
the Medical School, at the Hospital, Queen-square, 
London, W.C.l. 

Association of School Medical Officers of 
Scotland.— A three days’ conference was held last week in 
the Provincial Training College, Edinburgh. Dr. A. E. 
Kidd, president of the association, welcomed the delegates, 
and Dr. Johu Macpherson took the chair at the first session. 
In his opening address he dwelt on the importance of medical 
examination of school children, and alluded to the problem 
of the mental defective. In his opinion too much distinction 
had been drawn between mental and physical deficiency. 
Mental defect was a physical disease, justas were infantile 
paralysis or congenital heart disease, and ought not to be 
regarded as a thing apart. The great need at present was 
for institutions and special classes where defectives could be 
observed and sorted out. Dr. F. C. Shrubsall, speaking on 
mental deficiency, dwelt on the importance of excluding 
physical defects before judging a child, and also of estimating 
the extent to which the child had had continuous education, 
without frequent change of school and of methods. The 
aim of mental testing was to ascertain the extent to which 
the individual was able to appreciate the nature of any 
problem set before him, to direct his attention to this 
object, to profit by previous experience, and to criticise bis 
results. At the second session of the conference Dr. Norman 
Walker delivered an address on Skin Diseases in Schools; 
and at the third session Dr. Angus MacGillivray read a paper 
on the Educationally Blind Child. 

Royal Institute of Public Health.—A pro¬ 
gramme of the conferences to be held from June 2nd to 4th at 
the Guildhall, London, has been issued. The conferences will 
be opened on the 2nd, at 10 a.m., by the Duke of York. At the 
first session Municipal Hygiene and its Suggested Connexion 
with the Administration of the Poor-law. and the Future of 
Voluntary Hospitals will be discussed. Lord Burnham will 
preside, and among the medical speakers will be Sir Napier 
Burnett, Sir Alfred Fripp, and Sir Leslie Mackenzie. At 
2 p.m. tho Housing Problem in its Various Bearings 
will be dealt with under the presidency of Sir George 
McCrae. The medical speakers will include Lieutenant- 
Colonel F. E. Fremantle, M.P., and Dr. W. G. Savage. 
On June 3rd, at 10 A.M., Professor Edgar L. Collis will 
preside over a discussion on the Necessity for Greater Atten¬ 
tion in Industry to the Maintenance of Efficiency and the 
Prevention of Ill Health ; the speakers will include Professor 
Sir Thomas Oliver, Dr. H. M. Vernon, and Mrs. R. H. B. 
Adamson, M.I). At 2 p.m. the subject.will be the Efficiency 
of the Present Machinery for Dealing with Venereal 
Diseases and the AdditionafMeasurcs Essential for Effective 
Prevention, with the Bishop of Birmingham in the chair. 
The speakers will include Professor E. W. Hope, Sir William 
Milligan, Professor Winifred Cullis, D.ttc., Colonel C. J. 
Bond, Dr. F. N. Kay Menzies, Mrs. Mary Scharlieb, M.D., Dr. 
J. H. Bequeira, Mrs. Marie Stopes.D.Sc., and Dr. Mary Sturge. 
The fifth and last session will be held on June 4th ut 10 a.m., 
when the Efficiency of the Present Machinery for Dealing 
with Tuberculosis will be the subject discussed. Professor 
Sir Robert W. Philip will preside, and the medical speakers 
will include Professor S. Lyle Cummins, Professor Sir 
German S. Woodhead, Dr. Noel D. Bardswell, Sir Henry 
Gauvain, Dr.T. Hartley Martin, Dr. J. J. Perkins, Lieutenant- 
Colonel Nathan Raw, Dr. P. C. Varrier-Jones, and Dr. Jane 
Walker. Fellows, Members, and Associates of the Royal 
Institute of Public Health can obtain membership tickets on 
application to the secretary at the offices of the Institute. 
For delegates and others desirous of taking part, tickets 
will be issued at one guinea each. All communications to 
be addressed to the Hon. Secretaries, 37, Russell-sqnare, 
London, W.C.l. 


Great Northern Central Hospital.—A t the 
monthly meeting on April 7th the committee of manage¬ 
ment passed a resolution recording its opinion that: 

(a) Insured persons treated both as in- and out-patients 
should be paid for in full by Approved Societies; ( b ) pay- - 
ment should be made to the hospitals by the societies 
concerned by means of capitation grants, and not by the 
handing over of lump sums; (c) in view of the general 
public’s limited opportunities of gaining knowledge of 
voluntary hospital questions an effort should be made to 
form a Voluntary Hospitals’ Publicity and Propaganda 
Committee, towards the funds of which all hospitals should 
be invited to subscribe according to their number of beds 
and out-patients; (d) such a committee should consist of 
hospital representatives with some of the best publicity 
experts. It should endeavour' to promote the interests of 
voluntary hospitals generally, and leave it to individual 
institutions to make known their particular needs. 

Manchester Children’s Hospital.— Owing to 
financial stress last year this hospital was forced to close 
one of its wards, thus reducing the number of beds from 180 
to 150. Fortunately a grant of £20,000 from the National 
Relief Fund has for the time being obviated further curtail¬ 
ment of the hospital’s services. The daily cost of each child 
patient is now over 7*., against 3k. in 1913. 

Leicester Medical Society : Post graduate 
Lectures. —A course of post-graduate lectures will be 
given at the Leicester Royal Infirmary on Wednesdays, at 
4.45 P.M., from April 20th to May 18th. Dr. Arthur Huret 
will lecture on Gastric and Intestinal Diseases on April 20th 
and May 4th, Dr. G. F. Still on Urinary Disorders of Child¬ 
hood and Dietetic Causes of Disorders m Infancy and Child¬ 
hood on May 11th and 18th, and Mr. R. C. Elmslie on 
Manipulative Surgery on April 27th. 

West Kent Medico-Chirurgical Society—A 
meeting of this society was held in the Miller Hospital, 
Greenwich, on March 11th, Dr. A. M. Cato presiding. Dr. 
Beatrice Lovibond showed a case of Spina Bifida in a 
girl of 17. Dr. Hildred Carlill gave a lecture on the 
Manifestations of Hysteria, illustrated by lantern slides 
Many of these showed the cure of long-standing palsy 
of one or other limb, or the relief of spasms, tremors, 
and contractures. He contended that more diaabili 
ties of all sorts are due to mental than to physical 
causes, also that every one of these former coaid 
probably be prevented if its onset were witnessed by 
someone with the requisite knowledge and personality. 
Dr. Carlill set out a broad grouping of tbe varying types of 
hysterical disorder, and read the notes of a case which 
was treated by psycho-therapy, and which ended in tragedy. 
He then discussed treatment under the headings (1) pre¬ 
ventive, (2) curative, by (a) conversation and exploration. 
(h) suggestion, and (c) psycho-analysis. 

Royal Aberdeen Hospital for Sick Children.— 
The annual meeting of this hospital was held on March 28th. 
Sir Thomas Burnett presiding. The annual report showed 
that the number of cases treated during 1920 amounted to 
1063 in-patients and 3008 out-patients, almost double the 
numbers of 1919. The ordinary expenditure exceeded the 
income by £2134 9s. 2d. Towards the reduction of this sum 
the whole amount of the legacies received, £1171 6s. 8</., has 
been applied, leaving a net deficiency of £963 2s. 6rf., which 
has been cleared off by reducing the capital funds by that 
amount. The average daily expenditure per patient now 
amounts to about 5*., more than twice as much as in 1914 
During the year subscriptions to the amount of £1522 15*. 7«f. 
have been paid to the honorary treasurer for the building 
fund. The total amount subscribed for the building fund 
on Dec. 31st, 1920, was £43,162 15*. 5 d. A new department 
has been instituted for treatment of diseases of the skin. 

Exhibitions of Colour Photography. —The 
exhibition of the Prizma Master Pictures, held at the 
Alhambra Theatre, London, on April 8th, illustrated what 
has been achieved in natural colour photography. A series 
of films showed the possibilities of this new* process in 
reproducing bowls of fruit, butterflies, gorgeous gowns, 
scenes on sea and mountain, and most impressively a peep 
into the crater of Kilaueas. The value of colour films for 
nature study was also well brought out in a picture represent 
ing a day with John Burroughs, a well-known naturalist 
Prismatic effect was not altogether eliminated, but on tho 
whole the exhibit evinced a high standard in colour 
kinematography. A second effort in colour kinematography. 
based on a somewhat different process, was the subject of ft 
preliminary exhibition at the House of the Royal Society of 
Medicine on April 11th, when the basis of this process was 
illustrated by a series of medical lantern slides. The colour- 
in this case were remarkably vivid and free from any screen 
effect. This exhibit was by the European Art Publishing 
I Society, of 21, Russell-street, London, W.C. 




The Lancet,] 


MEDICAL NEWS. 


[April 16,1921 833 


Chelsea Hospital for Women.—T he animal 
general meeting of governors will be held at the hospital, 
Arthur-street, London, S.W., on Thursday, April 21st, at 
4 p.m., the President of the hospital, the Marquess of 
Londonderry, presiding. A public meeting will be held at 
5^0 p.m. on the same day, at the Town Hall, Chelsea, in 
order to urge the claims of the hospital for public support. 

North-East London Post-Graduate College.— 
A special post-graduate course will be held at the Prince of 
Wales's General Hospital, Tottenham, London, N., from 
April 25th to May 7th. This course will include the 
practical demonstration of modern clinical and laboratory 
methods of the diagnosis and treatment of disease ; the 
exhibition of groups of cases illustrating some particular 
subject; a series of clinical lectures closely associated with 
medical practice; and demonstrations of cases at special 
hospitals. The fee for the course, to those not members of 
the Fellowship of Medicine, is 3 guineas, or 2 guineas for 
either week. A detailed syllabus can be obtained on applica¬ 
tion to the Dean. The lectures, at 4.30 p.m. daily, are free 
to qualified medical practitioners. Names of those wishing 
to attend should be sent, not later than April 21st, to the 
Dean at the hospital or to the Secretary of the Fellowship 
of Medicine at 1, Wimpole-street, London, W.l. 

Kontgen Society.—A general meeting will be 
held on Thursday, April 21st, at 8.15 p.m., in the Physics 
Lecture Theatre, University College, Gower-streefc, London, 
W.C. A paper on a New Form of Stereo-fiuoroscope will be 
read by Professor A. M. Tyndall, D.Sc., and Mr. E. G. Hill, 
B.Sc. A special meeting * of the society will be held at 
Manchester on Friday, May 6th, at 8 p.m., at the University. 
Professor W. L. Bragg will deliver a paper and Professor A. V. 
Hill, F.R.S., will give a demonstration of some electro-phvsio- 
logical experiments. The society’s exhibition will beheld 
at the Royal Photographic Society during the whole of June. 
The Pre Bident, Dr. Robert Knox, offers silver and bronze 
plaques for the best and second best collection of four 
prints, the work of an assistant employed at a hospital or 
working for a qualified radiologist, which prints must be 
delivered, not later than May 24tn, to the Secretary, Rontgen 
8ociety Exhibition, 35, Russell-square, London, W.C. 1. 
The Silvanus Thompson Memorial Lecture will be delivered 
by Professor A. V. Hill at the next general meeting of 
the society on May 19th, on Electrical Instruments and 
Phenomena in Physiology. 

British Home for Austrian Children.—T he 
historic estate of Klessheim in Salzburg has been adapted 
as a permanent home for children, of which the legal owner¬ 
ship and ultimate financial responsibility rest with “The 
British Home for Austrian Children, Limited”—a company 
not for profit—which has been formed for the purpose by the 
Berkshire Committee of the Save the Children Fund. Thirty 
children are now in residence, but once clothing and funds 
are forthcoming there is accommodation for 500. It is not 
intended to make of Klessheim a convalescent home for 
seriously sick or diseased children, but primarily to admit 
children who are under-nourished and run-down. The 
management committee includes a medical man, Dr. G. S. 
Abram, and the Vienna Executive Committee includes Miss 
Harriette Chick, D.Sc., Dr. Ronald Macfie, and Dr. Ferriere, 
with Dr. Max Winter, Dr. Josef Griez, Herr W’ilbelm 
Ofenheim, and Professor Dr. Clemens Pirquet among the 
Austrian Consulting Members. Donations, particularly 
annual subscriptions, are invited, and should be sent 
either to the hon. treasurer, J. H. Simonds, Esq., Barclay’s 
Bank, Reading, or to the office at Threadneedle House, 
34, Bishopsgate, London, E.C. 2. 

University of Bristol. —On April 7th, at the 
invitation of the Vice-Chancellor and the Council of the 
University of Bristol, representatives of the press were 
entertained to lunch at the Royal Hotel. The Vice- 
Chancellor gave an interesting survey of the steps which 
bad led up to the appeal for funds which the University is 
about to make. He recalled the leading part played by 
Bristol in the times of the Tudor sovereigns, and gave 
reasons for thinking that she might yet regain the place as 
the second port and second city of the kingdom. Coming 
to present times, he reviewed the advantages enjoyed 
by Bristol in the matter of University provision; he 
enumerated the colleges from which the University had 
been founded, and spoke of the central and spacious site 
on which most of the buildings—some complete and others 
being built—stand, alluding to the splendid generosity of 
the Wills family. Much more money was needed for 
endowments to meet the cost of maintenance, and the 
Vice-Chancellor expressed the hope that this would be 
collected from local and private benefactors rather than 
received, at some cost of freedom, from the Government. 
After lunch a visit of inspection was paid to the University 
buildings, and each guest received a portfolio of finely 
executed drawings of the buildings actual and prospective. 


Donations and Bequests.—B y the death of Mr. 
Alexander Kilgonr, of South Loirston and Cove, which took 
place recently, important bequests fall to the University of 
Aberdeen and Morningfield Hospital for Incurables. The 
proceeds of the estate will be divided as follows: one-fifth 
to the Mechanics Institution, one-fifth to Morningfield 
Hospital, and three-fifths to the University of Aberdeen. 
The estate has a rental of some £2000.—The Chelsea Hospital 
for Women has received from the trustees of the Zunz 
Bequest a grant of £400 in maintenance of its Annie Zunz 
Wards. 

The Reformed Public House.— The People’s 
Refreshment House Association, Ltd., which aims at the 
encouragement of temj)erance in the use of alcoholic drinks 
at licensed establishments and the provision of facilities for 
the supply of food and non-alcoholic refreshment at such 
places, can prove a satisfactory year’s working for 1920. The 
annual report to be submitted to the annua) general 
meeting to be held at 193, Regent-street, London, W., on 
April 25th shows that up to Dec. 31st last the association 
held 165 licensed inns, of which 26 were taken over during 
the year. After writing off a sum for repairs, placing £5142 
to depreciation reserve, and paying £2500 interest on loan 
stock, the amount available for disposal is £14,417 6*. lid. 
The profits for 1920 were at the rate of 12* per cent, on the 
share capital issued. Grants totalling £747 have been made 
during the year out of the public utility fund to various 
local institutions. It is pointed out that if the good work of 
the association is to expand new capital will be needed. 

Telephone Service in Dublin.— At their last 
meeting the President and Fellows of the Royal College of 
Physicians of Ireland passed a resolution protesting against 
the proposed increase in the charges for the telephone 
service in view of the progressive deterioration of the 
service since it came into the hands of the Post Office. At 
the present time no subscriber can be confident of 
getting a call through. At night, owing to the curfew 
regulations, which prohibit the public from being abroad 
at night, no one can employ messengers, and important 
messages are sometimes delayed all night. In one of 
the hospitals a few months ago an urgent operation 
case arrived during curfew hours. No message could be got 
through on the telephone to the surgeon on duty, and were 
it not that a voluntary messenger, at the possible risk of his 
life or liberty, undertook to convey the message on foot a 
life would probably have been lost. The College adds to its 
protest a statement that, owing to the inefficiency of the 
service, medical practice in and near Dublin is hampered 
and life and health are endangered. 

Milk Orders.—O rders have been issued, the 
effect of which is to continue in force the provisions already 
contained in the Orders of the Food Controller with regard 
to milk of special hygienic quality, the addition of colouring 
matter and water to milk, and the reconstitution of milk. 
With regard to the first matter, the effect of the new Order 
is that licences for the sale of Grade A and Grade A (Certified) 
milk will be issued by the Minister of Health instead of 
being issued as heretofore by the Food Controller on the 
advice of the Minister. It will be competent to the local 
authority to take such steps as may be arranged in con¬ 
nexion with the issue of licences, and to institute proceed¬ 
ings in any case in which milk is sold within their area 
under either of the specified designations, but without a 
licence in that behalf. The provisions of the Order as to 
the addition of colouring matter or water aod as to the 
reconstitution of milk form a supplement to the powers of 
the authority under the Sale of Food and Drugs Acts. The 
licensing of wholesale dealers in milk and the registration of 
retail dealers will be continued for the present by the Board 
of Trade as the successor of the Food Controller, the latter 
function being exercised through the District Commissioners. 
Copies of the Orders may be obtained from H.M. Stationery 
Office. 

King Edward’s Hospital Fund for London.— 
The annual meeting of the President and General Connoil of 
King Edward’s Hospital Fund for London, to receive the 
accounts and report for theyear 1920, was held at St. James’s 
Palace on April 12th, H.R.H. the Prince of Wales being in 
the chair. Lord Revelstoke, the honorary treasurer of the 
Fund, presented the balance-sheet which included the items 
relating to the emergency distrioution on July 5th last, and 
the distribution of surplus Red Cross Funds carried out on 
July 23rd through the instrumentality of the Fund. A full 
statement as to the general receipts having been made at 
the meeting of the Council on Dec. 14th last (see The Lancet 
Dec. 25th, 1920, p. 1230), when the scale of ordinary awards 
was adopted, the treasurer said he had nothing to add in 
these respects, and made the gratifying announcement 
that for the year ending Dec. 3lst the Fnnd had leen 
enabled to provide out of income nearly £193,000 towards the 
ordinary distribution of £200,000. The balance was drawn 
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from reserve, whence also came the £250,000 to meet the 
emergency distribution, the effect of which had been to 
reduce the available funds of the corporation by about one- 
fourth, implying a loss of income amounting to £16,000 per 
^ord Kevelstoke added that the Finance Com- 
raittee were compelled to point out that such emergency 
distributions could not be repeated without serious detri¬ 
ment to the position and utility of the Fund. The account 
of the receipts and expenditure and the balance-sheet 
having been unanimously adopted, the Chairman of the 
Executive Committee, Lord btuart of Wortlev, moved 
rJ?J 10n of , the report of the Council for‘the year 
1920. The resolution was seconded bv Ladv Hall and 
carried unanimously. The Prince of‘Wales', who was 
warmly received on addressing the Council, read a message 
of congratulation from the King, and then referred with 
pleasure to the fact that Lord Cave’s Committee had 
reported decidedly in favour of the voluntary system of 
hospjtal management. “ It was,” said His Royal fiighness. 

for the maintenance of that system that King Edward 
founded the Fund, and that it still exists. I think that 
everybody here is convinced that it is the best system both 
for the patients and for the public. I am very glad that the 
evidence has already brought Lord Cave’s Committee 
unanimously to the same opinion.” The proceedings 
terminated with a vote of thanks to His Royal Highness for 
presiding. 
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Bet £AV0 Green Hospital, C am bridge-road , E.— Fourth Asst. M.O. 

G Vt i Homoeopathic Hospital.— Bab. H.S. £175. 

Qv f en ^. Hospital.- Pathologist £100 
B ^Vt. U ^SS ntS ' Kin ° Gtor f fe ' s Sanatorium /or Sailors.— Med. 
Bristol General Hospital— H.S. £175. 

Buxton, Derbyshire, Devonshire Hospital .—Asst H P £120 
Capetown City.- Asst. M.O.H. £850. 

Channg Cross Hospital, Agar-street, W.C.—P. in Charce Denarfe- 
ment of Radiology and Electro-therapeutics. 
ch *ster^R°val Infirmary.— Hon. 8. Hon. Asst. P. Also Asst. H.S. 

Cl tV H f l\°lmo Ho&vitalfor Diseases of the Chest, Victoria Park, E.— 

COr pmij& ntal Ho8piUa ' Bodmin.—Locum Tenens. 7 guineas 

Dr WH B^^i V , 8ch * M *2? and Asfjt - M.O.H. £500. 

I® Homes, Australasian Hospital, Girls' Villaae 
Home, Barktngstde.— Female Res. M.O. £150 
Eastbourne, Princess Alice Hospital— H.S. £175 

are 

nexseswr a t* '* *' »*~ 

**-«•» » 

Gloucester County Asylum.— Asst. M.O. £300 
G real Northern Central Hospital, Hollowa »/, N —Ana*sth i'1010* 
Guildford Royal Surrey County Hospital.- h!s. £lS 
Hov^ U cJm n lck * Chl l ( j T(n ' (-treat Ormoud-stnd, W.C.— H.S. £50. 
£250 rrBurUm Memorial Hospital, Sackvilie-road — Res. M.O. 

*600. 

OrmoH^tree, aHd Vutm- 


London Temperance Hospital, Hampstead-road, N.W.— Hon. Asst. P. 
Manchester, Booth Hall Infirmary for Children, Charlestoumrroad 
Blackley.—hast. Res. M.O. £350. 

Manchester County Asylum, Prestwick.— Asst. M.O. £572 18s. 
Manchester, Crossley Sanatorium, Delamere Forest, Cheshire — 
Asst. M.O. £350. 

Metropolitan Hospital, Kingsland-road. E. —Cas. 0. and Be* 
Anaesth. £120 

Middlesbrough. North Biding Infirmary— J un. H.S. and Sen. H.S. 
£150 and £200 respectively. 

Miller General Hospital for South-East London, Greenwich. 8.E.- 
H.P. £150. 

Newark Hospital and Dispensary—Bee. H.S. 

Newcastle-upon-Tyne, Royal Victoria Infirmary. —Res. M.O £350 
Newport, Mon., Royal Guient Hospital.— H.S. £200 
Oldham County Borough.— Asst. M.O. and Asst. Tuberc. O. £600 
Oldham Boyal Infirmary.— Three H.S’s. £250, £250, and £200 

respectively. 

Pembroke County.— County M.O.H. and Sch. M.O. £700. 

Preston, Lancs, County Asylum, Whittingliam. —Asst. M.O. £57218s 

Queen Mary's Hospital for the East End, Stratford, E. _H P 

and H.S. * 

Queen's Hospital for Children, Hackney-road, Bethnal Green E 
Two Cas. H.S.’s. £100. 

Rotherham Hospital — Sen. H.S. £250. Also Jun. H.S. £150 
Royal Chest Hospital, City-road, E.C.— H.P. £120. 

St. John's Hospital for Diseases of the Skin, 49, Leicesler-sauare 
W.C.— Pathologist. £100. 

St. Mary's Hospital for Women and Children, Plaistow. E — 
Hon. Ansesth. 

8 Bospttel for Stone, dc., Henrietta-street, Oovent 
Garden, W.C.— Jun. H.S. £75. 

Salford Royal Hospital.— H.8.’s £150. Cas. H.S. £150 

Sheffield, Jessop Hospital for Women.— Asst. H.S. £100. 

Sheffield Royal Infirmary.- H.S.’s. H.P.’s, Aural H.S., and Asst. 
Cas. H.S. £150 each. 

Southampton Free Eye Hospital, —Asst. Hon. Ophth. Burg. 
Staffordshire General Infirmary, Stafford. —H.S. £250 
Wakefield, West Riding Asylum.— Jun. Asst. M.O. £400. 

Warwick Union. —M.O. £100. 

West London Hospital, Hammersmith-road, IF.—Cas. O £5 *• 
per week. 

Wigan Infirmary.— Hon. S. 

York County Hospital. —H.S. £200. 

The Chief Inspector of Factories, Home Office, S.W., gives notice 
of a vacancy under the Factory and Workshop Acts at Burton - 
upon-Trent. 

Carriages, an* jtatjp. 

BIRTHS. 

Reader—O n April 9th, at New End Hospital, Hampstead, the wife 
of Dr. Arthur G. L. Reade, O.B.E., of a son. 

RUS lf£ I,, 7~4? n Apr 5 a f, Hou8 ®» Oerrard’s Gross, the 

wife of Trevor C. Russell. M.B., of a daughter. 

ShowelIz-Rooers.—O n April 9th, at Nottingham-place, W the 
wife of E. N. Showell Rogers, M.B. Cantab., of a son. ° 

Woodwark.—O n April 11th, at 4, Harley-street, W., to Hilda (n£e 
Robinson), wife of A. S. Woodwark, C.M.G.. C.RE., M.» 
F.R.C.P.—a son. * " 

MARRIAGES. 

Griffith—Vihick.—O n the 11th April, at Lyndhurst-road Church 
5% m J? 8 G te £ d ’ by the R ? v : D L r - 5- Horton. John Richard Griffith 
F.RO.S. Eng., son of Arthur F. Griffith and Mrs. Griffith of 
W, Montpellier-road. Brighton, to Elsie Maud Vislck, M.B C S 
L.R.C.P., daughter of Dr. and Mrs. Hedley C. VIaic£bf 
35, Rosslyn-hill, Hampstead. ^ 

DEATHS. 

Cr0yd0D - P8ter 

Mn v B, 7°»f- April 6 8?*rfil e r08ulfc of a motor accident. Captain AHsld 
T hltfort,“NoWo?k ° m MC - BAM °- HZ” 

^ T Tftylor^M.D P Cantob a , t RR V C.8?, e a^r^& 8hort > iilne88r t ’ 1Ur Bney '^ 
Wright.—O n April 2nd, accidentally drowned on Summer Lodse 
M^>L Swaledale, Yorkshire, Joseph Farrall Wright, M.R^CS 
L.R.C.P., of Chorley New-road, Bolton, in his 56th year. * " ’ 

H.B. A fee of 7s. 6d. is charged for the insertion of Ho Mesa 
_ Births, Marriages, and Deaths. 
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JJttbial Jiarg. 


SOCIETIES. 

ROYAL SOCIETY, Burlington Honse, London, W. 

Thursday, April 21st.—PapersProf. J. Joly: A Quantum 
Theory of Colour Vision.—Prof. A. V. Hill: The Energy 
Involved in the Electric Change in Muscle and Nerve.— 
Mr. H. M. Kyle: The Asymmetry, Metamorphosis, and 
Origin of Flat Fishes (communicated by Mr. W. B. Hardy, 
secretary of the Royal Society).—Mr. T. L. Prankerd : Studies 
in the Cytology of the Statolith Apparatus in Plants, viewed 
in Relation to their Habit and Biological Requirements 
(communicated by Prof. W. M. Bayliss). 


ROYAL SOCIETY OF MEDICINE, 1. Wimpole-gtreet, W. 

MEETINGS OF 8E0TI0NS. 

Tuesday, April 19th. 

SECTION OF THERAPEUTICS AND PHARMACOLOGY: at 
4 JO p.m. 

Annual General Meeting—Election of Officers and Council for 
1921-1922. 

Papers: Sir Leonard Rogers: Treatment of Leprosy and Tuber¬ 
culosis with Sodium Gynocardate. 

Dr. R. R. Walker: The Action and Uses of Kaolin in the Treat¬ 
ment of Asiatic Cholera. 

Section of Tropical. Diseases and Parasitology.— 
Members of this Section are cordially invited to attend the 
above meeting. 

SECTION OF PATHOLOGY: at8.30P.M. 

Annual General Meeting—Election of Officers and Council for 
1921-1922. 


Wednesday.— 10 a.m., Mr. MacDonald: Genito-Urinary Depart¬ 
ment. 2 p.m., Mr. D. Armour: Visit to Surgical Wards. Mr. 
Sinclair: Surgical Out-patients. Mr. Gibb: Eye Department. 
Thursday.—2 p.m., Mr. B. Harman: Eye Department. Mr. 
MacDonald: Surgical Out-patients. Mr. Baldwin: Ortho¬ 
paedic Department. Mr. D. Armour: Operations. 

Friday.— 10 a.m., Dr. Robinson : Gynaecological Operations and 
Visit to Wards. Dr. McDougal: Electrical Department. 
2 p.m., Mr. T. Gray: Surgical Out-patients. Dr. Morton: 
X Ray Department. Dr. Pernet: Skin Department. 2.30 P.M., 
Dr. Pritchard: Visit to Medical Wards. 

Saturday.—10 a.m.. Dr. A. Saunders: Medical Diseases of 
Children. 2 p.m.. Dr. Owen: Medical Out-patients. 

Daily:—10 a.m. Ward Visits. 2 p.m.. In-patient, Out-patient 
Clinics and Operations. 

ST. MARYLEBONE GENERAL DISPENSARY. 77. Welbeck-street. 
Cavendish-square, W. 

Post-Graduate Course on Infant and Child Welfare. 

A Course of Twelve Practical Demonstrations on the Manage¬ 
ment and Feeding of Infants and Young Children by Dr. E. 
Pritchard to Qualified Practitioners. 

Tuesday, April 19th.—10.30 A.M., Demonstration V., The 
Modification of Milk. 

Thursday.-^ p.m.. Demonstration VI., The Uses of Dried Milk 
and Patent Foods. 

ROYAL INSTITUTION OF GREAT BRITAIN, Albemarle-street, 
Piccadilly, W. 

Tuesday, April 19th.-n3 p.m., Lecture (I.):—Prof. A. Keith* 
Darwin's Theory of Man's Origin (in the Light of Present 
Day Evidence). 

Friday.—9 p.m.. Discourse:—Sir James Walker: Electro- 
Synthesis in Organic Chemistry. 

MANCHESTER ROYAL INFIRMARY POST-GRADUATE OLINIO. 
Tuesday, April 19th.—4.30 P.M., Lecture:—Mr. J. P. Buokley: 
Intussusception. 


Communications : Sir Lenthal Cheatle: Parenchymatous Inflam¬ 
mation of the Breast. 

Mr. A. T. Glenny. Miss K. Allen, and Dr. R. A. O'Brien: (1) 
Schick Reaction; (2) Diphtheria Prophylactic Immunisa¬ 
tion with Toxin Anti-toxin Mixture. 

Or. E. H. Kettle and Dr. Joan Ross: A Contribution to the 
Study of the Endotheliomata. 

Wednesday, April aoth. 

SECTION OF HISTORY OF MEDICINE: at 5 p.m. 

Papers: Dr. T. Wilson Parry: The Prehistoric Trephined Skulls 
of Great Britain, with Description of Operations Performed. 

Dr. F. G. Ghandlor: The History of the Diagnosis and Treat¬ 
ment of Empyema. 

Thursday, April 21st. 

SECTION OF DERMATOLOGY: at 5 p.m. (Cases at 4.30 p.m.) 

Casa: Dr. Parkes Weber: A Condition Somewhat Resembling 
Lupus Pernio in a Child. 

Dr. MacCormac: (1) Extensive Rodent Ulcer Treated by Massive 
Dosage of Radium; (2) Granuloma Annulare. 

Other eases will be shown. 

Friday, April 22nd. 

SECTION OF STUDY OF DISEASE IN CHILDREN: at 5 p.m. 

(Cases at 4.30 p.m.) 

Cases; Mr. C. Max Page: A Case of Renal Dwarfism. 

Other cases will be shown. 

SECTION OF EPIDEMIOLOGY AND STATE MEDICINE: at 

8J0p.m. 

Paper: 

Dr. W.M. Willoughby: Collated Experiences of Plague on Ships. 


ROYAL 80CIETY OF ART8. John-street, Adelphi, W.C. 

Monday. April 18th.— 8 p.m.. Cantor Lecture (II.):—Dr. S. J. 
Lewis: Recent Applications of the Spectroscope and the 
Spectrophotometer to Science and Industry. 

Wednesday.—8 p.m.. Sir James Cantlie: (1) Thomson’s Appa¬ 
ratus for Armless Men; (2) X Ray Motor Ambulance Service 
for the United. Kingdom. (The Thomson Machine will be 
exhibited and its uses demonstrated by an armless man.) 

Friday.—4.30 p.m., 8ir George Birdwood Memorial Lecture:— 
Lt.-Col. Sir Edward W. M. Grigg: The Common Service of 
the British and Indian Peoples to the World. 

LONDON DERMATOLOGICAL SOCIETY. St. John’s Hospital, 
*9, Ceicester-square, W.C. 

Tuesday, April 19th.— 4.30 p.m.. Pathological Specimens. Cases 
sent for Consultation. Clinical Cases will be Bhown by 
Dr. J. L. Bunch, Dr. W. Griffith, Dr. M. G. Hannay, and Dr. 
D Vinrace. Discussion on the following resolution: “ That 
the London Dermatological Society considers some form of 
compulsory notification for V.D. cases to be necessary,’’ to 
be opened by Dr. W. K. Sibley for the affirmative and Dr. D. 
Vinrace for the negative. 

I*KmiBES, ADDRESSES. DEMONSTRATIONS, See 

BOYAL COLLEGE OF SURGEONS OF ENGLAND. Lincoln’s Inn 
Setts, W.C. 

Museum Demonstrations in the Theatre of the College for 
Advanced Students and Medical Practitioners :— 

Monday, April 18th.— 6 p.m.. Prof. Shattoek: Myxoma; 
Chondroma. 

Friday—5p.m., Prof. Keith: Microscopic Structure of the Colon 
in Health and Disease. 

*E8T LONDON POST-GRADUATE COLLEGE, West London 
Hospital. Hammersmith, W. 

Monday. April 18th.—2 p.m.. Dr. S. Pinchin: Medical Out¬ 
patients. Dr. Simson: Diseases of Women. 2.30 p.m.. Dr. 

A. SaundeiR: Visit to Medical Wards. Mr. Baldwin; Visit 

_ t o Surgical Wards. 

Yuisday.—10 a.m., Mr. Steadman: Dental Department. 2 p.m.. 
Dr. Burn ford: Medical Out-patients. Mr. Banks Davis: 
Diseases of the Throat, Nose, and Ear. 2.30 p.m., Mr. 
Addison; Visit to Surgical Wards. 


Communications, Letters, &c., to the Editor have 
been received from— 


A. —Dr. H. el Arculli, Liverpool; 
Dr. R. E. Apperly, Lond. 

B. —British Homes for Austrian 
Children, Lond., Sec. of; Mr. 

C. W. G. Bryan, Lond.; Dr. 

M. I. Balfour. Simla; British 
Museum (Natural History), 
Lond., Director of; Dr. D. de 
Broglio, Tunis; Messrs. Bur- 
goyne, Burbidges, and Co., East 
Ham ; Mr. H. J. Bucklin, Lond.; 
Board of Control, Lond.; Mr. 

J. Burns, Edinburgh; Barn¬ 
staple, Medical Officer of 
Health of; Dr. G. Blacker, 
Lond. 

0.— Mr. R. T. Cook, Workington; 
Mr. G. H. Clark, Glasgow; Dr. 

H. P. Cholmeley, Forest Row; 
Miss G.Cowlin, Lond.; Chelsea 
Hospital for Women, Lond.; 
Chicago School of Sanitary In¬ 
struction ; Dr. C. Coombs, 
Bristol; Prof. E. L. Collis, 
Cardiff; Conjoint Board of 
Scientific Societies, Lond.; Dr. 
A. Cooke, Cambridge. 

D.— Dr. H. Dutch, Lond. 

B.—Dr. J. Elliott, Chester; Dr. 

G. Evans, Lond. 

F. —Dr. A. G. T. Fisher, Radlett; 
Dr. J. G. Forbes, Lond.; Fac¬ 
tories, Chief Inspector of, 
Lond.; Dr. H. French, Lond. 

G. —Dr. A. K. Gordon, Lond.; 
Great Northern Central Hos¬ 
pital, Lond., Sec. of; General 
Medical Council, Lond., Regis¬ 
trar of; Prof. Galli, Rome; Dr. 
W. O. Greenwood, Harrogate; 
Mr. E. Greene, Brighton; Mr. 
J. S. Goodall, Lond. 

H. — Hunterian Society, Lond.; 
Mr. H. R. Heber, Lond.; Dr. 
R. C. Holt, Didsbury; Heritage 
Craft Schools. Chailey, Hon. 
Sec. of ; Dr. C. L. Hewer, Lond.: 
Mrs. F. A. Hornibrook, Lond.; 
Dr. C. O. Hawthorne, Lond. 

I. —Institute of Physics, Lond. 

J. —Journal of Industrial Weir 
_fare, Lon’d., Editor of. 

K. —Mr. G. Kendall, Lond.; Lord 
Knutsford, Royston; Dr. W. W. 
Keen, Philadelphia; King 
Edward’s Hospital Fund for 
London. 

L. —Mr. E. P. Leavy, Load.; Mr. 

N. C. Lake, Lond.; Dr. R. B. 
Low, Lond.; London Panel 
Qa-zette , Lond.; Dr. Lillien- 
stein, Bad Nauheim ; London 
Society, Lond.; Dr. C. Lilling- 
ston, Gorleston-on-Sea; Liver¬ 
pool Hospital for Children; 
London and Counties Medical 
Protection Society, Lond.; Dr. 

H. C. Lucey, Lond.; Leicester 
Medical Society, Hon. Sec. of; 
Dr. A. W. Lemarchand, Barn¬ 
staple ; London Dermatological 


Society; Dr. S. A. Lane, 
Bognor. 

M.— Dr. P. Manson-Bahr, Lond.; 
Metroi>olitan Asylums Board, 
Lond.; Dr. D. McKenzie,Lond.; 
Margate Chamber of Com¬ 
merce, Sec. of; Dr. W. C. 
Morton, Leeds; Mr. R. W. 
Maxwell Muller. St. Mawes; 
Prof. J. J. R. Macleod, Toronto; 
Merchants’ Association of New 
York; Dr. S. G. Moore, 
Huddersfield. 

N —North of England Tubercu¬ 
losis Society, Newcastle-on- 
Tyne, Hon. Sec. of; National 
Housing and Town Planning 
Council, Lond.; National Hos¬ 
pital fur the Paralysed and 
Epileptic, Lond., Dean of; 
National League for Health, 
Maternity, and Child Welfare, 
Loud.; Dr. H. Nockolds, Lond. 
P.— People’s Refreshment House 
Association, Lond.; Dr. F. J. 
Poynton, Lond.; Mr. M. J. 
Parkor, Rotherham: Mr. H. 
Platt, Manchester; Mr. W. B. I. 
Pollock, Glasgow*; Dr. M. 
Ponzio, Turin ; Dr. J. Phillips, 
Bradford; Mr. P. S. Price, 
Lond.; Parliamentary Medical 
Committee, Lond., Sec. of. 

R.—Dr. J. D. Rolleston, Lond.; 
Royal Society, Lond.; Royal 
Society of Medicine, Lond.; 
Royal Society of Arts, Lond.; 
Royal College of Surgeons of 
England, Lond.; Royal Insti¬ 
tute of Public Health, Lond.; 
Mr. H. J. Ripka, Lond.; Royal 
Institution of Great Britain. 
Lond.; Royal Sanitary Institute, 
Lond.; Royal Academy of Arts, 
Lond.; Rontgen Society, Lond. 
8.—Dr. G. A. Stephens, Swansea; 
Dr. H. E. Smith, Lond.; Mr. 
W. B. Secretan, Reading; Dr. 
E. I. Spriggs, Banff; Dr. S. N. 
Scott. Plymstock; Savoy Hotel 
Laundry, Lond.; Mr. A. F. 
Shepherd, Lond.; Prof. W. 
Stirling, Manchester. 

T. —Dr. W. W. C. Topley, Lond.; 
Dr. G. N. W. Thomas, St. 
Albans. 

U. — University of Edinburgh, 

See. of. I 

V. —Dr. C. W. Vining, Leeds; Dr. 
J. C. Voigt, Southport. 

W. —Dr. E. L. White, Southamp¬ 
ton ; Mr. A. J. Walton, Lond.; 
Dr. H. Wingfield, Lond.; West 
Kent Medico-Chirurgical So¬ 
ciety, Lond., Hon. Sec. of: 
West London Post-Graduate 
College; Dr. J. D. Wynne, 
Norwich; Dr. J. Wamock, 
Cairo: Dr. J. Walker, Whit¬ 
church; Sir G. S. Woodhead 
Cambridge. 
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IMts, Sjprrt Comments, anb ^nstoers 
to Correspondents. 

DISEASES DESCRIBED BY MEDICAL MEN 
WHO SUFFERED FROM THEM. 1 
By Sib Humphry Rolleston, K.C.B., M.D Camb., 
F.R.C.P. Lond. 

EMERITUS PHYSICIAN, ST. GEORGE'S HOSPITAL SENIOR 
PHYSICIAN, VICTORIA HOSPITAL POR CHILDREN. 


In the selection of a subject in response to your com¬ 
plimentary invitation it was obviously unwise to encroach 
on those aspects of medicine that your teachers deal with so 
much more advantageously, and I have accordingly chosen 
one on which it is to be hoped that none of them—though 
here I am not on safe ground—are personally competent to 
speak with real authority—namely, diseases described by 
medical men suffering from them. Stephen Paget, in his 
delightful Confessio Medici , says: “ You cannot be a perfect 
doctor till you have been a patient: you cannot be a perfect 
surgeon till you have enjoyed” (and he goes on to emphasise 
his choice of this verb) “ in your own person some surgical 
experience.” According to this line of reasoning the perfect 
author should be a man of many joys (or sorrows ?) ; and 
though I wish them well it is not this kind of joy that your 
teachers deserve. 

Victims to Their Specialty. 

Although the title, “ Diseases Described by Medical Men 
who have Suffered from Them,” excludes the examples of 
medical men who have paid particular attention to a disease 
and eventually fallen a victim to their specialty, a brief 
reference to this subject may perhaps be made. It has been 
said, possibly inspired by the attractive speculation that 
au ^°‘ 8U 86 e8 tion is at work, that this sequence is common, 
and Sir William Hale-White tells me that Sir Samuel Wilks, 
who was a doctors’ doctor, was firmly convinced of this 
association. On the other hand, this coincidence is so 
striking that there is a risk of exaggerating its frequency. 
Writers of complete text-books would of necessity swell this 
category and must therefore be disqualified. For example, 
Nothnagel died of what has from the toll it levies 
been called the doctors’ disease—namely, angina pectoris— 
on which he was a recognised authority; but he 
was also the editor of a voluminous encyclopaedia of 
medicine, and wrote on a number of other subjects. As 
examples of authors unconscious that the future would add 
a grim personal interest to their favourite professional 
subjects the following may be quoted: Laennec, who died 
from pulmonary tuberculosis; Sir William Gull, who, with 
H. G. Sutton, described arterio-capillary fibrosis, from 
cerebral haemorrhage; Mikulicz from carcinoma of the 
stomach ; S. O. Habershon, the author of a book on Diseases 
of the Stomach, of simple gastric ulcer; G. R. Fowler, an 
American surgeon, author of a “ Treatise on the Appendix,” 
and originator of the Fowler position, of appendicitis; 
Corvisart and Lancisi of heart disease. 2 The late Sir 
A. B. Garrod, who wrote in 1876 that, unlike Svdenham, 
he could not from personal experience describe the 
sensations of gout, became its victim, when 70 years 
of age, so his son the present Regius professor of medi¬ 
cine at Oxford tells me. Trousseau, whose clinical 
iectures covered nearly the whole field of medicine, pointed 
out that if thrombosis occurred in a case of gastric disease, 
carcinoma might safely be diagnosed; when himself ill he 
was visited on Jan. 1st, 1867, by his former pupil Peter who 
when thus calling to express good wishes for the New Year’ 
had the painful experience of hearing his teacher say ■ “It 
is all up with me, the appearance of a patch of phlebitis last 
night leaves no loophole for doubt as to the nature of mv 
illness.” Trousseau was right in applying his diagnostic 
deduction to his own case ; he lingered on for six months, 
dying at the age of 66 years on June 23rd, 1867. 


Occupational Diseases among Medical Men. 

Attention may be called to examples of what might be 
called occupational diseases among medical men ; medical 
officers specially interested in infectious diseases, including 
tuberculosis, syphilis, and tropical affections, on which they 
may have written, are naturally liable to contract these 
diseases, and radiologists have suffered much in the past 
especially from carcinoma. Those who have worked at the 
laboratory aspects of infections mav fall victims to these 
diseases, and many examples might be given. Probably the 
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best known are those cases in which the accident has " 
rapidly proved fatal and so do not come under the category 
of those who have described the disease from personal „ 
experience. But of these martyrs to medical research the 
names of a few may be mentioned:—enteric fever: Allen 
MacFadyen, H. J. Tylden, L. Jenner; yellow fever: 
W. Myers; Rocky Mountain fever: T. B. McClintie; plague: 
Muller; spirillum fever: J. E. Dutton; glanders: J. H. Wells ! 
(1909). Another group contains those who have deliberately 
inoculated themselves with infective or probably infective 1 
material; thus J. W. Lazear allowed mosquitoes to bite him * 
and by his fatal illness proved the transmission of yellow '! 
fever; the late Dr. P. T. Man son allowed infected mosquitoes i 
to bite him, and by thus contracting malaria proved that 
they transmitted the disease; his death, however, was due 
to an independent accident; the late Dr. R. Cory, of 
8t. Thomas’s Hospital, frequently vaccinated himself with 
vaccine lymph from sypnilitic infants and eventually 
became infected; and John Hunter 8 inoculated himself 
with pus from a case of gonorrhoea but developed syphilis, 
and was thus led to believe in the unity of venereal 
disease; it is, indeed, probable that his dramatic death from 
angina pectoris was due to syphilitic aortitis. 

Great Names Connected with Special Diseases. 

Bright, Addison, and Hodgkin—the great triumvirate of 
Guy’s Hospital—did not suffer or die from the diseases so 
inseparably connected with their names. Bright died at the 
age of 69 after four days’ illness attended with hsematemesiB, - 
and the necropsy revealed pure aortic stenosis with healthy 
kidneys. He was known to have some cardiac affection, bat 
it is said that inquisitive attempts to find out its exact nature . 
were always frustrated by him; at consultations between 
several eminent physicians, including Bright, the problem | 
was sometimes attacked by proposing tocompare the patient’9 , 
pulse with that of a presumably healthy man (Bright); but 
the erudite touch of the inquiring colleague was always 
skilfully evaded. About Addison’s end kindly reticence 
drew a veil at the time of his death, but it appears that he 
became insane 'and jumped out of a window at Brighton 
when 67 years old. Hodgkin, who was pathologist, but never 
on the medical staff of Guy’s Hospital, died of dysentery at , 
Jaffa at the age of 68. Dr. Joseph Ignatius Guillotin 
(1738-1814), who was a zealous advocate of vaccination and 
the founder of a short-lived Academic de M&lecine in Paris, 
did not, as poetic justice might well demand, have his 
head removed by the instrument to which his name is I 
attached. 

When giving descriptions of diseases from which they 
may happen to have had personal experience some writers 
record their own sensations under a modest periphrasis 

such as “a man known to us . whose heart stands work 

well in all other respects but in whom intermittenoe of the 
heart may occur for many days if he remain for an hour or 
two with many smokers. He dare not sit in a close smoking 
room or in a smoking carriage.” Or “a case is known to 
the writer in which the patient suffered from a severe 
attack 18 years from the onset of the disorder (bilharziasis), 
which had been in abeyance for some years.” The late 
L. G. Guthrie, 4 h propos of ophthalmic migraine, wrote: “ Iu 
one case known to the writer permanent paralysis of the 
ocular sympathetic appears to have been the result of 
repeated migraine.” 

The accurate observations of medical men on their own 
diseases, in spite of the quip that ‘‘he has a fool for his 
patient,” are interesting human documents, and may add to 
our knowledge of the earliest indications of disease. Such 
personal descriptions are of special value from the point of 
view of the subjective manifestations or symptoms as opposed 
to physical signs. The physical signs are best observed by the 
onlooker and may escape the attention of the patient. Thus 
L. P. Mark, for some 15 or 20 years, each day when he 
looked into the glass to brush his hair or to shave had a 
typical acromegalic literally staring him in the face, 8 as had 
been clear to his professional friends for years, and when 49 
was spotted in a crowd by Professor Pierre Marie, who 
originally described the disease, while in London for a 
medical entente cordiale. His graphic account of his sensa¬ 
tions and sufferings, on the other hand, give much fresh 
information, especially as regards the occurrence of exacer 
bations in the disease, or of periods which he calls the 
acromegalic state during which the symptoms, like the 
physical signs, are accentuated; these symptoms varied 
from malaise to complete incapacity to do anything and 
mental depression. 

Julius Thomsen’s 6 description (1876) of the disease of the 


8 Works of John Hunter with Notes, edited by J. F. Palmer. 1835, 
vol. ii., pp. 146, 417. 

4 Guthrie, L. G.: The DisekRes of Children (OwTod, Batten and 
Thursfleld). Vide also Clinical Journal, August 5ffn, 1896. 

5 Mark L.: Acromegaly, a Personal Experience. Bailli^re Tindall, 
and Cox. 1912. 

6 Thomsen, J. (of Kappeln, Schleswig): Tonische Krftmph 
(Ataxia Muscularis ?), Arch. f. Psychiat., Berlin, 1876, vi., 702. 
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muscles (myotonia congenita) hereditary in hiB family first 
drew attention to this disease. This is the best, if not the 
only, example of a disease first brought to our knowledge by 
a sufferer, for it is not certain that John Bostock gave the 
first account of hay fever. Otherwise the nearest approach 
to such an original document is probably that by Dr. R. 
Druitt, 7 who gave a full description, especially as regards 
the early symptoms, of paroxysmal hsBmoglobinuria under 
the title Paroxysmal Hcematinuria in 1873, a year after the 
disease had compelled him to retire from active practice. But* 
as far back as 1831 Elliotson 8 briefly referred to a case as 
connected with malaria, and in 1865, at the same meeting 
(on May 9th) of the Royal Medico-Chirurgical Society, 
G. Harley 9 and W. H. Dickinson 10 read papers on inter¬ 
mittent nsematuria; Harley recognised that the red blood 
corpuscles were dissolved, but he believed that the under¬ 
lying factor was hepatic derangement, apparently on account 
of the accompanying icteric tint; Dickinson, on the other 
hand, more nearly approached our present views in saying 
that we must be content to regard the disorder as something 
nxi generis and the blood itself as the seat of the primary 
change. Druitt’s symptoms began when he was 52, six 
years before his account of the disease was published, and 
lasted until his death in 1883 at the age of b8; he was the 
author of a once well-known handbook, “ The Surgeon’s Vade 
tfecom,” which went through 11 editions. 

Migraine , Asthma, and Gout. 

The diseases most often described by medical patients are 
naturally those of a chronic character, and especially those 
with intervals of fair health between acute attacks of 
paroxysms, such as migraine, asthma, and gout. 

Migraine , or sick headache, has the distinction of having 
been portrayed by more distinguished victims than has any 
other disease, even gout, and it is noteworthy that some of 
the most careful accounts of the visual phenomena have 
been given, not by medical men, but by the leading lights of 
pure science, especially astronomers, such as Sir G. Airy, 
Sir John Herschell, Sir D. Brewster, and Sir C. Wheatstone. 
In 1886 Hilton Fagge wrote: “I do not know of any other 
malady which within the present (XIXth) century has been 
the subject of two papers admitted into the Philosophical 
Transactions, as well as of communications to the Philo¬ 
sophical Magazine and other scientific publications in this 
country and abroad.” It may therefore be said of it, as 
Sydenham feelingly remarked of gout, that it attacks more 
wise men than fools. Among well-known medical con¬ 
tributors to the literature of the disease are W. H. 
Wollaston, interim President of the Royal Society in 1820, 
who, however, threw up the profession in disgust when he 
was rejected as a candidate for the post of physician to 
St. George’s Hospital in 1800; John Fothergill, the Quaker 
physician and philanthropist, of whom Benjamin Franklin 
said, “ I can hardly conceive that a better man has ever 
existed”; Caleb Hillier Parry, the “ distinguished old Bath 
physician ” ; Dr. E. Liveing, who wrote a classic on megrim 
il873), Sir Samuel Wilks and Dr. Alexander Haig, a life-long 
sufferer until he dieted himself. Dr. Hubert Airy and Sir 
James Mackenzie have published coloured representations 
of their own spectra. Mackenzie mentions that the scintilla¬ 
tions once came on when he was about to operate on a case 
of appendicitis, but in the concentrated attention given to 
the operation they disappeared, only to return about a 
quarter of an hour after the operation was finished. 

Asthma and hav fever, being examples of toxic idiosyn¬ 
crasies on which £)r. John Freeman has thrown the light of 
the laboratory, may be considered together. In 1819 John 
Bostock, 11 later Vice-President of the Royal Society, 
described his own case as a ‘‘periodic affection of the eyes 
and chest,” and nine years later, now under the new name 
“Catarrhus aestivus, or summer catarrh,” was able to 
collect 28 examples of a similar nature, but the only 
reference to a previous description of the disease that he 
could find was one by Heberclen. But asthma, which it 
must be admitted is a rather vague term, as it may include 
many causes of dyspnoea, was previously well known. Thus 
Sir John Floyer described his own case in his ‘‘ Treatise on 
Asthma” (lo98) ; and in Hutchinson’s Biographia Medica 
(1799) it is stated that John Arbuthnot’s “Essay on the 
Effects of Air on Human Bodies ” (1733) was apparently the 
outcome of consideration of his own case, “ an asthma which 
gradually increasing with his years became shortly after 
unmanageable and incurable.” 

Arbutbnot, in his political skit "The History of John Bull,” 
originated this familiar personification of the English nation: 
“Bull in the main was an honest, plain-dealing fellow, choleric, 
bold, and of a very inconstant nature.” It may be added that in 
one of his lighter touches the late Sir Victor Horsley described our 
three British institutions—John Bull, Father Christmas, and King 
Henry VIII.—as examples of fatty degeneration due to chronic 
alcoh olism . 

7 Druitt, R.: Med. Times and Gaz., 1873, i., 403, 461. 

8 Elliotson: The Lancet, 1832, p. 300. 

9 Harley, G.: Med. Ctair. Trans., 1865, xlviii., 161. 

10 Dickinson, W. H.: Ibid., 1865, xlviii., 175. 

11 Bostock, J.: Med.-Chir. Trans., 1819, x., 161, and 1828, xiv., 437. 


Another instance, certainly interesting on account of the 
correspondents, is to be found in a letter written from 
York on June 3rd, 1795, by Dr. Thomas Fowler (1736-1801) 
whose name is so familiar in Fowler’s solution (liquor 
arsenicalis) to Dr. William Withering, of Birmingham, the 
introducer of digitalis, detailing his symptoms as those of 
angina pectoris and asking for advice; Dr. Withering 
endorsed the letter with his opinion that the disorder was 
spasmodic asthma. Turning now to later authorities, Hyde 
Salter wrote a treatise on asthma in 1859; C. H. Blackley, 
in his monograph (1873) on Catarrhus Aestivus or Hay 
Fever, refers to T. Wilkinson King, G. T. Gream, and W. P. 
Kirkman as fellow sufferers, and Trousseau 12 described his 
own experience; W. E. Steavenson in his published thesis 
fortheM.B. at the University of Cambridge (1879), says, 
“ I have never been prevented by an attack of asthma from 
going in for or completing any examination ; but when com¬ 
pleted and the strain on my mind relieved, it has always been 
followed the succeeding night and day by a severe attack.” 

Many famous medical men have suffered from gout , and 
some of them have made their experiences public. * Thomas 
Sydenham (1624-1689), the English Hippocrates, was a 
chronic victim of gout, and towards the end of his life, 
when suffering from renal calculus and hsematuria, 
brought out his Tractatus de Podagra et Hydrope (1685) 
Benjamin Franklin (1706-1790) was also plagued with 
gout and vesical calculus and wrote a curious pam¬ 
phlet “A Dialogue between Franklin and the Gout.” Dr. 
William Stukeley (1687-1765), not only a distinguished 
hysician, but so eminent in archeology and druidical 
istory that his friends familiarly spoke of him as the 
“ Arch-Druid of this age,” became so overpowered by the 
fatigues of his profession and repeated attacks of gout that 
he turned his thoughts to the church and was appointed to 
the living of All Saints, Stamford, in 1730, where he was 
treated by Dr. Rogers with his oleum arthriticum. The 
successful" result of this external application induced 
Stukeley to publish “ A Treatise on the Cause and Cure of 
Gout, with a New Rationale ” (1734). It should, however, be 
noted that in addition to rubbing on the oil Stukeley 
adopted a proper regimen and left off the use of fermented 
liquors. A famous example of a physician recounting his 
own ailments is that of George Cheyne, who described his 
obesity, neurasthenia, and hvperchlorhvdria and his cure 
in “The English Malady” (1733). In*“An Essay of the 
True Nature and Due Method of Treating the Gout” (1720) 
he also drew on his own experience. 

The late Sir Robert M. Simon suffered from Mfinitre's 
disease , and a graphic description of his symptoms from his 
own hand was published posthumously. 

Sir George Murray Humphry of Cambridge, had phlebitis 
on three occasions—in 1843 after right-sided pleurisy, in 1846 
after typhoid fever, and again in 1851 after pleurisy. He 
laughed at those who kindly told him that he would die, and 
wrote his M.D. thesis on “The Formation of Clots in the 
Venous System during Life,” 14 recording his own case: “My 
attention was first called to it by its occurrence in a member 
of the medical profession, a delicate man.” 

Other Diseases, Infections, and Accidents. 

Alimentary canal. —Merycism or rumination has been 
described by several medical sufferers : Macke, Cambay, 
Blanchard, and Hallidav. 1 ' J. H. Keay, 10 from frequent 
personal experience, insisted that the initial pain of biliary 
colic , presumably due to the entrance of a stone into the 
cystic duct, is felt in the back and not, as is commonly 
stated, in the right hypocbondrium or epigastrium, and Dr. 
Kraus, of Carlsbad, expressed the same opinion on similar 
grounds. Professor Lewellys Barker, 17 in an article on the 
diagnosis of gall-bladder disease, mentions that when 8 years 
old he had enteric fever, and that 35 years later four gall¬ 
stones giving cultures of B. typhosus were removed from his 
gall-bladder. Dr. E. A. Cockayne 18 detailed his own 
experience of catarrhal jaundice. 

Cardiac and renal disease .— The late Sir W. T. Gairdner, 
who wrote much on the cardio-vascular system, gave an 
account 19 of his own symptoms in Stokes-Adams’s disease. 
W. C. Wells (1757-1817)* the famous author of “ The Essay 
on Dew,” suffered from dropsy and cardiac asthma; he 
wrote on scarlatinal and other forms of dropsy, pointed out 
that the urine contained albumin in scarlatinal ana cutaneous 
dropsy, but not in primary hydrothorax or ascites. He 
noted that in some of his cases the kidneys were diseased, 
and thus prepared the way for Bright’s generalisation; he 
anticipated Blackall, who subsequently elaborated the 
observations on the presence of albumin in the urine. 
James Jurin (1684-1750), the first physician to Guy’s Hos- 

18 Trousseau: Clinical Lectures, p.625, vol. i., 1868, New Sydenham 

Soc. 13 Vide Brit. Med. Jour., 1915. i., 53, 282. 14 Ibid., 1859, 582. 

1S Vide Brockbank, E. M. : Brit. Med. Jour., 1907, i., 421. 

16 Keay, J. H. : Medical Treatment of Gallstones, p. 75,1902. 

17 Barker, L.: Jour. Amer. Med. Assoc., Chicago, 1920, lxxv., 1105. 

18 Cockayne: Quart. Jour. Med., Oxford, 1912-13, vi., 8. 

19 Vide "Life of Sir W. T. Gairdner,” by G. A. Gibson M.D., 
pp. 138-152,1912. 
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pital (1725-1732), suffered severely from renal calculus, and It was, he continued, impossible to find in a civilL, 
described bis painful experience in his “ Account of the adult a perfect foot—one of ideal shape, which would do i 
Effects of Soap-Lye, taken Internally, for the Stone,” work properly and gracefully, and give no trouble. To k« 
published in 1740. the feet healthy it was necessary to “ catch them early 


published in 1740. the feet healthy it was necessary to “ catch them early 

Infections. —Murchison, who had typhus twice, graphically and the most effective work for reform can be carried oi 
described his own sensations and delusions during the by the provision of proper footwear for children. Growii 
delirium of the disease, and quoted similar personal accounts children must not be on their feet all day long, and shou 
by Hildenbrand and Gueneau de Mussey, Beniamin Rush, not be required to follow laborious occupations, entailin| 
“ the American Sydenham,” after advocating bleeding and heavy lifting. Standing about was more harmful thyj 
purgation with good results in yellow fever, contracted the prolonged vigorous walking,and in any collection of women 
disease, had his own treatment, and recovered. Surgeon- such as nurses, who had to stand about during their worlp 
General G. M. Sternberg, who investigated many outbreaks foot troubles were numerous. i 

of yellow fever, and wrote much, especially about the Flatness and Falliny-in of Foot.—Height of Heels. 

?u i °.w^ an< L pre £ ent !. on of tbe disease, Tiad an attack after Flftt . foot was the commonest of suoh troubles, hi 
the third outbreak and was as energetic asever in advocating generally> and nearly alwayg in children, the first tronb^ 
measures for its prophylaxis. Sir James Paget m his not really flat-foot—that is, a giving way of the lot, 

“count »'h» inneffl contocted, from examination of a aroh _ but a fa i lin g.j n 0 f the foot, just below the ankle-joinl 

P at ', e “^ ?If.-™*1 Ifa condition often referred to as weak ankles, leading to mom 

used to say that he had not known anyone to recover on oil the inner border of the foot, and, later, to the aroL 

whose case more ^han seven had been consulted. Our art , b self giving way. The best exercise for flat or weak iosj 
has improved. I had the happiness of being attended by was correct walking, developed until it becomes automat# 
ten.” In recording his own experiences as a case of staphylo- Blight turniDg 0 ut of the toes was correct when standi# 
coccic infection Sir Lauder Brunton >> noted that the pain « but in w * a | king the feet should be kept parallel. Th 
was worse after meals, when hydrochloric acid was *’ „ £.,1 t„ „ r „ tan t , rn m oVer-atrain t# 


easy, out m warning me ieet snouia De Kept parallel, im 

, • w .knA.kAj , _.. ._ - A ... -. M _ A essential use of a boot was to protect from over-strain tto 

being absorbed from the stomach, and that relief followed jig amen tg which bind the small bones together, and con*M 
the ingestion of sodium bicarbonate and its local application « tly the ^ or 8hoe 8ho ald correspond to the shape* 
to toe P"; he referred to the diminished alkalinity of fo * t Instead of the shoe fitting the foot, however.* 

Kn f A i A nan fha tnrm a AiHnaia irh i nh f hAtirth . . 0 . 1 .. , i 


the blood, but did not use the term acidosis, which, though 
invented, was not then in popular parlance. Alexander 
Ramsay (1754-1824) who, according to some, was a compound 
of personal deformity, immense learning, uncontrollable 
temper, and inordinate vanity, wrote “ Personal Experiences 
from the Bite of a Rattle-snake.” 21 

Tuberculosis has naturally attracted its medical victims dto 
its study, and has recently been responsible for a number of 
medical officers to sanatoriums. Sir Andrew Clark, when 
young, was gravely ill with tuberculosis, and when given an 
appointment at the London Hospital in 1853 was not thought 
likely to survive a year; no doubt his own condition led 
him to undertake inoculation experiments with tuberculous 
material, a subject to which Villemin’s researches were then 
(1865) calling much attention ; but his work was interrupted 
by an attack of hemoptysis. He also did much to establish 
the existence of a non-tuberculous destructive disease of the 
lung under the name of fibroid phthisis or, as it is now 
called, chronic (interstitial) pneumonia. E. L. Trudeau 
developed pulmonary tuberculosis in 1871 and was the 
pioneer of the open-air treatment of the disease at his 
sanatorium at Lake Baranao, in the Adirondaoks, where 
R. L. Stevenson was for a time, and where, according to 
E. V. Lucas a simplified spelling is in vogue and “that 
most august and mysterious of the functionaries of life, the 
Dhysician, is able to watch his divinity dwindle and his 
aignity disappear under the style Fizisn.” Dr. James 
Hughes Bennet went to Mentone for disease of the lungs 
and was the chief auent in establishing Mentone as a health 
resort; he wrote a book on “ The Treatment of Pulmonary 
Consumption by Hygiene, Climate, and Medicine.” 

Rupture of his tendo Achillis about 1762 led Alexander 
Monro, primus (1697-1767) of Edinburgh, to record his 
accident; and John Hunter’s similar experience while 
dancing in 1768 inspired him to investigate experimentally 
the healing of tendons in dogs. Percivall Pott’s fracture, 
due to a fall from his horse in 1756, has kept his name in 
perpetual recollection. 

Lastly, most of the writers on old age and its infirmities, 
such as Cornaro, Sir Anthony Carlisle, Charcot, Sir George 
Humphry, Sir Hermann WeDer, and Dr. R. Saundby, have 


was unfortunately the case that the foot is compelled 4, 
adopt the conventional standard shape of the shoemaker, 
narrower than the actual human foot, producing a pointer 
toe portion in which the great toe was cramped, turner 
outwards, and not permitted to move. So-called squaref- 
toes were a delusion and a snare; it was not the part pro 
iecting beyond the toes which mattered, the important poiit- 
being that none of the toes must be subjected to siA 
pressure. A good shoe should also have a well-curved an, 
stiffened waist. 

With regard to heels, Mr. Trethowan said the Cuban w» 
the most satisfactory for general use, the Louis heel beinp 
bad on account of its curved mechanical shape ant 
inefficient support, and also because it weakened the whok 
sole of the shoe. In a strong foot the lower, brogue hec 
could be used. Children with normal feet did not requir* 
much heel. Women, however, favoured high heels, and 
while there was no doubt that some did so for purely cosmeti 
reasons, it was certain that the majority of women wop 
high heels as a response to the relief afforded to ih 
ligaments of the foot. Women, being hampered by skirU 
could not get such freedom of movement in the hips as mei 
are able to do, and it might be from this cause they neede* 
the more efficient support afforded by heels. The action o 
the foot in man was not nearly so marked as in women, a 
men propelled themselves with the hip movement of loni 
strides, while women walked more with their feet. It was t 
universal and traditional idea that the majority of trouble 
occurring in the feet are the evil results of the use o 
heels, but the anatomy and movements of the foot showed 
fully that the strain on the long arch must lessen in propor 
tion as the heel is raised; this was the experience of tbi 
vast majority of women, in spite of medical advice to th< 
contrary. The most important measure in giving relief ii 
cases of weak or overstrained feet was to raise the height o 
the heels, and not to lower it, as was nearly always advised 
The height of the heel for remedial purposes should no 
exceed 2] inches, and in house-shoes should not be les 
than lj inches. Naturally, the height should do no mor 
than afford relief. In cases of overstrained feet slippers mus 
be avoided. Heels not less than 1} or 1} inches in heigh 


been approaching the sere and yellow. A few dying were suitable for general use in healthy feet, 
physicians have recorded their experience until the pen ' ^ 

slipped from their fingers, and it is difficult to find a more , „ SeUitum of Tootuear. 

comforting last word than that of the great William Hunter, Most ready-made boots, Mr. Trethowan sai 
“ If I had strength enough to hold a pen, I would write how ably in the support afforded to the inner bor 
easy and pleasant a thing it is to die.” and this fact, together with waists that 


HEALTHY FEET. 

On April 6th a lecture on “ Healthy Feet ” was delivered 
at the Institute of Hygiene by Mr. W. H. Trethowan, who 
said that during and after the war, as surgeon to one of the 
great military orthopaedic hospitals, he had had an extended 
opportunity for noticing how frequently deformities and 
disabilities of the feet contributed to the C3 element 
enrolled in the new army, and also the effect of these foot 
conditions on active service. A great number of cases of 


Selection of Footwear. 

Most ready-made boots, Mr. Trethowan said, failed misei 
ably in the support afforded to the inner border of the fooi 
and this fact, together with waists that are thin an 
unyielding, and which bulge downwards after use for tw 
or three weeks, was largely responsible for the inefflcier 
support and breakdown of the foot. Where such an ev 
arrangement was combined with a flat heel, the shoe is c 
the worst description. The majority of people habitual 1 
wore shoes too narrow across the toes and the balls of th 
toes. Up to a point, just behind the balls of the toes, tb 
snugger and narrower the shoe the better, for a good tigl 
grip of the instep was very desirable. 

In selecting shoes important points to be borne in min 
were length, breadth of soles, the pointing inwards of tl 


conditions on active service. A great number of cases of were length, breadth of soles, the pointing inwards of t 
so-cal led “ trench feet” were reported, but when, from the toe portion or straight inner border, and the roominess 
cases thus grouped, those really due to frost-bite were the toe portion of the upper. In conclusion, Mr. Trethcwa 
eliminated, the remainder were ordinary mechanical dis- pointed out that pressure effects began very early in childrei 
abilities common in civil life, such as flat-feet, too arched a nd that a single pair of ill-fitting shoes might be the oaui 
feet, clawed toes, hammer toes, and similar troubles. Apart of a considerable degree of permanent deformity. Books at 
from frost-bite, he had never been able to convince himself stockings were of some importance also, and were often tc 
that such a disease as trench feet existed. short, narrow, and made of unyielding materials. Bock 

in order not to have any deforming effects, should be larg 
not pointed at the toes, and made of material that wi 
readily expand. 


20 Brunton, L.: St. Bart.’s Hosp. Rep., 1903, xxxix., 227. 

21 American Medical Biographies (Kelly and Burrage), p. 951,1920. 
22 “ From an American Note-book,'* Times. Sept. 24th, 1920. 
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LOOSE BODIES IN JOINTS. 

A STUDY OF LOOSES BODIES COMPOSED OP CARTILAGE, 
OR OF CARTILAGE AND BONE, OCCURRING IN JOINTS, 
WITH 8PECIAL REFERENCE TO THEIR PATHOLOGY 
AND J5TIOLOGY. 1 

Delivered before the Royal College of Surgeons of 
England on Feb . llth t 1921 , 

By A. G. TIMBRELL FISHER, M.C ., F.R.C.S. Eng., 

ASSISTANT IN THE ORTHOIW.DICJ DEPARTMENT, 8T. BARTHOLOMEW’S 
H08PITAL; SURGICAL SPECIALIST AND ADVISORY SURGEON FOR 
JOINT CASHS, APPEAL BOARDS, MINISTRY OF PENSIONS. 

I .—INTRODUCTORY. 

Thb subject of loose bodies in joints is not only of 
considerable practical importance, but in addition it 
constitutes a pathological problem of very great interest, 
the solution of which has taxed the ingenuity of 
Burgeons and pathologists from the time of Ambroise 
Par§ until the present day. It is scarcely surprising, 
therefore, that the literature upon the subject is great, 
and the nomenclature diverse. Unfortunately, the 
subject of loose bodies in joints, like that of internal 
derangement of the knee, in spite of the progress that 
has been made in recent years, is still surrounded by a 
cloud of mystery and imagination which not infrequently 
brings discredit upon our profession, and under cover of 
which the charlatan and “bone-setter” pursue their 
dangerous and unscientific methods. This cloud can 
only be dissipated by knowledge of underlying patho¬ 
logical principles. The present article does not discuss 
the group of loose bodies comprising those formed of 
unorganised fibrin, fibrous tissue, fat, Ac., but confines 
itself to those bodies formed of cartilage, or of cartilage 
Anil bone combined, occurring in joints. Foreign bodies 
in joints also form a class by themselves and do not 
come within the scope of this paper. 

II.— Pathology and Symptomatology. 

The loose bodies of cartilage, or of cartilage and bone, 
under consideration may be classified into three groups. 

GROUP I.—Loose bodies occurring in connexion with 
some more or less general pathological process affecting 
the joint, such as : (a) osteo-arthritis; (&) tabes; (c) tuber¬ 
culous disease accompanied by necrotic caries; (d) acute 
arthritis due to infection. 

Group II.—Loose bodies occurring in joints that are 
otherwise apparently normal : (a) bodies having the 
microscopic, and frequently the macroscopic, appear¬ 
ances of detached portions of the articular surfaces; 

(b) bodies derived from inter-articular fibrocartilages; 

(c) bodies formed from detached epiphyses not forming 
portions of an articulating area. 

Group III.—Synovial chondromata, laminated and 
non-laminated: ( a) single; (6) multiple; (c) diffuse. 
Group I .—Loose Bodies Occurring with Some General 
Pathological Process Affecting the Joint. 

A. Loose bodies occurring in osteo-arthritis .— 
(1) Synovial chondromata; (2) detached osteophytes; 
(3) detached epiarticnlar ecchondroses. 

1. Synovial chondromata in osteo-arthritis .—These will be 
dealt with below under Group III., as they present the same 
naked-eye and microscopic appearances as the synovial 
chondromata that occur unassociated with osteo-arthritis. 
They cannot be said, therefore, to be the typical OBteo- 
artbritic loose body, which distinction belongs to the 
detached osteophyte to be dealt with below. 

2. Loose bodies formed by detached osteophytes. —It is to John 
Hunter that we owe the first description of this mode of 
origin of loose bodies. Bodies of this category have certain 
definite features which differentiate them from the other 
varieties and by which they may at times be readily 
recognised. They are peculiarly exposed to injury in certain 
situations, and it is not surprising, therefore, that they may 
become detached, either completely or incompletely, and in 
the latter case are often found attached by pedioles of varied 


1 Published in more detail, and with 32 illustrations, in the current 
number of the British Journ U of Surgery. 

No. 509". 


thickness to the joint margins. When completely detached 
the fractured surface of the chrondro-osteophyte may be 
recognised, but later this may become covered by outgrowth 
from the surrounding cartilage. In section these bodies 
are usually somewhat pyriform. The more pointed extremity 
is less thickly covered with cartilage than elsewhere, and 
may be regarded as the spot where the osteophyte was 
attached to the parent bone, the fractured surfaces having 
become covered with cartilage of new formation. 

Microscopical examination of a chondro-osteophyte shows 
features of great interest, which clearly differentiate this 
variety from the two other types to be described later, with 
which it is liable to be confused—i.e., the flynovial chon¬ 
droma and the “ classical" type of loose body derived from 
the articular surface. A section through the entire body 
shows that the periphery consists of well-developed flbro- 
cartilage with comparatively few, but uniformly distributed, 
cells. The latter differ from those of connective tissue in 
that the nuclei are spherical, although they are as yet 
unsurrounded with capsules. This fibrocartilage is invested 
with a zone of fibrous tissue furnished with flattened cells 
as in a perichondrium. In this fibrocartilage occur areas of 
hyaline cartilage. The bone in the centre consists of well- 
developed cancellous tissue, but is quite dead, 
lacun© are empty, and devoid of any stained elements. 
The contents of the spaces are mpstly groups of fat 
cells, but there are no stained nuclei either m the fat 
cells or other tissues. At the junction of the osseous 
centre and the surrounding cartilage there is, m places, a 
zone of calcified cartilage between the fibrocartilage and the 
proper dead cancellous bone, the cartilage cells in this 
zone being alive, but the bone corpuscles dead. The over 
lying cartilage has nowhere the characters of normal 
articular cartilage, and there are no proper elongated or 
other groups at the free aspect. . . . M 

To sum up: A detached osteophyte forming a loose bodv 
in a joint has definite naked-eye and microscopic appear¬ 
ances bv which it may be recognised. It is very unusual 
for more than two or three of these bodies to be found in 
the same joint, and there is often only one of this var ^y 
present. In the same joint, however, there . 
cartilaginous loose bodies derived from synovial fringes. 

3. Detached epiarticular 

Shattock was the first to point out that bodies of the s&me 
essential nature as the periarticular ecchondroses growing 
from the articular margins might arise in thei hv 

cartilage covering the normal bone. This takes place by 
iMyptrplasia of the cartilage, in which central ossiflca- 
tion subsequently occurs (Path. Trans, xl.). 

These observations suggest (as Professor 8hatfcock 
observes) that in certain cases the separation of such 
might lead to the production of loose bodies of *.kind 
similar to those which are at times detached from the 
articular margins. 

B. Loose bodies occurring in tabes.— These resemble 
the bodies described in the last group, but all the 
processes tend to become greatly exaggerated, so that 
the loose bodies, whether formed from synovial fringes 
or by detachment of osteophytes, are as a larger. 
In tabetic joints, especially in the hypertrophic form, 
the osteophytes may be indeed enormous; moreover, 
the formation of bone involves the planes of connective 
tissue between the capsule and the synovial membrane, 
so that the joint may be surrounded eventually by bony 

masses, sometimes accurately articulated. 

C Loose bodies occurring in tuberculous disease 
accompanied by necrotic caries— Tuberculous ^rosis 
of considerable portions of bone is not a common con¬ 
dition. It affects more frequently the articular end of 
the femur, and is probably due to interference with the 
blood-supply of the affected portion, which may account 
for the wedge-shaped or conoidal form of these 
sequestra. A remarkable feature is the slowness of 
the process by which their separation is accomplished. 

IK Loose bodies occurring in acute arthritis due to 
infection. —These occur in the following * 

(1) Flakes of necrotic articular cartilage of variable 
size; (2) bony sequestra ; (3) the whole of the articular 
Sid, when the epiphysisis intracapsular; may necrose 
and be found quite loose in the joint. (Fig. 1.} 

Group II.— Loose Bodies formed by Detachment of a 
Portion of the Articular Surface and occurring 
in otherwise Normal Joints. 

General Characteristics. 

1 They occur more frequently in males than in females. 

2 - . The commonest age-inoidence is between the years of 

15 3 ftI The'tyDe of loose body most frequently seen I hare 
termed the ^classical ” form. This form has the following 
R 
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characteristicsShape, circular or oval; size, that of an 
almond; section, plano-convex. Surfaces: The convex 
surface has the typical appearance of articular cartilage, 
whereas the flattened surface is more irregular and may be 
rough, lowly nodulated, or smooth, according to the degree 
of proliferation that has taken place. The borders are 
smoothly rounded. 

4. Their commonest site is the knee, next in frequency 
the elbow. Their presence has been recorded, although 
rarely, in the shoulder, hip, ankle, wrist, and other joints. 

Fig. 1. 


Head of femur forming loose body iu acute infective arthritis 
Natural size. [721 a, St. Thomas’s Museum.] 

In the case of the knee-joint they are usually derived from 
the articular surface of the femur or patella, and but rarely 
from that of the tibia. 

5. Although usually single, occasionally two or even three 
of these bodies may be present in a joint. 

6. The bodies may be completely or incompletely detached 
or may acquire a secondary adhesion to the synovial 
membrane. When incompletely separated they are usually 
attached by a hinge of articular cartilage to the margin of a 
defect or loss of substance in the articular surface which 
corresponds in size and shape to 

the loose body. In cases where FlG. 2. 

more than one body is present, 
these may be quite free, or one 
may be incompletely detached and 
the remainder free. 

7. Cases are recorded where such 
a gross detachment by injury as 
the head of the femur or of the 
radius may occur and form a loose 
body in the joint. 

8. Their continued presence in a 
joint may bring about secondary 
changes of an osteo-arthritic nature. 

9. These loose bodies themselves 
undergo certain remarkable changes 
in the joint which will be dealt 
with in detail below. 

10. The part that trauma plays 
in their astiology has been a subject 
of great controversy, and we will 
defer our conclusions upon that 
question until we have critically 
examined the series of cases to be 
next described. 

11. They are occasionally bilateral 
(Bowlby, Clutton, Weichselbaum). 

A. Loose bodies having the appearances of detached 
portions of the articular surfaces. — Classification : I have 
adopted the following subdivisions: (1) Recent detach¬ 
ments. Bone (where present) and articular cartilage 
living. No proliferative charges in articular cartilage. 
(2) Bodies whose sojourn in the joint has been longer. 
The articular cartilage shows proliferative changes. 
The “ classical ” type of loose body. (3) Marked degree 
of proliferation of cartilage. (4) Excessive proliferation 
of cartilage. (5) Feeble proliferation of cartilage. 
(6) Formation of new bone from the osteogenetic tissue 


in the cancellous spaces accompanying the formation of 
secondary adhesions, or incomplete detachment. 

A series of cases illustrating recent detachments was 
then passed under review. 

1. Recent detachments. —In this series a portion of articular 
cartilage, with or without a layer of the subjacent bone, is 
detached by direct or indirect violence. The following cases 
are typical examples representing four different varieties: 
Cases 1 and 2, detachment of articular cartilage and bone 
by direct violence; Case 3, detachment of articular cartilage 
and bone by indirect violence; Case 4, detachment of 
articular cartilage by direot violence; Case 5, detachment 
of articular cartilage by indirect violence. 

2. Loose bodies in which the cartilage shows proliferative 
changes. The “ classical ” type of loose body. —In this sub¬ 
division a few cases only out of the large number examined 
will be passed under review. Although they are all alike in 
showing proliferation of cartilage, they present certain 
minor differences. The principal naked-eye features of this 
subdivision have been already described. It will be 
sufficient merely to draw attention again to the fact that 
the margins of the bodies comprising this group, instead of 
showing signs of recent traumatic detachment, are smooth 
and rounded. Many different theories have been held as to 
their origin, but I shall attempt to show that they are 
portions of the articular surface detached by trauma and 
not by any pathological process, and which have continued 
to grow until, as we shall see later, their origin may be 
obscured. 

Cark 1.—E. J. D., 25, came under my care in November, 1919, with 
the following history. Before the war he had been a miner; he had 
never had any illness that he could remember, and had never had 
any joint trouble. In January, 1915, he joined the Royal Field 
Artillery, and almost immediately commenced to undergo the 
Rtrenuous riding-school exercises. After a short time ho noticed 
that his knee would occasionally become painful and swollen after 
riding. The pain and swelling recurred at intervals after strenuous 
exercise for about two and a half years. In August, 1917, his knee 
suddenly became fixed in the extended position as he was getting 
up to leave a train, and rapidly swelled. He was admitted to 
hospital with the knee locked in extension. Ho was treated for 
some monthsas a caseof “ arthritis,”and the limb was immobilised 
by splints. The treatment caused the swelling to subside, but 
whenever he attempted to walk the pain and swelling recurred, 
and the limb was immobilised once more. After a long period of 
immobilisation the tendency for pain and swelling to occur after 
exercise subsided, and he was ordered a course of gymnastic 
exercises to remove stiffness that was present, and he was so far 
improved that ho was able to return to duty in February. 1918, and 
returned to France again the following month. The result was 
disastrous; the pain and swelling constantly recurred, and at 
length, in December, he was discharged the Service permanently 
unfit. After discharge his symptoms continued, but in addition, 
he became subject to attacks of severe pain in the joint which 
caused him to fall to the ground. In November, 1919, he was going 
up 8 mie steps whon bis lef j knee suddenly “ twisted inwards ” and 

FIG. 3. 


Living bone corpuscles, 
and symmetrical 


[722 St. Bart.’s.l 


Living cartilage cells. [722 St. Bart.’s.J 


became locked iu a semificxed position, so that ho was unable to 
straighten it. 

When I saw him there was a considerable amount of effusion i» 
the joint, and any attempt to extend the leg upon the thigh caused 
severe pain, more marked beneath the patellar ligament. At first 
sight this appeared to be a cape of internal derangement of the 
knee due to injury and displacement of tho internal semilunar 
cartilage. However, as all attempts to unlock the joint were 
unsuccessful, the patient was X rayed and a loose body revealed. 
At operation I found the loose body lying in the depression 
of the articular surface of the external condyle of tho tibia 
between the external semilunar cartilage and tho tibial spine^ 
It was easy to see how its position mechanically blocked full 
extension of the leg. It was attached by a pedicle to the posterior 
crucial ligament in tho region of the intercondylar notch. After 
division of tho pedicle tho loose body was removed, and tho patient 
made an uninterrupted recovery. 




The Lancet,] 


MR. A. G. TIMBRELL FISHER : LOOSE BODIES IN JOINTS. [April 23, 1921 841 


From a consideration of the history it appears probable 
that during the riding exercises a portion of articular 
oartilage was gradually detached, probably by ligamentous 
strain or muscular spasm, and that eventually it became 
completely detached and caused the first locking of the joint. 
Afterwards the body perhaps aoquired a secondary attach¬ 
ment to the synovial membrane over the crucial ligament, 
which, on stretching, gave rise to the second period of 
locking. Incidentally the history shows the difficulties and 
pitfalls that lie in the path, of the clinician in these cases. 
The patient’s condition remained undiagnosed for nearly 
four years; he suffered much pain and discomfort, and was 
eventually discharged “ permanently unfit.” An exploratory 
arthrotomy might have at once revealed the condition, 

Fig. 4. 



scopic examination shows that the cartilage cells and 
bone corpuscles are all living.] 

3. Loose bodies exhibiting a striking degree of proliferation .— 
The phenomena presented by this subdivision are truly 
remarkable; the cartilage cells proliferate with such 
exuberance that veritable cartilaginous tumours are 
formed. In the centre of the body can be seen the fragment 
of the articular surface originally detached. 

Case 1.—Consists of two loose bodies of unusually large type 
which were removed from a knee-joint. They are both somewhat 
discoidal in form, and have a remarkably irregular, coral-like 
exterior, like some of the osteomata growing from the ends of the 
long bones; the larger has a chief diameter of 2$ in. The smaller 
of the two bodies has in the centre a nucleus of dense osseous 
tissue which is covered on one aspect by a layer of cartilage 
having the appearance of articular cartilage. Next succeeds 
a thick crust of cartilage which is obviously laminated in 
a circumferential manner. This external crust is traversed in 
places by fissures which have for the most part a radial arrange¬ 
ment. The accompanying description states: “They were 
removed from the knee-joint of a libourer, aged 25. The loose 
bodies lay in tho cul-de-sac beneath the quadriceps extensors, and 
were very freely movablo. The patient noticed a swelling in that 
situation after a fall on the knee five years previously. The 
margins of the femur were lipped but there was no other evidence 
of osteo-artbritis." 

Case 2 (Spec. 1931B, Museum, R.C.S., Fig. 4), is an equally 
remarkable example of very maiked degree of proliferation of the 
articular cartilage. The short accompanying description states 
that: “ It was removed by operation from the knee-joint of a man, 
aged 55, who had been unable to flex his leg to the full extent for 
some months. A hard movable body could be felt iu the supra¬ 
patellar recess of the joinb previous to operation. There were 
evidenced of rheumatoid arthritis in the knee.” 


T.oose body derived from articular surface showing striking degree 
of proliferation. Natural size. [1931 b, R.C.S.] 

spared him years of suffering, and supplied another soldier 
for the firing line. 

Microscopical appearances .—A portion cut from the dried 
specimen after immersion in water regained its normal 
appearance; and microscopic sections, after staining with 
hematoxylin, displayed well-stained cartilage cells through¬ 
out—i.e., it is not a sequestrum. 

I am indebted to Mr. Percy Sargent for loan of the 
following specimen. 

Case 2.—W. G., aged 20, came under Mr. Percy Sargent’s care in 
May, 1920, with the history that nine months ago he "ricked” his 
right knee whilst swimming, and experienced severe pain in the 
outer side of the joint, and almost immediately after noticed a 
freely movable body in this situation. No locking occurred, but 
movements were painful. Afterwards tho knee was apt to give way 
suddenly about once a fortnight, with excruciating pain—the loose 
body on these occasions being felt as before at the outer side of the 
joint. There was never any actual locking. 

On admission the knee was slightly swollen and the synovial 
membrane thickened. Movements of the joint were full, and no 
loose body could be felt. .There was some wasting of the thigh. Mr. 
Sargent obtained access to the joint by the vertical median division 
of the patella. The body lay quite loose behind the patella. 

The loose body has the characteristics of the “ classical ” 
type already mentioned. The rounded bodies are well seen, 
and the deep surface shows that the articular cartilage has 
extended from the margin of the body over the surface of 
the bone. This process is more advanced than in Case 1. 

Microscopical appearances— From the fractured edge of the 
original large-celled articular cartilage a cushion of smatl- 
oelled cartilage has been produced, which extends over the 
edge and over the under side of the fractured bone. The 
bone itself is necrosed, the corpuscles in the trabecule 
ceasing to take a nuclear stain. The connective tissue 
within the cancellous spaces is quite dead; the forms of the 
fat cells in the cancellous spaces, however, being still 
recognisable. 

At the top of the specimen is seen the free surface of the 
reparative tissue or “callus,” which has spread from the 
proliferating fractured edge of the articular layer, over the 
opposite aspect of the fractured surface of the bone, as 
inaicated by the fissure between the two. 

The reparative tissue is well developed on the deep aspect, 
the cartilage cells being furnished with well-pronounced 
capsules. One process has intruded itself into one of the 
cancellous spaces laid open by the fracture. At the lower 
right-hand side another elongated cancellous space is com¬ 
pletely filled with a deeper intrusion of cartilage, the 
matrix of which is coloured a vivid blue; there were 
several adjacent spaces occupied with similar newly formed 
cartilage. The lacunae of the osseous trabeculae are quite 
empty, the bone itself being dead. 

[Professor Fisher next described the microscopical 
appearances in a number of other cases somewhat 
similar to the last but presenting minor differences. 

In Case 6 (Spec. No. 722, St. Bart.’s Museum : Figs. 2 
and 3), although in the absence of any history of injury 
it had previously been inferred that the body had 
become detached through “ quiet necrosis,” yet micro¬ 


4. Feeble proliferation of articular cartilage .—This is a rare 
condition, and is represented by but one example among 
the large number examined in the course of this research. 
This specimen, kindly lent me by Professor M. J. Stewart, of 
Leeds, is the one described bv Teale, who considered that 
it had been gradually exfoliated after injury. 

Microscopical examination. The cartilage cells towards 
the free surface stain feebly (possibly the result of imperfect 
fixation). More deeply the groups of cells and their nuclei 
are sharp and the nuclei fairly, not intensely stained. On 
the free aeep side here and there are portions of large-celled 
cartilage. 

Fig. 5. 



Formation of new bone in cancellous Bpaces of a loose body 
accompanying secondary adhesion to synovial membrane. 


5. Formation of nexc bone from osteogenetic tissue in cancellous 
spaces accompantying the formation of secondary adhesion* 
or incomplete detachment (Fig. 5).—In the cases hitherto 
described it is to be noticed that no case demonstrates new 
bone in process of formation. The cancellous spaces contain 
merelv necrotic tissues, and no living and active osteo¬ 
genetic cells. It will have been noted that these bodies were 
all quite free in the joint. The examples of the sub¬ 
division wo have now to consider were found at operation 
to have acquired a secondary adhesion to the synovial 
membrane or to be incompletely detached. In this variety we 
find that the cancellous spaces still contain living contents 
and vessels, and that although many of the deeper bone 
corpuscles—that is, those lying nearer to the articular 
cartilage—are dead, yet the more superficial cancellous 
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spaces contain osteogenetic tissue actively engaged in laying 
down new bone upon the surface of the old. There can 
thus be little doubt that a loose body mav, if attached 
secondarily to the synovial membrane or if incompletely 
detached, increase in size, not only by proliferation of its 
cartilage cells, but also by formation of new bone. More¬ 
over, it appears that, should secondary detachment of the 
loose body occur, the formation of bone ceases, whereas the 
cartilage continues its growth. This increase in bony sub¬ 
stance of an attached loose body is important from the 
setiological point of view, as we shall see later, particularly 
in those cases where a loose body attached to the crucial 
ligament of the knee-ioint occupies a pit on one or other 
femoral condyle. At first sight it would appear difficult to 
understand how such a body could be detacned by traction 
of the ligament, unless we realise that the bone has probably 
continued its growth after incomplete detachment. 

B. Loose bodies derived from interarticular flbro - 
cartilages .—The subject of injuries to the semilunar 
cartilages of the knee-joint is a large one, and is beyond 
the scope of the present article; I am, moreover, 
making it the subject of a further research. It will 
suffice to mention here that a portion of one of the semi¬ 
lunar cartilages — 
usually the anterior 
end of the internal 
semilunar — may 
occur as a rounded 
cartilaginous, body, 
either attached by a 
pedicle of variable 
thickness to the 
remainder of the 
cartilage, or the 
pedicle may rupture 
and the body become 
quite free. 

I have seen the 
internal semilunar 
cartilage completely 
detached from its 
site and with a secondary attachment round the 
periphery of the patella. Occasionally the posterior 
horn of one of the semilunars may form a pedunculated 
loose body in the joint. 

C. Loose bodies formed by detached epiphyses not form¬ 
ing portions of an articulating area. —(Spec. 714C St. 
Bart.’8 Hospital, Fig. 6.) This loose body was removed 
by Sir Charles Gordon Watson from the elbow-joint of 
a boy, age 17, in whose joint it had been present for 
four years. There can be little doubt that the body is 
a detachment of the epiphysis of the external condyle 
of the humerus. Ono surface of the loose body is 
convex and lowly nodulated, the other surface being 
concave. The section shows that there is a nucleus of 
bone in the centre, and that the convex aspect is 
covered by a thick layer of cartilage, which has also 
apparently spread over the concave detached surface. 
This cartilage has none of the characteristics of articular 
cartilage. 

GROUP III .—Synovial Chondromata , Laminated and 
Non-Laminated. 

They may be divided into three classes: (a) Single 
(Fig. 7), pedunculated or free; (6) Multiple, pedun¬ 
culated, free, or the two conditions combined; and 
(c) Diffuse (Fig. 8), usually associated with free bodies 
in the joint cavity. The discovery by Kolliker of 
cartilage cells in the villi of the synovial membrane 
and the observations of Rainey have already been 
referred to in Section I. The loose bodies of the 
important group wo are about to pass under review", 
although they may differ in structure and form, have 
the common characteristic that they have originated 
from the cartilage cells of the synovial villi, and are, | 
therefore, true chondromata. It is impossible in the 
present state of our knowledge to assigu a cause for 
this behaviour of the cartilage cells. In many cases 
there is a history of injury ; in others this is absent, 
and they often appear to occur in the course of chronic 
synovitis. Whether, however, the presence of the 
synovial chondromata caused the synovitis, or the 
latter was the exciting cause of the tumour formation, 
it is impossible in many instances to say. 


[Professor Fisher then described the naked-eye 
and microscopical features of the three classes of 
synovial chondromata.] 

III.— Etiology and Pathological Deductions. 

In the present stage of our knowledge it is impossible 
to dogmatise upon the aetiology of the more important 
loose bodies of Group I.—i.e., the osteophytes, since it 
is bound up with the larger question of the aetiology of 
osteo arthritis. Similarly, the aetiology of Group III., 
the synovial chondromata, is bound up with the larger 
question of the aetiology of tumours. Although it is 
probable that the cartilage cells in the synovial villi 
from w T hich they originate are, as Professor Shattock 
pointed out, derived from the primitive cartilaginous 
bar which in the developing embryo becomes cleft to 
form the knee-joint, the periphery remains to become 
the capsule and synovial membrane. Trauma, how¬ 
ever, may undoubtedly be a contributory factor. In 
one of my cases the patient was struck a severe blow 
just above the patella a year previous to the X ray 
examination, which revealed multiple synovial chondro¬ 
mata developing in the suprapatellar joint recess. This 
section will therefore deal principally with the aetiology 
of the type of loose body derived from the articular 
surface (Group II., Class I.). 

A.— Deduction#from the Pathological Data. 

1. When composed of articular cartilage only the later, so 
far from being necrosed, is perfectly healthy (except, 
perhaps, in the Teale case) and in many cases actually 
proliferates. Anything more unlike a sequestrum in its 
nehaviour it would be impossible to imagiue. 

2. In the large series examined there were no signs of any 
pathological process, such as pitting duo to phagocytic 
action such as a sequestrum shows, and no layer of granula¬ 
tion tissue or fibrous tissue on the deep surface. On the 
other hand, the deep surface had in many cases all the 
appearances of a fractured surface. The series examined 
has included many of the specimens from pathological 
museums labelled “ quiet necrosis.” 


FIG. 7. 



Multiple chondromata of synovial membrane. Natural size. 
720 b, St. Bart.’e.] 


3. In those cases where it has been possible to ascertain 
whence they have arisen, they are found to arise from those 
parts of the joint surfaces most exposed to injury. 

4. They often present to the naked eye the form of grooves 

on the articular surface associated with fracture of the 
subjacent bone of traumatic origin. . 

5. Although many of the bone corpuscles are dead in 
cases where the loose body consists of bone in addition to 
cartilage, yet it is clear that their death has taken pi*©® 
after and not before detachment, and this fact cannot 
therefore be adduced in favour of some pathological process 
such as “quiet necrosis.” In the experiments to be 
described below, identical appearances are seen, and here 
there can be no question that the death of the bone 
corpuscles must have taken place after detachment of the 
loose body. We see exactly the same behaviour of the bon© 
corpuscles in experimental bone grafting, for Hey 
Axhausen, and others have shown that the majority of tne 
bone corpuscles in a bone graft die. We shall refer to tm 
again later under conclusions. Moreover, as previously 
mentioned, in the only case in the whole series where there 
was no history of injury, and where we should expect to see 
marked evidence of some pathological process, such as Q u,e 

' necrosis,” we find that the bone corpuscles are all living- 


Fig. 6. 



Epiphysis of oxc. couuyie oi Dinner us 
forming loose body in elbow-joint. 
Natural size. [714 c, St. Bart.’s.] 
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To sum up the pathological data, the naked-eye and 
microscopical features of this group of loose bodies 
demonstrate that they are detached by trauma. 

B. Deductions from the Clinical Data. 

1. Traumatic factor. —Martens, who made an analysis of 
Konig’s cases, found that out of a series of 54 cases* there 
were 20 with a definite history of antecedent trauma, and 
34 where this was absent or of an insignificant nature. But, 
as we have shown above, all figures not based upon micro¬ 
scopic examination of every case are fallacious, owing to 
the way in which the solitary osteo-arthritic loose body may 
simulate the traumatic type. In my own series of cases 
quoted above, all of which were examined microscopically, 

Fig. 8. 



Diffuse chondroma of synovial membrane. Natural size. 

[720 c, St. Bart.’s.] 

there were 16 cases; of these, 3 cases had no accompanying 
history, and may be discarded for statistical purposes, 
leaving 13 with an accompanying history. In 12 out of the 
13 there was a definite history of antecedent trauma, 6 
being cases of direct and 6 of indirect injury. In only 1 case 
was there no history of antecedent injury, yet in this case 
not only the cartilage cells but all the bone corpuscles were 
perfectly healthy, and there was no sign whatsoever of any 
morbid process. The clinical evidence from this source 
strongly supports, therefore, the traumatic origin of this 
group. Further to investigate this point I searched through 
the surgical records of St. Bartholomew’s Hospital, and found 
that in the last 17 years there have been 20 cases of solitary 
loose body operated upon. These were not all examined 
microscopically, and therefore almost certainly include a 
certain number of the solitary pathological variety, yet in 
no less than 80 per cent, of these cases was there a definite 
history present. If we wero able to exclude the pathological 
type in this series it is obvious that the percentage would be 
stul greater. Surely it is reasonable to assume that in the 
small percentage of cases remaining, in which no history of 
injury is present, leading questions were asked as to a direct 
injury and the possibility of indirect was overlooked or 
forgotten. 

But it may be asked, How can indirect injury lead to a 
detachment of a portion of the articular surface? I believe 
that in many cases they are pulled off by the crucial 
ligaments, and it is certainly remarkable that these bodies 
are commonly derived from the area near the attachment of 
one or other crucial ligament. In the knee-joint of a full- 
term foetus, by fully flexing the knee and then internally 
rotating, a very large piece of the inner portion of the 
external condyle of the femur can be wrenched off. Then 
another and, I believe, not infrequent detachment by 
indirect injury is produced by violent tension upon the 
posterior ligament of the knee-joint, which, it will be 
remembered, is attached immediately adjacent to the 
articular margin and is powerfully reinforced by the tendons 
of the gastrocnemius and semimembranosus muscles. 

Sir Anthony Bowlby has drawn attention to a specimen 
in St. Bartholomew’s Museum consisting of two portions of 
cartilage which were removed by operation from the knee- 
joints of a boy, age 18, by Holden, and each exactly 


resembles the cartilage over the posterior aspect of the 
condyles. There was a year’s interval between the two 
operations. 

2. Interval occasionally occurring between injury and onset of 
classical symptoms of a loose body. —Supporters of the theories 
of “ quiet necrosis ” or “ osteochondritis dissecans ” lay con¬ 
siderable stress upon this interval. Yet the interval can be 
satisfactorily explained if we bear in mind that the classical 
svmptoms are due to the loose body being caught between 
the articular surfaces, this giving rise to sudden attacks of 
pain or even locking. If the loose body has become attached 
to the synovial membrane in such a position that it is 
unable to wander freelv about the joint or get between the 
articular surfaces, or if it has not been completely detached 
and occupies a pit in the articular surface, then the classical 
symptoms may not arise. * Should it eventually become 
completely free more definite symptoms may arise. 

The clinical evidence would therefore appear to favour 
strongly the traumatic origin of loose bodies of the 
“classical ” type. 

C. — Deductions from Experimental Observations. 

1. Experiments upon the cadaver. —Although it is scarcely 
logical to argue from the dead to the living, yet I have been 
able, exercising quite moderate violence, to detach, both 
completely and incompletely, portions of the articular 
surface of the femoral condyles in the cadaver. I found 
that a blow by a hammer upon the lateral margin of the 
condvle produced a detachment of a portion of articular 
cartilage, this detachment usually occurring through the 
brittle calcified zone. If, however, the surface of the condyle 
was struck, a much greater degree of violence was necessary 
to detach a portion of the articular surface. I have already 
referred to my artificial production of loose bodies by tension 
upon the crucial ligaments. 

2. Experiments upon animals. —These yield results of great 
interest. I describe here a typical experiment upon the 
knee-joint of a rabbit, where a small portion of the articular 
end of the femur was detached by a chisel after opening the 
joint, the artificially produced loose body being subse¬ 
quently examined. First operation : The right knee-joint of 
a rabbit was opened from the inner side. A small portion of 
articular cartilage with a portion of the subjacent bone was 
chiselled off—the portion involving the inner lip of the 
trochlear surface of the femur and a small portion of the 
inner condyle of the femur. The portion was completely 
detached and pushed up into the suprapatellar recess of the 
joint. The joint was then closed, the incisions in the 
capsule and skin being separately sutured with catgut and a 
collodion dressing applied. Second operation : The joint was 
reopened five weeks later, and the loose body found to have 
acquired a secondary attachment to the synovial membrane 
of the suprapatellar pouch. This attachment was divided 
with scissors and the loose body removed. 

Microscopical examination * revealed general features 
resembling a loose body of the classical type in that the 
majority of the cartilage cells are perfectly healthy but 
many of the bone corpuscles are dead. But the latter must 
have died after detachment; therefore it seems reasonable 
to assume that the bone corpuscles in the classical type of 
loose body have also died after the detachment by trauma, 
and that their death is not due to any morbid pathological 

f jrocess. The experimental data, in addition to the patho- 
ogical and clinical data, are thus consistent with the trau¬ 
matic origin of the classical type of loose body occurring in 
joints. 

Deductions upon Cartilage Vitality Growth and Bepair 
to be Drawn from a Study of the Pathological Data. 

A. Vitality of articular cartilage.— The first fact of interest 
to be noted is that the behaviour of the cartilage cells 
demonstrates that their vitality has been considerably 
underestimated. A loose body of the traumatic type when 
free in a joint is essentially an autoplastic graft surrounded 
by the synovial fluid, and when the loose body is composed 
of both cartilage and bone we h*ve an excellent opportunity 
of observing and comparing the behaviour of these two 
substances. One then observes that the cartilage cells 
retain their vitality in almost every case and after a time 
actively proliferate, but that the ’majority of the bone 
corpuscles die, as do also the contents of the bony spnees. 
As we have mentioned previously, we see the same differ¬ 
ence in behaviour between cartilage cel Is and bone corpuscles 
after transplantation of joint ends. 

B. Growth and repair of articular cartilage. —Present-day 
teaching is largely based upon theexperimenis of P. Redferu, 
erformed in pre-antiseptic days. The general conclusions 
rawn from these experiments was that cartilage cells were 
destitute of the powers of repair. Yet there can be no 
doubt that the phenomena described above refute the con¬ 
clusions arrived at by the earlier experiments. At present 
lam performing a series of experiments upon animals in 
order further to investigate growth and repair in cartilage, 
and wnich will be made the subject of a further com¬ 
munication. 
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C. Growth and repair of cartilage other than articular.— 
Professor Shatfcock has kindly allowed me to reproduce 
in this connexion one of his hitherto unpublished observa¬ 
tions, showing the reparative production of new cartilage 
from the cut edges of one of the tracheal rings which was 
divided six years previously in a tracheotomy. The opposite 
edge of the cut surface of the same ring showed precisely 
the same repair. The actual interval between the two is 
filled with dense fibrous tissue. The specimen was 
obtained from a boy, aged 15, upon whom tracheotomy had 
been performed six years previously. This specimen shows 
with almost startling clearness that cartilage cells are 
capable of growth and repair. 

Application of these facts to cartilage-grafting .—Owing to the 
inherent vitality of cartilage cells’it* is clear that the use of 
cartilaginous grafts in surgery is based upon sound principles. 
Morestin has done excellent work in this connexion, and has 
used autogenous grafts of costal cartilage to repair defects 
in the cranial wall and facial skeleton. 

Deductions to be Drawn from a Study of the “ Classical” 
Type of Loose Body upon the Behaviour of the Bone 

Corpuscles in an Autogenous Graft. 

From a study of the pathological appearances in the cases 
that we have described of loose bodies of bone and cartilage 
unite free in the joint, it is clear that, except in one case, 
the majority of the bone corpuscles were dead, as exemplified 
by the lacunae no longer holding stainable cells, and by the 
fact that the spaces contain nothing that stained and were, 
m fact, empty. Furthermore, in not a single case was there 
any evidence of proliferation of osteoblasts with formation 
of new bone. Yet we see a striking difference on examining 
those bodies of traumatic origin and containing bone which 
have acquired an early adhesion to the synovial membrane. 
For in these cases fresh capillaries can be seen to have 
penetrated the cancellous spaces, and active proliferation of 
osteoblasts with formation of new bone is taking place. 
Exactly the same thing can be observed in the experimental 
production of loose bodies which show secondary attachment 
the synovial membrane with active proliferation of 
bone cells. 

These observations therefore support Hey Groves’s con¬ 
tention that the osteogenic cells in the Haversian canals and 
cancellous spaces of an autogenous bone-graft actively 
proliferate only if the graft becomes to some extent 
yasoularised by the ingrowth of capillaries from surround¬ 
ing parts. As, therefore, the vascular supply appears to be 
of such paramount importance in the osteogenetic function 
of the bone-graft it would appear to be advantageous to 
retain the periosteum in order to enable the graft to 
establish its vascular connexions as rapidly as possible. 
And m grafting cartilage the indication would appear to be 
to retain the perichondrium in order to supplv an additional 
aid to any further production of the cartilage/ 

IV.— Diagnosis and Treatment. 

Diagnosis of the traumatic loose bodies.— Considera¬ 
tions of space will not permit the enumeration of a 
number of case histories, and compels me to summarise 
my conclusions from these. If we bear in mind the 
pathological and experimental data it will help us to 
understand the often extremely puzzling symptoms to 
which a loose body may give rise. We have seen that 
a portion of the articular surface may in the first place 
be incompletely detached, in which case it may lie 
snugly in place, flush with the articular surface; or, 
on the other hand, it may be capable of considerable 
movement. Secondly, the detached portion may be 
quite free in the joint. Thirdly, it may acquire a 
secondary adhesion to the synovial membrane. 

Now the classical symptoms of a loose body, which 
are sudden attacks of severe pain, often followed by 
swelling or momentary locking, are due either to the 
body becoming suddenly and momentarily nipped 
between the articular surfaces or between the capsule 
and the joint ends. These symptoms cannot arise 
when either the body is firmly attached to the synovial 
membrane at some point where it cannot get between 
the articular surfaces or when it is incompletely 
detached and lies snugly in situ. Bearing these facts 
in mind, it is possible to describe three different groups 
into which the symptoms fall and place side by side with 
the symptoms the corresponding pathological picture. 

Group 1 .—A portion of articular surface is completelv 
detached ; wanders freely about joint; and after an interval 
becomes secondarily attached to syuovial membrane. An 
injury, direct or indirect, is followed almost immediately by 
classical symptoms; and after an interval these disappear 
Group 2 .—The portion of articular surface is completely 
detached, becomes almost immediately adherent to svnovial 
membrane; but after an interval it becomes detached 


therefrom. An injury, direct or indirect, is followed by 
freedom from classical symptoms; but after an interval the 
latter symptoms arise. 

Group 3 .—A portion of the articular surface is gradually 
detached; at length it becomes freely movable or com¬ 
pletely detached. Here the process of gradual detachment is 
accompanied byattacks of pain and swelling,often increasing 
in severity, and these are followed at last by the classical 
symptoms. These again may disappear when the body 
becomes secondarily attached to the synovial membrane. 

Symptomatology of the pathological varieties. —The 
symptoms to which the solitary osteo-arthritic body or 
the solitary synovial chondroma may give rise are 
almost identical with those we have already described. 
When, however, multiple synovial chondromata are 
present, we find that, as a rule, owing to their number 
and smaller size, the bodies are apt to become caught 
between the joint surfaces much more frequently. 
This occurrence is, however, not associated with suoh 
pain or inconvenience to the patient as in the case of 
the solitary varieties. 

Treatment. —The treatment in the case of the trau¬ 
matic loose bodies and of the synovial chondromata is, 
in most cases, removal. In the former group, provided 
the aseptic technique is beyond reproach, the results 
are naturally good, since they usually occur in a joint 
that is otherwise normal. However, if the traumatic 
loose body has been allowed to remain in the joint long 
enough to cause a chronic villous synovitis or com¬ 
mencing osteo-arthritis, although we may cure the 
sudden attacks of pain due to the body becoming 
impinged between the articular surfaces, yet the opera¬ 
tion may be followed by pain, swelling, and feeling of 
weakness in the joint due to the superimposed condi¬ 
tion. This forms one argument for early operation, 
another being that the presence in a joint of a loose 
body is a source of danger, as when a loose body 
suddenly becomes impinged between the articular 
surfaces of the knee when crossing a crowded street. 
These propensities of loose bodies also interfere with 
athletic pursuits. 

In the case of the pathological loose bodies in osteo¬ 
arthritis, an operation is usually indicated in young or 
middle-aged people when troublesome locking occurs 
and when the joint is not seriously disorganised. The 
operation has naturally no effect on the course of the 
disease, and is of a palliative nature. The results of 
operation in the synovial chondromata are also good, 
provided the condition is not progressive, for the 
process may end as suddenly and mysteriously as it 
commences. If we are lucky enough to operate when 
the process has come to an end the result is generally 
good; if not, further operations may be required. I 
saw recently a man who, 15 years ago, while in India 
had over 700 cartilaginous loose bodies removed from 
his left knee. On examination his knee appeared 
perfectly normal, and it caused him no trouble whatso¬ 
ever. Any operation for removal of a loose body or 
bodies should be preceded by an X ray examination 
taken in two planes, from which we may learn how and 
where to open the joint. An X ray is only helpful 
when the loose body contains bone. In every case 
incision through the skin and capsule should be liberal, 
in order to explore the joint as thoroughly as possible. 
To transfix and remove the loose body through a button¬ 
hole incision is an unscientific procedure reminiscent 
of pre-antiseptic days, for unless we explore the joint 
we are very apt to overlook other loose bodies or 
co-exiBtent conditions which may give rise to a recur¬ 
rence of the symptoms. 

It is my pleasant duty to express my indebtedness to 
Professor S. G. Shattock, who has throughout the 
research given me much help, advice, and criticism, and 
has also kindly placed at my disposal the pathological 
collections at the Royal College of Surgeons and at 
St. Thomas’s Hospital. To the Medical Research 
Council, under whose auspices the research has been 
conducted, my thanks are also due. I am also indebted 
to Dr. T. H. G. Shore, Curator of the Pathological 
Museum of St. Bartholomew’s Hospital for loan of 
many specimens; to my chief, Mr. R. C. Elmslie, for 
many helpful suggestions; and to Professor A. Keith 
for kindly allowing me to work at the Royal College of 
Surgeons, and for other valuable assistance. 
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LECTURE II.—AURICULAR FIBRILLATION. 

In the first of these lectures I have endeavoured to 
put before you the chief conclusions which we are able 
to form respecting that rather rare condition, auricular 
flutter, and have stated that flutter as it occurs in man 
is due to a single wave circulating continuously. In this 
lecture I propose to deal with the much commoner, and 
therefore more important, disorder, auricular fibrilla¬ 
tion. Now these two conditions are very closely related, 
as has been recognised for some years ; they are known 
to be related not only because of several resemblances, 
but because the one not infrequently passes into the 
other. Thus flutter of the auricle, as I pointed out 
some years ago, may usually be converted into fibrilla¬ 
tion by the administration of heavy doses of digitalis— 
a conversion which is made use of in the present-day 
therapy of flutter. We shall see presently how the two 
states are related, and that circus movement underlies 
both. To explain the inter-relation it is necessary for 
me to expand what I have already touched upon— 
namely, certain reactions of the auricular muscle to 
increased rate of beating. We must study in more 
detail the change which occurs in the length of the 
refractory period and in the rate at which the waves 
travel as the rate of beating rises. 

Influence of Heart-rate on the Refractory 
Phase, etc. 

The changes are somewhat complex and may be 
illustrated most clearly by means of the accompanying 
diagram (Fig. 1). To the left of the diagram is a 
double-headed arrow, which represents the length of 
the auricular cycle when the heart is beating at a 
normal rate. This cycle is divisible into two parts, 
as indicated by the two double-headed arrows which 
stand just to the right of the first; it is divisible into 
the refractory period , daring which the auricular muscle 
is In the excited or contracted state, and into the 
responsive period , during which the muscle is inactive 
or resting. I represent the refractory period in black 
and the responsive period in white, and the remainder 
of the diagram shows, on the basis of direct observation, 
bow these two periods are proportioned to each other 
as the heart-rate is raised. As the heart-rate rises by 
equal increments—say from 100 to 150 to 200 to 250, Ac. 
—so the length of the cycle shoitens. If the lengths 
of the cycles, as these shorten, are charted vertically 
upon a horizontal base line (as in the figure), their 
ends join up to form a curve, the steepness of which 
gradually decreases. The curve of the end of the cycle 
approaches the base line, at first rapidly, but gradually 
less rapidly. The two lines will meet at infinity. The 
end of the refractory period also forms a curve which 
moves towards the base line (it is represented by the 
top edge of the black portion of the figure). Briefly, the 
refractory period of the muscle shortens, as does the 
length of the contraction when the heart-rate is raised. 
But the refractory period does not shorten to the same 
extent as does the length of the cycle; consequently, 
the responsive period dwindles when the rate is 
advanced. It dwindles until eventually and at a very 
high rate of beating it disappears altogether. When 
this happens the muscle will not respond to every 
Impulse reaching it; it breaks into what has been 
termed 2:1 (or half) response—that is to say, it 
responds only to alternate impulses entering it. That 


is but natural, seeing that only alternate, impulses will 
fall during the responsive period of preceding cycles. 

Now the precise manner in which this alternating 
response is foreshadowed in the mammalian auricle is 
peculiar and considerably important; it is necessary 
thoroughly to understand it. As the rate of beating 
rises and the period of responsiveness shortens a time 
comes when the muscle develops what is spoken of as a 
partially refractory period. It is a phase of the cycle 
during which the muscle as a whole may or may not 
respond to stimulation. When this partially refractory 
phase first develops the cycle seems to be divisible 
into three parts: at the beginning is the absolutely 
refractory phase; this is succeeded by a partially 
refractory phase; a short phase remains at the very 
end of the cycle, during which the muscle is always 
responsive to stimulation. But the end of the partially 
refractory phase is not sharply defined; it fades im¬ 
perceptibly into the phase of responsiveness. If you 
will, the matter may be expressed somewhat differ¬ 
ently. During the early and greater part of the cycle 
the muscle is quite refractory, but the end of this 
phase is no longer clean cut and determinate; if at one 
instant the muscle is wholly refractory, at the next 
instant it is not wholly responsive; the refractoriness 
fades away gradually (through the partially refractory 
period) and responsiveness gradually develops. The 
state of refractoriness is found to be denser as it 
is traced backwards through the cycle until at 
last it becomes absolute. The development of the 
partially refractory phase, which is a phenomenon of 
high rates of beating, expedites the closure of the gap 
between the end of the absolute refractory period and 
the end of the cycle- The precise instant at which the 
state of partial refractoriness ends is not measurable, 
but it is certain that, as the rate of beating advances, 
it soon bridges the gap completely. When this stage is 
reached the cycle is divisible into two—namely, a 
phase of absolute refractoriness and a phase of partial 
refractoriness; there is no true or wholly responsive 
phase. This state of the muscle is represented in a 
small diagram above the main figure. 

The meaning of the change which I have described 
is not obscure; it is this: when the rate is sufficiently 
raised the muscle fibres do not all contract during each 
cycle ; some contract in alternate cycles only, and the 
critical rate at which regular response fails is not the 
same for all the muscle fibres; some fail to respond 
earlier than do others. During the phase of absolute 
refractoriness all the fibres are refractory to stimula¬ 
tion ; during the remainder of the cycle the fibres one 
after another recover their excitability, the muscle 
as a whole becomes more and more responsive 
therefore, but up to the very end of the cycle some 
fibres still remain refractory. 

I have dealt with this question of partial refractori¬ 
ness at some length, because it is essential that it be 
comprehended fully and clearly. It is a phenomenon 
which has fundamental influences upon the action of 
the auricle beating at very advanced rates. What I 
especially desire to emphasise is that, at these advanced 
rates of beating, each excitation wave entering the 
muscle finds that muscle imperfectly recovered from 
the passage of its predecessor. 

Let us apply the small diagram in the upper part 
of Fig. 1 to our picture of a circulating wave. In the 
diagrams of the ring experiment shown in the last 
lecture I represented the circulating wave in its most 
simple form. The relations there shown between the 
advancing crest of the wave and its wake of retreat 
represent what is occasionally found in actual experi¬ 
ment. More usually, however, the relation in flutter is 
a little more complex. The gap between the crest and 
wake does not consist of wholly responsive but of 
partially refractory muscle (see Fig. 2). The onmoving 
crest encounters many fibres which are responsive ; it 
finds some which are still refractory. These refractory 
fibres form minute barriers to its progress; it wends 
its way from side to side, passing only where it finds 
channels open and ready to receive it. It is as though 
a second prairie fire followed a first, but followed it at 
a time when the vegetation formerly burnt had not 
fully returned to its old condition; there would l e 
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places where the cinders of the first fire still blackened 
the earth, and the second flame in passing would creep 
around the edge of these before it could go forward. 
These barriers, by deflecting it, render the onrushing 
wave sinuous in its course, and delay its progress from 
point to point. 

I said in my first lecture that in flutter the rate at 
which the wave is transmitted is not usually normal, 
but that it is slower than normal. We have proof that 
this delay is not due to change in the rate of fibre con¬ 
duction, but to small barriers of unrecovered (or 
refractory) fibres. This observation is one of no little 
consequence, since it much simplifies our conception of 
those factors which are responsible for the maintenance 
of circulating waves. These factors are three—namely, 
the length of the muscle path, the rate of propagation 
from point to point, and the duration of the effective 
refractory period. We now see that the second factor 
is controlled by the third. In large measure the length 
of the path is also controlled by the refractory phase ; 
for whero several channels are open to the crest of 
the circulating wave it will take the shortest, and 
that is the path along which it most closely follows 
its own wake. In studies of flutter, and in those of 
fibrillation, refractory period becomes of prime import¬ 
ance. Its length, and especially the length and character 
of its partial phase, are responsible not only for the 
maintenance of circulating waves, but, as we shall see, 
for the particular form of disordered movement which 
the auricle assumes. 

The Production of Experimental Fibrillation. 

It has been stated previously that a frequent first 
step towards knowledge comes when we produce, by 
experimenting upon animals, a condition identical with 
that seen in our patients. In so far as fibrillation of the 
auriole is concerned that step was taken 11 years ago. 



Fio. 1.—The main diagram illustrates the relation of the refractory 
period to the length of the cycles when the auricular rate is 
raised by equal increments from its normal rate to a high level. 
The black portion of the diagram represents the absolute 
refractory period, which shortens as the rate is raised (that is, 
reading from left to right); a curved line indicates the shortening 
of the cycle itself. P R.P. — period of partial refractoriness. 
ABS.R.P. = period of absolute refractoriness. 

At that time a condition termed fibrillation of the 
auricles was well known to experimenters, and a 
common form of disordered heart action was recognised 
in patients; but neither the experimental nor the 
clinical condition had been examined sufficiently closely 
to make it clear that the two states are one and the 
same. This identity was proved when the electro¬ 
cardiograms of the experimental and clinical conditions 
were submitted to close comparison by Rothberger and 
Winterberg and myself in 1909, and when a little later 
I sought and obtained the opportunity of exposing to 
view the heart of a horse suffering from the same 
malady as do our patients. 

Since the time of these demonstrations the term 
fibrillation of the auricle has come to be used uni¬ 
versally in describing this particular disorder of the 
human heart. In Fig. 4 I show again electrocardio¬ 
grams of the experimental and clinical conditions. 


Treated pictorially the curves of auricular fibrillations 
are, within certain limits, variable; but exactly com¬ 
parable variations are to be seen in man and animal. 
The variability of the picture is in large part governed 
by the action of the ventricles. As you are aware, 
the rate of the ventricular action is not always 
the same, neither is the degree of its irregularity 
in different samples of fibrillation. It is not difficult 
to choose, from a collection of clinical curves on the 
one hand and experimental curves on the other 



it. in. 

Fig. 2—A schematic representation of the excitation wave as it 
circulates in flutter. The blackened portions of the ring represent 
those portions of the muscle which are refractory at a given 
instant. The crest of the wave travels constantly through muscle 
in a partially refractory state. The border of the advancing wave 
is finely serrated. .. iS 

Fio. 3.—A similar representation of the excitation wave as it 
circulates in fibrillation. The advancing border and retreating 
wave are deeply crenated, and these crenations overlap. The 
wave is constantly adva ncing through small and irregular channels 
of responsive tissue as these open up to receive it. 

hand, examples in which the resemblance is so close 
as to be convincing. With the details of the curves 
I need not now detain you, but would remind you 
of their most constant features. The ventricular 
representatives (R and T ) are frequent and irregularly 
placed; the auricular representatives comprise a 
series of oscillations, of irregular form and somewhat 
irregular incidence and amplitude. The auricular repre¬ 
sentatives in flutter are united end to end; the action is 
quite regular and continuous and its mean rate is 
approximately 300 per minute. The auricular repre¬ 
sentatives in fibrillation are not very dissimilar to 
these; they are also joined end to end, and the action 
is again continuous. The auricular action in flutter and 
fibrillation differs, however, in important respects; 
thus, in fibrillation it is 50 per cent, faster, the oscilla¬ 
tions having a mean rate of about 450 per minute; 
another difference is that in fibrillation the cycles are 
not accurately repeated, sometimes over short stretches 
of curve there may be at least a suggestion of repetition 
(as in the last record of Fig. 4), but close measurement 
will show that it is not precise; moreover, it is not long 
maintained. Change is the rule. 

The Nature of Fibrillation and it8:Rblation to 
Flutter. 

I have pointed out that the first step in this inquiry 
was taken 11 years ago, when it was ascertained that 
the clinical disorder is identical with one which can be 
produced experimentally ; but it is to be understood 
that we then obtained no close insight into fibrillation 
qua fibrillation. We had obtained knowledge of a dis¬ 
order of the human heart, and, more important, the 
means of further investigating it. It is in respect of 
these further investigations that I shall now speak. 
The method of research has been very similar to that 
employed in the case of flutter. We produce fibrilla¬ 
tion of the auricles in an animal by suitable stimulation, 
and proceed to examine the paths taken by the excita¬ 
tion waves through the muscle while this fibrillation 
continues. It would be impossible for me to place before 
you in this lecture the details of this analysis; I can 
only attempt to acquaint you with the chief conclu¬ 
sions at which we arrive after fully considering the 
evidence derived from all sources. The main conclu¬ 
sion is that fibrillation, like flutter, is maintained by a 
circulating wave. As in flutter, the central circulating 
wave is a single wave, but the circuit is completed in 
a shorter time; the auricular cycles, therefore, foll° w 
each other more quickly. To what is this quicker 
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movement due ultimately ? It is almost certainly due 
to the path of the circus movement being somewhat 
shorter than is the case in flutter. Why should the 
path be shorter? Probably because in auricles pre¬ 
disposed to fibrillation the effective refractory period is 
shorter than in those predisposed to flutter. The crest 
of the circulating wave in both conditions tends to 
follow close upon its own wake. 

The refractory muscle forms a 
ring broken by a small gap ; this 
broken ring, regarded as a whole, 
revolves. Now the length of 
refractory tissue in this ring at 
apy given instant is obviously 
controlled by the duration of the 
refractory period . A decrease in 
the refractory period shortens the 
length of the tissue involved in 
this state at any given moment; 
consequently, if the gap remains 
unaltered the diameter of the ring 
must shorten. 'If a snake glides 
along the path taken by its own 
tail the size of the circle which it 
inscribes will be controlled by the 
length of the snake. 

We believe that in fibrillation 
the circuit is smaller in diameter 
than in flutter. We cannot yet 
describe with confidence the 
precise paths which are followed, 
but there is some direct evidence 
to suggest that the mouth of the superior cava is 
one of the circuits which the central wave favours. 
Where precisely the circuit is situated is of little 
moment. To recognise that a single circuit exists 
should suffice. 

* The difference between fibrillation and flutter is in 
part one of rate; but that is not the sole difference or 


even the most important difference. It has been shown 
to be the rule that in flutter the crest of the circulating 
wave is constantly passing through tissue in a partially 
refractory state. The wave as it progresses strikes upon 
small barriers which render its course finely sinuous. 
In fibrillation this interference is much exaggerated; 
the barriers are larger and the crest travels along paths 
coarsely sinuous. Seemingly, the crest has not a straight 
or simply curved border of advance; it is deeply and 
irregularly crenated. Its wake is similarly crenated, 
and the crenations of the one and the other overlap 
and tnlertwine; this relation is shown diagrammatically 


in Fig. 3. The crest of advance moves through muscle, 
apparently in a denser state of partial refractoriness 
than is the case in flutter. 

Picture the path travelled by the wave after it has 
circulated several times in flutter (Fig. 5). There is 
the track of the central re-entering wave; the path 
taken is finely sinuous, but apart from these very minor 


variations it is constant. As this mother wave circulates 
in the main channel it throws off centrifugal waves at 
each revolution, and these proceed into outlying areas 
of the muscle, such as the appendices and the sleeves 
of muscle on the cavae; along these outlying channels 
the path is also finely sinuous, but in general constant. 
The whole muscle of the auricle is involved in each cycle. 

With each revolution the events are 
repeated; the waves are signalled 
with almost perfect regularity in 
every part of the musculature; at 
each revolution a wave passes to 
the region of the a~v node, the 
responses of the ventricle are, 
therefore, of an orderly character. 

Picture similarly the path which 
the wave has followed after it has 
circulated several times in fibrilla¬ 
tion (Fig. 6). Everywhere the track 
is coarsely sinuous. There are the 
central tracks, spread over a wider 
band of tissue than in flutter, 1 
because the path varies. Speaking 
very broadly, the same central path 
is trodden over and over again, but 
in detail there is no constancy. The 
wave may, and apparently does, 
encircle the same central area 
repeatedly if not continuously, but 
it staggers along its course; it is a 
road of many and serious obstacles. 
For that reason it does not return 
to its starting point after constant 
intervals of time; for that reason 
and because of change in the actual 
path pursued, the oscillations in the 
electrocardiograms are of irregular 
incidence and form. The paths 
through the outlying muscle also 
vary. Place contacts on any region 
of the auricular muscle and the waves are not signalled 
regularly as in flutter, but irregularly; a few even fail 
to arrive at their proper destinations. With each irregular 
revolution, or at least with most, a wave passes to the 
region of the a~v node. 2 These waves arrive at the node 


1 Though the band of tisane involved in successive cirenite Is 
wider, the average circle is probably of lesser diameter, as already 
stated. The shorter diameter is not represented in the accom¬ 
panying diagram. 

2 The waves which reach the a-v node are approximately one- 
tenth less numerous than those which flow along the central path. 
In the average they number, therefore, about 400 per minute in 
human fibrillation. 



Fiq. 5.—A diagram illustrating the successive 
paths followed by the excitation wave in 
flutter. The path is finely sinuous, but is 
in general accurately repeated from cycle 
to cycle. 



Fig. 6 f—A similar diagram of the successive 
paths taken in fibrillation. The path is 
coarsely sinuous and ever-varying, though it 
continues to progress in a clockwise fashion 
around a central area. 



Fio. 4.—Four electrocardiograms (lead II) illustrating fibrillation of the auricles in man 
and the dog. The first and third curves are from dogs, and have been taken from 
recent experiments in which fibrillation of the auricles has been analysed. These two 
corves should be compared with the second and fonrth respectively; these last are 
examples of clinical fibrillation. R and T are ventricular deflections; / / are the 
oscillations arising from the flbrillating auricles. 
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more frequently than they do in flutter, for the general 
movement is somewhat faster; but because the path 
travelled is coarsely sinuous and variable they arrive 
at the node irregularly. The responses of the ventricle 
are therefore irregular. 

The Actual Circuits in Flutter and Fibrillation. 

A single circulating wave is responsible both for 
flatter and for fibrillation of the auricle; in both con¬ 
ditions it follows the re entrant path repeatedly, though 
in flutter this repetition is far more exact than it is in 
fibrillation. We possess some definite knowledge of the 
actual paths followed by tho wave in the fluttering 
auricle of the dog. The wave may encircle the mouth 
of the superior cava and includes a variable amount of 
tissue lying between this vessel and the inferior cava, 
or it may encircle together the mouths of both superior 
and inferior vena cava; it is probable, though it is not 
proven, that circuits are formed in some instances 
around the auriculo-ventricular orifices. 

In man the rates in flutter are from 240 to 350 per 
minute; in the dog the rates are 345 to 580 per minute. 
In other words, the rates in the dog are approximately 
50 per cent, faster. Difference in tho size of the organ 
in man is sufficient to explain this difference of rate, 
if we assume the rate of transmission in the human 
and canine auricles to be equal. We may arrive at a 
general, if we cannot arrive at a precise, idea of the 
ring’s circumference in the human subject. Thus, if 
the rate of a human flutter is 240 per minute, the 
duration of each cycle is 0 25 of a second; if the rate 
is 350 per minute, the duration of each cycle is 0*17 of 
a second. Assume that the transmission rate in flutter 
is 600 mm. per second, then the length of the path will 
be 125 mm. in the one case and 85 mm. in the other, 
and the diameters of the corresponding circles will be 
4 and 2*7 cm. respectively. Thus, if our assumed 
transmission rate is correct, the circular paths in flutter 
are of diameters somewhat exceeding the diameters 
of the chief orifices of tho auricle. It is these natural 
orifices to which we look, especially in attempting to 
locate the actual paths of the waves. 

In human fibrillation the rate of movement is faster ; 
it lies usually in the neighbourhood of 450 per minute, 
the cyole having a duration of 0*13 of a second. If we 
assume the same transmission rate, then the length of 
the path would be 66 mm., and the diameter of the 
circle would be a little more than 2 cm. It will be 
evident that if this estimate is approximately correct, 
and if we suppose that the chief orifices of the auricle 
to be those encircled by the waves in fibrillation, that 
in this last condition the encirclement must be a very 
dose one. The factor which remains in doubt is, of 
course, the rate of transmission. , 

The subject of possible remedies for the state of 
affairs which I have described is still unripe for 
discussion ; perhaps I have said enough in indicating 
what seems to me one of the chief lines which investi¬ 
gation should take; it is an investigation of the 
refractory period of heart muscle, a search for 
remedies which will influence the duration of this 
refractory state, and which, by prolonging it, will help 
us to close the gap between the crest and wake of the 
circulating wave ; for this gap is essential to the main¬ 
tenance of the circulating wave, whether the circulating 
wave is responsible for flutter or for fibrillation. 

Finally, the lecturer proceeded to demonstrate shortly 
his recent experiments with Dr. Drury and Dr. Iliescu 
upon the movements of the electrical axis of the anricle 
in clinical flutter and fibrillation. If suitable planes 
are chosen it can be shown, in both these conditions, 
that the electrical axis changes its direction in a definite 
and striking manner; it revolves through 360° as each 
auricular cycle is completed. As the electrical axis 
may be taken as an index of the general direction in 
which the wave is travelling, these observations 
demonstrate that in flutter and fibrillation the wave 
travels in a circular fashion through the auricle. Taken 
in conjunction with the experimental evidence, they 
constitute proof of simple circus movements in the 
human auricle affected by these two disorders. 

Note.— Full references to the work on flutter and fibrillation will 
bo found in the original papers published in Heart, Vols. VII 
and VIII. 


PERMANENT DRAINAGE OF THE ONLY 
KIDNEY. 

BY WILLIAM HENRY BATTLE, F.R.C.8. Eng., 

CONSULTING HURGKON TO 8T. THOMAS'S HOSPITAL., RTO. 


In April of last year I was asked to see again a girl of 
23 years of age who had been in St. Thomas’s Hospital 
five years previously, and for whom I had performed 
an operation on the kidney. When she presented 
herself for examination it was difficult at first to believe 
that the operation which was mentioned as having 
been performed was correctly stated. The girl was 
of good colour, well developed, walking with ease, 
and had recently completed a period of four years’ 
work in a munition factory. Her father, who lived 
in South Africa, was anxious to take her back 
with him if it was considered she would not be 
any worse for living in a warm climate; he also 
wished to know if a silver tube which she was wearing 
could be dispensed with. This tube was placed in the 
left loin, and all the urine which she passed came away 
through it, being then conveyed along a rubber tube to 
a rubber receptacle over the left hip. No urine was 
passed from the bladder. Her general health was good, 
but she had at times “ a feverish cold,” with some pain 
in the kidney region, and then the urine was cloudy; 
as a rule it was quite clear. Occasionally she had a 
pain in the left groin, especially in damp weather. 
Catamenia absent. 

Examination showed that there was a silver tube 
about 1/3 in. in diameter and 4 in. long placed in the 
centre of a scar below the left lower ribs. This scar 
was that usually seen after the incision employed for 
nephrotomy. The skin around was healthy, dry, and 
without any trace of irritation. There was no leakage 
by the side of the tube, which was removed, cleaned, 
and easily replaced daily. A slight bend in the middle 
appeared to make the tube adapt itself exactly to the 
sinus in which it was placed. There was no nrinous 
odour. 

Mr. C. A. R. Nitch kindly admitted her to St. Thomas’s 
Hospital for a few days when the photograph was 
taken. She was examined by the X rays, but nothing 
in the way of phosphatic concretion was shown in the 
pelvis of kidney or nreter, and the urine was quite 
normal. There was no ureteral opening on the right 
side on cystoscopic examination, nor was it possible to 
pass a catheter far along the left ureter. This 
confirmed the statement that she had only one kidney. 

Previous History. 

The previous history of the case was that she had 
undergone an operation at the end of 1911 for double 
uterus with complete septum, and retention of the 
menses in the closed right half. The patent half was 
pushed over to the left and the right half distended, 
forming a cystic swelling to the right and behind. The 
cervical canal was opened up from below, the nterus 
split, the septum cut out, and the two halves sutured 
together. She came under the care of Dr. J. S. Fair bairn 
in St. Thomas’s Hospital in 1914. The operation had 
not been a success so far as the preservation of the nterus 
was concerned owing to the pooling of the discharges in 
the pouched and dilated half of the uterus and cervix. 
An exceedingly offensive discharge, especially at the 
menstrual periods, occurred, and in spite of dilata¬ 
tion and disinfection of the cavity of the uterus 
infective endometritis, followed by pelvic inflammation, 
necessitated a further abdominal operation—removal of 
uterus and tubes. An abscess was found in front of the 
uterus in the utero-vesical fossa and also behind the 
uterus. Difficulty was met with owing to the stretched 
condition of the cervix and lower part of the uterus, 
especially to the right. The softened bladder wall in 
the region of the abscess gave way whilst being pushed 
from the cervix and a vesico-vaginal fistula followed. 
This operation was done on Dec. 23rd, 1914. On the 
next day no urine was passed, but on the following 
day some came both from the bladder and from the 
abdominal wound. By Jan. 31st, 1915, she was well 
enough to return home, bat was readmitted on Feb. 15th 
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complaining of pain and tenderness about the left 
kidney which commenced six weeks earlier. This 
was associated with a rise of temperature. Bacillus coli 
was present in the urine. On March 9th she had a 
rigor with rise of temperature to 105*6° F. I was then 
asked to see her and operated the same day, placing a 
large drainage-tube in the renal pelvis, which was 
much distended with purulent urine. The renal 
pelvis was freely opened. The tissues round the 
kidney were matted and the capsule adherent. It w T as 
not attempted to suture the edges of the renal pelvis 
to the skin. After the 23rd there was no more urine 
passed by urethra—all came by the loin tube— 
and it was evident that she had only one kidney. 
The urine became clear by the 23rd and the symptoms 
of pyelitis passed away, but there was still some pus 
coming from the bladder. A retro-vesical abscess was 
opened at a later date, and she left the hospital 
June 21st, 1915, still wearing the rubber tube, through 
which all the urine was passed. Later, a silver-flanged 
tube was substituted for the rubber one for regular use, 
and kept in position by tapes passing round the waist. 



Five years after operation : No irritation of skin. Tube in left loiu 
with flange through which supporting tape is passed. 

(See figure.) This tube fits closely at a point corre¬ 
sponding to the lumbar fascia, but is easily taken out 
and replaced by the patient’s mother. 

The Operation of Choice. 

This case goes far to show the superiority of the 
operation of nephrotresis as the one of choice when the 
ureter has been badly injured and the circumstances 
make it impossible to re-establish the channel by auy 
method of ureteroplasty. There were only two 
methods available here because the injury had been 
at a point deeply placed in the pelvis, and the amount 
of cicatricial tissue about it prevented the possibility 
of a successful search for the lesion. If such a 
search had been made and by some chance the 
injury could have been repaired, obstruction would 
have ensued later from the surrounding scar tissue 
as it contracted. This with a condition of pyelitis 
affecting what proved to be the only kidney would 
have been fatal. In the experience of many surgeons 
the operation of bringing the end of a divided ureter 
out on the skin of the loin and fixing it there is 
unsatisfactory. The flow is apt to become impeded by 
contraction of the orifice, whilst the urinary tract above 
becomes infected even in clean cases, so that a state of 
pyonephrosis with fever develops. This sooner or later 
necessitates removal of the kidney when the patients 
have a second which is healthy. This girl had already 
pyelitis with early dilatation of the renal pelvis, so it 
was imperative that the drainage should be free from 
thefirst. In addition, it is difficult to adjust an apparntus 
which will act efficiently when the ureter is brought 
up, so as to prevent irritation of the skin with constant 
wetting of the patient’s clothing and a very annoying 
urinous odour. 


The operations necessitated by the congenital 
deformity of the uterus were difficult, and the inflamed 
tissues prevented recognition of the position of the 
ureter, which quite possibly was not in its normal 
place. The improvement in the girl’s health which 
has ensued on these operations is very great, for the 
constant offensive discharge, with local septic inflamma¬ 
tion, was producing a state of chronic invalidism and 
unhappiness. _ 
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Part II.—Preparation of Detoxicated Vaccineb. 

1. Preliminary Note. 

One is naturally led by the foregoing to conclude 
that a detoxicated vaccine containing all of these 
fractions might be better than my original vaccine, 
which contained only the alkali-soluble non-toxic 
component. 

2. Preparation of Detoxicated Vaccines Containing all 
the Antigenic and Non-toxic Portions of the Germs. 

In order to detoxicate a germ so as to prepare a 
vaccine which shall contain all of the antigenic and non¬ 
toxic components it is necessary to isolate each com¬ 
ponent separately by successive stages. When isolated 
they are mixed together in the same proportions as 
in the given germ itself. This mixture, emulsified In 
normal saline solution containing 0*5 per cent, carbolic 
acid to keep it sterile, is then standardised to a strength 
suitable for injection into the human subject. 

Stage 1. Isolation of the alkali-soluble substance— A mass of the 
given germ amounting to 5 or 10 c.cm.t of moist semi-solid material 
is collected in a graduated centrifuge tube ; to it is added about an 
equal volume of N/l NaOH (in the case of easily soluble germs) or 
of antiformin (in the case of germs which dissolve with difficulty). 
The material is thoroughly mixed with the aid of a glass rod, and is 
then placed in the incubator at 37‘5° C. for about three hours. The 
mass of germs plus alkali will gradually dissolve into a more or less 
transparent or semi-transparent fluid. In some cases this takes 
place in a few minutes, in others it requires several hoars; three 
hours is usually sufficient. With certain germs, such as 
staphylococci, the dissolved mass often 60 ts into a semi-solid 
transparent jelly, more especially if it is allowed to stand in 
an ice-chest. As soon as the action of the alkali has dissolved 
or disintegrated the germs the mixture is filtered through a 
fine filter paper. When the material is syruny or gelatinous 
in consistence it is necessary to mix it thoroughly with some water 
in order to render the filtration process more easy. The filtrate is 
a clear yellowish fluid, and represents the alkali-soluble fraction of 
the germ. 

Stupe 2. Isolation of the acid-soluble substances— The alkali- 
insoluble material is now washed off the filter paper with N/l HC1 
into another tube, and after thorough mixing with the acid is 
allowed to stand in the incubator for a few hours. This mixture is 
again filtered. This filtrate represents the acid-soluble fraction. 

Stage 3. Isolation of the alcohol-soluble substance.— The material 
left on the filter paper is washed off with absolute alcohol, and after 
standing in the incubator for a few hours is filtered. This third 
filtrate contains the alcohol-soluble component. 

Stage 4. Isolation of the chloroform-soluble substance .—The 
material left on the filter paper is washed off with chloroform 
placed in the incubator as before and again filtered. This filtrate 
represents the chloroform-soluble component. 

Precipitation of the four components from their respec¬ 
tive solutions. —The original germ mass has now been 
dissolved into four fractions, each contained in a 
different tube. The next step in the detoxication 
process consists in precipitating each fraction from its 
respective solution as follows :— 

(1) Precipitation of the alkali-soluble fraction.— To the tube con¬ 
taining the alkali plus alkali-soluble material add N/l HC1 until 
precipitation begins. Now add the acid drop by drop until the 
maximum amount of precipitation has occurred. It is possible to 
add too much acid, since ihe precipitate sometimes tends to be 
soluble in excess of HCl. The tube is now centrifuged at high 
speed for several minutes. The amount of deposit is measured and 
kept, and the supernatant fluid which contains proteoses is poured 
off into another tube and also kept lor further treatment. Bee 
bel ow under (5). _ 

f It is scarcely practicable to deal with quantities loss than 5 c.cra 
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(2) Precipitation of the acid-soluble fraction.— To tlio tub© con¬ 
taining the acid plus acid-soluble material add N/l NaOH until the 
resultant fluid is definitely alkaline to litmus. A light flocculent 
precipitate is produced which does not tend to dissolve in excess of 
alkali. The tube is now centrifuged as before. The deposit is 
separated from the supernatant fluid, both components being kept 
for further treatment. (For recovery of the proteose from super¬ 
natant, see under (5)). 

(3) Precipitation of the alcohol-soluble-lipoid substance.— To the 
tnbe containing the alcohol plus the alcoiol-solublegerm substance 
add twice the volume of normal saline; a very fine precipitate is 
produced. Allow the tube to stand for one or more days until the 
fine precipitate flocculates into larger masses. When this has 
*Q 0 eturred Alter, wash the precipitate off the filter paper with saline, 
And add 0‘5per cent, carbolic acid to keep it sterile. 

(4) Precipitation of the chloroform-soluble constituent.— Place the 
tube containing the chloroform plus chloroform-soluble fraction in 
a drying oven, and when the bulk has been considerably reduced 
fnr the evaporation, add excess of absolute alcohol. The alcohol 
throws the chloroform-soluble material out of solution. Centrifuge 
and collect the deposit. 

(5) Precipitation of the proteoses. —The supernatant fluids 
obtained after the precipitation of the alkali and acid-soluble 
fractions were kept as mentioned under (1) and (2). After 
bringing these fluids to a neutral reaction add twice their volume 
of absolute alcohol and allow to stand for about 12 hours. The 
proteoses separate out and can be driven down in the centrifuge. 

N.B. Toxic filtrates and supernatant fluids. —The saline alcohol 
filtrate obtained in (3), the alcohol chloroform filtrate obtained 
in (4), and the alcoholic supernatant fluids obtained as in (5) should 
be kept for further examination, since they contain toxic sub¬ 
stances, a fact which will be discussed later. For more complete 
detoxication the precipitates obtained as under (1), (2), (4), and (5) 
should be washed twice with frosh absolute alcohol, and the toxic 
alcohol washings kept for further investigation. The precipitate 
Obtained as under (3) cannot be washed with alcohol, but should 
be washed with sterile water; by “washing” I mean that each 
precipitate is thoroughly mixed up with the alcohol or water and 
then centrifuged or filtered. This process is repeated twice. 

Collection of the non-toxic precipitates and standardisa¬ 
tion of the vaccine .—The five different precipitates 
obtained from the original mass of germs by the 
above process include the alkali, acid, alcohol and 
dhloroform-soluble substances, and also the proteoses. 
These wet precipitates are now collected into a gradu¬ 
ated tube and centrifuged at about 8000 revolutions per 
minute for a period of two minutes, after which the 
total bulk is estimated. The mass of precipitate is now 
transferred to a small flask or bottle containing glass 
beads. Add 50 c.cm. of normal saline + 0*5 per cent, 
•carbolic acid and shake very thoroughly until a fine and 
uniform emulsion is produced. 

I have estimated by Wright's method of counting bacteria that 
a mass of 1 c.cm. of semi-solid wet gonococci (centrifuged at about 
3000 revolutions for two minutes) contains about 1,250,OX,000,000 
cocci. If this masB therefore be emulsified and made up to 
125 o.om. with saline, each cubic centimetre of the emulsion 
will contain 10,000 million germs. This is the normal strength 
to whioh I standardise a detoxicated vaccine—viz., 10,000 
millions per cubic centimetre. It is not quite accurate to 
standardise a detoxicated vaccine according to the volume 
of wet semi-solid germs originally dealt with, since some 
of the material is lost during the detoxication process. For 
example, one might begin with 5 c.cm. of the original germ 
mass and end up with only 4 c.cm. of the non-toxic precipitates. 
In view of this fact I standardise the vaccine according to the 
volume of the precipitates obtained. Each cubic centimetre of 
precipitate is made up to 125 c.cm. with normal saline + 0‘5 per 
cent, carbolic acid, the resulting emulsion is designated as repre¬ 
senting 10,000 million germs per cubic centimetre. No doubt it 

S )uld be more accurate to standardise the vaccines according to 
e weight of the dried precipitates rather than according to the 
bulk of tho wet precipitate. The formor method, however, is tedious 
*pd is impracticable in the case of autogenous vaccines, where the 
amount of germ substance dealt with is comparatively small. 

It is hardly possible to standardise detoxicated vaccines by 
judging the opacity of the emulsion against a known standard, as is 
usually done in the case of ordinary vaccines. If this method was 
used very wide errors would result because the proteoses largely 
dissolvo in the saline, forming a transparent solution. In con¬ 
sequence detoxicated vaccines m&ue from germs containing a high 
percentage of proteose, as is found in the B. coli , typhoid, and 
dysentery group, would appear, according to the opacity test, very 
much weaker than those made from, say, the staphylococcus group, 
where the proteose content is very low. 

8. Investigation of Toxic By-products Obtained in 
Detoxication of Germs arid Other Proteins , 

The toxic by-products of the germs are to be found 
in the various alcoholic filtrates, supernatant fluids, and 
washings obtained from the precipitates in the detoxica¬ 
tion process juBt described. These alcoholic fluids are 
usually of a light yellow or straw colour. They contain 
peptones, amino-acids, salts, indicators, fatty acids, &c. 

I should here mention that if a mass of minced meat or other 
tissue i9 put through the same process as just described for the 
detoxication of germs the same component precipitates are 
Obtained. Moreover, the waste alcoholic filtrates and washings 
are toxic, yellowish in colour, and appear to be more or less 
similar to those oblainod from the germs. Indeed, all the fact* 
obtained in the parallel researches which I have carried out with 
germs, on the one hand, and with animal tissues on the other. 


go to prove conclusively that germ protoplasm and animal tissue 
are very closely allied in their physico-chemical composition. 

V. C. Vaughan 18 was apparently the first to note that germs and 
all other protein substances, whether animal or vegetable, could be 
split up into a toxic and a non-toxic portion. The toxic portion, 
a brownish substance with a characteristic pungent odour, be 
found to be soluble in absolute alcohol. He believed it to be 
more or less ideutical in all proteins. When injected into animals 
it killed them in a manner which suggested anaphylactic shock, 
and he attempted to prove that this toxic substance was in all 
cases the cause of anaphylaxis. 

Vaughan's Method of Extracting the Poison from the Germ* and 
Other Proteins. 

(1) The mass of bacteria or other protein is thoroughly washed 
with alcohol, beginning with 50 per cent, and increasing to95 per cent. 

(2) The substance is placed in large Soxhlet's flasks and extracted 
first for one to two days with absolute alcohol, and then for three 
or four days with ether. These extractions with alcohol and ether 
should be thorough in order to remove all traces of fats and waxes. 

(3) After extraction the cellular substance is ground first in 
porcelain and then in agate mortars, and passed through the finest 
meshed sieves. This finely ground cellular substance, in the form 
of an impalpable powder, may be kept in wide-mouthed bottles in 
a dark place, and if so kept retains its toxicity for years; when 
exposed to light, and even if kept perfectly dry, it becomes less 
poisonous. Therefore, although the toxio substance is soluble in 
alcohol it is not extracted from the germs or protein substance even 
with prolonged boiling with alcohol and ether. Vaughan points 
out that before the poison can be extracted by tho alcohol the 
protein must first be disrupted or split up. 

(4) The poison is extracted from the bacterial or protein powder 
by boiling it with from 15 to 25 times its weight of absolute aloohol, 
in which 2 per cent, sodium hydroxide has been dissolved. After 
boiling for an hour on a water bath the alcohol is filtered off, and 
is found to contain a large amount of the poison. Three such ex¬ 
tractions were found necessary in order to split off all the poisonous 
group. 

(5) The uon-toxic residue after extraction is dried into a fine 
powder. The toxic alcoholic fluid is evaporated to dryness, and 
the toxin thereby obtained is reduced to the form of a fine powder. 

Vaughan found in the case of B. coli that 20 mg. of the 
bacillary powder, before extraction of the toxin, was the minimum 
lethal dose, whilst the minimum lethal dose of the non-toxic 
powder was as high as 300 to 400 mg. This non-poisonous residue 
was therefore 15 to 20 times less toxic than the actual bacillary 
powder before extraction. The minimum lethal dose of the 
powdered toxic material extracted by the alcohol varied from 8 to 
60 mg. according to its state of purity. From inoculation experi¬ 
ments carried out on guinea-pigs and rabbits Vaughan concludes* 
that no immunity is developed against the toxic substances 
extracted from B. coli or other germs. With repeated injec¬ 
tions the animals developed at the most only a small degree of 
tolerance. Definite immunity was, however, obtained after repeated 
injections of large doses of the B. coli powder from which the toxiu 
had been extracted. The guinea-pigs so injected acquired an active 
immunity, so that they could withstand at least eight times the 
fatal dose of the living germ. 

Comments on Vaughan's work.— I was unaware of the existence 
of Vaughan’s valuable researches until the end of 1919, when I 
read his work with great interest. My researches have confirmed 
and coincided with his in many points. It is interesting to note 
that whilst his work was directed mainly towards the toxin and 
the cause of anaphylaxis, mine has been direoted mainly towards 
the antigenic values of the noo-toxic components, with the desire 
to develop and produce more perfect vaccines and more perfect 
immunity. 

It seems to me remarkable that Vaughan and his co-workers did 
not appear to realise the importance of their work in its applica¬ 
tion to vaccines and practical therapeutics. In this respect they 
went no further than to carry out some inoculation experiments 
on animals, and no therapeutic inoculation experiments on human 
beings were recorded. Perhaps his non-toxic bacillary residues 
were tested in this respect and found to fail; I do not know if this 
w&s the case. At any rate, it appears to me that his process of 
removing the toxin must remain unsatisfactory from the point of 
view of producing non-toxic vaccines, since the prolonged applica¬ 
tion of heat is injurious to the antigenic properties of tho non¬ 
toxic substances. My experiments have shown that boiling at 
100® C. for half an hour largely destroys the antigenic properties 
of the gonococcus as estimated by the oomplement-fixation test. 
For this reason my detoxication process is carried out quiokly at a 
temperature no higher than blood heat. On the other hand, it will 
be noted that Vaughan’s process of removing the poison entails a 
temperature of 78® for one to two days and a further heating 
for three or four days (during the preliminary alcohol and 
ether extractions for the removal of the fats and waxes). Finally, 
there is an extra heating to 78® for three hours during the actual 
extraction of the toxin with alcohol and alkali. This continued 
heating for a period of five or six days must, according to my 
experiments, have a very marked deteriorating effect on the 
antigenic properties of any antigens prepared by his process. 

Physical characteristics of the toxin. —According to 
Vaughan, the toxic substance, when more or less 
purified and dried into powder form, has the following 
characteristics:— 

(1) It is a brownish powder. 

(2) It i< highly hydroscopic and freely soluble in water. Any 
portion of the powder which did not dissolve in water was found 
to bo non-toxic. 

(3) Aqueous solutions of the poison are decidedly acid to litmus. 
When a few drops of mineral acid are added to this aqueous 
solution a precipitate is produced. Vaughan believes that this 
precipitate is caused by the presence of some organic acid, and 
he considers this organic acid to bo the cause of the acidity in 
the aqueous solution of the poison. 

(4) When the aqueous solution of the toxin is neutralised with 
1 sodium bicarbonate a brownish uon-toxic procipitate is formed. 
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Prolonged contact with alkali lessens the activity of the poison, 
and even neutralisation has this effect, which is more marked 
the longer the preparation stands. Vaughan is inclined to 
attribute this to the formation of a salt through the interaction 
of the acid poison and the alkali. It is interesting to point out 
here that M. H. Gordon 16 observed that NaOH, more especially 
when concentrated, tended to destroy the endotoxin of the 
meningococcus. 

(5) The toxin, according to Vaughan, is more freely soluble in 
alcohol than in water. Alcoholic solutions were kept for five 
years without recognisable loss in toxicity. It is soluble in methyl 
as well as in ethyl alcohol, and insoluble in ether, chloroform, 
and petroleum ether. Each of the latter removes a small amount 
of fatty substance, which is non-toxic, but they do not dissolve 
any appreciable quantity of the poison itself. From its alcoholic 
solution the poison is precipitated by ether, but contact with 
ether decreases its toxicity to such an extent that this method is 
not applicable in attempts to purify the poison. 

(6) The poison diffuses slowly through collodion sacs both within 
the animal body and when suspended in distilled water. 

(7) Vaughan considers that the poison is either a protein itself or 
else is mixed with one or more proteins. In aqueous solutions it 
gives all the protein colour reactions with the exception of Molisch's 
test. The Millon reaction is the most characteristic ; it gives the 
biuret, the glyoxylic acid, and the xantho-proteic reactions, and also 
reacts to Liebermann’s test, but does not reduce Fehling*s solution. 
Other tests indicate the presence of sulphur in the substance. 

(8) Phosphotungstic, phosphomolybdic, and picric acids all give 
abundant precipitates, but after much careful analysis Vaughan 
and his co-workers concluded that, the poison was more of a protein 
than of an alkaloidal nature. 

Preliminary Investigations on the Toxic Extracts by the 
Author, 

My researches on the toxic extracts obtained from 
various germs in the detoxication process described in 
paragraph 2 of this part of the paper are still far from 
complete. In the first place, this side of my research 
has been retarded by the difficulty and delay in obtain¬ 
ing a vivisection licence for the laboratory in which I 
had been working. Furthermore, the actual amount 
of concentrated toxic material obtained from a mass of 
germs is very small. I have been collecting this 
material for nearly two years, so that only now do I 
possess a quantity sufficient for a thorough investigation. 

(1) Method of Concentrating the Toxic Material. 

The toxic, straw-coloured, alcoholic, supernatant fluids and 
washings from the germ precipitates are placed in a flask and 
heated on an electric plate or water-bath in order to drive off the 
alcohol and concentrate the fluid. When all the alcohol has been 
boiled off the watery fluid left in the flask has a deep reddish-brown 
colour. This is transferred to an evaporating dish and dried in a 
drying chamber until only a semi-6olid, moist residue remains. This- 
residue, dark brown in colour, contains numerous crystals of NaCl, 
4c., and has a peculiar offensive odour. The mass, which is 
aUudine in reaction, is ground up thoroughly with about twice its 
volume of absolute alcohol, and then acidified with a few drops of 
concentrated HCl. The mixture is centrifugalised, and the crystal¬ 
line material thereby separated from the reddish-brown solution of 
tile toxic substance. The latter may be collected and concentrated 
still further by a repetition of the same process. This concentrated 
brownish, toxic material behaves as Vaughan has observed, being 
soluble in water and in alcohol and reacting to the protein tests 
which he has described. It is precipitated by picric acid, phospho- 
tnngstic acid, 4c. 

(2 ) Presence of Indicator Substances in the Toxic Extracts. 

About two years ago I was greatly puzzled by the peculiar colour 
effects produced when certain germs were dissolved in alkali, and 
more especially in antiformin. When Fried lender’s bacillus is 
dissolved in antiformin a deep green colour like crdme de menthe 
is usually produced. This colour is somewhat evanescent and 
tends to disappear on standing, but when the germ solution is 
vigorously shaken up with air the colour often returns; the addi¬ 
tion of a trace of permanganate of potash also tends to bring back 
the vivid green tint. Antiformin, by virtue of the chlorine it 
contains, is an oxidising agent, and it would appear from these facts 
that tile green colour just described is produced by the oxidation 
of some protein product or by-product of the germ. Later I 
discovered that this colour substance was a true indicator and 
soluble in alcohol as well as in water. When a green alkaline 
solution of the FriedlAnder bacillus is acidified so as to throw down 
the meta-protein the colour ohanges to red and the precipitate 
produced has a reddish tinge. This red precipitate when treated 
with alcohol is more or less whitened, and the red colouring matter 
passes into the alcohol. The alcoholic solution of the colour 
material changes to green or red according as it is made alkaline or 
acid in reaction. This peculiar green-red indicator is apparently 
very unstable, since it gradually bleaches under the influence of 
light; moreover, if one attempts to concentrate the alcoholic 
solution by heating it on a water-bath the colour entirely vanishes. 
This green-red indicator is quite commonly found when germs 
are dissolved in alkali or antiformin. It occurs most often with 
Friedl&nder’s bacillus. Bacillus pyocyaneus , Pfeiffer’s influenza 
bacillus, various sarcinse. and the tubercle bacillus. 

A rare indicator which is amethyst or blue in colour when 
alkaline and apparently colourless when acid is occasionally 
observed during the detoxication of the gonococcus. The most 
sommon indicator appears to be of a turmeric nature, showing a 
mown colour when alkaline and a yellow colour when acid. This 
tinrmericdike indicator is apparently present in all germs and in all 
irootoina. At any rate, it has always been present in alkaline solu¬ 
tions of the germs and other proteins with which I have worked. 

I am Inclined to believe that.this indicator, or at any rate its parent 


substance, is actually present in the bacteria and in the animal 
and vegetable tissues, and that it is not entirely produced from the 
protein as a by-product due to the hydrolytic action of the alkali. 

For example, if we dissolve turmeric root in alkali and then add 
absolute alcohol a precipitate is thrown down leaving a large 
amount of the turmeric indicator in the alcoholic supernatant 
fluid. If the precipitate is redissolved in alkali and precipitated 
with alcohol several times the alcoholic supernatant fluid finally 
becomes clear, and no more turmeric can be obtained even if the 
precipitate is kept in alkaline solution for several weeks. This 
would appear to show that a certain amount of turmeric can be 
obtained from the actual protein and that no more is produced by 
prolonged action cf the alkali. 

Since the turmeric and the other indicators described above are 
soluble in alcohol it is apparent that these colour substances will 
be extracted in the detoxication process of the germs, and will 
appear in the toxic alcoholic extracts. The green indicator is 
destroyed in the concentration process when boiling off the alcohol, 
but the turmeric material remains and is partly responsible for the 
brownish colour of the concentrated alcoholic solution of the toxin. 
From lack of vivisection facilities I do not yet know whether the 
actual indicator substances described above are toxic in nature or 
not; this point can only be tested by animal experiments. The 
amount of turmeric-like indicators produced from different 
proteins varies to a wide extent. A large quantity can be obtained 
from milk, and only a comparatively small quantity from meat, 
such as muscle or ox heart. A very large amount can be obtained 
from ordinary agar-agar. If agar is boiled with N/l HCl and then 
excess of NaOH is added, a deep brown colour is produced which is 
found to be due to an indicator substance like turmeric. This 
substance inhibits the growth of the gonococcus. It is very soluble 
in acid acetone and in water. 

I have stated that the reddish-brown alcoholic solutions of the 
toxic substance from various germs and proteins contain a turmeric¬ 
like indicator; the amount present is comparatively small, and the 
reddish-brown colour of the alcohol-toxic extracts is due, not so 
much to the presence of the indicator as to some other unknown 
colouring substance which does not behave like turmeric. These 
toxic alcoholic extracts show a reddish port colour when acid, and 
when alkaline the colour is more brownish, like sherry. The 
presence of the turmcric-like indicator is revealed by shaking up 
the toxic acid watery alcoholic extracts with ether, chloroform, or 
acetone. The ether, chloroform, and acetone in all cases become 
yellowish in colour, changing to brown with the addition of alkali. 
The bulk of the toxic extract is precipitated by the ether, chloro¬ 
form, or acetone, only the turmeric fraction remaining in solution. 

When the watery alcoholic toxie extracts are subjected to electro¬ 
dialysis a yellow turmeric-like substance passes through the parch¬ 
ment to the positive pole, whilst a blackish-brown substance (not 
an indicator) passes to the negative pole. The yellowish material 
in the positive pole chamber is an indicator behaving like turmeric, 
whilst the blackish-brown material in the negative pole chamber 
does not behave as an indicator. 

The effect of hydrogen peroxide and ozone on the concentrated 
toxic extracts .—When hydrogen peroxide is added to the con¬ 
centrated reddish-brown toxic extract in the presence of alkali the 
colour is discharged and there is thrown down a white precipitate, 
largely amorphous but containing needle-shaped crystals, and 
insoluble in alcohol, alkali and water, but soluble in weak acid. A 
similar decolorisation and precipitation is produced when ozone 
is bubbled through an alkaline toxic extract. Ordinary air when 
passed through the toxic solution decolorises it very slowly. 

Marked resemblance between the toxic extracts and urine .—Urine 
is highly toxic when injected into animals; the toxic substance in 
urine is soluble in water and in alcohol. When urine is evaporated 
down nearly to dryness a brownish material mixed with various 
salt crystals is obtained, which passes into solution when treated 
with alcohol. It resembles the concentrated alcoholic solutions of 
the endotoxins obtained from germs and other proteins both in 
colour and in smell. Like the toxic germ extracts, it contains a 
small quantity of a turmeric substance which passes into solution 
in acid acetone, ether, and chloroform, and moves to the positive 
pole on electro-dialysis. Liko the toxic extracts from germs and 
other proteins, the concentrated urine solutions are decolorised by 
hydrogen peroxide and by ozone, producing a white precipitate con¬ 
taining some needle-shaped crystals. The precipitate is insoluble 
in alkali, alcohol, or water. The crystals are quite insoluble in 
water. The above similarities are very striking and are almost 
sufficient to justify the speculation that the alcoholic extracts 
obtained by the detoxication process described under paragraph 2 
represent the waste toxic products of the germs and other proteins, 
just as the urine represents the waste toxic products produced in 
the tissue metabolism of the living body. 

4. Value of the Endotoxic Substances in the Production 
of Immunity. 

J. A. Kolmer 17 and H. C. Wells 19 state that the 
endotoxins of germs, in contra-distinction to the highly 
organised exotoxins, such as diphtheria 'and tetanus 
toxin, do not induce the formation of dntisubstances. 
Vaughan’s experiments led him to believe that anti¬ 
substances were not formed against the toxic extracts 
obtained from germs by his process. Experiments 
with the toxic extracts obtained from the gonococcus 
by my process showed that this extract did not act as 
an antigen when used in the complement-fixation test 
for gonorrhoea. One would therefore conclude that the 
toxic extracts are not antigenic, and that no true anti¬ 
substances, such as agglutinins, precipitins, and lysins, 
are produced against them. 

The fact that true antisnbstances are produced against the exo¬ 
toxins of diphtheria and tetanus, as well as against the snake 
venoms, seems to have engendered the belief that such antisub- 
stances are produced against all germ poisons. It should be 
remembered, however, that the " exotoxins ” of diphtheria and 



852 The Lancet,] 


DR. D. THOMSON : BIOCHEMISTRY OF GERMS, ETC. 


[April 23, 1921 


tetanus as well &b the snake venoms are highly complex and highly 
organised protein substances, which are precipitable by alcohol 
and ammonium sulphate. Moreover, they are easily destroyed by 
heat. On the other hand, the endotoxic substances removed from 
germs by the detoxication process are not destroyed by prolonged 
boiling, and they are much simpler protein substances, not pre- 
cipitable by alcohol or ammonium sulphate. If we bear these facts 
in mind it is not at all inconceivable that while the exotoxins and 
venoms can produce much immunity, the simpler endotoxins can 
produce none. 

Some observers have been so greatly obsessed by the successful 
immunity produced against the diphtheria toxin as to maintain 
that the immunising power of a given germ inoculation is in direct 
ratio to its toxicity. They believe that any germ inoculation 
producing a highly toxic reaction produces more antisubstance 
than one wherein a less reaction results, due to low toxicity; but 
those who argue in this manner are obviously not well versed in 
these problems. They appear to forget or to be ignorant of the fact 
that there are other antisubstances besides antitoxins. A given 
bacillus or a given protein, as shown by Vaughan and myself, does 
not consist entirely of a mass of toxin. They consist in bulk of 
protein substances which are comparatively non-poisonous, and 
the toxin exists only in small amount. Are no antisubstances, 
such as agglutinins, precipitins, or lysins produced against the 
balk of the foreign germ protein when injected into animals? The 
toxin advocates would appear to affirm that this is so, although 
experimental evidence is against them. 

Agglutinins and lysins are well-known antisubstances produced 
against the bodies of germs, and I have never seen it stated 
anywhere that agglutinins or lysinB are synonymous with anti¬ 
toxins. Why, therefore, should they confuse immunity towards 
the exotoxins with immunity towards the bulk of the germ 
bodies? There is, perhaps, more reason in the argument that 
a given inoculation which produces a severe local and general 
reaction results in more immunity than one which pro¬ 
duces only a mild effect. Yet again experience seems to dis¬ 
prove this belief. For example, if we inject tuberculin a very 
intense reaction may be produced, yet little or no perceptible 
formation of antisubstance occurs. On the other hand, it is well 
known that an extraordinary amount of antisubstance (lysin) is 
produced against sheep’s red corpuscles when the latter are injected 
into a rabbit. The sheep’s corpuscles are comparatively non-toxic 
to the rabbit and produce no great amount of reaction when 
injected. Quantities as great as 5 c.cm. of a semi-solid mass of the 
pure corpuscles can be injected intraperitoneally without killing 
the rabbit. The amount of luemolytic antisubstance usually 
produced as a result of these inoculations is so great that the serum 
of the inoculated rabbit is often capable, even in a dilution of 
1 to 20,000, of lysing the sheep red cells. 

The above is an example of powerful immunity pro- 
duced against a substance which might be classed as 
almost non-toxic. Tuberculin is a thousandfold more 
toxic, yet I doubt if it produces l/1000th part of the 
immunity produced against the sheep corpuscles. In 
the face of such facts there is no reason why a detoxi¬ 
cated vaccine should not be a superior immunising 
agent to the corresponding toxic vaccine. Sheep’s cor¬ 
puscles are hundreds of times less toxic than even 
detoxicated germs. I believe therefore that one ought 
to aim at a still more perfect detoxication of vaccines. 
Indeed, it seems reasonable to suppose that if it were 
possible to inject 5 c.cm. of solid bacterial substance a 
much greater immunity to the germ would be produced 
than with a highly toxic inoculation of an almost 
invisible speck of, say, 1/100 mg. of tuberculin. 


Part III. The Compound Nature of Protein 
Antigens and a Probable Biochemical Explana¬ 
tion of “Collateral Immunity” and Non¬ 
specific Vaccine Therapy. 


1. Existence of Nonspecific Vaccine Therapy and 
4 ‘ Collateral ,f [mmunity . 

It has been noticed by many observers that when 
vaccine of a given germ is injected beneficial result 
are sometimes produced in diseases which are cause 
by an organism quite different from that injected. ] 
is now well known, for example, that a curative effec 
is obtained in gonorrhoeal rheumatism by injections c 
B. typhosus vaccine. 

Almroth Wright states that all of those who have ha 
experience with vaccines will have seen cases where theraneuti 

3 u i£ e °i lt8ide the r t nge of the Particular vaccin 
employed, and therefore, as we thought, not quite creditable t 
sclonce, have been obtained with vaccine therapy.” Later 29 h 
says : I confess to having shared the conviction that immunity 

tion was always specific.Presumptive evidence of collateri 

immunisation began gradually to filter in our minds. Hiul 
U8 , tbati ther , e “ay a useful sphere of applici 

i H im,nMni8tt ! lon; aud that 8Uch sphere ma 

perhaps be found in cases where the infection is of very Ion 
standing. We should discard the confident dogmatic belief tha 

immunisation must lie strictly specific.We should procoed o 

the principle instead that the best vaccine to employ will always b 

^ hlC » h * lves on trial the be8t “imunising respons 
against the microbe we propose to combat.” 

We must go oven further and face other facts, since it aDneai 
to have been proved that good results have been obtafnSl b 
*“*® c ‘ tlon8 °f non-bactorial proteins, such as milk, proteoses, an 
other protein split products [J. W. Jobling and W. Peterson/ 


C. Bull, 20 Dunkling and Jobling,* 2 Ac.). For the explanation of 
this non-specific protein therapy the theory' of “protein shock” 
has been advanced. It is believed by some that the shock pro¬ 
duced by the injection of a foreign protein stimulates the system 
to produco more antibodies towards any given germ which may 
be attacking it. Fr. Roily and Meltzer, 27 H. Lttdke, 26 and 
numerous other workers found that a temperature of 104° to 
107° F. artificially produced had a favourable influence on an 
established microbial infection. Heated animals were more 
resistant to injections of bacteria, and antibodies, such as 
agglutinins and bacteriolytic substances, were produced more 
abundantly in animals which were kept over heated. It 
may be that the heat (temperature) causes damage to the 
infecting organism; it may cause a more rapid formation 
of antisubstance or a more rapid and firm union between the 
antigen and the antibddy produced against it. The beneficial 
effect produced by non-bacterial proteins, such as milk, Ac., may 
therefore be due simply to the temperature reactions produced, 
since it is usually stated that for a good effect a temperature 
response is required. Although it may be admitted that injections 
of milk, Ac., can occasionally have a favourable influence on the 
course of a bacterial infection, and although without doubt an 
intravenous inoculation of typhoid vaccine has often a curative 
action in gpnorrheeal rheumatism, nevertheless it seems to me that 
such modes of treatment are a step backwards in the progress of 
vaccine therapy. It has been proved by thousands of experiments 
and by thousands of observers since the times of Pasteur and 
Pfeiffer that a specific antibody is produced against a definite germ 
by Tinoculation with the latter. We must never lose sight of this 
fact. Let us grant that “ protqin shock” and that temperature 
reactions have a beneficial action in the mechanism of antibody 
formation: but why shock the gonorrhoeal subject with typhoid 
vaccine or milk injections when it is just as easy to produce the 
shock and temperature reaction with gonococcal vaccine, and at 
the same time produce specific antisubstances as well ? 

2. A Possible Biochemical Explanation of Collateral 
Immunity and Nonspecific Vaccine Therapy. 

It seems to me that an explanation of collateral or 
cross immunity can be found in the compound nature of 
antigens. An antigen as a general rule does not consist 
of one single protein substance. Professor Maurice 
Nicolle 26 has written as follows:— 

“Each cell and each humour represent in reality a * mosaic of 

antigens,’ as first pointed out by Miss Raphael. Usually one of 

those antigens is dominant and generates an antibody equally 

dominant.Red blood corpusclosof the horse contain a dominant 

antigen and other secondary antigens which are also met with in 
the corpuscles of the ox and sheep (in which these secondary 

antigens are respectively the dominant ones).A famous antigen 

the Forssmann antigen, iB to be found in varied cells and humours 
—viz., in the kidney and testicle of the guinea-pig, in the red blood 
corpuscles and serum of the sheep, in the kidney of the horse, and 
in the pneumococcus.” 

In the light of the biochemical researches which I 
have described in Parts 1 and 2 of this paper it is easy 
to understand how a given bacterium or protein consists 
of a “mosaic of antigons” since it is composed of a 
combination of several different substances or fractions, 
and when injected it will call forth the formation of a 
mosaic of antibodies towards these different fractions. 

I have shown that the gonococcus contains 75 per 
cent, of alkali-soluble substance. This alkali-soluble 
substance is, therefore, likely to be the dominant 
antigen in this case. An injection of gonococci will 
call forth antibodies to the alkali, acid, and alcohol- 
soluble fractions, but the dominant antibody is likely 
to be that directed against the alkali soluble part. 

Although all germs contain alkali, acid, and alcohol-soluble 
fractions, Ac., it must not be inferred that the alkali-Bolnble part 
of the gonococcus is identical, for example, with the alkali-soluble 
fraction of the tubercle bacillus. Recent researches by my brother. 
Dr. Robert Thomson, and myself have shown clearly that the alkali- 
soluble substance of various germs shows considerable differences, 
which can be demonstrated in the following manner. Let us take, 
for example, a solution of the alkali-soluble material from the 
gonococcus and the tubercle bacillus respectively. To each add a 
weak acid, such as N/l HC1, until a precipitate is produced; centri- 
fugalise and test the x*eaction of the supernatant fluids by means of 
suitable indicators.! In this way it is noticeable that the protein 
material is thrown out of solution at different points of acidity; 
thus some of the T.B. protein is precipitated at + 0'4 acid (Eyre's 
scale), whilst a second portion comes down at + 3*5 acid. With the 
gonococcus, on the other hand, the bulk of the protein comes down 
at + 3’4, + 3*5, and + 3'6 acid. Let us suppose for a moment that 
the proteins which are precipitated at the same hydrogen-ion con¬ 
centration are similar, then it is conceivable that the tubercle 
bacillus and the gonococcus contain a small amount of a common 
protein or antigen—viz., that which precipitates at + 3 5 acid. 

Again, it is found that when acid is added to milk the bulk of the 
casein comes down approximately at + 3'5 acid. It is, therefore, 
just possible that the casein is closely allied to the corresponding 
gonococcus protein which precipitates at the same point. »■* 
such similar proteins induce the formation of similar antibodies 
then the explanation of collateral immunity and the so-called 
"non-specific” protein therapy is simple and obvious. It appears 
to me that just as a crude oil is found to be a complex substaaoe 
made up of several species of oil which may be separated by 


t The reaction of protein fluids cannot be estimated by titration. 
Various indicators must be employed according to methods similar 
to those described by S. W. Cole.* 1 
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fractiom- distillation, so also the alkali-soluble and acid-soluble sub¬ 
stances from proteins are complex, and made up of soveral species 
of proteins which may be separated by fractional precipitation. 

Onr researches so far appear to substantiate this 
belief, and if it should eventually prove to be correct 
then there lies open before us the possibility of 
preparing or compounding an antigen calculated to 
produce antisubstances to many pathogonic species of 
germs at the same time. 
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BASAL METABOLISM AND ITS CLINICAL 
MEASUREMENT. 

By H. G. EARLE, M.A., M.B. Cantab., 

PROFESSOR OF PHY8IOLOOY, UNIVERSITY OF HONG-KONO ; 

AND 

J. STRICKLAND GOODALL, M.B., M.R.C.P. LOND., 
F.R.C.S., F.R.S.EDIN., 

SENIOR PHYSICIAN TO OUT-PATIENTS, NATIONAL HOSPITAL FOR 
DISEASES OF THE HEART, LONDON, AND LATE LECTURER ON 
PHT8IOLOOY, MIDDLESEX HOSPITAL, LONDON. 


Metabolism can be measured either in terms of heat 
production (direct calorimetry) or in terms of the 
respiratory exchange and quotient (indirect calori¬ 
metry). In the one case expensive apparatus, in the 
other much time and experience, have hitherto been 
necessary before reliable data are obtained, and 
although the clinical measurement of basal metabolism 
has received a good deal of attention in America its 
study in this country can scarcely be said to have 
begun. The development, however, of a portable 
apparatus by Benedict 1 whereby a direct measurement 
of oxygen absorption may be made with very little 
inconvenience to the patient and a great saving of time 
to the investigator has plaoed the whole subject on a 
different plane, and has made routine measurement a 
relatively simple matter. 

The Benedict Apparatus. 

This machine consists essentially of a closed circuit 
containing (1) a spirometer bell, (2) an electric fan, 
(3) jars for soda-lime and calcinm chloride. 

The patient breathes into and out of this circuit 
through a special mouthpiece, nasal respiration being 
cut out by means of a nose-clip. The spirometer is 
filled with atmospheric air and oxygen in the proportion 
of 1 : 2, and this mixture, together with the expired 
gases, is kept circulating by the fan through the soda- 
lime and so back to the patient. The spirometer moves 
in a water jacket, rhythmically with each respiration, 
and generally downwards as the oxygen is absorbed 
by the patient and the carbon dioxide is absorbed by 
the soda-lime. The spirometer is accurately counter¬ 
poised by means of a weight suspended from a freely 
moving pulley wheel, so that there is little or no 
resistance experienced by the patient in breathing 
through the apparatus. An index attached to the 
weight enables a direct reading to be taken of the 
oxygen absorption. 


The calcium chloride jars are not necessary except 
when it is desired to measure the carbon dioxide 
output by noting the increase in weight of the soda- 
lime. As will be pointed out later, this observation is 
not a very reliable one, and in routine work it is better 
to dispense With it. 

Objections , Precautions, and Improvements . 

This apparatuses well as the more elaborate “ unit” 
apparatus which preceded it, has been somewhat 
severely criticised by Boothby and Sandford 2 in their 
recent book on the subject. Their objection can be 
summarised under the following headings, and though 
by no means valid can be used to indicate the precau¬ 
tions that must be taken in using this machine. 

1. “Constant checking for leaks.” We have now 
used this apparatus constantly for three months, and 
find that with proper precautions the danger of leakage 
is not a serious one. If leakage occurs it is generally 
due to the face-, mouth-, or nose-piece used for connexion 
with the patient. It is for this reason that we prefer 
the mouthpiece and nose-clip to the mask. It is very 
difficult to adjust the mask to a nervous patient so as 
to avoid all leakage, and we abandoned it at the outset 
for this reason. The mouthpiece, on the other hand, is 
easily inserted and can be sterilised after each experi¬ 
ment. It is true that most people rather object to the 
nose-clip, and that normal breathing becomes somewhat 
altered at first in depth and frequency, but, as Benedict 
points out, this only alters the carbon dioxide outpnt, 
and does not affect the oxygen absorption which this 
apparatus is specially designed to measure. 8 

2. “The absorbing chemicals must be changed 
frequently.” After all this only means one jar of 
granulated soda-lime, and we have found that many 
observations may be made without changing its 
contents. Moreover, mnch more attention must be 
paid to “chemicals” if a gas analysis apparatus is 
used. It is true that with the absorption of moisture 
as well as of carbon dioxide from thp expired air, the 
soda-lime is apt to cake, with the result that there are 
increased resistance and diminished absorbing power. 
This condition is, however, soon recognised by the 
dyspnoea which it produces and can be remedied by the 
immediate substitution of a new jar in the place of the 
old. It may be suggested that the use of a calcium 
chloride jar by removing moisture will prevent 
“caking” of the soda-lime, but it is found that soda- 
lime absorbs C0 2 better if it is kept moist and that the 
risk of “caking” is the lesser of two evils. Further, 
it is very simple to test both the absorbing power of the 
soda-lime and the resistance of the apparatus, and this 
should be done at definite intervals so as to avoid 
inconvenience to the patient and inaccuracy of observa¬ 
tions. It should also be quite easy to insert a small 
bottle of lime-water in the circuit between the soda- 
lime and the inspiratory tube, which would at once 
detect any deficient absorption of C0 2 . 

3. “ The chief objection to the apparatus is that it 
cannot be cleaned and the patient is exposed to the 
serious danger of infection.” If this is true it is a very 
serious objection to the use of the apparatus, and if 
there really is a danger to the patient the apparatus 
should not be used, but we fail to see why the 
apparatus cannot be cleaned. The mouthpiece can 
be sterilised by boiling after each observation and the 
spirometer with its connecting tubes can be readily 
detached and cleansed. Further, the patient does not, 
as stated by Boothby and Sandford, inspire “the 
exhalations of previous patients,” since the spirometer 
is emptied after each observation and filled with fresh 
air and oxygen, while any “ impurities ” in the con¬ 
necting pipes can be “ flushed out ” by the electric fan. 
There is no more risk to the patient in breathing 
through this machine than in breathing the air of onr 
cities, and there is less risk than that involved in using 
the public telephone. Recent exact observations made 
by Dobbin and published by Roth serve to confirm the 
above statement. 4 

The further statement that “in the early models 
there is the danger of the oxygen rich mixture catching 
on fire,” a danger which is totally impossible in the 
later models, rather suggests that their criticism of the 
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apparatus is based on prejudice rather than on experi¬ 
ence. As already stated, it is desirable that the open- 
circuit method should be used as well, since fuller data 
can be obtained and with greater accuracy, but that is 
no reason why false criticism should be employed to 
discourage the use of a method which has a very real 
value. 

4. Lastly it is stated (< that error is introduced by 
failing either to start or to stop the experimental period 
at exactly the end of a normal respiration, a difficult 
thing to do with accuracy in the case of patients who 
breathe irregularly.” This we consider is a real objec¬ 
tion to the use of the present form of the apparatus, but 
we believe that it can be overcome by taking a graphic 
record on a kymograph, as apparently was done in the 
case of the larger “unit” apparatus introduced by 
Benedict. 

We have therefore devised a kymographic attach¬ 
ment, using glazed paper and a pen, whereby a 
permanent record in ink of the whole testis obtained, as 
in the case of a polygraph. With the kymograph clock 
travelling at a known speed and a scale similar to 
that attached to the apparatus the oxygen absorption 
can be determined from the record at any point of the 
test. Further, valuable information is obtained of the 
character of the respirations in respect of depth, 
frequency, and regularity, and any hyperpncea, such as 
might be caused by deficient carbon dioxide absorption 
is at once detected. An attachment like this can be 
made with very little additional cost, and by using 
glazed paper which can be kept rolled, the kymograph 
can be reduced in size and the inconvenience of smoking 
and varnishing avoided. 

Method of Making Observation . 

The patient is admitted overnight, or if this is not 
possible, is rested for one hour after arrival in the 
morning before the observation is made. No food is 
permitted after the previous evening—in other words, 
the observation is made after a 12-hours fast. The 
patient is gradually introduced to the test and its 
nature and purpose explained. The mouthpiece is 
first introduced, then the nose-clip, then both are used, 
in each case free breathing being permitted from the 
room atmosphere. Next the patient is connected with 
the apparatus, the valve being turned so that the 
ordinary atmosphere is still breathed. The fan is set 
going and the patient’s eyes being closed the valve is 
now turned so as to connect with the spirometer and 
the excursions of the bell noted. As soon as regular 
breathing is established a reading is taken at the end 
of expiration and the 10-minute period started by 
means of a stop-watch. At the end of the period a 
similar reading is taken and the exact duration of the 
test noted—the valve is then turned back and the 
patient disconnected. In some cases it may be better 
to take two five-minute tests (e.g., with excitable 
patients), but in any case the readings taken can be 
checked and amplified by analysis of the record. 

Calculation of the Metabolic Rate . 

(1) The temperature of the spirometer and the 
barometric pressure are taken and the reading for 
the volume of oxygen used reduced to normal tempera¬ 
ture and pressure. (2) The oxygen volume thus reduced 
is expressed in litres per hour, and assuming an average 
respiratory quotient of 0‘82 the number of calories 
produced is determined from standard tables. (3) The 
surface area of the patient is obtained by means of the 
Du Bois curve from the height and weight and the 
metabolic rate is expressed as calories per hour per 
square metre. A reference to the standard figures for 
age and sex shows how much above or below normal is 
the rate of the patient under observation, and the 
basal metabolic rate (B.M.R.) is expressed as + or - 
per cent, of normal. Full details of the calculation, 
together with tables and standards, are published in a 
convenient form in the book by Boothby and Sandford, 
to which reference has already been made. 

Using this method, we now have under investigation 
about 60 cases of thyroid and heart disease, and we 
shall hope later to publish results which will demon¬ 


strate the importance of these observations in the 
diagnosis, treatment, and prognosis of exophthalmic 
goitre, Ac. 
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A CASE OF 

TUBERCULOUS SALPINGITIS. 

By E. Drybrough-Smith, M.D., Ch.B. Edin. 


The following case is of sufficient interest, in view 
of its difficulty of diagnosis, to be recorded. 

L. C., a girl of 20, was seen for the first time on Feb. 27th, 1918, 
when she complained of pain in the lower region of the abdomen 
and vomiting after meals. Her mother explained that at times 
patient had fits in which she tore her hair and bit herself. The 
illness started five years ago with pain in the abdomen and vomit¬ 
ing, and had continued more or less ever since, preventing her 
from walking and doing any kind of work. She had once been 
sent to hospital for operation, but was discharged without opera¬ 
tion because, in a fit, she had bitten a nurse. She had one brother 
who was mentally deficient, and there was a history of tuberculosis 
in her father’s family. 

On examination patient was rather pale in general appear¬ 
ance, but well nourished ; the abdominal pain was worse before 
menstruation, which was regular; the bowels acted normally. She 
could not stand upright, but with the body flexed and with the aid 
of a stick she managed to cross the room. The heart, lungs, and 
urine revealed no abnormalities ; there were no enlarged super¬ 
ficial glands. Temperature was 99*4° F. and pulse 84. The abdomen 
moved freely, and in general appearance showed nothing abnormal. 
On pressure there was some tenderness over the appendicular 
region; on deep pressure an indefinite soft mass could be felt. 
Vaginal examination revealed slight tenderness in the region of 
the right tube; the uterus was normal in size and position and 
freely mobile. Nothing further was found on rectal examination. 
Considering the long history of pain and vomiting, the slight fever 
and mass felt in the abdomen, it was thought these might be due to 
adhesions connected with chronic appendicitis. 

On March 13th, 1918, I opened the abdomen through the sheath 
of the right rectus. Adhesions were seen spread over the caecum 
and termination of the ileum; there was no free fluid in the 
abdomen; the right Fallopian tube was thickened, its surface 
being rough, and scattered over its peritoneum were many small 
greyish-white tubercles ; the ovary looked normal; the remaining 
organs and peritoneum of the pelvis appeared healthy. The 
appendix was abnormally thick and felt hard. On the caecu m an d 
terminal portion of the ileum were seen a few tubercles; otherwise 
the intestines appeared free from disease. The right tube and 
ovary and the appendix were removed and the abdomen closed. 
The patient made a good recovery. 

The pathologist’s report stated : This is a tuberculous lesion of 
the Fallopian tube and appendix. The tube shows adhesions of 
the plicee, leucocytic infiltration, giant-cell systems, and small 
caseous foci. The appendix also shows masses' of epithelial cells 
and giant cells in the lymphoid tissue; the mucous membrane 
appears to be destroyed, but curiously there are no tubercles on 
the peritoneal surface in the section. The ovary is not involved." 

The patient remained well for a year; she could stand erect and 
walk several miles. An attack of influenza was followed by 
pulmonary tuberculosis from which she died in March, 1920. 

Remarks. 

In this case a definite diagnosis before operation 
seemed impossible. The hysterical attacks are of 
interest in showing the possibility of such attacks over¬ 
shadowing the more serious condition. The various 
ways in which abdominal tuberculosis may reveal itself 
is very striking. In December, 1916, I operated for 
strangulated hernia on a stout woman of 58, whose 
intestine was covered with miliary tubercles; in spite 
of this fact she appeared to be in good health before the 
accident to her hernia. In 1917 I sent a girl of 21 to 
Dr. Edwin J. Toye, of Bideford; this patient had a large 
rounded mass growing up out of the pelvis, reaching 
nearly to the umbilicus, and Dr. Toye informed me that 
on opening the abdomen the appearance of this mass was 
carcinomatous. The abdomen was closed and the 
patient treated for a time in the fresh air ; the mass has 
disappeared and the patient is living and apparently in 
good health. 

Shebbear. N. Devon, 
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A CASE OF 

TRANSFIXION BY STEEL ROD. 

By Norman C. Lake, M.D., M.S., D.Sc. Lond., 
F.R.C.S. Eng., 

ASSISTANT BURGEON, CHARING CROSS HOSPITAL. 


The following case is reported primarily because it 
is in many aspects unique, and secondarily in view of 
the discrepant accounts which unfortunately found 
their way into the lay press. 

The patient, aged 24, was working at the bottom of a lift 
shaft on March 30th. when a steel rod, 4 in. in diameter and 54 ft. 
long, weighing 344 lb., fell vertically from a height of 50 feet. 
He was four or five steps up a ladder at the time, and 
was bending a little forward, and the rod entered his body 
just behind the left shoulder. After traversing his body it 
made its exit at a point on the inner 
aspect of the right knee, and, when some 
9 ft. of the rod had passed through and 
embedded itself in the ground below, its 
career was arrested. While thus trans¬ 
fixed the man fell sideways with the rod 
until its upper end rested against the 
side of the lift shaft. As the lower end 
was firmly embedded in the ground 
bending occurred at the point of exit 
from the body. At this stage between 
3 and 4 ft. of the rod traversed the man’s 
body, while about 40 ft. projected above. 
He supported himself by clutching at 
some staging, while his fellow workmen, 
in order to extricate him from this 
position, divided the rod with a hack 
saw' about 2 in. above and below the 
points of entrance and exit respectively. 
He was then transferred to hospital still 
“ splinted ” by the remainder of the rod. 

Condition on Admission to 
Hospital. 

Upon admission he was suffering 
from considerable shock, recovery 
from which was, however, rapid. 
The entry wound was situated 
behind the neck of the left scapula 
and was surrounded by an area 
of surgical emphysema. The 
wound of exit was immediately 
on the inner sido of the right 
knee-joint, also surrounded by an 
area of surgical emphysema, and, 
of course, with two inches of the 
rod projecting. Except that a 
small portion of the rod could be 
felt by deep palpation below the 
right gluteus maximus muscle, 
there was little to indicate the 
course which it had taken. Ex¬ 
amination of the chest revealed 
the presence of a left haemo- 
pneumothorax. The abdomen 
was in a condition of absolute 
rigidity all over, rectal examina¬ 
tion was negative, and the urine 
was normal. There were no signs 
of injury to nerves or to the 
spinal cord. 

Further examination showed 



Reproduction of photo¬ 
graph of steel rod after 
removal, showing 
curvature resulting 
from its fall. 


that the rod was very firmly 
embedded and that considerable 
force would be required for its 
removal. In view of the fact 
that so little of the rod was 


available externally, it was thought advisable to tap 
a screw thread on the lower end to enable sufficient 
tractive force to be applied for its removal. The 
patient was therefore anaesthetised by Dr. S. F. 
Fouracre and transferred to the X ray department, 
■where a rapid screening showed that the rod took 
a somewhat curved course, convex to the right, but 
luckily with no angulation. It was impossible to screen 
in two directions owing to the fact that the man was 
effectually splinted by the rod. Since there was 
absolute abdominal rigidity, and as it ■yras still 
impossible to say accurately what the condition of 
affairs might be inside the abdomen, a laparotomy was 
performed by an extensive mid-line incision. This was 
deemed advisable, not only on account of the rigidity, * 


but also because it was very necessary to be prepared 
to deal with any eventualities which might occur 
during the extraction of the rod. Even with the 
abdomen open it was difficult to determine the exact 
course which it had taken. 

Course of the Rod .—As far as could be made out after- 
passing through the posterior aspect of the left lung, it 
penetrated very obliquely through the bodies of three or 
four vertebrae in the lower dorsal and upper lumbar- 
regions, and as there was no leakage into the peritoneum 
from any viscus, it was obvious that the rigidity was due 
to irritation of the nerve roots in this situation. Leaving 
the vertebral column in the right lumbar region the rod 
could be felt below the pole of the right kidney and just 
behind the inferior 
vena cava. At this 
point it passed for 
about half an inch 
into the peritoneal 
cavity without 
causing any 
damage, and again 
became extra- 
peritoneal by pene¬ 
trating the psoas 
muscle. It ap¬ 
peared to leave the 
abdominal cavity 
by drilling a hole 
through the brim 
of the pelvis 
behind the acetab¬ 
ulum, and having 
passed down the 
back of the thigh, 
guttered the in¬ 
ternal condyle of 
the right femur 
before leaving the 
body. 

The engineer 
now tapped a light 
screw thread on 
the lower end of 
the rod, the stock 
being used as a 
convenient handle 
for traction. The 
upper end of the 
rod having been 
sterilised, traction 
was applied in the 
direction of the 
curvature on the 
rod, which was 
thus slowly re¬ 
moved while a 
close watch was 
kept for internal 
haemorrhage, &c. 

The shock of re¬ 
moval was very 
great but yielded 
to appropriate 
treatment, and 
as there was no 
excessive bleeding 
the abdomen was closed without drainage, while small 
tubes were placed in the entrance and exit wounds. 

Sequel .—The subsequent history is rather uneventful; 
the temperature remaining down and there being no signs 
of extensive infection. The abdominal rigidity did not 
clear up until the fourth day, and the hromo-pneumo- 
thorax is still present although diminishing. Further 
examination of the patient since the operation has 
revealed no signs of any extensive nerve injury nor 
damage to other important structures. 

The portion of rod removed is 3 ft. 6£ in. long; of this 
there was nearly 2 in. exposed at either end, the portion 
actually in the body being 3 ft. 3 in. in length and 
weighing 2 lb. 6 oz. The curvature of the rod must have 
occurred while it was in the body, and the lower end is 
stated to have been cut square and not in any way pointed. 
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ROYAL SOCIETY OF MEDICINE. 

SECTION OF TROPICAL DISEASES AND 
PARASITOLOGY. 

Laboratory Diagnosis'of Malaria. 

A meeting of this section of the Royal Society of 
Medicine was held on April 4th, Sir Leonard Rogers, 
the President, occupying the chair, when Dr. W. 
Broughton-Alcock read a paper entitled 

Laboratory Observations on Pensioners who Contracted 
Malaria in the Late War . 

At the outset he emphasised the importance of 
collaboration between laboratory workers and clinicians 
and the need for research, particularly in the diagnosis 
of latent malaria in Europeans who had returned from 
tropical and subtropical endemic areas. To give an 
idea of the number of possible applications for a 
pension on account of malaria, and there were no 
fewer than 52,480 fresh claimants in Great Britain and 
Ireland as lately as last year, figures we quoted 
giving the number of admissions to h _>pital or 
malaria during the war in Mesopotamia (18,626), 
Salonika (161,569), Egypt (40,144) in 1916, 1917, and 
1918, and East Africa (78,242) in 1917 and 1918, pro¬ 
viding the formidable total of close on 300,000! The 
highest admission rates for malaria in one year were in 
Salonika 71,413 and in East Africa 58,236, both in 1917. 
His observations were based on recent work carried 
out at the Pensions Central Laboratory between 
October, 1919, and February, 1921, and were neces¬ 
sarily directed to the diagnosis of malaria among those 
who had returned from tropical and subtropical regions, 
including cases which could be regarded as having 
attained radical cure by quinine, or as suffering from 
latent malaria, or exhibiting recurrent attacks. A 
number of demobilised soldiers from the East were 
still claiming pensions for malaria or its results, but 
many showed no clinical signs of the disease, and no 
parasites could be found in their blood films. It was 
doubtful whether their condition was due to malaria 
or a disease simulating it. Hence arose the question 
of the reliability of the large mononuclear count as a 
guide to malarial infection, particularly in latent cases. 

There was much difference of opinion as to what 
constituted an increase in the relative percentage of 
the large mononuclears, few authors stating the 
minimum figure. The tabulated results of the work 
done and observations made between October, 1919s and 
February, 1921, which were distributed at the meeting, 
showed that a total of 28,270 cases had been examined, 
coming from no fewer than 22 recorded areas of inspec¬ 
tion, chiefly in the East, but including also East, West, 
and South Africa, England, France, and Germany. 
Nearly 12,000 alone of this total came from the Balkans 
and about 3000 from India. The laboratory work 
included the close search for parasites and pigment 
over a period of 15 minutes through both thick and thin 
blood films from each case, and the total and differential 
count of leucocytes, with particular reference to the 
large mononuclears. Longer than 15 minutes was 
devoted to the search for parasites when a large mono¬ 
nucleosis was found, or if the claimant showed enlarge¬ 
ment of the spleen. The use of the thin film carefully 
spread was now advocated as yielding better results 
than the thick, and in the differential enumera¬ 
tion attention was directed to counting along each 
edge of the film and over the central portion 
as well. The term large mononuclear included 
the synonyms endothelial leucocyte, macrophage, 
hyaline and transitional cell, and was carefully sepa¬ 
rated in differential oounting from the large lymphocyte. 
Out of the 28,270 cases, 777 had shown positive 
findings of malarial parasites, 759 being P. vivax , 
14 P . falciparum, and 4 P . malaria . Particulars were 
given under the 22 recorded areas of the number of 
cases found positive, including the type of parasite, 


on one occasion only and more than once; also of the 
positive findings and the period after return of the 
pensioner to residence in England. It was hoped to 
ascertain from these particulars whether cases coming 
from one area—e.g., Palestine—became free from 
parasites under quinine treatment at home earlier or 
later than those from another area—e.g., Salonika—but 
so far this had not been fully worked out. The ques¬ 
tion seemed one of considerable interest. A further 
table under separate headings gave the months between 
October, 1919, and February, 1921, and the number of 
blood examinations made in the central laboratory in 
each month, together with the total cases found posi¬ 
tive on one occasion and more than once for each 
month, including the type of parasite; also the 
monthly number of cases found positive; it showed 
the tendency to clear up after 8 to 12 months’ 
out-patient treatment. A table was also exhibited 
giving, out of a total of 801 most carefully 
detailed examinations, the number of cases pre¬ 
senting enlargement of the spleen (127), normal 
spleen (674), enlargement of the liver (52), normal 
liver (749), presence of anaemia (94), absence of anaemia 
(707), abnormal condition of heart—e.g., tachycardia, 
haemic murmur, dilatation and disordered action (22), 
normal heart (779). The correlationship of the normal 
or abnormal clinical conditions of the spleen, liver, 
blood, and heart respectively were also included in the 
tabulation of the cases, together with the absence or 
presence of malarial parasites and the relative increase 
of large mononuclears (10 per cent, and over, as well as 
15 per cent, and over); of lymphocytes (31 per cent, and 
over); and of the two types of cells combined. A 
second table including these 801 cases, and 18 others 
more recently infected, gave the classified relationship 
between the time from the date of the first attack of 
malaria (within six months, one, two, three years or over) 
and the recorded clinical observations wit h reference 
to the condition of the spleen, liver, and heart, and the 
absence or presence of anemia, and the corresponding 
blood findings as to the relative increase or not of the 
large mononuclears, lymphocytes, and the absence 
or presence of malarial parasites. The percentage of 
cases showing the presence of malarial parasites within 
the various periods following the first attack of malaria 
was as follows:— 

Within 6 months after the first attack ... 33*3 per cent. 

„ 1 year „ „ ... 8*3 

„ 2 years „ „ ... 4-5 „ 

3 ,, ,, ,, ... 2*7 ,, 

The clinical features similarly showed a marked 
decrease with the lapse of time and return to England, 
and the two gave support to the view that under 
rational quinine treatment at home the bulk of malarial 
cases cleared up in 8 to 12 months. 

The conclusion to be drawn from these tables was 
that a relative increase of the large mononuclears was 
not constant in latent malaria, even in the presence of 
an enlarged spleen when the diagnosis of latent 
malaria was obvious. A further table provided details 
of other cases undergoing treatment which showed 
under or over 10 per cent., as well as under or over 
15 per cent., of large mononuclears:— 

(1) When no parasite was found and the duration of 
the period, 1 to 7 months, prior to finding of the 
parasite (71 cases). 

Large mononuclears over 10 per cent, in 28 per cent, of cases. 
„ ,, under 10 ,, 72 „ „ 

,, ,, over 15 ,, 12*5 ,, ,, 

„ „ under 15 „ 87*5 „ 

(2) When the parasite was found (200 cases). 

Large mononuclears over 10 per cent, in 59 percent, of cases. 
„ „ under 10 „ 41 

„ ,, over 15 „ 32 

„ „ under 15 „ 68 

(3) In subsequently negative cases, from 1 to 11 
months after disappearance of parasite (121 cases). 
Large mononuclears over 10 per cent, in 36 per cent, of cases. 

,, ,,. under 10 ,, 64 ,, ,, 

„ „ over 15 ,, 18 „ 

11 ,, under 15 ,, 82 ,, ,, 
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(4) In cases more than once positive for malarial 
parasites after 1 to 12 months (53 cases). 

Large mononncle&rs over 10 per cent, in 49 per cent, of cases. 

„ „ under 10 „ 51 

„ „ over 15 „ 27 

„ under 15 „ 73 

But no reliance could be placed on the figures in 
table (4) owing to the uncertainty of the technique 
applied—e.g., the use of the first drop of blood from the 
ear—now known to be fallacious; also the ill-defined 
relationship of the time of the blood film and positive 
findings to the period of the paroxysms; and the possible 
influence of quinine treatment in the leucocytolytic 
action, and consequent exaggeration of polymorpho¬ 
nuclear leucopenia, while leaving the mononuclears 
intact or increasing them—all factors responsible for 
erroneous conclusions if based on result* of the 
differential counting of such blood films. 

The conflict of views as to the relative percentages of 
large mononuclears in malaria and post-malarial con¬ 
ditions and what constituted an increase was dwelt 
upon as matter for discussion and clear definition, and 
the solution of such wide divergence of opinion was 
claimed to be provided by Dr. Lucey’s work, showing 
particularly the fallacies attaching to the use of the 
first drop of blood taken from the ear. In the normal 
person the large mononuclear percentage showed a wide 
range, a figure as high as 10 per cent, being excessively 
rare. In his observations on malarial pensioners he 
had taken the low basis of 10 as well as 15 per 
cent. In taking the lower figure as a basis of mono¬ 
nucleosis he was influenced by the possibility of finding 
a constant for the large mononuclears in latent malaria, 
which might prove of value in the diagnosis, and so 
benefit the assessment of pensioners and give them 
opportunity for treatment. Response, too, varied in 
individuals, and a rise from a low figure % to 10 in one 
person possibly signified as much as a response to 
15 per cent, in another. Moreover, under the more 
favourable conditions associated with the soldier’s 
return to a milder climate and better living at home, 
it was conceivable that in latent malaria in England the 
large mononucleosis was less developed and accom- j 
panied the disappearance of the parasite. Stephens and ! 
Christophers, from the examination of a large number 
of Europeans living in the tropics, regarded a mono¬ 
nuclear percentage of over 15 as evidence, now 
generally accepted for the tropics, of recent or existing 
malarial infection. This increase was most marked in 
the apyretic period, but was most often absent during 
the fever. Dr. Rieux’s study, at the Val-de-Grace 
Hospital, Paris, of the leucocytic formula in old malaria 
cases showed that the “ monocytes,” lymphocytes, and 
eosinophils returned to the normal with subsidence of 
the fever and disappearance of parasites from the 
blood; only the neutrophil figure was definitely 
diminished for several months, a year or even longer. 
Respecting the presence of parasites after the patients’ 
return home, French authorities found that they rarely 
persisted after 8 to 12 months, and with this period 
experience in England generally agreed under the 
influence of rational quinine treatment. Mononucleosis 
was reported to last for some time after malaria in the 
tropics, but this was not found to be the case in observa¬ 
tions on latent malaria at home, where, following 
quinine treatment and the disappearance of parasites, 
the relative increase in the number of large mono¬ 
nuclears did not persist beyond a few days. An 
explanation was needed to account for the differences 
in the duration of mononucleosis in the tropics com¬ 
pared with its short period after a malarial attack at 
home. 

In cases of latent malaria at home Dr. Broughton- 
Alcock considered that the diagnosis and treatment 
should not be influenced by the absence of a relative 
increase of large mononuclears, when the clinical 
history and physical signs could be depended on. 
Moreover, though clinical evidence might be strengthened 
by a relative mononucleosis, often present between 
two attacks in the apyretic period, yet such increase 
could not be regarded as depending on or invariably 
associated with enlargement of the spleen, so important 


a clinical sign in latent malaria. Reference was made 
to the value to be derived from the estimation of 
quinine in the urine for the purpose of watching its 
elimination during treatment and in the detection of 
malingering. 

Dr. H. C. Lucey followed with a paper containing 
observations bearing on the reliability of the 

Large Mononuclear Leucocyte Count as an Aid to the 
Diagnosis of Malaria. 

The importance attaching to the diagnosis of latent 
malaria and conditions simulating malaria was one which 
could not be under-estimated in dealing with the large 
number of demobilised soldiers returned from the East 
and claiming pensions on account of reputed malarial 
relapses or the effects of past attacks. In the absence 
of clinical signs and with failure to find malarial 
parasites, reliance had been placed on the large 
mononuclear leucocyte count as an aid to correct 
diagnosis, the assumption being that a percentage of 
12 large mononuclears, or over, should be regarded as 
evidence of malaria. Granted that an increase in the 
large mononuclears was an indication of malaria, he 
asked how long after an attack this increase lasted ? In 
the event of a raised large mononuclear count, was the 
patient still to be regarded as suffering from malaria? 
What were the definition and significance of latent 
malaria and the blood condition associated with it ? The 
further question as to whether the large mononuclears 
were ever increased in the normal person was dealt with 
at some length in his recorded observations. These 
went far to explain the fallacies which might arise by 
taking the blood from the ear for the differential count, 
particularly in the use of the first drop of blood. The 
results of his investigations showed that this procedure 
was apt to be followed by a quite erroneous picture of 
the state of the blood in the general circulation, notably 
in the case of the large mononuclears. The fallacies 
referred to were illustrated by a series of tables repre¬ 
senting a large number of counts. These he had made 
from films taken under varying technique, from the 
first, second, and third drops of blood from both lobe 
and border of the ear, the finger pulp, below the nail- 
bed of the finger, and from a vein. A number of 
control tests were carried out on normal individuals as 
well as on malarial pensioners. He showed that it was 
possible for the first drop taken from the ear of a 
normal person to yield a percentage of large mono¬ 
nuclears as high as 30 to 40, whereas the succeeding 
drops, especially of the third, from the ear, and 
in the case of the finger the first drop of blood would 
yield only a normal percentage of 5 to 8 large mono¬ 
nuclears. This fallacious increase of large mononuclears 
he had found also to hold good with malarial patients 
when films were examined from the first drop from the 
ear, in which the percentage was also about 30, while 
succeeding drops yielded a picture of the true mono¬ 
nucleosis of 15-20 per cent, or more. Tables of further 
observations showed that when the ear was manipu¬ 
lated by firm handling or the application of friction 
previous to puncture, films from the first drop of blood 
gave no large mononuclear rise. Similarly, too, any 
measure tending to increase the rate of circulation, 
such as application of heat or ether to the ear, or 
muscular exercise, failed to produce any rise above the 
normal. Conversely, after ice had been applied to the 
ear as a consequence of the retarding of the blood flow 
through the capillaries, the false mononuclear rise 
shown by the first drop of blood previous to the 
application of the ice remained unaffected in the second 
drop. 

He explained the error occasionally attaching to the 
use of the first drop, and to the second drop if the first 
was small, by the known fact that the circulation in the 
ear was sometimes slower than in the rest of the body. 
Consequently the large mononuclears tended to adhere 
to the walls of the blood capillaries or to collect 
perhaps in the lymph spaces. They therefore appeared 
in the first drop of blood shed in larger numbers than 
really existed in the general circulation, and in parts— 
e.g., the finger—where the circulation was brisk. For 
that reason the second and, preferably, the third drops 
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from the ear gave the truer picture of the relative 
numbers of leucocytes in the blood stream. His 
observations showed that this stagnation and accumula¬ 
tion were overcome either by allowing the earliest drops 
to escape after puncture of the ear, or by the previous 
application of exercises, friction, ether, &c., to increase 
the rate of blood flow through the ear, and so yield a 
reliable film. He claimed that the conflicting opinions 
expressed as to the relative number of large mono¬ 
nuclears both in malaria and other conditions, as well 
as in the normal state, could largely be explained by 
the counts derived from films taken from the ear, 
particularly if the first drop of blood had been used. 
On the other hand, blood taken from the finger, 
whether friction was applied or not and whichever 
drop was used, was always trustworthy and therefore 
to be preferred for both total and percental leucocyte 
counts. Dr. Lucey concluded by stating his opinion 
that “ a reliable large mononuclear count, done during 
or within a few days after a questionable attack of 
malaria is an aid to diagnosis if the count is high. If 
it is low, it is of no help one way or the other.” 

Discussion. 

Sir Ronald Ross spoke in high appreciation of the 
authors’ work at the Ministry of Pensions Laboratory. 
He regarded mononucleosis as of doubtful value in the 
recognition of past malaria and not to be compared in 
importance with the finding of parasites or pigment 
particles, although an increase of the total mononuclear 
cells was regarded as associated with both sleeping 
sickness and malaria, but not in his own experience. 

Professor Warrington Yorke confirmed Dr. Lucey’s 
observations as to the erroneous increase of large 
mononuclears shown by the first drop of blood from 
the ear. He questioned the validity of the results 
obtained by two different observers, not only in 
counting two separate drops taken from the same 
person at the same time, but also in their examination 
of one film. It was very doubtful whether the two 
independent counts would be in agreement. Such lack 
of conformity might show a divergence of as much as 
10 or 12 per cent., and be due to the varying distribution 
of mononuclears and polymorphs in the same film, and 
to one count being made in the centre, the other along 
the edges, the most reliable part of the film. Had, 
therefore, differential leucocyte counts any value at 
all? He personally regarded them as useless in the 
recognition of malaria, and the only reliable blood 
diagnosis was the finding of parasites, after suspending 
the use of quinine in the case of pensioners under treat¬ 
ment. He asked for a definition of latent malaria, and 
whether enlarged spleen taken as a sign of latent 
malaria implied the persistence of parasites in the 
body. 

Professor W. J. R. Simpson paid tribute to the 
excellent work being done by Dr. Broughton-Alcock and 
his staff at the Pensions Central Laboratory, and was 
of opinion that their results would prove of the greatest 
value in the recognition of malaria among pensioners. 

Dr. A. Powell, from his experience in Bombay, 
attached considerable value to the leucocyte count, 
particularly under the correct technique as detailed by 
Dr. Lucey, in the differential diagnosis of malaria, 
seven-day fever, and tuberculosis. He found it difficult 
to provide an answer to Dr. Broughton-Alcock’s question 
as to the value to be attached to the leucocyte count in 
malarial cases at home. The conditions varied much 
in tropical countries compared with those at home, 
both as to the reliability of patients' statements and 
as to the circumstances under which blood examina¬ 
tions were made. The personal equation of the counter 
had to be taken into consideration, and it was therefore 
of importance that the counts if possible should be 
made by one observer rather than by several. 

Dr. J. Gordon Thomson referred to the time of 
blood examination during the malarial attaok as 
important. Bailey’s observations, that during the 
paroxysm there was a leucopenla, but in the interval 
between the paroxysms a leucocytosis occurred due to 
an increase of the large mononuclears, had been con¬ 
firmed by David Thomson. 


Dr. H. J. B. Fry quoted from observations which had 
been made on 1083 cases with history of malaria. In 
27, or 2*5 per cent., P. vivax had been found ; the large 
mononuclear count in 10 of these was above 10 per 
cent, and in the remaining 17 below 10 per cent. He 
had not found that the mononuclear count was related 
either to the period of the fever, the condition of the 
spleen, the anaemia, or cardiac insufficiency of the 
malarial cases. 

Dr. Basil Price spoke of the diversity of views 
which had been expressed as to the value of the large 
mononuclear count, and of the importance of the 
fallacies as exposed by Dr. Lucey, whose observations, 
he felt sure, would result in a considerable revision of 
opinions hitherto held and a revival of interest as to 
the significance of the large mononuclear cells in the 
diagnosis of malaria. 

Professor Leonard Dudgeon quoted the results of 
observations carried out on malariid carriers among the 
British Salonika Force in the Struma Valley during the 
winter of 1916-1917 

1. Total number of cases * Parasites present in 
examined, 2836. 724. 

No paraBiteB present. 

r A '“““““^ 

Pigmented leucocytes Number of large hyaline 
found in 111 oases. cells over 15 per cent in 312. 

* Hospital admissions from all causes. 

2. Total number of cases Positive history of malaria, 
examined, 1053. 1010. 

Two relapses or more in Malaria parasites present 
471 cases. in 219 cases. 

No parasites found, but large hyalines over 15 per cent, 
in 399 cases. 

At St. Thomas’s Hospital during 1919 and 1920 there 
was no case in the records of the pathological depart¬ 
ment showing 15 per cent, or more of large hyaline 
cells, apart from malaria, and only 1 per cent, of cases 
with a large hyaline cell count as high as 10 per cent. 
He never took the first drop of blood for film examina¬ 
tion, and recalled, as a student, that Professor C. S. 
Sherrington when lecturing on “The Blood” had 
warned them to avoid the use of the first drop owing 
to the fallacious increase in the large mononuclears 
contained in it. 

Dr. A. Cabtellanx regarded mononucleosis of value 
as a subsidiary aid to the recognition of malaria, and 
from his experience in Ceylon he had found the large 
mononuclear increase to persist for a considerable 
period after an attack, but in greatly varying degree; 
he was unable to state to what extent this increase 
and variation prevailed at home as compared with the 
tropics. 

Dr. J. B. Christopherson inquired whether any 
observations had been made as to the effect of other 
drugs than quinine on the leucocyte and large mono¬ 
nuclear counts, and what those drugs were. 

The President asked how long mononucleosis 
lasted after malaria. He had found a marked increase 
of the large mononuclears in active malaria cases 
due to the benign tertian parasite, especially between 
the paroxysms, and, as shown by Stephens and 
Christophers, that increase was present after recent 
attacks. 

Dr. Ernest Black and Lieutenant-Colonel Edmund 
Wilkinson, I.M.S., also spoke. 

Reply to the Discussion. 

Dr. Broughton-Alcock, in his reply, stated that he 
still felt, even after the discussion, the need for the 
opinion of others as to the duration and degree of the 
large mononuclear increase among malarial pensioners 
at home. The use of the term latent malaria was 
applied to cases sent for quinine treatment, and among 
them enlargement of the spleen provided the most 
important clinical evidence of malaria. He quoted an 
observation made by Craig, in America, in which, out of 
1267 cases showing malarial parasites 21 per cent, were 
cases of latent malaria. The average case usually 
cleared up at home and did not suffer further after a 
period of about 12 months. It was very difficult to 
apply the stoppage of quinine treatment to pensioners 
in the hope of finding parasites; similarly, as to 
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the time of blood examination, films had to be 
taken when possible, and no definite time could 
be fixed. He vainly sought for an answer as to 
whether the large mononucleosis found in the tropics 
applied to malarial cases at home, and if the explana¬ 
tion lay in the difference between the two climatic 
conditions. From his experience in England the large 
mononuclears, if increased, showed an intermittent 
rise for a period of less than seven days following a 
malarial attack, and he gathered that in the tropics 
this period was considerably extended. Was this ever 
found to be the case in this country ? He asked for a 
clear definition of the hyaline cells and large mono¬ 
nuclears, and pointed out that Professor Dudgeon’s 
observations in the Balkans had been carried out on 
persons living under active service conditions in an 
endemic area and exposed comparatively recently to 
malarial infection, a state not comparable with that 
prevailing among pensioners at home. In reply to 
Colonel Wilkinson’s question as to whether any other 
laboratory sign than mononucleosis was to be found 
among malarial pensioners, he could say that no other 
unquestionable laboratory diagnosis existed than the 
finding of malarial parasites or pigment, as his tables 
showed. If an increase of large mononuclears was 
found on the edge of the film it was important to 
search thoroughly for parasites. He could give Dr. 
Cbristopherson no particulars as to the influence of 
other drugs than quinine on the leucocyte count, but 
quinine had a leucocytolytic action in causing leuco- 
penia, though leaving the large mononuclears unaffected. 


8ECTION OF SURGERY: SUBSECTION OF 

PROCTOLOGY. 

Pruritus Ani. 

A MEETING of this subsection of the Royal Society 
of Medicine was held on April 13th, Mr. A. E. Miles, 
the President, being in the chair, when Mr. J. P. 
Lockhart-Mummery opened a discussion on this 
subject. 

Pruritus ani, he said, was a peculiar condition in that 
it had only one symptom—namely, itching. It had no 
established pathology, and we were still in the dark as 
to its cause or the best method of treating it. It was 
by no means the trivial complaint that its name would 
imply. The irritation was often so intense as to drive 
the patient to the verge of madness. The thickening 
of the skin, the rugae and eczema, fissures, and other 
abnormal conditions of the skin around the anal orifice 
frequently associated with pruritus ani were secondary 
results of scratching, and beyond the fact that they 
tended to accentuate the itching and interfere with 
treatment had no causal relationship to it. 

Certain definite types of pruritus ani were to be 
distinguished: (1) those due to some general condition, 
such as glycosuria, Ac.; (2) those due to some parasite, 
such as worms, pediculi, Ac.; (3) pruritus obviously 
secondary to some lesion of the anal region, such as 
fissure, prolapsed pile.^fec.; (4) pruritus of old standing 
where no local lesion can be discovered ; (5) paroxysmal 
pruritus. A local cause for the itching was present in 
a great majority of cases, and the first essential was to 
make a thorough search for this causo. Where a 
definite cause for the pruritus was discovered it was 
generally one which produced moisture of the parts, 
more particularly of a septic character, such as fissure 
or fistula, a polypus of the rectum, or a prolapsed pile. 
In the case of itching of recent origin removal of the 
cause was followed by prompt and permanent relief. 
The difficult cases were those in which no local cause 
could be discovered, and more particularly the 
paroxysmal cases, where it was unusual to find any 
local lesion. With a history dating back for more than two 
years removal of any local lesion present seldom stopped 
the itching. It seemed reasonable to conclude that under 
the circumstances definite changes took place in the 
skin or in the nerve-endings in the skin. He believed 
these changes to be of the nature of a fibrosis in the 
deeper layers involving more especially the end-plates 
in the dermis and caused by the constant scratching and 


rubbing. In fact, in these old-standing and severe cases 
of pruritus an actual disease of the nerve-endings in the 
skin existed, as was first realised by the late Sir Charles 
Ball. In 1912 Dr. Dwight Murray put forward the theory 
that pruritus ani was due to a chronic streptococcic 
infection of the skin of the anal region. He pointed out 
that careful investigation by bacteriological methods had 
proved the presence of Strept.feecalw infection in the vast 
majority of cases. Mr. Lockhart-Mummery considered 
that the truth of this theory was now established. In 
support of it was the fact that a septic lesion was the 
common starting-point of pruritus. We also know that 
chronic septic foci of the skin in other parts of the 
body are frequently accompanied by intense irritation. 
It is possible that the disease of the nerve-endings in 
these old-standing cases of pruritus ani is due to this 
infection rather than to any immediate result of the 
scratching. Investigation was necessary, but it was 
difficult to obtain portions of skin for histological 
purposes, and histological investigation of nerve-endings 
was itself difficult. 

General treatment, such as dieting, non-smoking, 
total abstinence, Ac., Mr. Lockhart-Mummery did not 
believe in. We ought to try to cure the condition 
and not to make the patient a slave to his anal 
region. Rigid attention to local cleanliness and dryness 
was very important. Lotions and powders were better 
than ointments. Any local cause, such as fissure, 
ulcer, pile, hypertrophied papilla, Ac., should be 
removed, and it was often advisable to investigate 
the anal region under an anmsthetic. Dr. Dwight Murray 
had suggested the use of a vaccine, but it did not 
seem reasonable to him, Mr. Lockhart-Mummery said, 
to treat a septic infection of the skin by vaccine. Anti¬ 
septics, such as alcoholic solution of iodine, might be 
used, either painted on or applied by ionisation. Zinc 
ionisation or the application of nitrate of silver 30-60 g. 
to the ounce had given good results. X rays applied to 
the skin through suitable screens had cured about 
20 per cent, of his bad cases. Two or three applica¬ 
tions were usually sufficient. It was unwise to persist 
if marked improvement did not follow two applications. 

Operative treatment remained for the cases not 
remedied by other means. No operation which did 
not destroy the diseased nerve end-plates in the 
dermis would remedy old-standing cases. Twenty 
years ago such cases were treated by excision of 
the anal skin or the drastic application of the actual 
cautery. The results were bad owing to the scarring. 
No such drastic measures were necessary. Sir Charles 
Ball described an operation for the division of the 
cutaneous nerves passing to the skin in the anal 
region. Mr. Lockhart-Mummery had performed it at 
St. Mark’s Hospital since 1905 with excellent results. 
Other surgeons had condemned it. It was essential 
that the whole of the irritable area of skin should be 
rendered completely anaesthetic. The day after the 
operation the patient should be quite unable to feel the 
prick of a needle anywhere within the flaps or at the 
anal orifice. It was easy to miss some of the nerves, 
but unless they were all divided success could not be 
expected. In raising the flaps the skin should be 
undercut well above the level of the internal sphincter. 
This operation gave immediate relief and left no dis¬ 
ability. Normal sensation returned completely within 
six weeks, generally within four. In the vast majority 
of cases the cure was permanent. Mr. Lockhart- 
Mummery had performed this operation in 59 cases; 
there was a slight recurrence of itching in 7 cases. 
Four of these were easily cured by simple application, 
and in 3 cases the operation was repeated with com¬ 
plete success. There was no serious complication, and 
no patient was kept in hospital or in a nursing home 
for more than six weeks, the average time being under 
three weeks. In all these cases normal sensation was 
restored, and there was no disability. 

Discussion . 

Dr. Arthur Whitfield said that, in his experience, 
pruritus ani was frequently caused by the oxyuris, the 
presence of which was seldom suspected, and he in¬ 
stanced the case of a lady who consulted him. He 
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suggested thymol, and the patient had one X ray treat¬ 
ment. The pruritus remained quiescent for two years, 
when the patient again consulted him for the same con¬ 
dition, the thymol treatment not having been carried 
out. The first dose of 30 gr. of thymol, which was now 
administered, expelled large numbers of thread worms. 
Dr. Whitfield agreed with what Mr. Lockhart-Mummery 
had said with regard to local applications. Grease 
should be avoided, but if used it should be thin and not 
sticky. He practically never used X rays. In his 
experience the first dose cured, but there was a relapse 
after a few weeks, which was cured by a second dose. 
The cure was not permanent and the time came when 
it was no longer safe to give further applications and 
the condition remained unrelieved. When there was an 
obvious cause which could be removed one dose of 
X rays produced a cure, but X rays should be avoided if 
possible. 

Mr. J. M. H. McLeod said that pruritus ani was only 
a symptom. He had known the condition to have been 
caused by congestion of the liver resulting from the 
taking of coffee, red wines, Ac., the pruritus coming on 
about half an hour after the ingestion of the article of 
diet or condiment which was at fault and lasting one to 
two hours. Many cases were due to cutaneous lesions. 
He instanced a case in which it was due to a patch of 
psoriasis around the anus, the other patches being 
trivial. He had also seen a couple of cases due to 
ringworm. He thought that the itching produced a 
thickening of the epidermis, which pressed upon 
nerve-endings and caused spasm and pain, a vicious 
circle being thus formed. Quite a number of his cases 
had done well with X rays. He had also used radium 
but was not very pleased with it. 

Sir Charters Symonds insisted upon the need for 
cleanliness and dryness. The application of wool 
would prevent friction; he preferred salicylic wool. 
He advocated the use of organic silver preparations, 
such as protargol or argyrol, in 10 per cent, to 20 per 
cent, solutions. They were non-greasy and should be 
put on after the part had been cleansed with lysol and 
dried thoroughly. 

Mr. N. S. Finzi said that where the cause had been 
removed or no definite cause could be found the theory 
of infection of the skin was very feasible. In such 
cases local treatment—e.g., X rays—was a sound pro¬ 
ceeding. The condition was always relieved by X rays 
to begin with, but in a large proportion of the cases the 
symptoms recurred. The results with radium were 
more permanent, he thought, than with X rays. If the 
irritation involved a wide area he preferred radium. He 
gave full doses of X rays at intervals of three weeks, 
and one or two doses after the irritation had dis¬ 
appeared. He gave radium at intervals of six weeks, 
and one treatment after the irritation had gone. High 
frequency sometimes produced a remarkable effect. 

Sir Charles Gordon Watson said that certain cases 
were medical rather than surgical. Such were those 
which occurred in neuropathic individuals or patients 
with an hereditary tendency—functional cases. He 
instanced the condition occurring in father and son. 
Surgical cases could be divided into two classes: 
(1) those in which there was a real cause at the anus, 
and (2) those in which there was no marked disease. 
Cure was doubtful when dermatitis was well established. 
While the skin remained pliable the condition did 
respond to ionisation. In 1909 he had treated 28 cases 
with zinc ionisation which was followed by much relief 
after the first treatment. Many patients had had 5,6, 
or 7 applications. When the condition was paroxysmal 
some cases were functional and some, he thought, were 
due to hypertrophied anal papillae. Out of 86 of his 
cases of pruritus ani at St. Mark’s Hospital, 53 had 
visible papillae. In order to determine the proportion 
of cases in which the papillae were visible normally, a 
colleague at St. Mark’s had examined a series of 
patients who attended the hospital, and 12 out of 50 had 
visible papillae. In these cases of hypertrophied papilleB 
cure could be brought about by cauterisation of the 
papillae. 

Mr. Aslett Baldwin said that there was one 
condition which he had found in a number of cases. 


Examination should always be made by the sigmoido¬ 
scope for a catarrhal state of the bowel. This he treats 
by zinc ionisation, filling the bowel with a solution of 
zinc sulphate. He also uses zinc ionisation locally. 
He had found the local application of hazeline cream 
useful, and also painting with tinct. benzoini co. 

Dr. I. Feldman agreed with the previous speaker 
with regard to catarrh of the bowel, and spoke of a 
patient who complained of continual oozing from the 
bowel. With regard to heredity, he told of a case in 
which the patient’s father had also suffered from 
pruritus ani, and his grandmother had had pruritus 
vulvas. Dr. Feldman insisted upon the need for keeping 
the bowels well opened. 

Mr. Frank Cope spoke of the paroxysmal nature of 
the complaint, in which it resembled asthma. In an 
American paper cases had been reported which had 
been subjected to skin tests and reacted to pork and 
potato, and the taking of or abstention from pork or 
potato brought on or alleviated the condition. 

The President differentiated between pruritus due 
to a local condition affecting the peri-anal region and 
that which was part of another disease. A particular 
cause was dampness of the anal region due to hyper¬ 
activity of the skin in that region. He thought that 
hypertrophied anal papillae were present in the majority 
of cases of pruritus ani. Their most productive cause 
was rectal constipation, where there was a collection 
of faecal material where it should not exist. In the 
anal papillae was a large profusion of nerve terminals, 
in which was situated a special rectal sense to guard 
against the involuntary discharge of faeces. Rectal 
constipation produced a muscular spasm, so that 
the rectum was not completely emptied. The treatment 
he advocated was to keep the anal region dry and to 
ensure the emptying of the rectum at night, which 
could be done by introducing half a pint of water at a 
temperature of 70° to 80° F. He was sure that 80 per 
cent, of the cases could be cured by dryness, cleanli¬ 
ness, relieving constipation, and removing any obvious 
cause. Another 10 per cent, might require other treat¬ 
ment, such as zinc ionisation (which was extremely 
good) or X rays. The remaining 10 per cent, were 
patients with neurotic tendencies, who would defeat all 
efforts and remain permanently to remind us that there 
was a limit to medicine and surgery. 

Mr. Lockhart-Mummery briefly replied. 


SOCIETY OF 

SUPERINTENDENTS OF TUBERCULOSIS 
INSTITUTIONS. 

A special meeting of this society was held at 
122, Harley-street, on April 11th, when the reports, 
previously circulated, of several special committees 
were further considered. 

Report No. 4 (Diet in Tuberculosis Institutions): certain 
points were discussed. On the question of a special diet 
for haemoptysis cases Dr. Marcus Paterson said he 
saw no necessity for altering the ordinary diet, and 
quoted Dr. Leonard Hill as writing that he knew of no 
evidence showing that lowering the diet lowers the 
blood pressure.—Dr. F. R. Walters agreed, and stated 
he would diminish fluids only.—There was a marked 
difference of opinion upon the place of milk in the diet. 
Most agreed it was only necessary in the case of patients 
markedly under-nourished. Likewise on the quantity 
of meat a lively discussion ensued. Drs. J. Watt and 
W. C. Fowler thought 10 oz. of meat a day “ as 
purchased from the butcher ” ample; but Drs. Paterson, 
T. G. Pugh, A. C. Ta’Bois, and P. W. Edwards 
disagreed and suggested it would be a better method of 
deciding the amount to take “ cooked meat.”—After 
further discussion the report was referred back to the 
subcommittee to come up again on May 30th. 

Report No. 5 (Residential Treatment of Advanced 
Gases of Tuberculosis) dealt with all cases unsuitable 
for sanatoriums and cases likely to die within one 
month, including the “acute early” case. Dr. Niven 
Robertson thought the inclusion of the “acute early ” 
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case bad for the moral of these cases, even if good for 
the more truly advanced case and for the nnrses.—Dr. 
Paterson said that this was overcome by the provision 
of small wards.—Considerable discussion ensued on the 
exclusion of the case likely to die within one month. 
Dr. Paterson said the committee had in mind, not 
cases transferred from another institution, but cases 
sent direct from their own homes.—Drs. Watt, 8. V. 
Pearson, and Edwards thought that even such cases 
should be admitted both in the interests of the com¬ 
munity and of the comfort of the patient and his 
friends.—There was almost unanimous opposition to 
small local homes; but opinion was divided about 
making use of certain wards in infectious hospitals, for 
though medical supervision might be arranged, yet the 
skilled nursing would be absent.—The report was 
referred back. 

Report No. 6 (Classification) revealed unanimity of 
opinion, except for minor points. The impossibility of 
any classification owing to the great factor of the 
character of the patient was pointed out. Dr. H. A. 
Ellis thought that rectal temperatures or 15 minutes in 
the mouth were impossible for a dispensary, and that a 
more general, even “ slacker,” classification was needed 
for dispensaries, with a more accurate one for sana¬ 
torium s.—It was pointed out that hilus disease was not 
taken into account, nor yet X ray findings. To clear up 
a few small points the report was referred back to the 
joint committee with the tuberculosis group of the 
Society of Medical Officers of Health and the Tubercu¬ 
losis Society, which is considering classification. 

The next meeting was fixed for 4 p.m. on May 30th. 


SOCIETY OF MEDICAL OFFICERS OF 
MATERNITY AND CHILD WELFARE 
CENTRES. 


A meeting of this society was held on April 15th, Dr. 
H. C. Cameron, the President, in the chair. 

Dr. Marion Cockerell read a paper on 

Infant Feeding after the Ninth Month. 

She emphasised the fact that babies appeared to thrive 
under astonishingly different diets, especially when given a 
plentiful supply of fresh air. Overcrowding was bad not 
only in itself put also because regular feeding was difficult 
to maintain in tenement houses and flats, where the 
crying child had to be pacified at night at any coet. 
In reviewing recent advances in our knowledge of dieting 
children Dr. Cockerell said that vitamin research had 
not given rise to any remarkable changes, since butter 
and cod-liver oil had always been recommended, but had 
warned us against the dangers of over-cooking. The import¬ 
ance of selecting specially digestible food for young children 
appeared to have been over-rated. Vegetarians fed children 
on salads without ill-effects; and whereas in London plums 
off a barrow often appeared to upset children, an indefinite 
quantity of plums picked direct from the tree was not, in 
her experience, harmful. Dr. Cockerell spoke of the import¬ 
ance of prophylaxis against dehtal caries, and quoted 
Dr. J. Sim Wallace’s views on the need of supplying such 
a diet as would promote mastication, even in the very 
young, because of the mechanical cleansing effect of a flow 
of saliva and of its ptyalin content. Dr. Cockerell, after 
pointing ont that it was unscientific to assume that the 
infants actually get what the doctor advises, gave details of 
the diet recommended bv her. From the ninth to the 
eighteenth month she advised milk, fresh or dried, and 
crusts spread with butter or dripping. She saw no reason 
why the child should have barley jelly, or any other carbo¬ 
hydrate beyond what it was able to extract from biting and 
tearing at crusts, which it appeared to be able to masticate 
quite well without teeth. Madame Montessori apparently 
gave slops only till the children reached 5 years on the plea 
that the masticatory powers were still undeveloped, and it 
would be interesting to find out the condition of the teeth of 
children thus fed. 

Dr. Cockerell allowed eggs at 12 months, fish at 18 months; 
three meals a day only, and nothing but water between 
meals. Milk pudding should be made stodgy, so as to require 
mastication, and baked suet puddings were better than 
boiled. A terminal apple or orange was advisable for 
cleansing purposes—and if these were economically im¬ 
possible she advised mothers to give lettuce or other salads, 
or even cheese or nuts, provided the child was a good 
masticator. Most children were given too much sugar. 


Dr. Cockerell deplored the habit of giving sweets between 
meals, and recommended that foods should not be made 
sweeter than sweet fruits. Daring the war men missed 
sugar more than children did, as their palates had become 
used to it. 

Discussion . 

Dr. Harold Waller asked what quantity of milk daily 
was recommended by Dr. Cockerell. An obsession as to the 
need of large quantities of milk appeared to swamp infant 
welfare centres. Milk was an ideal food for the sick child, 
but an enormous amount of rules had swept over from the 
sick-room to the centre withbut being questioned on the 
way. In Dr. Waller’s opinion not more than half a pint 
of milk a day was advisable if the child was to thrive. 
An arbitrary period of nine months as a fixed point for 
a change of diet was not wise or practical, as the period 
at which a child reaches a certain stage of growth is variable. 
On questioning the parents of fine, healthy babies he had 
ascertained that parents usually discovered how best to feed 
them by the method of trial and error till they found what 
the child could take, and sometimes the baby throve excel¬ 
lently on a most varied diet below the age of 9 months. 
He himself was not at all afraid of feeding a massive child 
of 5 months on eggs and suet. Dr. Waller had arrived 
at these conclusions by choosing specially fine healthy 
babies and then finding out what they were fed on. Among 
the poor in his district cow’s milk played no part in the 
feeding of infants, who were often gloriously healthy, 
and inasmuch as they lived in cellars and had but little 
fresh air, their well-being could only be attributed to their 
diet, which often resembled that of their parents. During 
the war the Government expressed horror that no milk was 
available for the poor. But the poor did not use it and there 
was no reason why they should. Bread fried in fat, dripping, 
and suet puddings supplied all the fat necessary. 

Dr. Eric Pritchard said that children were usually cor¬ 
rectly fed up to 9 months, and rules were then cast aside. In 
his opinion the error in most diets from this age was the enor¬ 
mous excess of nitrogenous food offered. He gathered that 
Dr. Cockerell was not enamoured of “ balance ” in food, but he 
regarded this as essential. At nine months nothing happened 
to call for a great change except that growth was less rapid 
and the child moved about more—thus less nitrogenous and 
more carbohydrate food should bo offered, but the reverse 
was the usual practice. As to teeth, much the most 
important criterion was the appearance of the teeth when 
erupted. Dr. Pritchard found it difficult to believe that 
well-formed teeth could be damaged by the presence 
of acids in the mouth. Dr. Wallace assumed that 
acid in the mouth was sufficient to cause caries, 
but this acid was neutralised, and the only question 
was whether there were sufficient alkaline reserves avail¬ 
able for this purpose. This again depended on whether 
the child had passed through a modified rickety condition or 
not. As to milk puddings, why should they not be made 
into biscuits ? Incidentally Dr. Pritchard had never under¬ 
stood why there was such a strong feeling against pastry 
for babies. It was oomposed of carbohydrates and fat, as 
was a milk pudding. A milk pudding in biscuit form 
provided excellent food and needed mastication; if given 
carbohydrates in the form of slops the child acquired a 
reflex to swallow this type of food without mastication. 
As to milk, Dr. Pritchard had calculated that at 9 months 
a pint and a quarter of milk contained all the nitrogenous 
food required. More led to intoxication, and should not 
be given. He felt sure that the milk question had been 
overdone. 

Dr. R. C. Jewesbury advocated the type of hard orusts 
recommended by Dr. Truby King, consisting of slices of 
bread baked in a slow oven until brick-hard. The child was 
given these at six months: they were not allowed to get 
sodden, nor was the child allowed to swallow pieces. 
Later on starch was introduced in the form of parley 
jelly. This was given because it was easily prepared, 
was digestible, and could be carefully graduated, the amount 
starting with a teaspoonful morning and evening, gradually 
increased. After the ninth month the milk mixture was 
gradually strengthened, but whole milk was not given till 
the eighteenth month. After the tenth month other forms 
of starch were given. Dr. Jewesbury inquired as to Dr. 
Cockerell’s system of graduating the supply of carbohydrate. 
An objection to excessive milk feeding was its constipating 
effect. 

The President suggested that all articles of diet need not 
require mastication any more than all need contain vitamins. 
A child should not be fed only on hard food; soft food need 
not be abandoned entirely. He did not agree with the 
theories propounded by Dr. Wallace. In the mouths of 
children with well-shaped teeth no trace of food could be 
seen ten minutes after soft pultaceous food had been con¬ 
sumed ; if crevices were present, of course, bits of food were 
still visible. Dr. Cameron added that the important factor 
must surely be in the formation of the enamel organ, and in 
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that good development of the mouth and jaw which was 
dependent on correct breathing habits. The adenoid facies 
was produced in quite tiny infants by nasal obstruction. The 
importance of correct diet lav not so much in its mechanical 
effect emphasised by Dr. \Vallace as in its suitability in 
building up resistance to infection. As regards milk, this 
food proved a convenient vehicle for giving the child fat in a 
palatable form. As to the vitamin question, Dr. Cameron 
could not believe rickets was due to lack of a vitamin; in 
the experimental evidence offered half the quantity of the 
fat given would anyhow have had to be administered to the 
puppies. 

Dr. Margaret Alden said that one advantage of milk was 
that the child got water that way; it was difficult to persuade 
mothers to give water by itself. She asked whether bacon 
fat could properly be recommended, inasmuch as lard had 
a low vitamin content. 

Dr. Flora Shepherd suggested that a balanced diet was 
important, but it was immaterial whether the child got it 
from milk, eggs, or in other form. 

In reply, Dr. Cockerell said that the amount of milk 
recommended to babies after the age of 9 months varied 
with the amount of crusts consumed. The maximum 
quantity ordered was lfc pints, and after the age of a year 
not more than 1 pint was advised. As to the composition of 
the dietary, after 9 months she had not tried to make it 
approximate to that of the mother's milk. The amount of 
carbohydrate was left to the child's own appetite. It was 
not likely to overfeed if it had to work for its food. 


SOClfeTE DE TH&RAPEUTIQUE DE PARIS. 

At a recent meeting of this society MM. A. Marie and 
Fourcade read a paper on 

Opotherapy and the Menopause , 

in which they remarked that every alienist knew how 
dangerous the menopause was in neuropathic subjects, as 
well as in women with renal or hepatic insufficiency. 
Obsessions, phobias, melancholia, acute hallucinatory con¬ 
fusion, and more or less systematised persecutional 
insanity were frequently observed in the period preceding, 
accompanying, or following the menopause. MM. Marie 
and Fourcade were convinced that the suppression of 
the menstrual flow was not the only cause of these 
symptoms, but assigned the chief r61e to a deficiency of 
the endocrine glands, especially of the thyro-ovarian 
secretion, as maintained by Hutinel. They had therefore 
made a systematic use of opotherapy in all the mental 
disorders of the menopause. After a preliminary period 
devoted to a disintoxication of the system, in cases where 
a slight hepato-renal insufficiency was present, opotherapy 
was instituted, consisting in all cases of thyroid and ovarian 
extract or extracts of other endocrine glands in the presence 
of symptoms indicating their insufficiency. The histories 
of eight cases were recorded, in six of which considerable 
improvement occurred, and in two no result was obtained 
from this treatment. 

Permanganate of Silver in the Treatment of Urinary 
Diseases. 

Mr. P. Gallois in his paper drew attention to the greater 
efficacy of permanganate of silver as compared with the 
potash salt in the treatment of urinary disease. The doses 
used were 0-05 g., or 010 g. per litre for gonorrhoea or 
cystitis. The only drawback of permanganate of silver was 
that it was slightly more caustic than permanganate of 
potash. The pain, however, caused by it was not very 
persistent, and lasted only a few minutes. 

In a paper entitled 

Can the Diabetic Patient be Allowed to Grow Thin ? 

Mr. P. Rathery answers the question as follows. Loss of 
flesh in diabetes may be allowed, provided the patient is 
stout and a large eater, and the loss of flesh is confined 
within certain limits. He may also be allowed to lose 
flesh temporarily as the result of a relative or absolute 
starvation regimen. With these exceptions a diabetic 
patient should not be allowed to grow thin. Loss of flesh 
due to dietetic errors can easily be corrected. Lastly, the 
loss of flesh may be pathological, indicating either a more 
or less latent tuberculosis or some serious disturbance in 
the carbohydrate metabolism. 

Patent Foods and the Question of Vitamins. 

MM. Emile Perrot and Raoul Lecoq, in a paper on 
this subject, described their observations on white rats 
which had been fed on a diet entirely composed of patent 
foods. The changes in weight, retardation of growth, and 
other disturbances showed that, with rare exceptions, these 
so-called (> complete foods ” were entirely inadequate. 


The Serbian Hydromineral Station of Vrinci . 

Mr. Tcheda Michailovitch, of Belgrade, in his paper 
stated that Vrinci was the beRt known thermal station in 
Serbia and the neighbouring countries. It was first dis¬ 
covered in 1834 and gradually developed, until in 1912 it was 
visited by 14,000 patients. It possessed at present two 
springs, one hot and the other tepid, with bicarbonate of 
soda as the principal ingredient. The Vrinci waters were 
indicated generally in all affections of the mucous mem¬ 
branes, but the great majority of the patients were suffering 
from gastro-intestinal or pulmonary disease. 

The Use of Manganese in Debility. 

MM. Camescasse and Bisot drew attention to the excellent 
results obtained by administration of binoxide of manganese 
in doses of 0-03 to 0 07 g. daily in children whose growth 
was retarded, as well as in chlorosis in girls and hfflmophilia 
in boys. The treatment lasted three months, the drug being 
given for 12 days at a time. 

The Treatment of Tachycardiac Neuroses by Hydrotherapy. 

Mr. R. Dubois recorded three cases, two of which presented 
Continuous Tachycardia and one Paroxysmal Tacnycardia, 
which were much improved by hydrotherapy. The method 
employed was as follows: During the first three days a 
tepid douche of a temperature 98-6° F. was given for one 
minute. The following three days the douche was followed 
by a cold affusion at 53*6° F. for 10 seconds. After the 
seventh day the cold douches were given for 25 seconds. 
Examination of the patient’s pulse before and after the 
douche showed that there was often a difference of 30 or 
40 beats. The sedative action of the cold douche which was 
temporary at first gradually became persistent, and the 
tachvcardia disappeared. At the same time there was a 
slight fall in the blood pressure, which was always some¬ 
what raised in these patients. 

LONDON ASSOCIATION OF THE MEDICAL 
WOMEN S FEDERATION. 

A meeting of this association was held on April 12th at 
the Elizabeth Garrett Anderson Hospital. In tne absenoe 
of Mrs. Flemming, the President, the chair was taken by 
Lady Barrett. 

Dr. Jane Walker read a paper on 

Tuberculosis in Children of School Age. 
basing her observations chiefly on her experience at the 
East Anglian Children’s Sanatorium. She pointed out that 
the importance of the question of tuberculosis in children 
had become recognised, largely as a sequel to the establish¬ 
ment of a school medical service. Most people agreed that 
tuberculosis is usually acquired in childhood, though its 
exact prevalence is still quite unknown, the percentage 
of incidence given by different competent authorities vary¬ 
ing from 2 in 300 to 15 per cent. The disease in children 
was usually insidious in onset, though very rarely the onset 
might be sudden, with haemoptysis or pleurisy. Dr. Walker’s 
statistics show T ed that out of 800 children treated at the 
East Anglian Sanatorium 1*5 per cent, gave a history of 
haemoptysis at onset. 20 per cent, a history of cough, 
and a small number dated the illness from an attack 
of whooping-cough, still fewer from measles. The dura¬ 
tion of symptoms before treatment was sought varied 
from five years to one. Differential diagnosis had to be 
made between tubercle, rheumatism, and chronic gastro¬ 
intestinal catarrh. Rheumatic cases did not respond to 
treatment, while cases with intestinal disturbance are 
proved able to digest fats only with difficulty. Statistics 
taken at King Edward VII. Sanatorium showed that the 
fact that a child came from a home where there was definite 
tuberculous disease did not apparently make its prospects 
worse. Infection by contact appeared to be a far more 
important factor than infection due to hereditary pre¬ 
disposition, but it was often difficult to find the source of 
infection. The presence of T.B. in the sputum was of vital 
significance; where they occurred in children the seriousness 
of the case was enormously incteased. From 1914 to 1919 at 
the East Anglian Sanatorium, 62 per cent, of the 807 children 
had T.B. in the sputum, and of these 56*4 per cent. died. 
Results of treatment in cases where T.B. did not occur in 
sputum were very good. 85 per cent, were sent home really 
well, and only quite a small percentage of these needed 
further treatment. As for diagnosis in early stages, this was 
very difficult by physical examination of the chest alone. 
Dr. Walker pointed out the importance of training the 
medical profession in the recognition of early signs of the 
disease, and suggested that a linking of hospitals and tuber¬ 
culosis dispensaries would be of much value to this end.—A 
discussion followed, in which Dr. Rose Jordan, Dr. C. A. 
King, Mrs. Hogarth, Dr. Flora Shepherd, Dr. Mary Gordon,, 
and Dr. A. Parsons, joined. 
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Diabetes. 

1. Le Diabete Sucri. Etudes CUniques, Physiologiqueset 

Therapeutiques. By Professor Marcel Labb£. Paris: 

Hasson et Cie. 1920. Pp. 376. Fr.20. 

2. Diabetes. A Handbook for Physicians and their 

Patients. By Philip Horowitz, M.D. New York: 

Paul B. Hoeber. 1920. $2. 

1. This book is mainly composed of clinical lectures 
and papers which have been published in various 
French journals. With one exception they all appeared 
before 1915, and as our knowledge of diabetes has 
increased considerably since that time it is inevitable 
that some of them should be out of date. The method 
of publishing collected papers in book form suffers from 
the drawback that it involves much repetition. No less 
than three chapters are devoted to the treatment of 
coma by alkalies. The author divides cases of diabetes 
into two classes, those without and those with loss of 
weight. He describes the symptoms of both these types 
as illustrated by cases and their treatment. Treatment 
oonsisted in reduction of carbohydrates, but the need of 
a high protein diet is emphasised for the cases with loss 
of weight. Treatment by starvation is described as a 
possibility, but is not recommended except for fat 
patients. Allen’s work is barely mentioned and the 
author has no appreciation of its value. While the early 
diagnosis of coma is considered at some length, no 
allusion is made to the importance of estimating the 
percentage of carbon dioxide in the alveolar air. Coma 
was treated with massive doses of alkalies, but starva¬ 
tion was not employed to avert its onset. The book 
contains some articles which are of special interest. 
Chapter XIII. consists of a clinical lecture on bronzed 
diabetes, and gives a good account of its pathology. 
Chapter XVI. is an interesting record of a patient who 
devSoped glycosuria about 20 years after the onset of 
the symptoms of acromegaly. 

2. Dr. Philip Horowitz’s book is designed to bring 
about intelligent cooperation between the doctor and 
the patient. It is not intended to supplant the doctor, 
but to teach the patient a little about the disease and 
a great deal about diets. The treatment advocated is 
the modem one of Allen and Joslin, an adequate 
account of which is given. Accounts of cases are 
given, and as the book is intended for patients the mild 
ones are fully described, while the severer ones are 
barely touched on. Instruction about diet is very full, 
but the recipes lose a little of their value for English 
readers, as the patent preparations are all American. 
A good table of the protein, fat, sugar, and calorie 
contents of foods is provided. The patient is urged to 
test his own urine. Benedict’s reagent is recommended 
for sugar and the ferric chloride test for aceto-acetic 
acid, but the common error is made of saying that the 
nitro-prnsside reagent is a test for acetone, whereas it 
is a much better test for aceto-acetic acid. 


Trial of Thurtell and Hunt. 

Edited by Eric R. Watson, LL.B., of the Inner 
Temple, Barrister-at-law. Notable Trials Series. 
London and Edinburgh: William Hodge and Go., 
Ltd. 1921. Pp. 217. 10s. 6d. 

The murder of William Weare by John Thurtell near 
Elstree on Oct. 24th, 1823, ranks as a classic, because 
after having excited a prodigious amount of public 
interest as a blood-curdling crime it found its way into 
literature. Carlyle 1 and George Eliot both refer to the 
attribution of respectability to a man who kept a gig, 
apparently put in the mouth of a witness by the 
Quarterly Review , as Mr. Watson finds no authority for 
it in the reported evidence; Borrow and Pierce Egan 
were familiar with the murderer’s career; Lytton, in 


1 Carlyle: Miscellanies, vol. ii., p. 144. According to Carlyle’s 
note the witness was speaking of Weare, but Probert also owned a 
gig, and Thurtell hired one for the purpose of the murder. 


“Pelham,” drew inspiration from this crime. It 
was, however, nothing more than a brutal act of 
butchery, committed for the joint objects of revenge 
and gain, and the crime was promptly brought home to 
its perpetrator owing to his own recklessness and 
stupidity. He could have, and in fact did, kill his victim 
single-handed, but he took two fellow ruffians, Hunt and 
Probert, into his confidence, of whom the latter (hanged 
in the following year for a horse-theft) was called 
as King’s evidence, and the former was tried 
with Thurtell, convicted as accessory, and trans¬ 
ported. He too had hoped to be made a witness, 
and he did all he could to save his own neck and hang 
his principal by showing where the body had been 
hidden. The murder of Weare, a person deserving no 
particular sympathy, is justifiably included in the 
‘‘Notable Trials Series” on account of the features 
above mentioned, not on account of any legal, scientific, 
or romantic interest attaching to it, or any display of 
astuteness by the authorities in its detection. Mr. 
Eric Watson, who has edited the story of the trial, has 
been at considerable pains to render the volume for 
which he is responsible authoritative, and, in the 
interests of strict accuracy, the editor of the Dictionary 
of National Biography might take advantage of his 
research if ever the volume containing the name 
of Thurtell comes up for revision. Mr. Watson is not, 
howevef, always to be congratulated upon his style, 
which has a tendency towards the conventions of 
Victorian journalism. For example, when he wishes 
to record that the Thurtells kept a public-house, he 
tells us that ‘‘ the brothers decided to tempt fortune in 
the metier of Boniface.” 

The medical evidence at the trial was of the simple 
character to be expected. 

“ His throat they cut from ear to ear 
His brains they punched in. 

His name was Mr. William Weare, 

Wot lived in Lyon's Inn,” 

That is Mr. Watson’s version of the well-known ballad, 
and the first two lines quoted indicate roughly the 
injuries deposed to by Mr. Thomas Ward, surgeon, of 
Watford. He bore out Probert’s report of the murderer’s 
own account of how he had fired his pocket pistol 
without effect, had cut his victim’s throat, aiming at 
the jugular vein, and then “jammed the pistol into his 
head,” fracturing his skull by driving the muzzle into 
it with repeated blows. It is satisfactory, however, to 
note that Mr. Justice Park, in summing up, said that 
Mr. Ward had given his evidence “in a manner 
highly creditable to him as a professional man and 
a gentleman.” 

The maps included by Mr. Watson will enable any 
good walker or curious motorist from London to visit the 
scene of the murder. He will not find Probert’s cottage, 
any more than he will find Lyon’s Inn in the Strand 
between Holywell-street and Wych-street, for the 
cottage, we believe, was pulled down about thirty 
years ago. He may, however, be able to trace the 
garden where the body was at first hidden in a pond, 
and he should be able to identify with tolerable exact¬ 
ness the spot where Weare was killed. In doing so he 
will tread in the footsteps of Sir Walter Scott, who 
made the same pilgrimage nearly a hundred years ago. 


Monograph on Industrial Chemistry. 

Plantation Rubber and the Testing of Rubber. By 
G. Stafford Whitly, Ph.D. London: Longmans, 
Green, and Co. 1920. Pp. 559. 28*. 

The development of the automobile is largely respon¬ 
sible for the* enormous expansion which the rubber 
industry has undergone during the last ten years. The 
world’s output of raw rubber was, in 1917, more than 
three and a half times that of 1910, this increased 
production having been absorbed chiefly by the United 
States. Whereas rubber used to be obtained from 
inaccessible forests, it is now for the most part derived 
from the plantations, where its preparation can be 
carried out under proper technical control, and new and 
far-reaching possibilities are thus opened up for the 
industry. 
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In Part I. of this volume Dr. Whitly describes the 
preparation of plantation rubber from the tree stage to 
the finished product. The subjects are dealt with in a 
clear and fairly detailed manner and with numerous 
references to the scientific and technical literature. 
This portion of the work should be read by those who 
are financially interested in rubber. Part II. is con¬ 
cerned with investigations relating to the physical 
properties of rubber, such as the modulus of elasticity, 
the technique of tensile and of vulcanisation tests, 
viscosity determinations, the relation of the thermal, 
optical, and electrical to the mechanical behaviour of 
rubber, and so forth. 

The work is well written and freely illustrated, and 
may be recommended confidently to those who are 
associated in any way with this great and increasingly 
important industry. 


Manual of Nursing Procedure. 

By Amy E. Pope. London and New York: G. F. 

Putnam’s Sons. 1921. Pp. 596. 18s. 6 d. 

As announced in the preface of this useful book, it 
has been prepared especially to facilitate teaching by 
demonstration of such practical nursing as is usually 
included in the first year of instruction, and it can be 
highly recommended to ward sisters and sister tutors. 
It should be a valuable aid in the correlation of theory 
and practice Bince the author has included with each 
demonstration its physiological basis where knowledge 
of this is essential to the intelligent carrying out of 
prescribed treatment. To appreciate the psychology 
of nursing is as important to the student as acquiring 
a vast knowledge of physiological facts and nursing 
procedure, and the author has realised this in a valuable 
chapter on some of “ The Routine Procedures Incidental 
to the Comfort and Care of Patients.” The instructions 
given in this chapter embody the very essence of good 
nursing, founded on a sympathetic understanding of the 
mind of the patient, and the formation of good nursing 
“habits.” 

Although the book can be highly recommended to 
instructors and nurses alike, we may remark that the 
addition of more illustrations would have increased its 
value, and at the same time obviated the need of verbal 
explanations not always very clear. 


American Year Book of Anesthesia and Anal¬ 
gesia (1917-18). 

Edited by F. H. McMechan, A.M., M.D. New 

York: Surgical Publishing Company. Pp. 488. 

This annual publication has suffered delay owing to 
the war, but a great part of its contents owe their value 
to the same cause. A large number of contributions 
describe the practice of anaesthetics at military hos¬ 
pitals near the line and at the base, and enumerate 
the lessons taught to the anaesthetist by military 
surgery. Several of these papers have already appeared 
in English journals. Of the other articles, some deal 
with circulatory disturbances under anaesthesia, with 
pharmacology and physiology of general anaesthetics, 
with blood changes, and with special methods of anaes¬ 
thesia. W. E. Muns contributes a paper on the effects 
of ether anaesthesia and visceral trauma as shown by vaso¬ 
motor and blood-pressure changes. The experiments 
show how, by two different routes, the one being con¬ 
tinued stimulation and the other prolonged depression, 
the end-result is the same—functional incapacity— 
whether brought about by excessive trauma or by 
anaesthetic over-dose. A paper on blood-pressure guides 
during operations shows how the sphygmomanometer 
may indicate the beginning of shock before this can be 
discerned by alteration in the pulse-rate, and also how 
asphyxial changes may be signalled by blood-pressure 
alteration before they are obvious to the naked eye. 
The readings were taken at least every five minutes. 
Pre-operative blood-pressure tests have been used by 
G. W. Roots to formulate a rule for operative risks. 
Similarly, McKesson states a rule for measuring the 
severity of shock during operation. J. O. Poliak 
discusses pulse pressure as the pre-operative index of 
cardiac strength. A paper on Warmed and Unwarmed 


Ether Vapour contains the statement that there is no 
satisfactory theoretical or experimental evidence that 
anaesthetic vapours are made less toxic by being 
warmed. The volume is a valuable one, but not quite 
the equal of its predecessor. 


Our Social Heritage. 

By Graham Wallas. London : George Allen and 

Unwin, Ltd. 1921. Pp. 292. 12*. 6 d. 

The human race owes its present existence to nature 
and nurture, the latter consisting of two parts, one 
acquired by each individual for himself, the other con¬ 
sisting of knowledge, expedients, and habits handed 
down from one generation to another by the social 
process of teaching and learning. It is the latter which 
forms the subject of Professor Wallas’s entertaining 
book. From the social heritage in work and thought 
the author passes on through group and national 
codperation to a consideration of professionalism and 
liberty, and, finally, after envisaging world cooperation, 
to our present conceptions of constitutional monarchy, 
science, and the church. His views on the medical pro¬ 
fession betray no close acquaintance with the subject. 

Professor Wallas thinks very meanly of the ability of 
nature and the individual part of nurture to fit the race 
for existence. Were every human being now alive to 
lose all the knowledge and habits acquired from pre¬ 
ceding generations, while retaining unchanged his own 
powers of invention, memory, and habituation, nine- 
tenths of the inhabitants of London would, he says, be 
dead in a month, and 99 per cent, of the remainder 
within six months. They would have no language to 
express their thoughts, and no thoughts but vague 
reverie. 

“They would wander about, led by the inarticulate cries of a 
few naturally dominant individuals, drowning themselves, as thirst 
came on, in hundreds at the riverside landing places, looting those 
shops where the smell of decaying food attracted them, and 
perhaps at the end stumbling on the expedient of cannibalism." 

It will be seen from this quotation that Professor 
Wallas is an advanced disciple of Weismann, and also, 
as we suggested above, that his book is very enter¬ 
taining. This applies equally whether he is writing of 
public school education, of the Mesopotamian inquiry, 
or of sacramental emotion. And whether the reader 
agrees with his conclusions or not he cannot escape 
from the cogency of the author’s arguments, by which 
he will be led gently on from step to step until he may 
need to call to his aid some hereditary prejudice in 
order not to have his whole aspect of the external 
world turned inside out. But here Professor Wallas 
offers no help, for he does not admit the existence of 
hereditary prejudice. 


A Practitioner’s Vade-Mecum. 

Therapeutische Technih fur die arztliche Praxis. 
Ein Handbuch fur Arzte und Studierende. Fifth 
edition. By many Authors. Edited by Dr. Julius 
Schwalbe. Leipzig : Georg Thieme. 1921. Pp. 1120. 
Price (out of Germany), M.230 sewn, M.260 bound. 

This is the fifth edition of a melange of technical 
detail, collected and arranged by Professor Schwalbe, 
the versatile editor of the Deutsche Medizinische 
Woe heme hrift . The book first appeared in 1907 with 
the laudable aim of affording the practitioner the 
opportunity of mastering therapeutic technique, so as 
to avoid constant reference to specialist help. And the 
editor’s aim has evidently been in large measure 
successful both in view of the demand for new editions 
and of translations into Italian, Russian, Spanish, and 
Magyar. The collaborating authors without exception 
occupy university chairs in the subjects of which they 
write, and all branches of medicine are covered except 
obstetrics, the technique of which the editor con¬ 
sidered was sufficiently described in the ordinary text¬ 
book. Nothing is left to the imagination or omitted 
because it is obvious. On the first page, which opens 
the section of the preparation and use of drugs, is an 
illustration of a caustic applicator in three parts; in 
the second section on immuno-therapy is shown the 
method of giving an intramuscular injection, and all 
the brands of serum on the market are enumerated; 
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in the third section on dietetic therapy detailed diet 
sheets are given for diabetes and oxaluria; section four 
on hydrotherapy contains numberless photographs and 
diagrams of baths, douches, and packs; and so on 
throughout the book. The result is a completeness in 
trivialities that rather obscures the solid worth of new 
and exact technique in many specialties. The book is 
without parallel in any other tongue. H. A. Hare’s 
“Modem Treatment” and A. S. Morrow’s “ Diagnostic 
and Therapeutic Technic ’ ’ are the nearest approach to 
such a book in the English language. It may also 
deserve attention from the British or American student 
as affording a ready method of becoming familiar with 
German medical terms. 


From Cloud to Sunshine : Algiers and Algeria. 
Tenth edition. By Alfred S. Gubb, M.D. Paris, 
M.R.C.S.Eng., D.P.H. London: Bailliere, Tindall, 
and Cox. 1921. Pp. 109. 3*. 6 d. 

Dr. Gubb has already published several books, in 
French and English, on various aspects of Algeria. The 
volume under review, which is called the tenth edition, 
but is in many respects a new work, deals with the 
country as a winter health resort; the new edition is 
profusely illustrated, and the climate and topography 
receive careful attention with reference to numerous 
diseases. Concerning chronic affections of the respira¬ 
tory tract, we read that physicians of remote antiquity, 
Celsus (25 a.D.) among them, were accustomed to send 
their chest patients to North Africa ; and Sir Hermann 
Weber is quoted to the effect that early chronic 
cases of phthisis benefit by a winter season in 
Algiers if high altitudes are not well borne by 
them, and if Egypt and the Riviera are too dry. 
Freedom from sudden changes of temperature renders 
the country very suitable for asthmatic persons. Dr. 
Gubb passes on to mention the climatic advantages for 
those suffering from kidney and heart diseases, circu¬ 
latory disturbances, arterio-sclerosis, rheumatism, 
neuritis, gout, and debility. The therapeutic aspect 
of Algeria does not, however, occupy the entire book; 
interspersed with pages on prevailing winds and 
mineral springs are interesting details concerning the 
customs and appearance of the inhabitants of the 
country and the life of the French and native quarters 
of the city of Algiers, together with notes on the many 
places of historical and artistic interest which may 
attract the traveller. Means of transport, hotel accom¬ 
modation, and useful hints as to selection of a house 
for temporary or permanent residence, all find a place 
in an attractive little volume. 


JOURNALS. 

Jounud of Physiology. Edited by J. N. Langley, Sc.D., 
LL.D., F.K.8. Vol. LIV., Noe. 5 and 6. 1921. Cambridge 
University Press. Pp. 319-414. 9s .—The Metabolism of the 
Salivary Glands. I. The Relation of the Chorda Tympani 
to the Nitrogen Metabolism of the Submaxillary Gland, by 
G. V. Anrep. In 1851 Ludwig found that in protracted 
secretion the snbmaxillary gland is gradually exhausted and 
that in consequence the percentage of organic solids 
secreted in the saliva diminishes as the secretion goes on. 
Heidenhain in 1868 showed that in the dog the mucin in the 
saliva arose from a clear substance in the cells, that during 
secretion the gland lost weight and that the percentage of 
solids in it is decreased. Dr. Anrep’s experiments were 
directed to the problem of nitrogen metabolism in the 
secretory process. Having established by the comparative 
estimation of the nitrogen content and weight of the sub¬ 
maxillary glands of the dog that the two glands show 
complete concordancy, the determinations justified the 
assumption that the submaxillary glands on both sides 
contain practically the same amount of nitrogen. The 
effect of chorda stimulation on the total nitrogen 
metabolism of the gland was first determined, then the 
secretion of mucin nitrogen and non-mucin nitrogen, and 
subsequently the relation of mucin nitrogen and non-mucin 
nitrogen to the nitrogen output and intake. Dr. Anrep 
confirms the old statement that during secretion produced 
by stimulation of the chorda tympani the output of nitrogen 
by this gland is greater than the loss by tne gland. The 
excess of the nitrogen output over the loss by the gland 
increases with increase of output. The output of mucin 
nitrogen, which, as is known, decreases during secretion, 
ceases altogether after a time, and is equal to the loss of 


nitrogen by the gland. The output of the non-mucin nitrogen 
continues after the output of the mucin nitrogen has ceased, 
proceeding at the same level throughout the secretion, and 
is equal to the excess of output over the loss. Its mean 
percentage in the chorda saliva is 0*018 per cent. The results 
show that within the limits of experimental error the mucin 
of the saliva comes entirely from the mucin or mucinogen 
re-stored in the gland, that the non-mucin nitrogen is 
erived from the body fluid, and that no formation of mucin 
or increase of nitrogenous cell substance takes place during 
chorda stimulation. 

The Temperature Coefficient of the Velocity of a Nervous 
Impulse, by A. V. Hill. The phenomena of a nervous 
impulse have been compared with those of a chemical 
system, such as a train of gunpowder, and Keith Lucas has 
shown that the velocity of a nervous impulse is increased 
1*79 times by a rise of temperature of 10° C. It has been 
argued that this is a sign of the chemical nature of the 
changes underlying the propagated disturbance in a nerve. 
Professor Hill points out that the nervous impulse consists 
of two separate things : the change at a given point and the 
transmission of that change to a neighbouring point. At 
present, however, we are ignorant of the relative import¬ 
ance of the two phases. The temperature coefficient found 
by Keith Lucas for the velocity of propagation is higher 
than that of most physical changes. We cannot conclude, 
however, that the reactions underlying the nervous impulse 
are chemical in nature, but only that a chemical change 
interposes somewhere in process, 'occupying a large part of 
the time of propagation, which may be an important or 
a relatively unimportant link in the chain of actions 
constituting the propagated disturbance. 

8tudies on Muscular Contraction. II. The Relation 
Between the Maximal Work and the Tension Developed in 
a Muscle Twitch, and the Effects of Temperature and 
Extension, by Yasukazu Doi. At a constant temperature 
the maximal work done by a muscle excited by a single 
shock has a maximum value with a moderate initial 
extension of the muscle. Before this optimum extension is 
reached the absolute maximum work increases, and beyond 
this optimum it decreases with increasing extension. The 
absolute maximum work done in a twitch at the same 
extension of a single muscle is greater at a lower tempera¬ 
ture than at a higher. The optimum extension is shorter at 
a lower temperature than at a higher. 

Variations in Alveolar Carbon Dioxide Pressure in Rela¬ 
tion to Meals, by E. C. Dodds. All the samples were 
collected and analysed by the Haldane methods from three 
healthy men and from a man from whom the greater part of 
the stomach had been removed. In normal persons the 
alveolar carbon dioxide pressure showed the following 
changes after a meal: (1) a rise of from 2 to 6 mm. within 
the first half or three-quarters of an hour; (2) a subsequent 
fall of about the same amount (2-6 mm.) below the original 
level; (3) a return to this level. In the man operated on the 
rise after a meal was very small in amount (0 , 4-0*8 mm.), 
while the subsequent changes were similar to those seen in 
a normal person. To Dr. Dodds it seems probable that the 
rise is associated with the secretion of gastric juice, and the 
subsequent fall with the later processes of digestion. 

On the Supposed Identity of the Water-soluble Vitamin B 
and Secretin, by G. V. Anrep and J. C. Drummond. In 
1919 Voegtlin and Myers put out the theory that the anti- 
neuritic vitamin and secretin are possibly one and the 
same substance, basing their view on certain observations. 
Dr. Anrep and Dr. Drummond find that this suggestion is 
not supported by experimental evidence—e.g., extracts 
prepared from yeast which show marked growth-promoting 
and antineuritic properties have no specific action on 
pancreatic secretion, differing in this respect from secretin. 
The pancreas of a cat showing typical symptoms induced by 
a diet deficient in the vitamin B responds in a normal 
manner to secretin. Secretin can be extracted from the 
mucous membrane of the intestines of cats, showing the 
so-called polyneuritic condition to a very marked degree. 

The Action of Ions upon the Frog’s Heart, by I. de Burgh 
Daly and A. J. Clark. The authors’ experiments were 
directed to analyse the effect upon the mechanical and 
electrical responses of the frog’s heart of changes in the 
concentration of the kations, which are normally present 
in Ringer’s fluid. The effects produced by the various 
changes of ionic content are obviously of very great 
complexity. Alterations of the concentrations of the 
ions, if sufficiently extensive, impair all the functions 
of all parts of the heart, but a moderate degree of 
change affects the different regions of the heart to an 
unequal extent, and also acts with different intensity upon 
the different functions of the ventricle. Alterations of the 
potassium content produce a greater impairment of the 
conduction of the electrical variation, both from auricle to 
ventricle and within the ventricle than any other ionio 
change studied. Reduction of the calcium content has 
little effect upon the conduction of the electrical variation. 
Potassium and calcium are true antagonists as regards 
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their effect upon the muscular response, but they act as 
antagonists only to a very limited extent as regards their 
action on the conduction of the electrical variation. Lack 
of sodium shows a striking resemblance to the effect of 
strophanthin. Lack of potassium or sodium and excess of 
calcium all produce increase of systolic tone in the heart 
and produce rather similar variations in the electric 
response; increased alkalinity, which produces increased 
systolic tone, produces different effects upon the electrical 
response. 

The Immediate Action of Volatile Substances, by W. E. 
Dixon and Fred Ransom. The object of this paper is the 
demonstration that the immediate physiological effects pro¬ 
duced by certain volatile substances are most readily 
explained by their physical properties. Two types of experi¬ 
ment were performed : (a) on the bronchioles and ( b ) per¬ 
fusion of isolated organs. The bronchiolar experiments 
were made on pithed cats, artificial respiration being per¬ 
formed and the blood pressure recorded from the left carotid 
artery and the condition of the bronchioles gauged by 
measuring the volume of the middle lobe of the right lung. 
A great many irritant substances, when inspired in very small 
quantities, cause broncho-constriction—e.g., ammonia gas, 
chlorine and bromine vapour; the principal feature of this 
action is the long latent period, generally 15 to 30 seconds. 
Chloroform, volatile and possessing little irritant properties 
and relatively non-poisonous, causes an immediate sudden 
constriction of the bronchioles lasting 10 to 12 seconds. The 
first action of alcohol, chloroform, ether, amyl nitrite, petro¬ 
leum ether, and many other volatile substances adminis¬ 
tered by inhalation, is to cause broncho-constriction lasting 
about 30 seconds. The same substances injected into 
the perfusing fluids of surviving organs of the cat 
and dog, artificially perfused, cause vasoconstriction 
lasting about 30 seconds. Professor Dixon and Professor 
Ransom state their reasons for believing that this action is 
due to physical processes. 

Studies in the Regeneration of Denervated Mammalian 
Muscle. IV. Effects of Massage and Electrical Treatment 
in Secondary Sutures, by F. A. Hartman and W. E. 
Blatz. The tibial nerves in rabbits at the primary 
operation were severed under aseptic conditions, the cut 
ends being separated by various procedures in order to 
check regeneration of the proximal end until the desired 
time—varying from 1 to 7 months. The denervated legs 
were carefully protected. When desired the two ends of 
the nerves were freshened and brought together by suture. 
The power of the gastrocnemii groups of the two sides was 
tested by galvanic stimulation immediately after denerva¬ 
tion, and at frequent intervals until the conclusion of 
the experiment. The gastrocnemius group of the right side 
was treated almost daily by either a slow surging galvanic 
current or by massage. Of 125 rabbits started in this 
research, 60 8 per cent, possessed stronger muscles on the 
right side (gastrocnemius group), the remainder being 
stronger on the left. Neither massage nor electrical treat¬ 
ment appeared to benefit the denervated muscle. 

On the Fibrillation of the Heart, by 8. de Boer. If a 
bloodless heart of a frog is taken, a single electrical stimulus 
is capable of causing fibrillation of the ventricle. A bad 
metabolic condition of the heart favours fibrilla¬ 
tion. Essential factors in fibrillation are decrease 
in the rate of conduction and in the duration of 
the refractory period, so that a circulating excita¬ 
tion can be set up. A single stimulus, in order 
to produce fibrillation in the bloodless heart, must 
be applied directly after the refractory period. At 
this time the excitability of the muscle is slight, 
and a slowly-travelling contraction with a brief 
refractory period is produced, so that when the 
contraction completes its circuit the muscle is 
again excitable and the contraction can spread 
again and again round the heart. The stimulus, if 
applied later, gives rise to a complete coordinated 
extra-systole. Dr. de Boer concludes, from the 
deflections recorded in the electrogram and sus¬ 
pension curves of heart peristalsis after poisoning 
with digitalis and of fibrillation of short duration, that 
in fibrillation the excitation wave passes round the 
heart in a series of stages, each being marked by 
a deflection, and that the local circulating excitation 
assumed by the observers Mines and Garrey does not exist. 
According to Dr. de Boer’s theory fibrillation of the ventricle 
consists of a linking together of fractionated ventricular 
systoles. 

On Recurring Extra-Systoles and their Relation to Fibril¬ 
lation, by S. de Boer. When a stimulus is applied to the 
ventricle of a bloodless frog’s heart, a short time after the 
end of the refractory period, a series of extra-systoles may 
occur. But when the same stimulus is applied at a longer 
interval after the end of the refractory period to a heart 
capable of giving a series of extra-systoles, one extra-systole 
only is produced. It appears, therefore, that the phenomenon 


of recurring extra-systoles (Haufung d. Syst.) only occurs 
when the heart has not recovered its metabolic state. 
In this state the excitation wave is conducted much 
more slowly, the refractory period is shorter, and the 
excitation is able to pass round and round the ventricle— 
i.e., a circulating contraction is set up. Conduction through 
the muscle is slowed both in recurring extra-systoles and in 
fibrillation; the difference between the conditions being 
that in the former conduction takes place evenly, and in the 
latter it takes place in stages. The intimate connexion of 
the two phenomena is shown by the fact that each may pass 
into the other. 


Ileto Mentions 




IMPROVED STERILISABLE URETHRAL SYRINGE. 

The illustration shows a syringe shaped to plug 
the meatus 
efficiently 
without 
causing 
pain or in¬ 
jury' to an 
inflamed 

mucous membrane. It is very 
simple to use and to keep clean, 
it can be boiled, is not easily' 
broken, and cannot get out -of 
order. The glass barrel of the 
syringe, which holds half an 
ounce, can be filled without 
drawing any fluid into the rubber bulb. The syringe is 
made by the Holborn Surgical Instrument Company, 
of Thavies Inn, London, E.C. 1. 

Frederick H. Pickin, M.ll.C.S., L.R.C.P. Lond. 

Westminster, 8.W. _ 

CONTINUOUS GAS AND OXYGEN APPARATUS. 

The special features about this apparatus, which 
has been in use for more than two years are (1) its 
simplicity' (it consists of no more than the essentials), 
(2) the re-designing of each important part with a view 
to efficiency, and (3) the formation in conjunction with 
the warm ether “ boulb ” (described by Dr. S. R. Wilson 
and myself in The Lancet of Feb. 12th), of a complete 
outfit applicable to general 
surgery. The wide-bore face- 
piece has a small tap in the 
side (which cannot be seen in 
the illustration) for the attach¬ 
ment of the tubing from the 



“ bomb.” The oxygen cylinder valve is the outcome of 
considerable experiment, differing entirely from other 
makes. A clip for tho ends of the cylinders keeps 
them rigidly locked together and there are no high- 
pressure connexions. The design of the stand is for a 
horizontal position of the cylinders, which are controlled 
by foot-keys, the gases being admitted in puffs, as 
desired. An upright stand with hand-control can, 
however, be supplied. The former method leaves both 
hands free and is quite satisfactory'. 

Full particulars can be obtained from the makers, 
the Condensed Gas Co., Ltd., 59 and 63, Grosvenor- 
street, All Saints, Manchester. 

K. B. PINSON, M.B., Ch.B. Birm., M.R.C.S. 
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LONDON: SATURDAY, APRIL 23, 1921. 


The Position of the Voluntary 
Hospitals. 

The plight of the volantary hospitals remains 
precarions. In recording last week the proceedings 
at the annual meeting of King Edward’s Hospital 
Fund for London we said enough to show that, 
especially in the metropolis, great anxiety remains 
as to the maintenance and conduct of these institu¬ 
tions. There would be no need of pointing this out 
if it had not been that the whole position appears 
to be lighter, and there is risk that the public as 
well as the medical profession should think all 
danger to be past. The precarious situation of these 
hospitals was revealed at meeting after meeting and 
in report after report a few months ago, and then 
we all knew the serious situation which had 
to be met. The circumstances leading to the 
situation have not been modified in any important 
way, prices have not dropped much, service is not 
more economical, accident rates have not changed, 
and only in the incidence of sickness has there been 
some improvement. All the opportunities for 
bankruptcy of the hospitals remain, and as long 
as this is so, it is inevitable that the needs of the 
institutions should again force themselves upon our 
attention. What, of course, has happened is that two 
very large capital sums have been distributed in 
relief of emergency—namely, £250,000 from the 
Red Gross and £200,000 by King Edward’s Hospital 
Fund for London—and we have all been sharing 
in the temporary feeling of ease. This is a state 
of mind which has to be altered. 

We doubt whether the public quite realise that 
these enormous grants were of an emergency nature 
and that they were made from capital funds, which 
means that their repetition cannot be expected. 
Their receipt by the hospitals enabled the institu¬ 
tions to gain breathing time, and it is obvious that 
the further strenuous efforts expected must be put 
into action. In the report of the General Council of 
King Edward’s Hospital Fund for London the special 
features of the metropolitan hospitals are noted, 
and the summaries of receipts and distribution 
present the following outstanding features. The 
annual subscriptions and donations to the Fund, 
including £16,000 from the League of Mercy, 
amounted to £50,000. The London Schools Hospital 
Fund £10,000, the King George’s Fund for Sailors 
£4000, have to be added, as well as £130,000 from 
investments and legacies. The Samuel Lewis estate 
brought £18,000. The total general receipts amounted 
to £215,800, the discrepancy being due to our not 
taking account of the small figures in the different 
items. To this sum is to be added the large 
sum received from the surplus funds of the 
British Red Gross Society and Order of St. John 
of Jerusalem, making, with the interest accrued 
thereon, over £255,000, and bringing the receipts of 
the Fund up to the grand total of £471,000. ThiB is 
a magnificent recognition of the critical nature of 
the position. There have been distributed £700,000 
accounted for in this way; ordinary distribution, 
£200,000; distribution of Red Cross funds, £250,000; 
and an emergency distribution of a further 
£250,000. That is to say that the Fund distributed 


£230,000 more than it received, and has incurred 
a capital loss equivalent to an annual income 
of £16,000. The way in which that money was 
distributed was set out in detail in The Lancet 
on Dec. 25th last, and the only comment 
it is necessary to make is that the awards 
were made with scrupulous care and that' the 
needs which were met were of a most urgent 
character. The last paragraph of the Report 
may be quoted. “ All who believe in the voluntary 
system must make a special effort to support the 
hospitals during the present crisis, and to ensure 
that voluntary contributions form at least a sub¬ 
stantial part of their income in the future. The 
Fund has helped to meet the first need by the 
emergency distribution of £250,000. If liberally 
supported by the public it can help greatly with the 
I second, especially in the case of hospitals which 
are most in need.” The Council in their Report 
acknowledge the debt to the press for the assistance 
rendered by publicity; the need for this support 
remains as urgent as ever. 

An Interim Report has now been presented to 
the authorities of King Edward’s Hospital Fund by 
the King’s Fund Policy Committee, a committee 
appointed to work out the details of the policy to 
be recommended for the preservation of the 
voluntary system of hospital management and 
control. The Report is of a highly practical 
character. The reference of this Committee was a 
report from the Executive Committee, passing 13 
resolutions dealing with the plans to be pursued 
for the preservation of the voluntary system of 
hospital management and control. It was required 
of them to work out the details of their advice, 
and to recommend the approved measures to the 
Government, to Lord Cave’s Committee, and others 
directly concerned, including the public. Lord 
Cave’s Committee, it will be remembered, has 
already reported that it is desirable in the public 
interest to maintain the voluntary system of hos¬ 
pital management. The advioe of the Interim 
Committee may be summarised as follows. The 
Committee finds that the voluntary system must 
be supplemented, at any rate temporarily, by 
other sources of revenue, to be derived, first, 
from payment in some form or other for specific 
work, and, secondly from public funds. Pay¬ 
ment for specific work includes money from 
public authorities, from individual patients, and 
from insurance, voluntary and compulsory. With 
regard to the first, we must look for payments 
ensured under the National Insurance Act. 
With regard to the second, a movement to obtain 
certain payments in certain circumstances from 
individual patients has been spreading all over the 
country. No such system was in existence until 
less than a year ago, but already promising returns 
have been obtained. With regard to the third, a 
comprehensive scheme associated with the name 
of Dr. Gordon Dill has been put into operation 
in Sussex and a committee of the British Medical 
Association haB recommended its adoption with 
modifications by the hospitals of London. 

We have attempted to make a coherent story 
from the records oC much complicated investigation 
and the. moral of that story, already indicated, may 
be repeated. The voluntary Bystem of hospital 
support is worthy of every effort for its preserva¬ 
tion. While the various Committees whose work 
has been mentioned have been directing their 
energies mainly to the metropolis, that work has a 
direct bearing upon the future of all the voluntary 
hospitals of the country. 
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A Solution for the Holiday Huddle. 

“It is easy enough to account for the absurd position 
that most people's holidays are packed into the same period 
of opportunity (which is generally the month of August or 
thereabouts), but it is not easy to see why such a silly 
arrangement is allowed to continue.” 

We repeat the opening sentences of an editorial 
article in The Lancet a decade ago, as they are 
just as applicable now as they were then. The 
English summer still spreads impartially over the 
months of June, July, and September; often, 
indeed, May is as merry for the holiday-maker as 
any of the more orthodox months, and October, 
in spite of its shortening days, is a kind of 
Indian summer. And yet, as in 1910, the seaside 
and holiday season generally is compressed into a 
month in which accommodation is expensive, hard 
to get, and crowded, railway companies are more 
than ever at their wits’ end to cope with the 
sudden demand upon them, and altogether the 
diecomforts and inconveniences are so great that 
many stay at home in despair, and from a medical 
point of view there is much to be said for that 
course. The innocent cause of this prodigious ill 
is the school child, and its inevitability has never 
been seriously questioned in any responsible educa¬ 
tional organ, though its medical side has been set 
out for years. A striking article on “ No Fixed 
Holidays ” which appeared in the Education 
Supplement of the Times on April 7th breaks 
the silence in lay journals. 

The question of running elementary schools con¬ 
tinuously is no new one, and has from time to 
time been discussed by the London County Council, 
but on every occasion has failed to gain support, 
possibly for political reasons and the great con¬ 
venience of school holidays falling during the recess. 
And to most of us, whether responsible for the family 
or the school, the suggestion at first sight raises 
visions of hopeless disorganisation in the familiar 
routine of school work, term time, and vacation. 
Indeed, the initial opposition might be so over¬ 
whelming as to veto the proposal entirely. Yet on 
further and more serious consideration there are un¬ 
doubted advantages attaching to it. Every business 
concern and even educational offices are run on con¬ 
tinuous lines without any hitch in the machine, 
holidays being arranged in rotation in order of 
seniority. Such a system applied to schools, 
whether elementary or secondary, would neces 
sitate careful planning and arrangement for 
both teachers and pupils, but it should not prove 
an impossibility with due cooperation of all 
concerned and under the control of local educa¬ 
tional authorities. It should be possible to arrange 
without dislocation of school life for the absence of 
teachers and pupils at regular periods spread over 
a space of several months, leaving parents some 
liberty to fix their children's holiday at the same 
time as their own. The provision of a rota might 
enable teachers to take each other's duties in turn 
during the allotted holiday months, with the added 
advantage of a change of work for a time, when, for 
instance, the second in charge fills the head’s 
place. Disturbance to class work by the with¬ 
drawal of children at various periods ought not 
Beriously to interfere with the continuity of their 
studies; coming back invigorated by the holiday's 
change the average pupil should have little difficulty 
in making good lost ground. Only a rigidly mechanical 
conception of education can think or speak of the 
loss as irremediable. Pupils in a class differ too 
widely among themselves for the absentee to upset 


the whole system. There are, of course, many 
children in the elementary schools whose holidays 
are spent in the streets, the various playgrounds 
and parks, without prospect of any other change. 
For these a longer choice in summer might make 
it possible to arrange for school journeys or camps 
for periods spread over the several monthB under 
the voluntary charge of assistant teachers or other 
helpers. 

The question of the influence of the continuous 
school system on the course of epidemic and 
infectious diseases among school children is one, 
nevertheless, which would need careful considera¬ 
tion. At public schools the beginning of the term 
is always an anxious time, and day boys constitute 
a complicating factor in the boarding-school system. 
The objection would not apply in the same way 
to elementary schools or to day schools in general. 
A good deal, on the other hand, is to be said of 
the strain on all teachers inevitably attaching to 
the heavy work in the schools at the close and 
commencement of each term, which the continuous 
system would do away with. The new continua¬ 
tion classes, if they are to survive, must necessarily 
run continuously, as those attending them being in 
employment have no fixed holidays. Is it too much 
to hope that the suggestion will receive serious 
consideration upon its merits ? Some body similar 
to the Industrial Research Board might be asked to 
report upon its actual balance-sheet iu work and 
efficiency. 


The Question of a Trade-Union in 
Medicine. 

It may be remembered that last autumn in 
certain mining districts there was a definite move¬ 
ment among medical men to cease work unless their 
clients paid higher fees. The whole question of a 
strike among doctors was freely discussed at the 
time in the lay papers, and while no representative 
gathering of medical men expressed any opinion on 
the subject, it was dealt with in a certain number of 
resolutions. At those medical meetings where the 
question of a medical strike was debated the con¬ 
clusion come to in almost every case was, if we 
remember rightly, that a strike of doctors was 
unthinkable. It was pointed out on each occasion 
that even if medical men desired to adopt union 
tactics to obtain their dues, and even if hard situa¬ 
tions, as they arose, could be remedied in such a way, 
they did not possess a union. And none of those who 
seemed to regret the fact were able to outline the 
constitution of a trade-union for medical men which 
should alike have the powers of the well-known com¬ 
binations and be able to exercise those powers con¬ 
comitantly with the discharge by its members of 
their professional duties. 

The story of the past fortnight makes the 
subject of a medical strike interesting. At a 
recent dinner held by a branch of the Medico- 
Political Union, which is an association of medical 
men contemplating the transformation of medical 
organisation into a trade-union, Dr. E. H. STANCOHBr 
a prominent member of the Union, said: 4 It 
is the miners’ turn to-day, but it may be the 
doctors’ turn to-morrow.” He summarised th© 
position taken up by the Medico-Political Union 
when called on to defend the institution of a 
medical strike in circumstances where professional 
protest has remained vain, assuming that this 
plight had arrived in respect of certain panel regu¬ 
lations. He contended that a medical strike would 
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be against the Government in respect of the terms 
and conditions of service, bnt that no sick person 
would suffer, and that the strength of the b trike 
would lie in the fact that there could be no black¬ 
legs, as no person could, on the strength of a few 
weeks of intensive culture, possibly take the 
place of a professionally trained medical man. 
Two points arise from this presentation of the case 
for the establishment of a medical trade-union, and 
in the consideration of these it is not necessary to 
make any allusion to ideals of conduct. Ideals of 
conduct must show their influence personally and 
are thus removed from the sphere of any occupa¬ 
tional organisation. First, a solidarity of opinion 
among medical men is assumed which no one 
believes would ever occur. Granted that a 
strike of medical men could not be broken by 
blacklegs from without, it is practically certain 
that it would be broken immediately from 
within. There could be no need for any 
Government, resisting a medical strike, to hastily 
call in the services of unqualified medical men. 
Within any form of medical union that is conceivable 
there would be immediate dissentients from the 
policy of withholding medical service ; and, still 
excluding ideals of conduct from our thoughts, one 
reason for this is that medicine is not a homo¬ 
geneous service in which common conditions 
prevail with all workers. Secondly, in what manner 
could any medical strike be directed against the 
Government unless it was primarily directed against 
the sick and suffering? A middle stage of the 
operations in a medical strike appears to be 
omitted from discussion in the arguments of 
those who desire to see a medical trade-union 
arrive. It is in this stage that the full force of 
public opinion would be ranged against the medical 
profession. 

That the medical profession, unable to put the 
necessary pressure upon a Government, could 
reduce the public to such a position of need 
that the voice of a medical trade-union would 
become paramount, is a sequence of events 
which we do not believe could ever occur. It is 
for that reason that we have been unable to 
support the views of those who are attempting to 
transform the medical profession into a trade- 
union, and it is needless to look for others. The 
extreme weapon of a trade-union is a strike. No 
medical union that we can imagine would be able 
to use that weapon with the efficiency that comes 
from common agreement. 


Entrance Board Regulations for Scottish 

Universities.— New regulations governing entrance to the 
Scottish Universities were recently issued by the Entrance 
Board. The object of the new regulations is to unify the 
requirements hitherto insisted on for admission to gradua¬ 
tion courses in the different faculties, and for this purpose 
to accept certain group certificates of the Scottish Education 
Department. The certificate must attest proficiency in four 
subjects, one being English, in which, as in two of the other 
three, the higher-grade standard must be reached. The 
marked departures from the present system are: (1) Neither 
Latin nor Greek is to be a compulsory subject; (2) mathe¬ 
matics is no longer to be a compulsory subject; (3) art, 
music, economics, &c., are now recognised as alternative 
subjects. At its meeting on March 28th the University 
Court of Aberdeen, having received communications on 
the subject from the Senatus, including reports from the 
faculties and from the General Council through its Business 
Committee, resolved to dissent from the regulations. At a 
meeting of the University of St. Andrews General Council 
it was agreed to join with the Aberdeen and Edinburgh 
University Courts in dissenting from the new regulations. 
The Courts’ objection appeared to be that it is proposed to 
institute a common test for admission to all faculties, and 
this was considered to be impracticable. 



“ Ne quid nimis.” 


A SMALL BASTARDY BILL. 

The Bastardy Bill to be introduced by Captain 
G. E. W. Bowyer^in the House of Commons on 
April 29th embodies what remained of Mr. Neville 
Chamberlain’s “Children of Unmarried Parents ” Bill 
after the latter emerged from Committee stage. It pro¬ 
poses to appoint the clerk to the justices (or, in London, 
the chief clerk of a metropolitan police court) as 
collecting officer under the Affiliation Orders Act of 
1914. For some time past it has been difficult to 
induce any worthy person to undertake this duty, 
the importance of which will be much enhanced by 
the much larger payment which, if the Bill becomes 
law, may be levied on the putative father. It 
is further proposed that any illegitimate child whose 
father and mother shall have subsequently inter¬ 
married shall thereby, and as from the date of such 
marriage, be deemed for all purposes legitimate. The 
National Council for the Unmarried Mother and her 
Child, which is promoting the Bill, believes that 
although it does not go very far—care has been taken 
to ensure a measure of general agreement—lives will be 
saved thereby and the existence of the unfortunate 
child who is born out of wedlock deprived of some 
of its terrors. As such it will command the cordial 
support of the medical profession. 


THE TRAINING OF THE HOSPITAL ALMONER. 

It is encouraging to find from the report of the 
Hospital Almoners’ Council for the year ended 1920 that 
in the midst of much that is disappointing in voluntary 
hospital work nowadays, the Council has succeeded in 
overcoming many of the difficulties encountered during 
the war. The Council has a high ideal of- its functions, 
and has set a standard of training which is no light one 
for the student. Candidates are expected to have had 
a liberal education, as far as possible up to the univer¬ 
sity standard, before embarking on the course of 
training ; they should also be women with a wide out¬ 
look, broad sympathies, and a genuine interest in the 
social problems of the day, for, as the report points 
out, the work of an almoner necessarily implies very 
considerable interference in the lives of others, and 
success will depend largely on the spirit of sympathy 
and comradeship with which the work is carried out. 
The almoner’s departments of the voluntary hos¬ 
pitals must share in the challenge of the modem 
situation. A considerable part of this challenge is 
to be found in the new attitude of Labour towards 
social amelioration, and the “ charity ” of Dickens’s day 
belongs to a sentimental past. But the most important 
part of the challenge for the moment is the financial 
question. Hospitals are seeking to augment their 
incomes by means of payments from patients, and this 
policy will be reflected in the increased importance of the 
almoner. In some cases the payments take the form of 
a fixed sum paid for each attendance in the out-patient 
department or for each week’s residence in the wards, 
the latter often estimated by the hospital as the amount 
to which the family exchequer is lightened by the 
absence of one of its members in hospital; in others the 
payments are assessed on a voluntary basis according 
to the patient’s means. In either case, but perhaps 
more in the latter than in the former, added responsi¬ 
bility and need for tact and sympathetic insight are 
required of the almoner, who knows the social con¬ 
ditions of the patients in her district. Further¬ 
more, everybody concerned with the treatment of 
patients in our voluntary hospitals is extremely 
anxious that money difficulties alone shall not prevent 
patients who are acutely ill from getting immediate 
attention, irrespective of their financial position. Ir 
rules and regulations as to payments have to be set 
aside—and it is the hospital’s pride that they possess 
less of that much abused commodity known as red tape 
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than almost any other British institution—the almoner 
alone knows the facts on which such decisions have to 
be made. And when we add to these questions the 
difficulties which occur daily with regard to ex- 
Service men and pensions, tuberculous persons and 
sanatorium benefit, lying-in women and maternity 
benefit, we are not surprised that a high standard of 
training is required of the almoner. We are also not 
altogether astonished that in some hospitals, at any 
rate, the new situation has proved almost unsurmount- 
able. There is a real danger that the almoner's 
department may become a registration department 
where card indexes and account books are accurately 
kept and the human element is allowed to die out. If 
the mere registration of patients' payments and pension 
or grants to the hospitals are allowed to fill the major 
portion of the almoner's time we must not be surprised 
if we fail to get the right type of woman for the work. 

The supply of trained almoners has hitherto barely 
kept pace with the demand. The Hospital Almoners’ 
Council course of training extends over a period of two 
years, during which time the candidate is earning no 
salary. In addition there is a fee of 40 guineas for the 
course. This expenditure compares favourably with 
the cost of training for other professions followed by 
women, but it is probably one of the reasons why the 
supply of candidates has been limited in the past. The 
curriculum of the Council is divided into three parts: 
(1) three months’ whole-time work in an office of the 
Charity Organisation Society; (2) nine months’ (three 
terms) study under the Ratan Tata Foundation of 
Social Science and Administration of the University 
of London, including lectures on social subjects, 
elementary hygiene, and physiology; (3) 12 moqths’ 
training in the almoners’ department of a hospital 
training centre. As the Ratan Tata Foundation courses 
begin at Michaelmas, and as the three months’ training 
with the Charity Organisation Society must precede 
this, it is necessary for the student to begin her 
training not later than midsummer. 

Arrangements have now been made with some of the 
provincial universities (Glasgow, Leeds, Liverpool, and 
Durham) whereby students can take courses of study in 
these universities equivalent to those of the Ratan Tata 
Foundation in London. We should like to see this 
privilege extended not only to other universities but to 
some of the other branches of study. A practical 
insight into social conditions in a South Wales mining 
village or a Lancashire cotton town would widen a 
student’s outlook immeasurably. Perhaps the time 
may come also when it may be possible for some 
students, at any rate, to study social conditions in 
industrial centres abroad. 

In conclusion, we should like to hazard the hope that 
financial assistance, in some such form as a bursary or 
scholarship, may be forthcoming for training for this 
valuable new weapon in the armoury of medical 
sociology. It will be a thousand pities if promising 
students are lost to this work through lack of means. 


LIPOMA OF THE SUCKING-PAD. 

According to Dr. Angus L. Cameron, 1 Teaching 
Fellow in Surgery of the University of Michigan Medical 
School, the corpus adiposum buccae or sucking-pad was 
first described by Gedani in 1725, though Heister is 
usually credited for the first description in his Compen¬ 
dium A natomicum published in 1732. The sucking-pad 
is a circumscribed mass of adipose tissue which lies in 
the cheek, partially wedged between the masseter 
and buccinator muscles and covered externally by the 
superficial fascia of the face and the zygomatic muscle, 
and connected posteriorly by a stalk with a much larger 
mass of fat which is known as the corpus adiposum 
malffi. Scammon, who examined the bodies of 42 
individuals whose ages ranged from 20 to 60, found 
the sucking-pad well developed in 34, and in two well 
developed on one side and practically absent on the 
other. No relation was observed between the size of 
the sucking-pad and the age of the individual, nor was 


its size apparently affected by extreme emaciation. 
Dr. Cameron has collected 15 cases of tumour of 
the corpus adiposum buocee from the literature pub¬ 
lished since 1848, exclusive of a personal case. 
Only three of the 15 cases were congenital, the 
ages of the remaining cases ranging from 10 to 62 years. 
Six of the patients were males, seven females, and in 
two the sex was not given. The right side of the face 
was involved in nine cases, the left in three, and in 
three the side was not stated. The size of the tumour 
varied between that of a large chestnut and that of a 
man’s fist. Dr. Cameron's own case occurred in a boy, 
aged 14, who had had a facial tumour as long as he 
could remember, though it had only begun to increase 
in size for the last two years. It was soft, bilobulated, 
painless, and freely movable under the skin. A distinct 
sense of fluctuation was observed on external palpation, 
but the tumour was found to be solid on palpation from 
the oral cavity. A diagnosis of lipoma of the corpus 
adiposum buccse was made and confirmed by operation, 
when a tumour weighing 36 g. was removed by a small 
incision in the mucous membrane. It shelled out easily 
except for the stalk connecting it with the corpus 
adiposum males, which had to be severed. 


LIFE AFTER DEATH. 

Sir Arthur Conan Doyle gave three -lectures at the 
Queen’s Hall, London, recently on “ Death and the 
Hereafter,” in which he demonstrated different aspects 
of spiritualism, giving the results obtained by psychical 
research. In his first lecture he described the investi¬ 
gations of Professor Crawfurd, of Belfast, who has 
written a book on ectoplasm or psychoplasm—the 
substance which, it is suggested, emanates from some 
mediums, and he quoted Thomas Vaughan, the 
seventeenth century alchemist and poet, in support 
of the recent observations on the building up of spirit 
forms. Vaughan, who appears to have derived inspire- 
tion from Cornelius Agrippa, described “ the first 
visible receptacle wherein the spiritual things are 

consecrated,.a viscous mass impregnated with all 

powers celestial and terrestrial; . it may be seen 

with the eyes and felt with the hands; . it alters 

every moment; . it is almost animal; it is the 

mother of all things; . it is a thick water which is 

dry and wets not the hands, a most delicate substance. 

and tender; . the least violence destroys it, even 

the vibration of light.” Such a substance seems to be 
what we are asked to believe can be materialised and 
dematerialised by mediums. 

Sir Arthur Conan Doyle’s attitude towards his audi¬ 
ence, as befitting a medical man, was not pontifical 
or dogmatic; it was that of an investigator who felt 
bound to pass on information which he had obtained 
and to relate what he had actually experienced. 
The experiments conducted with a medium called Eva 
in association with Madame Bisson, and recorded by Dr- 
Schrenck Notzing, 1 were described, and the lecturer told 
how he had actually seen and touched the mysterious 
substance emanating from mediums. In the seoond 
lecture stress was laid on the religious argument with 
spiritualism, and the lecturer deplored the fact that the 
Church had rebuffed investigators, instead of working 
with them as allies, to prove the existence of a me 
after death, and to confute materialists. He showed 
that the Fathers of the Church recorded fully spiritual 
phenomena, in the days when each church was ordered 
to have three discreet women, one with the gift 
healing and two with spiritual gifts, quoting St. 
Augustine, Origen, Tertullian, and Jerome as describing 
occurrences similar to those found in the publications 
of the Society for Pyschical Research. Further, he 
claimed that St. Paul’s list of spiritual gff t,s 
(I. Corinthians, xii., 8-10) is an exact description of toe 
powers of mediums, clairvoyants, and clairaudienss. 
He added that in his view there were no sucn 
things as miracles, but that everything is don 
by law, our failure to understand being due to coniu 
between old knowledge and knowledge later acquit 0. 


1 Journal of the American Medical Association. March 19th, 1921. 


1 The Lancet, April 16th. p. 809. 
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The third evening was taken tip with a display of spirit 
photographs. Certain of these showed mediums with 
masses of viscous-looking ectoplasm issuing from their 
bodies, and these masses, the lecturer stated, could not 
be detached without doing harm to the medium, as at 
the end of the trance it was reintegrated into their 
bodies. But he said that a small portion had been 
taken from the medium Eva and sent to analysts, who 
had decided that it had all the constituents of the 
human body. Certain obvious reflections in this con¬ 
nexion will have occurred to Sir Arthur Conan Doyle; 
he must know that before members of his own pro¬ 
fession will pay heed to such “ evidence” of life after 
death they will require proof that every step in this 
analysis has been undertaken with precautions against 
fraud and error. _ 


ERYTHRCEDEMA, 

In 1914 Dr. H. Swift, of Adelaide, described at the 
Australasian Medical Congress a peculiar group of 
symptoms characterised by redness and swelling of the 
himds and feet, which he had observed in children. 
He termed it “ erythoedema,” but did not regard the 
word as satisfactory as the swelling did not pit on 
pressure. Comment was subsequently made upon 
these cases in our columns. 1 In the Medical Journal 
of Australia, of Feb. 19th last Dr. A. J. Wood 
has published an important paper on the subject. 
He states that he has frequently seen such cases 
in Melbourne during the last 80 years, and that 
before his time Dr. W. Snowball, of the Children’s 
Hospital, recognised the complaint, and spoke of it 
as ‘‘raw beef hands and feet.” In Sydney the 
condition has also long been identified and spoken of 
by Mr. C. B. Clubbe and others as “the pink disease.” 
Dr. Wood has now notes of 40 cases. Of the aetiology 
and pathology nothing is known. The majority of Dr. 
Wood’s patients were between the ages of 8 and 18 
months, but children at the breast as young as 3£ months 
and children as old as 3$ years have been attacked. 
The symptoms when well developed are most charac¬ 
teristic. The child is brought with the head bent 
down, generally into its mother’s chest, or frown¬ 
ing with half-closed eyes, as though it dreaded the 
light. Usually it is whining and fretful. Some patients 
are restless, scratching at the feet or pulling at the 
hair and ears. If placed on the floor they bend forward 
so that the bead almost touches the feet. They do not 
smile, and resent any attempt to amuse them. In 
some cases the red swollen appearance of the hands 
is an early and pathognomonic symptom. The children 
are worn oat from want of sleep, and in distress from 
intolerable irritation of the skin of the body, hands, 
and feet. In young infants the earliest symptoms are 
fretfulness, insomnia, and disinclination for breast or 
bottle. After a week or two they may perspire freely, 
and a profuse irritable sweat rash appears. A little 
later (two or three weeks), or as late as four or five 
months after the onset of the fretfulness, the redness of 
the hands and feet appears. Muscular wasting is an 
early symptom. Stomatitis is common, and photo¬ 
phobia is very frequent. The itching leads to scratch¬ 
ing, which may cause breaches of the skin, to be 
followed by ulceration. The redness of the hands and 
feet is accompanied by icy coldness to touch, 
and small vesicles may form. Loss of finger- and 
toe-nails is not rare. The axiUary and inguinal 
glands may be enlarged. The rectal temperature 
i8 generally about 100° F., but is higher when 
complications, such as broncho-pneumonia, occur. Loss 
of weight takes place, though the food seems to be well 
digested. The urine is scanty. The first evidence of 
improvement is return of sleep and gain in weight. The 
prognosis is good, but the duration varies from three 
months to a year. Five deaths have occurred in 
M cases, but in only one could it be shown that death 
not due to the complication of broncho pneumonia. 
The treatment consists in sending the child to the 
country and leaving it as long as possible in the open 


1 The Lancet, 1918, i., 611. 


air. For the sweating and irritability of the skin great 
relief is afforded by rubbing the whole body at least 
twice a day with methylated spirit and dusting with 
zinc and starch powder. For underwear a loose silk 
garment is preferable. For the irritable fingers and toes 
painting daily with tincture of iodine is satisfactory. If 
this seems too strong an application it may bo diluted 
with an equal part of methylated spirit. Drugs do not 
seem to be of much use. For the insomnia trional, 
chloral, bromide, and opium have been given. Liq. opii 
sed. has been employed without relief. Sleeping in the 
open air in the country has succeeded when every form 
of hypnotic has been pushed in the city without effect. 
When methylated spirit or iodine has failed to relieve 
the itching it may be necessary to apply cardboard 
splints to the arms to prevent deep scratching. 


NON-TUBERCULOUS APICAL DISEASE. 

Dr. G. Liebermeister, 1 of Duren, reports having 
recently seen 15 cases following influenza in which the 
clinical appearances closely resembled tuberculosis of 
the apex. No tubercle bacilli, however, were found 
in the sputum, Pirquet’s reaction was negative, and no 
reaction foHowed injections of 0*1 to 10 mg. of tuber¬ 
culin. In 7 of the cases, indeed, the doses were 
increased to 200 mg. old tuberculin and 2000 mg. of 
bacillary emulsion without any reaction. He there¬ 
fore considers that a tuberculous aetiology could be 
excluded with a fair degree of certainty. Fourteen 
of the cases recovered, although in some of the 
patients the apical signs were very persistent and 
it was many weeks before they finally disappeared. 
In the one fatal case severe haemoptysis occurred, but 
no tubercle bacilli were found in the sputum in spite of 
repeated careful examinations, and the diagnosis of 
influenzal broncho-pneumonia was confirmed by' the 
autopsy, at which no evidence of tuberculosis could be 
discovered. Dr. Liebermeister concludes by saying 
that it is most important at the present time, when 
influenza is so prevalent, to make an exact SBtiological 
diagnosis in cases of apical disease of the lung, so 
that tuberculosis should be recognised and treated as 
early as possible and so that, on the other hand, the 
diagnosis of tuberculosis should not be made in the non- 
tuberculous. _ 

HOME AMBULANCE 8ERVICE. 

Among the problems calling for anxious consideration 
during a period of national emergency are those that 
concern the maintenance of hospital supplies, the 
provision of means to secure the transport of the sick 
to hospital from outlying areas, and the demands that 
may arise for the removal of the injured in any dis¬ 
turbances that may take place. Existing circumstances 
have afforded proof of the value of the Home Ambulance 
Service—one of the peace activities of the Joint Council 
of the Order of St. John and the British Red Cross 
Society. Under this scheme there are approximately 
300 ambulance stations established in the country under 
the administration of county directors. Although 
these motor ambulances are exempt from the payment 
of licence duty on condition that they are used solely 
for the transport of the sick, it was felt that under the 
recent conditions the scope of their work must be 
extended if necessity arose. Thus, after consultation 
with the Ministry of Transport, instructions were 
issued to county directors that if they were called upon 
for the purpose of helping to maintain the essential 
supplies of the hospitals and convalescent homes in the 
country, the fullest possible use might be made of them 
for that purpose so long as the Ministry of Transport’s 
special permission lasted. A day or two later, when 
military plans for safeguarding public interests de¬ 
veloped, it became evident that an organisation having 
ambulances distributed throughout the country would 
be of invaluable service should disturbances occur, and, 
at the request of the War Office, county directors 
were further instructed that arrangements should be 

1 Deutsche mediziniscbe 'Wocbenschrift, March 10th, 1921. 
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made so that, by codrdination of the work of the 
ambulance stations, every possible assistance should 
be given to the authorities in dealing with casualties, 
while at the same time a minimum of dislocation 
should be caused to the hospital services and the 
normal work for the sick. It is even more necessary, 
of course, to maintain the independence of the Red 
Cross at times of civil disturbances than during war 
with a foreign State, and this was recognised by the 
military authorities, who issued orders that the 
ambulances should remain entirely under the control 
of the county directors and should not be driven by 
enlisted men. Similar arrangements proved entirely 
satisfactory during the Luton riots in July, 1919, when 
a large number of casualties were picked up by the 
Home Service Ambulance. 

The normal work of the Service continues to give 
evidence of its value as a unit of the forces fighting 
disease, the latest report showing that 46,294 cases 
have been carried in the ambulances since the establish¬ 
ment of the Service less than two years ago. 


CREEPING ERUPTION. 

According to Dr. Joseph Victor Elauder and Dr. 
Sigmund S. Greenbaum, 1 of Philadelphia, who report a 
case in a girl aged 6 years, creeping eruption, or larva 
migrans, which was first described by Lee in 1874, is a 
relatively rare disease in the United States, where only 
13 cases have been recorded. The disease is commonest 
in Russia, and is also prevalent in the Shetland Islands 
and in Norway, as well as among Arabian children, 
whose mothers are said by Lee to burn the part 

affected with a hot wire. The eruption is due to a 

larva which is generally regarded by entomologists as 
the Gastrophilus hceitiorrhoidalis of the horse. This 
organism measures from 1 to 1*5 mm. in width, possesses 
ten segments, and has hooklets which are more 
prominent at the cephalic end. Two suckers are 
present at the head end and two club-like processes 
at the tail end. There are two tubes in the interior 
of the organism. The disease is most frequent in 
children. The parts most commonly affected are the 
hands or lower parts of the forearms, the feet, and 
lower parts of the legs. In exceptional cases the 

face, buttocks, genitalia, and trunk are involved. 

The characteristic lesion is a burrow, which is 
a raised erythematous linear lesion, serpiginous, 
and at times circinate in outline. The lesion is 
most distinct at the extending portion, and tends to 
disappear at the older and traversed part. Sometimes 
the burrow is composed of linear vesicles. On diascopy 
the larva is seen as a black speck at the advancing end 
of the burrow, whose rate of progress varies from a 
fraction of an inch to seven inches in the 24 hours. In 
most of the recorded cases only a single burrow was 
found, but in the present writers’ case there were five 
separate and disconnected burrows. The duration of 
the disease is variable; not uncommonly it lasts for some 
months. Unless secondary infection occurs, there is 
little local reaction to the presence of the parasite. 
Histological examination shows that the burrow is 
present in the upper part of the epidermis between 
the stratum corneum and the rote Malpighii. The 
eruption is readily amenable to treatment by local 
applications of nitric acid, phenol, tincture of iodine, 
chloroform, and 2 per cent, salicylic acid in collodion. 


BELGIAN METHODS OF ANESTHESIA. 

Two new methods, or rather two modifications, in 
recognised methods of anaesthesia are reported from 
Belgium, 9 where they have been put to a preliminary 
test. The first is a method of general narcosis, using a 
mixture of equal volumes of chloroform and ether plus 
half a volume of ethyl chloride. One and a quarter hours 
before the administration of this mixture a subcutaneous 
injection is given containing dionin and heroin, 0*005 g. 

1 Archives of Dermatology and Byphilology, April, Part I., 1921. 

9 Le Scalpel, 1921, pp. 201,269, and 277. 


of each; morphine, 0*01 g.; hyoscine hydrobrom., 
0*0001 g. The dose is larger in muscular or alcoholic 
subjects. It is claimed that anaesthesia so induced is 
free from anxiety both to patient and operator. The 
amount of chloroform necessary is so small that there 
is no danger of syncope or delayed poisoning. The 
hyoscine removes “the harmful brake resulting from 
stimulation of the vagus.” The pulse remains strong 
and regular throughout the whole anaesthesia. The 
patient breathes deeply and the colour is good. Heroin 
lowers the excitability of the lung surface, increases 
the ventilation without increasing the respiration-rate, 
and diminishes the “ chloroform appetite.” The dionin 
and morphine relieve the patient of anxiety and aid in 
establishing gradually the state of narcosis. The method 
was devised by Dr. Le Clerc-Dandvy. It is used only 
at ages over 17 years. Dr. Albert Govaerts, of Brussels, 
gives a list of 14 operations in which this method was 
used. Anaesthesia lasted from 45 minutes to 1& hours. 
The amount of chloroform required varied from 3*5 
to 11 c.cm. In one case, however—an operation for 
nephrectomy on an alcoholic subject lasting 1 hour- 
50 c.cm. of the mixture, and therefore 20 c.cm. of 
chloroform, were necessary. 

The second method consists in the substitution of 
4 per cent, scurocaine for stovaine in spinal anaesthesia. 
The technique is also modified. Dr. G. Spehl, the 
originator of this modification, uses a 10 c.cm. syringe. 
The injection is made in the first or second lumbar 
space. A small quantity, not more than 4-6 c.cm., of 
cerebro-spinal fluid is allowed to escape, the syringe 
containing 4-12 eg. of scurocaine is adjusted, and the 
piston withdrawn to the 10 c.cm. mark. After an 
interval one-half of the resulting mixture is injected 
and the other half after a second interval. The head 
of the patient is kept flexed on the chest and is raised 
throughout. After the injection the patient lies on the 
back with head well raised and the table is tilted from 
the feet at 10° to the horizontal. Anesthesia is com¬ 
plete in 10 minutes. When the injection is made in 
the first lumbar interspace anaesthesia extends up to 
the clavicles. Twenty-eight observations have given 
encouraging results, headache and vomiting occurring 
in five cases only. More complete data are promised 
for later publication. __ 

FAMILIAL VARIATION IN RESISTANCE TO 
INFECTION. 

An extensive experiment on the effects of in-breeding 
of guinea-pigs has been in progress at the U.S. Bureau 
of Animal Industry at Washington since 1906. A 
number of pure in-bred families have been developed 
by persistent brother-sister matings, which show 
permanent differences in respect of colour-pattern, 
polydactyly, infant mortality, and weight. Dr. 8. 
Wright, of Washington, and Dr. P. A. Lewis, of the 
Henry Phipps Institute in Philadelphia, give 1 a most 
interesting account of experiments which they have 
made on the resistance of these families to inoculated 
tuberculosis. The difference may be very marked. 
Thus, with intra-peritoneal inoculation all of family 32 
were dead at the end of 25 days, when 60 per cent, of 
family 35 still survived ; with subcutaneous dosing the 
whole of the animals from family 32 had perished in 
47 days and only 30 per cent, of those from family 35. 
In crosses with other resistant families the most resist¬ 
ant family transmitted its resistance by either sex to the 
offspring of either sex, and the progeny were superior in 
resistance to the most resistant family itself. Resist¬ 
ance to this form of infection appears to be independent 
of other elements of vigour, such as weight, rate of 
growth, or size of litter. Apart from their inherent 
interest, these observations seem to be important 
from two more general points of view. In the first 
place, they furnish most favourable material on which 
to resume once more the hunt for the factors— 
anatomical, chemical, or what not—on which resist¬ 
ance depends. Dr. Lewis is inquiring into the relation 
between resistance to tubercle and resistance to other 


1 American Naturalist, vol. lv. t 1921, p. 20. 
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infections, into any discoverable differences in the consti¬ 
tutions and economics of the two sets of animals, their 
phagocytic and antibody mechanics, and his results will 
be awaited with much interest. In the second place, the 
observations emphasise the care and circumspection with 
which experiments must be interpreted by forcing on 
our notice a factor which has hardly been suspected 
before. A race of guinea-pigs which have the audacity 
to have no end-piece to their complement has lately 
been revealed, and it is evident that if quantitative 
inoculation experiments are to reach their highest 
accuracy they must be made on a genetically homo¬ 
geneous population. Evident, too, that along these 
lines one may look for reconciliation between divergent 
sets of observations. Perhaps in future our experi¬ 
mental animals will have to be as guaranteed as our 
dyes and chemicals. 


THE DIET /OF THE WEANLING. 

The neglect of the general practitioner to make 
himself familiar with the principles of feeding advocated 
at infant welfare centres has been freely criticised in 
certain circles. But are there as yet any well-recognised 
principles, excepting the desirability of breast feeding 
till the ninth month, on which there is general agree¬ 
ment? And if there are not, is not the general practi¬ 
tioner justified in depending upon his own experience, 
rather than upon pronouncements which themselves are 
in question ? The report of a meeting of the Society 
of Medical Officers of Maternity and Infant Welfare 
Centres in our present issue shows that there is 
little unanimity on the subject of the proper feed¬ 
ing of infants between 9 months and 5 years of 
age. The assumption that the bulk of the food 
supplied to babies should be cow’s milk, of which 
large quantities should be consumed, appears on the 
evidence submitted to be founded on slender enough 
basis, though milk certainly seems a useful and 
palatable vehicle for fats and for water. The mother 
familiar to us all, who gives her baby just “ a snack of 
what we eats ourselves,” used to be held up to execra¬ 
tion, and, indeed, in most middle-class circles would still 
be accounted blameworthy. But, according to one 
expert, the mother who, on being asked why she gave 
her infant a chop, said that it was because “ he won’t eat 
pork,” was selecting the most suitable food by the most 
rational experimental method—that of trial and error. 
To select apparently healthy children, to ascertain as a 
matter of interest what they habitually eat and 
recommend those in charge to carry on, may be a 
reasonable method, but it does not lead us much further. 
Dr. Harold Waller admits that sick and weakly children 
cannot be brought back to health by the varied diet 
that may be suitable to maintain the robust child in 
vigorous development, and the question remains 
whether the healthy child flourishes in spite or 
because of its food. The diet recommended by Dr. 
J. Sim Wallace as prophylactic against carious teeth 
appears to have been welcomed by many medical 
officers, possibly because to follow definite rules is 
always some satisfaction when facing a difficult 
problem. But the view that good teeth depend on 
general conditions, on resistance to infection, and on 
proper development of the mouth and jaw promoted 
by nasal breathing, appears more convincing to us than 
does the mechanical cleansing theory. In the nursery, 
manners and habits other than dietetic are formed, 
and a child who is allowed to chew but not to swallow 
crusts, or one who is encouraged to discard and eject, 
to bite and tear and worry food will have much 
to unlearn if he or she is ever to be a pleasant 
table companion. Moreover, those who focus their 
attention on dental caries appear to think only in terms 
of masticatory power, whereas good digestive habits 
have also to be acquired. The question of bulk is 
important in connexion with constipation, and the 
strength of the digestive juices in the young child 
remains to be ascertained and considered. The chronic 
epigastric malaise, for which no organic basis can be 
found, from which so many overworked members of 


our own and other professions suffer, may be traceable 
to dietetic indiscretions in early youth. 

We know well that it is only the uninformed who 
are positive and that wheresoever a party of experts 
is gathered together there also is dissension. But we 
hope that this Society in the future may be in a 
position, as the result of its pooled experience, to tell 
uS with some measure of authority what may tie con¬ 
sidered a dietetic indiscretion in an infant. 


‘•‘THE FIGHT AGAINST DISEASE.” 

Under this broad title appears the first number of a 
journal which is to replace the reports hitherto issued 
quarterly by the Research Defence Society to its 
members. It will be published six times a year by 
Macmillans, will cost only 6 d. t and will be placed on 
the tables of the chief public libraries. The design of 
the Society appears to be the provision of accredited 
abstracts and reviews of recent research work in 
a form intelligible to the lay public, a function 
corresponding to that subserved by the Medical 
Research Council to the profession. Since nearly 
all modern developments in medicine have an 
experimental basis, the alteration will involve but 
little change in the character of the publications issued 
by the society, which will now, however, be made 
available to a much larger circle of readers. At 
present the public greedily consumes whatever diet— 
sometimes unnecessarily meagre, too often indigestible 
and excessively spiced—it is offered on medical sub¬ 
jects ; a periodical giving reliable and simple accounts 
of recent advances should have success, though it 
cannot be sure of it. Though the days of sharp 
fighting for the rights of experimental work are 
practically over, medical research has other enemies 
besides the fanatics who would shackle it by force, 
and in the times of national penury ahead may have to 
be protected from starvation. The first number of the 
new journal reviews recent work on protection against 
tuberculosis and on Malta fever, and comments on the 
hospital stalls at the Efficiency Exhibition, outlining a 
constructive scheme for a permanent health exhibition 
under the auspices of the Ministry of Health. Anno¬ 
tated extracts from lectures recently delivered by Sir 
Charters Symonds 1 and Professor F. Hobday 2 show 
the beneficial potentialities of the comparative study 
of medicine and surgery not only for man but for 
animals. In the short obituary notices of Lord 
Moulton and Sir Felix Semon, which complete the 
number, the following words, spoken by Lord Moulton 
in 1907, show that the new journal is a natural develop¬ 
ment of the policy which has been maintained by the 
Society since its inception:— 

“The advance of science takes the workers in science 
more and more beyond the ken of the ordinary public, and 
their work grows to be a little understood and much mis¬ 
understood ; and I have felt that the need would come for 
interpreters between those who are carrying on scientific 
research and the public in order to explain and justify their 
work.” 

The need for interpreters is no less great to-day. 


Under the auspices of the Institute of Pathology 
and Research at St. Mary’s Hospital a course of lectures 
on Pathological Research in its Relation to Medicine will 
be given in the lecture-room of the Bacteriological 
Department in the coming session at 4.30 p.m. on 
Thursdays. Among those taking part in the course 
are Sir James Mackenzie, F.R.S., Professor W. Bulloch, 
F.R.S., Professor Georges Dreyer, F.R.S., Dr. Leonard 
Hill, F.R.S., Dr. H. H. Dale, F.R.S., and Dr. J. A. 
Murray. The principal of the institute, Sir Almroth 
Wright, F.R.S., will give the introductory lecture on 
April 28th, taking as his subject Acidosis and Acidsemia, 
with Special Reference to Scurvy and Shock. The 
lectures will be open to all members of the profession 
and to students. 


i The Lancet, Feb. 19th, 1921, p. 359. 
* Ibid., April 2nd. 1921, p. 726. 
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By Boris Sokolov, 

PROFESSOR OF PROTOZOOLOGY AT THE UNIVERSITY OF PETROGRAD* 


[Professor Boris Sokolov was engaged before 1914 in 
experimental work—notably cultures in vitro of cancer and 
sarcoma—in collaboration with Professor Metchnikov. 
During the war he served on the Russo-German front, and 
in 1917-18 was a member of the Central Committee of the 
Russian Red Cross and a Deputy to the Constituent 
Assembly; later he held a post in the Ministry of Educa¬ 
tion for North Russia. Arrested by the Communist 
Government for political reasons, he was for some time 
employed as doctor in the Boutirka Prison, Moscow; upon 
his release he was enabled to keep in touch with medical 
and scientific work under the Communist regime. Dr. 
Sokolov is the author of several medical and political 
works.] 

Soviet Medical Organisation. 

Before the Soviet organisation came into being there 
existed in Russia a series of social and semi-social 
relief institutions—Red Cross, Blue Cross, provincial 
councils, and city organisations—working more or less 
independently. The Soviet system is based upon rigid 
centralisation, and all existing groups have been placed 
under the control of the Department of Public Sanita¬ 
tion and Hygiene; the entire medical organisation of the 
country is now in the hands of the State, and the 
development of bureaucracy has resulted in slackness 
of administration. The committees which in 1918 were 
responsible for hospitals and clinics have ceased to 
exist, having been replaced by commissaries, who act 
as inspectors and are all members of the Communist 
party. These commissaries are often chosen from the 
junior medical staffs, being appointed by political 
chiefs who know little of their qualifications; their 
power is absolute, and frequent conflicts with the 
hospital doctors resulted at first, although the situation 
is now becoming rather easier. The head of the 
Department of Sanitation and Hygiene is Dr. Semasko, 
a cultured and humane member of the Communist 
party, who lived for many years in Paris ; his assistant, 
Dr. Salonev, is not so acceptable to members of the 
medical profession. 

Condition of Medical Science in Soviet Russia. 

It is exceedingly difficult to gain a clear impression of 
Russian medical science during the past few years, 
mainly owing to the almost complete extinction of 
medical journals. The Russian Doctor and others have 
ceased to appear, owing to paper shortage and various 
technical difficulties ; publications relating to the work 
of private institutions, and those dealing with experi¬ 
mental medicine, bacteriology, &c., have suffered par¬ 
ticularly. Since 1919 one State periodical, Scientific 
Medicine , has been edited by a literary and scientific 
group at Petrograd, and six smaller publications have 
struggled on for two years. Economic conditions gene¬ 
rally, shortage of heat for laboratories, lack of animals tor 
experimental purposes, &c., have paralysed scientific 
activity; the Institute of Experimental Science in 
Petrograd has completely ceased to function, and those 
laboratories which are still open can only carry on a 
minimum of work. Among the latter is that of Pro¬ 
fessor Pavlov, who in 1920 published an article dealing 
with the physiology of the large hemisphere. The 
Institute of Experimental Medicine is still working, but 
many bacteriological laboratories have been closed. 
Clinics which in 1918 were noted for research work are 
now only able to deal with the sick; the only sphere in 
which research has still been possible is that of 
epidemic diseases. Typhus exanthematicus has been 
carefully studied, especially by Professor Ilatogorov 
at the Medical Institute, Petrograd; by Professor 
Marzenevsky at the State Institute of Sanitation, 
Moscow ; and by Professor Pletnov at Moscow. 
The fact that all joint meetings of medical and bacterio¬ 
logical societies have recently devoted their time to 
the study of typhus sufficiently indicates the present 
importance of the problem in Russia. Among reports 
presented at conferences in 1920 the following were of 
particular interestProfessor Zarassevitch, “The 


Present Position of Epidemics ” ; Dr. Nikitine, “ Pecu¬ 
liarities in the Course of Infectious Diseases"; 
Professor Lioubarsky, “Immunity and Insufficient 
Nourishment”; Professor Pletnoff, “Pathogeny of 
Typhus”; Dr. Koutune, “Coagulation of Blood in 
Typhus”; Dr. Vorobiev, “Viscosity of Blood in 
Typhus”; Professor Levanov, “Blood Changes in 
Typhus.” 

Experimental Research into Typhus. 

The following are details of laboratory researches 
into the questions of typhus and other epidemic 
diseases. These researches were based on vaccination 
with blood serum ; in this connexion I would mention 
an article 1 by Professor Liotropov. This method of 
vaccination was used simultaneously by Professor 
Ilatogorov and Dr. Svachetzev in Petrograd, and Drs. 
Marzenevsky and Rosenthal at Moscow. Typhus 
patients' blood deflbrinated and citrated was used as 
vaccine matter (18 c.cm. blood + 2 c.cm. citrate of 
soda at 2 per cent.). At Moscow Rosenthal’s experi¬ 
ments are done in the same way. Marzenevsky used 
blood serum of typhus patients. The blood mixture 
used was rendered harmless by heating at 58° C., danger 
of infection at the time of vaccination being thus 
removed. In order to give to this vaccine a homo¬ 
geneous character blood serum from several patients 
was employed. Professor Hatogorov’s experiments 
were usually tried on his medical staff; he proved that 
infection occurred in less than 0*24 per cent, of those 
vaccinated. Professor Ilatogorov’s principal conclusions 
gathered from his work on preventive vaccine for use 
against typhus are the following :— 

fl) The blood of typhus patients can be used after from 
5 to 10 days as an antigen. (2) Patient’s blood rendered 
inactive and deflbrinated is harmless when used for injec¬ 
tions. (3) Susceptibility to the disease is apparent in one 
vaccinated person to every five unvaccinatea. (4) Vaccina¬ 
tion done three times gives the same result as a single 
vaccination. (5) The initial dose must not be inferior to 
5 c.cm. of deflbrinated blood. (6) The vaccine matter must 
be polyvalent. 

Conclusions from Professor Ilatogorov’s reports on 
vaccinotherapy in typhus are as follows:— 

(1) The blood of typhus patients can be used after from 
five to ten days of illness as a curative vaccine matter; 
(2) in vaccinotherapy a quantity of 1-3 c.cm. of deflbrinated 
and warmed blood is used in hypodermic injections, and is 
repeated from two to three times every 48 hours; (3) the 
results of vaccinotherapy are generally of a negative kind; 
(4) the serum of convalescent typhus patients (from 242 
days after the fall of temperature) can be used as a curative 
mean; (5) in serotherapy the polyvalent serum is injected 
subcutaneously in quantities of from 15 to 30 c.cm.; 
(6) serotherapy gives most encouraging results. 

Professor Marzenevsky uses for his experiments 
blood serum (taken from typhus patients), mixes it 
with an equal quantity of physiological serum which 
has been sterilised and heated at 58-60° C. during one 
hour. He made four injections of this mixture of 1, 2, 
8, and 4 c.cm. respectively, making a total of 10 c.cm. 
of pure serum. These experiments were mostly carried 
out in the Botkine Hospital at Petrograd; and after 
experiments with anti typhus serum according to 
Nicolle’s method the doctors of that hospital came 
to the following conclusions, which were reported by 
N. A. Sokolov :— 

“ The effect of vaccine matter upon the organism following 
this method gives unimportant results. Drs. Radzevitcb 
and P. Triodine, in their work ‘ On the Serotherapeutics of 
Typhus,’ are of opinion that curative vaccine matter 
obtained from horses gives no local reaction when injected 
with doses of 25-125 c.cm., and at the same time diminishes 
the coagulation period.” 

A report of special interest to epidemiologists is Dr. 
Schutzer’s “ Preventive Vaccine Matter for Use against 
Typhus by Means of Cultivation of the Proteus 
Bacillus,” of which the principal conclusions are 

(1) The proteus bacillus exists as a constant agent in 
typhus; (2) The vaccine matter of a killed cultivation oi 
Bacillus jproteus containing 250 millions of bacteria per c.cm. 
in a dose of 0*5 c.cm. creates a violent reaction in the 
organism. 

Still more interesting is the work of Dr. I, Sokolov, 
because it has a certain practical value in the differential 
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diagnosis of typhus by means of “hypostatic hyper- 
®mia.” 2 This writer has come to these conclusions 

(1) The skin in typhus reacts against venous stagnation » 
(2) this skin reaction is especially characteristic of exen- 
thematic typhus; (3) in order to produce this “ hypostatic 
hyperaemia” a tourniquet must be applied around the 
shoulders; (4) the skin in this illness reacts in forming 
petechias from 12 to 24 hours before the appearance of the 
rose rash. 

Other Research Work . 

Among other work on epidemics should be mentioned 
Professor Gamalg’s “ Volatile Vaccine Matter.” 3 Com¬ 
pared with the other volatile vaccine matter of cholera, 
distillation of alkaline solution of cholera vibrios 
produces immunity about the second or third day 
instead of about the fourteenth. Besides, although not 
colloidal, these vaccines can be absorbed by the intes¬ 
tine. Gamal£ concludes thus :— 

The volatile vaccines produce a real immunity. They are 
not homogeneous, but their action shows that successful 
vaccination can take place without either agglutination, 
precipitation, or formation of bacteriolysins. 

Amongst works bearing on conditions under Soviet 
government those which deal with starvation must not 
be omitted. 

Researches in this direction were mostly done (in the 
laboratory set apart for the physiology of nutrition in 
the State Institute of Sanitation at Moscow) by Professor 
Chatemikov and his assistants, but the interest of the 
results is more physiological than medical. Some of 
the work done, however, has a purely medical interest— 
e.g., Professor v. Dolganov’s observations on detachment 
of the retina as a result of starvation. 4 He has traced 
the causation of this detachment by observation of a 
great number of cases. 

Looking over the work done during 1919-20 with 
reference to tuberculosis and surgery, it must be 
admitted neither of these questions was much studied. 
The conditions under which medical men have lived 
have prevented them from undertaking researches 
of no direct practical value. Clinics and laboratories 
which are needed by the Government are given a big 
subsidy, but others are left with no means at their 
disposal; this is, perhaps, the explanation of the 
specialised nature of work done during the past two 
years. 

Relations Between the Government and the Medical 
Profession . 

The members of the medical profession are the only 
“intellectuals” whose work has not been interrupted 
by the communist revolution. They have maintained 
a neutral attitude in political matters, although anti¬ 
communist as a body; hence Dr. Semasko’s principal 
advisers are Professors Zarrasevitch, Diatropov, and 
Kdtzov, all of whom are well-known constitutional 
democrats—that is, members of a liberal party which 
was treated with particular severity by the communist 
government. Doctors in general feel themselves bound 
to maintain as far as possible the health of the immense 
population, of which the majority cannot be held 
responsible for the revolution or its consequences. 
Twenty-five per cent, of the profession have left Soviet 
Russia—57 of them are now living at Capri as refugees— 
but those who remain continue their work with energy 
and devotion. Professor Koltzov was recently im¬ 
prisoned for six months for participating in a counter¬ 
revolutionary movement; Professor Pavlov was refused 
permission to leave the country, and an attempt to 
attach him to the communist party by means of an 
increased food ration failed; whilst a general expression 
of opposition to the Soviet power was made by the 
Medical Conference held at Moscow during August and 
September, 1920—after which Dr. Semasko, who was 
present, threatened drastic measures of control. But 
on the ‘ whole, and except for the lack of medical 
materials and foodstuffs, the medical organisation is 
up to date and nearly as good as that in force before 
the war—mainly because the responsible posts in 
medical affairs are still in the same hands. The 
communist doctors are very few in number, and most 
of them more or less inexperienced. 


Position and Life of Medical Men . 

The peculiar conditions of life under the Soviet 
administration, the continuous civil war, and the wide 
spread of epidemics, have made the position of medical 
men very difficult; their political neutrality resulted in 
many being shot by the Reds, and many others by the 
Whites. Numerous members of the medical profession 
are still imprisoned by the Soviets; but after three 
years of civil war Whites as well as Reds began to 
appreciate their work and respect their neutrality. 
Finally, when a doctor was taken prisoner by either 
side he was immediately required to serve in a profes¬ 
sional capacity. The profession has suffered more from 
epidemics than from persecution or civil war. From 
Nov. 1st, 1917, till August 1st, 1920, cases of typhus alone 
were as follows: doctors, 520, with 95 deaths; assist¬ 
ants, 272, with 63 deaths ; nurses, 3520, with 927 deaths. 
During the same period of time 47 per cent, of Petrograd 
doctors have died; and it would be difficult to find a 
single doctor or nurse who has not suffered from two or 
three attacks of continued fever of some form or other. 
In the spring of 1920 a general improvement of health 
was noted; Professor Tchistovitch expressed the opinion 
that by that time the entire population was practically 
immune. In six months the percentage of persons 
suffering from some epidemic disease decreased from 
about 30 per cent, to 10 and even 7 per cent. 

Turning to the consideration of economic conditions: 
when the Soviet power was first established, the 
greatest strictness was observed in the matter of equali¬ 
sation of wages, so that early in 1918 experienced doctors 
were earning little more than their assistants; the 
result of this state of affairs was that a large number of 
medical men gave up practice and attempted to earn a 
living outside their profession. Later, however, they 
were recruited by the Government and given better 
rates of payment; those in charge of epidemic diseases 
were allowed extra food rations, but in spite of all 
measures taken, the salaries of doctors and trained nurses 
are still insufficient. Assistant doctors are paid according 
to category 21, which allows them about 4000 roubles a 
month; trained nurses receive 2000 roubles ; the insig¬ 
nificance of these sums will be apparent when it is 
realised that a pound of butter costs 5000 roubles. Only 
by attending private clients and by undertaking lay 
employment can the Russian doctor manage to live; the 
“bourgeois” client of pre-revolutionary days can no 
longer afford the services of a physician, and in many 
cases doctors treat “ professional ” clients free of charge. 
The new class of paying patients is drawn from the 
communist bureaucracy and the successful speculators. 
Professor Ov, the celebrated Petrograd gynaecologist, 
asked 100,000 roubles for a small operation performed 
upon the wife of Linoviev, a leading communist; and 
this sum is not at all extraordinary. The Government, 
fearing that private practice renders medical men too 
independent, introduced in September, 1920, a regula¬ 
tion whereby the number of private patients is limited; 
and ho doctor may write more than 50 prescriptions for 
private clients per month. The use of prescription books 
with numbered pages has been made compulsory, and 
the measure has naturally caused a great deal of dis¬ 
satisfaction amongst practitioners. 

Condition of Hospitals and Clinics . 

During my stay in Soviet Russia I visited a number 
of hospitals and clinics with the intention of discovering 
whether the condition of these institutions had altered 
for better or worse; in many hospitals improvements 
are to be seen, particularly as regards disinfection and 
sanitation. The constant presence of epidemic diseases 
has, of course, brought to light new methods of isola¬ 
tion in city hospitals. On the other hand, slack 
discipline is noticeable amongst the staffs of the civil 
hospitals. Patients are not uncommonly ill-treated, 
and delirious cases have even been beaten ; and aB the 
doctors have not full control little can be done to stop 
these abuses. 

In August, 1920,1 was very painfully impressed by 
the state of chaos in which I found the Central 
Infirmary at Moscow. There the rules concerning 
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Isolation were very badly kept, and diagnoses were so 
superficially made that cases of typhoid and cases of 
tuberculosis, for example, were to be found in the same 
ward. At that time I did not notice any great shortage 
of medicines or surgical apparatus in the large towns, 
but the provincial “zemstvo” hospitals were being 
closed for lack of staff and materials. The hospitals in 
Petrograd and Moscow still had quinine, aspirin, and 
anaesthetics, but judging from a talk I had with Dr. 
Semasko, and by figures which I saw, the reserves 
were then coming to an end. In August only a few 
kilogrammes of chloroform were left in Petrograd, and 
all morphia had already been used up. A salvarsan 
preparation was being sold, but was of bad quality. 
Surgical instruments were also running short. Figures 
given by the Department of Health and Sanitation 
showed that on May 1st, 1920, the allotment of beds 
was roughly as follows : epidemic cases—civil 250,000, 
military 250,000; other cases, 500,000. 

Statistics of infectious diseases .—The statistics given are 
incomplete, for it is impossible to obtain accurate returns 
from the provinces, but the estimated number of cases of 
epidemic disease in Soviet Russia during the past three 
years stands at the appalling figure of 31,789,230. The 
average mortality was from 5 to 7 per cent, of that number. 
The diseases most in evidence were typhus exanthematicus, 
typhus recurrens, typhoid, cholera, influenza, and dysentery. 
Cholera broke out in the spring of 1918, there being 35,619 
cases during the year; Petrograd, and then the Volga region, 
suffered most heavily, the mortality in the latter district 
rising to 60 per cent. The autumn of 1919 was marked by a 
recrudescence of cholera, but still more deaths were caused 
by typhus. It is impossible to give figures for the whole of 
Soviet Russia, as owing to shortage of personnel records 
were not kept in many provincial hospitals; but the recorded 
figures showed that typhus began in the summer of 1918, 
there being 4519 cases in October of that year, 7933 in 
November, and on July 1st, 1919, the figure stood at 1,299,202 
(Siberia not included). From 400,000 to 420,000 persons died 
of the disease during 1918-20. In some places it was 
impossible to bury the dead except in communal graves, 
with no coffins or burial ceremonies; at Saratov a “week 
of the dead ” was appointed, and the entire population had 
to take part in burying the bodies. 

Influenza also broke out in 1918, there being 700,000 cases 
during the year, with a mortality-rate of 15 per cent. The 
later incidence of the disease was not so serious. At the 
same time typhus recurrens spread through large tracts of 
Central Russia, but in this connexion figures are not avail¬ 
able. In the summer and autumn of 1920 epidemics seemed 
quieter, but there is no reason to suppose they will not 
break out again ; the exhaustion of the populace and 
unhygienic conditions contribute to the likelihood of their 
doing so. The living conditions in the towns are particularly 
bad; overcrowding, and neglect of the most elementary 
rules of hygiene, are there associated with grave defects in 
water-supply and drainage. 

The Government has brought out a series of posters, 
urging the population to fight lice as energetically as 
they have fought the middle classes. “Bum them, 
kill them, cover them with petrol, iron them 1 ” is the 
wording of these posters.* Petrograd has in every 
epidemic suffered more than any other part of the 
country. Up till August, 1920, the total of cases of 
influenza and typhus taken together was 202,173. 

Diseases in Soviet Russia . 

A Russian medical man has humorously said that it 
is not true that Bolshevik rule brought nothing but evil 
to Russia, for a certain number of people who once 
suffered from obesity and chronic catarrhs are cured, 
and even feeling younger. It is an undoubted fact that 
many diseases have entirely disappeared as a result of 
the change brought about by the abolition of idleness. 
A Petrograd physician told me that of 300 of his 
patients only 9 suffered from dilatation of the heart 
caused by obesity; 5 of these were well-known com¬ 
munists and the other 4 profiteers. A new illness has, 
however, appeared in Petrograd as a result of the 
eating of badly-cooked wheat. Its symptoms are 
frequent pains in the right side of the abdomen, 
general weakness, dizziness, nausea, and distaste for 


* Examples of Bolshevik anti-cholera and anti-smallpox posters 
were reproduced in The Lancet, 1920, ii., pp. 619, 620. in the course 
of a series of articles on “ Public Health in Soviet Russia," by Dr. 
L. Ha4en Guest. [The articles appeared on pp. 518, 566, 617, and 
661 of vol. ii.. 1920.1 


food. Tuberculosis is spreading widely in the towns 
as a result of the entire lack of fats, and in Petrograd a 
tremendous increase of lung troubles has taken place. 
The infirmary at Moscow contained 12 per cent, of 
tuberculous cases in 1917, and now contains 37 per 
cent., the general condition of the country especially 
favouring infection of all kinds. 

Bad food has brought about general exhaustion and 
various forms of ansemia, especially in the towns; the 
general ill-health is very striking to anyone newly 
arriving in Russia. Professor Ov has stated that 30 per 
cent, of women and girls are no longer menstruating 
because of anmmia and under-nourishment. A very 
large increase of miscarriages naturally results from 
present conditions; an assistant at the Gynaecological 
Institute at Petrograd told me that women are terrified 
at the thought of bearing a child, knowing perfectly 
well that if bom alive it will in all probability shortly 
die. 

The Government has abolished open prostitution and 
regulated brothels, but this evil has merely assumed a 
different character; there are now more prostitutes 
than before, although Petrograd doctors do not report 
any increase in venereal diseases. 

Patients admitted to hospitals show, on the whole, 
more carelessness concerning their health, as they 
realise the difficulty of obtaining proper treatment. 

Condition of Children in Soviet Russia . 

The gravest effect of recent Russian history is 
apparent in the younger generation; such, at least, is 
the view of the “ League for the Protection of Children,” 
which is headed by Professor Zarassevitch. Parents 
are overworked and unable to bring up their children 
properly ; the lack of control is having the most serious 
results; the actual destruction wrought by the revolu¬ 
tion is nothing to the appalling moral degeneracy and 
criminality among children which now stands out as 
the foremost evil of modem Russia. At one hospital, 
where the number of children suffering from venereal 
disease used never to be higher than 15 per cent., 
60 per cent, are now affected as compared with 40 per 
cent, of adults. Moreover, the children born during the 
past two or three years in Petrograd and Moscow are 
weak and ailing on account of under-nourishment. A 
newborn baby frequently weighs no more than 61b., 
the normal weight being 8 lb. The new generation is 
being overcome by eczema, anaemia, and rickets, and 
every doctor in private practice numbers more children 
than adults amongst his patients. 

Those in authority have at least realised the serious¬ 
ness of the position, and children’s hospitals and 
sanatoriums have been instituted, some by the Govern¬ 
ment, others by “ intellectuals ” acting with Govern¬ 
ment approval. Many of the measures taken have, 
however, already come too late. The Government 
consider the time has come for the nationalisation of 
children; it remains to be seen whether they will dare 
to put such a measure into operation. 

Conclusion, 

In this short account of the medical situation in Soviet 
Russia I have had one aim only, to bring to light, as 
impartially as possible, the actual state of affairs; the 
attempt has naturally been painful and the degree of 
objectivity attained is, perhaps, only relative. 

References.—1. Liotropov: Journal of Public Sanitation Com¬ 
mittee, Nos. 1 and 2. 2.1. Sokolov: Scientific Medicine, Petrograd, 

1920. 3. Gam ale: Journal of Public Sanitation Committee, 1918, 
No. 1. Scientific Medicine, 1920, No. 5. 4. V. Dolganov: Scientific 
Medicine, 1920, No. 6. Amongst other medical works the following 
may be mentioned : Dr. Trchernomskoi: Treatment of Tuber¬ 
culosis by Ultra-violet Rays. Dr. V. Valker: Spanish Guppe* 
L. Yakobsen: Application of Neo-salvarsan in Syphilis. V. i ■ 
Protopopov : Menstruation Troubles in the Psychoses. Pro 1 - 
Ossifov: Heredity and Psychic Illness. Prof. Kouxneskov: 
Clinical Study of Spanish Grippe. 


NUR8ING AND MIDWIFERY EXHIBITION AND CON¬ 
FERENCE.— The eleventh annual conference will beheldm 
the Royal Horticultural Hall, Vincent-square, London, 8.W., 
from May 17th to 20th. Suggestions as to subjects or 
speakers may be sent to Miss J. Prior, Assistant Secretary, 
22, Great Portland-street, London, W. 1. 
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IRELAND. 

(From our own Correspondent.) 

The Position of Poor-law Medical Officers. 

The position of Poor-law medical officers in certain 
parts of the country becpmes every day more difficult. 
In unions in which the guardians have repudiated the 
authority of the Local Government Board the Govern¬ 
ment grants, from which a portion of the Poor-law 
salaries was paid, have been withheld. At the same 
time the Local Government Board still claims the 
right to dismiss medical officers or to mulct them in 
costs by process of mandamus if they fail to send the 
usual returns to the Board. On the other hand, the 
guardians have the power of withholding a medical 
officer’s salary should he, in disobedience to their 
orders, send returns to the Local Government Board. 
The medical officers whose only desire is to continue to 
do their professional work without interference, find 
they cannot hope to serve two masters, and are actually 
performing their usual duties without receiving any 
salary. Last week a new factor further complicated 
the position. Several local authorities received a 
circular letter, purporting to come from the Local 
Government Department of Dail Earann, containing the 
following warning:— 

“Where a local authority has by resolution declared 
allegiance to Dail Earann and has severed all relations with 
the English Local Government Board, instructing its officials 
to cease communication with that institution, any such 
communication, written or verbal, direct or indirect, with 
that institution or any of its officials, or any person acting on 
behalf of any of its officials, will be deemed a treasonable 
practice and dealt with accordingly.” 

I do not pretend to interpret the threat in the closing 
words of this warning, but to a man living in a country 
district in Ireland it is not to be taken lightly. Last 
week the Council of the Irish Medical Association drew 
the attention of the Local Government Board to the 
danger to which they were exposing Poor-law medical 
officers for the performance of what is, under present 
conditions, a mere formality. 

April 17th. _________ 

VIENNA. 

(From our own Correspondent.) 

Statistics of the University Term. 

The following are instructive items from the 
prospectus for the coming summer term (April 15th 
to July 15th). Four hundred and seventy-two classes 
will be held for ordinary students and post-graduates, 
as against 448 held last summer term. The number of 
men engaged in this work is 24 ordinary professors, 
135 extraordinary professors, and 157 assistants. These 
figures differ only slightly from those of the last winter 
term. Two members of the Senate of the Medical 
Faculty, the professor of medical chemistry and the 
director of the first clinic for obstetrics and gynaecology, 
have not yet been appointed. The published figures 
show that the number of ordinary medical students 
is declining somewhat; the present total is 4282, as 
against 4529 a year ago; female students number 578, as 
against 600 last year. It is believed that later figures 
will show a further drop because of the increased fees 
payable by foreign students in compliance with the 
demand made by the Rockefeller Foundation, 1 to which 
I have already alluded. 

American Food Supplies for Students and Scientists. 

The American Relief Committee, which has fought 
starvation by supplying a free daily meal to about 
200,000 children in Austria alone, has now extended the 
scope of its work to include assistance of the so-called 
“mensae.” These institutes provide a midday dinner 
for university students in Vienna, but for many months 
this meal has been very scanty owing to lack of funds. 


1 Vide The Lancet, April 9th, p. 769. 


The Relief Committee has now made arrangements to 
supply sufficient food for an additional daily meal of the 
food value of 1000 calories. It will consist of rice, cocoa, 
butter or fat, sugar, flour, beans, and peas; all students 
will be entitled to apply for it, with no distinction of 
race, creed, or stage of study. The professors and 
lecturers have also a special mensa of their own, where 
they obtain a good meal at a nominal cost—hardly 
enough to cover part of the rent. It is intended to 
compare the weights of the students before beginning 
the additional meals, and after partaking of them for 
periods of 4, 8, and 12 weeks. 

Twenty-fifth Anniversary of the Discovery of the 
Rontgen Rays. 

On March 18th the Medical Society of Vienna held a 
solemn meeting in honour of the twenty-fifth anniver¬ 
sary of Professor Rontgen’s great discovery. A paper 
was read by Professor Lecher, the famous physicist, 
on “Physical Aspects of Rontgen’s Discovery,” in 
which he explained the use of X rays in ascertaining 
the number and inner construction of elements and 
their atoms. He mentioned the splendid work of the 
English scientist Moseley, who fell when very young in 
action at the Dardanelles. 

A Peculiar Psychical Condition After Gas Poisoning. 

At a recent meeting of the Medical Society of Vienna, 
Dr. Geistmann showed a patient in a peculiar condition 
produced by illuminative-gas poisoning. The condition 
was characterised by a complete loss of apperception, 
differentiation, and recognition of objects and occur¬ 
rences of the outer world—a loss of the functions of 
thinking, reasoning, and judging, in short, of the higher 
psychical spheres altogether. The patient’s behaviour 
permits of the assumption that the cortex cerebri, the 
centre of psychical activity, had completely ceased to 
function. He displayed an extreme degree of dementia ; 
the very earliest reflex phenomena—echolalia and 
echopraxis, as seen in infants—were demonstrable in 
him. When any object was brought near his face he 
moved his lips as if to eat it, showing suppressive 
reflexes from the cortex to be entirely absent. He 
repeated mechanically, without understanding it, any 
word or sentence spoken to him, and every movement 
or gesture made before his eyes was at once imitated. 
His motorial condition reminded one of the primitive 
forms of movement seen in the lowest animals, although 
he had retained normal function of the bowels, kidneys, 
and vascular system. The case seems to be unique, and 
will be further reported upon later. 

Reform of the Public Health Service. 

The ever-increasing scope of preventive medicine 
necessitates a reform of the Vienna health service. A 
special committee has been appointed to draw up the 
outlines of the proposed reform. The following principles 
have been agreed upon, and will be recommended to 
the municipal authorities. All matters pertaining to 
public health will be centralised in the “ Stadtphysicat,” 
controlled by the ober-stadtphysicus (chief M.O.H.); 
the central office will contain several departments, 
each with two or more subdivisions, to deal with separate 
problems such as the following: general direction 
of sanitation of the city; standardisation of tariffs and 
schedules in employments; preparation of standard 
forms for health reports and statistics, milk distribution, 
and additional fat and sugar rations for diseased 
persons ; control of municipal institutes of health ; and 
instruction of the public health service. The hospitals, 
and hygiene, bacteriological, and chemical institutes are 
to be controlled by a special department. Public 
welfare work, child welfare, care of the tuberculous 
and the crippled (including war cripples) is to be 
centralised in another department, which will also deal 
with inspection of markets and of the sale of medicines. 
Cooperation with the State Board of Health, which deals 
with the corresponding work throughout the rest of the 
country, is, of course, expected, and it is hoped that the 
reorganisation of this important side of local govern¬ 
ment will result in permanent benefit both to the rate¬ 
payers and to the municipality. 

April 14th. 





878 The Lancet,] 


THE SERVICES—URBAN VITAL STATISTICS. 


[April 23,1921 


Cjje j&rbitts. 


INDIAN MEDICAL SERVICE. 

The rates of pay and pension have been improved and 
additional pensions granted for administrative officers of the 
Indian Medical Service. A communique from the India 
Office says that the reforms will date from Jan. 1st, 1920, 
showing that the representations of the last 12 months have 
received a sympathetic hearing. 

The position of the Indian Medical Service is well known 
to all our readers, and the difficulties need not be repeated 
here. Two Committees, one presided over by Sir Verney 
Lovett and one presided over Dy Lord Esher, have sent in 
valuable reports dealing with the anomalies of the Service, 
and recognising the political complications which have been 
introduced. The Service has for many years declined in 
popularity with the medical profession, and the recent con¬ 
stitutional changes in India have had a further depressing 
effect. There has been a steadily increasing difficulty in 
obtaining recruits of the right stamp, but the communique 
from the India Office may be taken as a step towards 
reform. 

The terms upon which officers can enter the Service were 
set out in full in the last Students’ Number of The Lancet, 
and have since been repeated in our advertisement columns. 
They show a great improvement upon previous conditions, 
and ought to prove attractive. 

ROYAL AIR FORCE NURSING SERVICE. 

Regulations regarding conditions of service in the Royal 
Air Force Nursing Service, which was established by Royal 
Warrant on Jan. 27th, 1921, have been issued. The Service 
consists of a matron-in-chief, matrons, senior sisters, sisters, 
and staff nurses. Candidates are required to join as staff 
nurses, and appointments, which are subject to a satisfactory 
probationary period of six months, are given to approved 
persons of British parentage, over 25 and under 35 years of 
age, who possess a certificate of training for at least three 
years at a large civil hospital in the United Kingdom. 

Salaries .—The salaries of the various grades are as 
follows:— 

Staff nurses : £60 per annum, rising by annual increments 
of £2 10a. to £65. 

Sisters: £75 per annum, rising by annual increments of 
£5 to £85. 

Senior sisters: £85 per annum, rising by annual incre¬ 
ments of £10 to £95. 

Matrons : £115 per annum, rising by annual increments of 
£10 to £185. 

In addition, charge pay, not exceeding £45 per annum, is 
granted to matrons according to the magnitude of their 
charges, and a weekly allowance of 24a. 6 d. to all members 
in lieu of board and washing. Furnished quarters, fuel, 
light, and attendance are normally provided, but where this 
is not the case an allowance in lieu is granted. An initial 
grant of £20 is made towards the cost of purchase of the 
prescribed uniform which members are required always to 
wear when on duty and when attending official or public 
entertainments, and an upkeep allowance of £5 for the 
second year and £10 for the third and subsequent years. 

Retired pay .—Members of the Royal Air Force Nursing 
8ervice may retire at the age of 50 or after 20 years’ service, 
and retirement is compulsory at the age of 55. Retired pay, 
based on service and rank, is issued up to the following 
maximum rates, which are subject to revision in five years’ 
timeMatrons, £170; sisters, £75} staff nurses, £55. 
Members employed in the Royal Air Force Temporary 
Nursing Service and previously employed in the Navy or 
Army Nursing Service may count the period of such service 
towards retired pay. A nurse with less than ten years’ 
service will not be eligible for retired pay, but provision is 
made for the issue, under certain conditions, of retired pay 
and gratuities in the event of such service being terminated 
owing to disablement, sickness, or unfitness. 

Full particulars of the Service and forms of application for 
appointment may be obtained from the Matron-in-Chief, Air 
Ministry, Kingsway, London, W.C.2. 


ROYAL NAVAL MEDICAL SERVICE. 

Surg. Lieut. W. L. Coullie to be Surgeon Lieutenant- 
Commander. 

Burg. Cmdrs. A. C. W. Newport, S. Roach, and G. D. Bateman to 
Pembroke, additional, temporary. Surg. Lieut.-Cmdrs. H. St. C. 
Colson and G. A. S. Hamilton to Pembroke , additional, temporary. 
Burg.-Lieuts. H. L. Pridham to Pembroke, additional, temporary; 
C. N. Ratcliffe to Bryony; and A. G. Taylor to Sandhurst. 

ROYAL ARMY MEDICAL CORPS. 

Major W. E. C. Lunn relinquishes the acting rank of Lieutenant- 
Colonel. 


Temp. Capt. C. H. Evans relinquishes his commission and retains 
the rank of Captain. 

TERRITORIAL. FORCE. 

Major W. A. Thompson to be Lieutenant-Colonel and command 
3rd Northumberland Field Ambulance. 

Capt. G. C. E. Simpson to be Lieutenant-Colonel and command 
2nd West Lancs Field Ambulance. 

Capts. A. D. Kennedy, L. T. Whelan, L. A. Mackenzie, J. Turtle, 
S. J. Fielding, H. W. Symons, and J. Taylor to be Majors. 

Major T. P. Cole (late R.A.M.C.) to be Captain, and relinquishes 
the rank of Major. 

Major (acting Lieut.-Col.) L. C. V. Hardwicke relinquishes the 
acting rank of Lieutenant-Colonel on ceasing to be specially 
employed. 

Capt. C. G. Teall (late R.A.M.C.) to be Lieutenant and relinquishes 
the rank of Captain. 

Capts. A. W. A. Davies, W. H. Kerr (late R.A.M.C., S.R.), and 
H. V. Walsh (late R.A.M.C.) to be Captains. 

Capt. L. T. Ch&llenor vacates the appointment of D.A.D.M.S.. 
48th (South Midland) Division. 

R. E. Pleasance (late Surg. Sub-Lieut., R.N.V.R.) to be Lieutenant. 

Officers relinquishing their commissions : Major (Bt. Lieut.-Col.) 
B. M. H. Rogers and Major W. R. N. Smithard (granted the rank of 
Lieutenant-Colonel), Majors L. T. W T helan and J. Owen (retain the 
rank of Major), and Capt. W. E. Kingdon (retains the rank of 
Captain). 

TERRITORIAL FORCE RESERVE. 

Major G. F. Whyte, from General List, to be Lieutenant-Colonel. 


ROYAL AIR FORCE. 

Capt. G. W. J. Bousfield is transferred to the unemployed list. 


INDIAN MEDICAL SERVICE. 

Captains to be Majors: B. Gale, J. H. Horne, H. H. King, R. E. 
Flowerdew, J. G. B. Shand, A. J. Lee, C. H. Smith (Bt. Major). 
T. J. C. Evans, A. C. Anderson, D. G. Cooper, W. L. Forsyth, and 
G. T. Burke. 

Lieut.-Col. R. Steen and Major M. J. Quirke retire from the 
Service. 

The following relinquish their temporary commissions'Temp. 
Captains: Amar Singh Dogra, Bantwal Shankar Rau, and Bankim 
Chandra Banerjee. And are granted the rank of Captain: Sant 
Singh Duggal, Ramakrishna Venkata Raj am, and Ram Chandra 
Bose. 


URBAN VITAL STATISTICS. 

(Week ended April 16th, 1921.) 

English and Welsh Towns .—In the 96 English and Welsh 
towns, with an aggregate population estimated at 
18$ million persons, the annual rate of mortality, which 
had been 13*0, 13*0, and 12*5 in the three preceding weeks, 
was again 12*5 per 1000. In London, with a population of 
4£ million persons, the death-rate was 12*4, or 1*0 per 
1000 below that recorded in the previous week, while among 
the remaining towns the rates ranged from 3*4 in Ealing, 
5*9 in Walthamstow, and 6*5 in Dudley, to 18*3 in Bath, 
20*3 in Merthyr Tydfil, and 23*8 in Eastbourne. The principal 
epidemio diseases caused 241 deaths, which corresponded 
to an annual rate of 0*7 per 1000, and comprised 62 from 
diphtheria, 59 from infantile diarrhoea, 58 from whooping- 
congh, 50 from measles, 9 from scarlet fever, and 3 from 
enteric fever. Measles caused a death-rate of 1*0 in Sunderland, 
1*6 in Newcastle-on-Tyne, and 2*9 in West Bromwich. The 
deaths from influenza, which had been 122,130, and 97 in the 
three preceding weeks, rose to 111, and included 49 in London 
and 5 each in Brighton and Liverpool. There were 3345 cases 
of scarlet fever and 2543 of diphtheria under treatment in 
the Metropolitan Asylums Hospitals and the London Fever 
Hospital, against 3453 and 2626 respectively at the end of 
the previous week. During the week ended April 9th 
6 cases of encephalitis lethargica were notified in the County 
of London, and comprised 2 in Hampstead, and 1 each in 
Chelsea, Hackney, Islington, and Stepney. The causes of 
26 of the 4436 deaths in the 96 towns were uncertified, of 
which 10 were registered in Birmingham, and 2 each in 
London, Gillingham, Liverpool, and Warrington. 

Scottish Towns.—In the 16 largest Scottish towns, with an 
aggregate population estimated at nearly 24 million persons, 
the annual rate of mortality, which had been 15*3,15*5, and 
15*1 in the three preceding weeks, fell to 14*6 per 1000. 
The 328 deaths in Glasgow corresponded to an annual rate 
of 15*5 per 1000, and included 32 from whooping-cough, 
6 from infantile diarrhoea, 5 each from scarlet fever ana 
diphtheria, and 1 from measles. The 123 deaths in 
Edinburgh were equal to a rate of 14*4 per 1000, and included 
10 from measles, 3 from whooping-cough, and leach from 
scarlet fever and diphtheria. 

Irish Towns .—The 130 deaths in Dublin corresponded to an 
annual rate of 16*0, or 3*0 per 1000 below that recorded in the 
revious week, and included 4 from infantile diarrhoea, and 

each from enteric fever, whooping-cough, and diphtheria. 
The 130 deaths in Belfast were equal to a rate of 16*1 net 
1000, and included 7 from whooping-cough, 3 from infantile 
diarrhoea, and 1 from measles. 
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THE ULTIMATE SUFFERERS. 

To the Editor of The Lancet. 

Sib,—T he present crisis is hitting the mothers and 
babies very hard. At some of the centres I attend there 
is already a very marked difference in the appearance 
of both. It would be easy to pick out from about 
30 mothers at one centre those whose husbands are out 
of work. When I returned after a holiday I was 
shocked to see so many thin grey faces and so many 
flabby babies. 

The doctor orders glaxo, virol, or cod-liver oil, but 
few can afford to take it. There is no fuss made and 
no cadging ; it depends entirely on the sharpness of 
my lookout whether they go off without their glaxo, &c ., 
or whether I can catch them and make my price fit as 
nearly as possible to their needs. This last, of course, 
depends on the generosity of those who send special 
subscriptions for this purpose. My experience now is, 
as always, that the mothers rise to the occasion, 
making the very best of a very bad situation. I over¬ 
heard one mother of a large family say, “ Oh, yes, they 
gave me a beautiful tonic at the hospital, but I’m afraid 
to take it, it makes me so hungry.” 

I have this morning waited for 1& hours in a queue 
for my coal permit. There were about 100 women 
there, most of them with babies, and it was bitterly 
odd. There were the usual fun and chaff, but I cannot 
help feeling that under it all the women’s courage is 
nearly at breaking point. It has gone on so long; 
during the war they stuck to it, counting the weeks 
till peace came, and now it seems to have no end. A 
few are bitter, most are deadly patient. I say deadly, 
because that is what it really is. 

I am, Sir, yours faithfully, 

April 18th, 1921. _ TRAVELLER. 

THE COLONIAL MEDICAL SERVICE AS A 
CAREER. 

To the Editor of The Lancet. 

8nt,—In Sir James Kingston Fowler’s address to the 
students of the Middlesex Hospital on the advantages of 
the Colonial Medical Service, published under this title 
in your issue of April 9th, in his remarks on the Kenya 
Colony, he referred aspirants for service in that colony 
who desired further information to three very admir¬ 
able and charmingly written books by three eminent 
medical men recording their impressions. The scope 
of these three books, and the attitude of their writers, 
is very sufficiently indicated by their titles. Sir John 
Bland-Sutton’s is one which could well be in the library 
of every East African medical officer for the accurate 
and interesting information with which it is packed. 
The other two are more evanescent in character. In a 
young colony which is struggling very hard to evolve 
itself, the changing conditions which take place from 
six months to six months are simply unbelievable 
except to those who have experienced them. It seems, 
therefore, somewhat of a pity that the official 
propagandist of the Colonial Office can do no better 
than refer to books published some 10-11 years ago. 
As to what we are now asked to believe, I quote 
the following from Sir Frederick Treves’s book, p. 103:— 
“ The country is healthy. There are no mosquitoes, 
and no malaria. There is no prevailing disease an 
amazing statement, which, at the time the book was 
published, occasioned no little comment in our small 
medical world. The hold certain endemic diseases had 
on the country was well known to us at the time; while 
the potentialities of others—which subsequent years’ 
experience have proved—were always before us. 

The Colonial Office and the local Administrations of 
the different colonies are yearly in receipt of annual 
medical reports, special reports, and investigations on 
every occurrence affecting the health of the com¬ 


munity ; of which nothing more is heard. Without 
claiming an unassailable accuracy for the facts and 
figures supplied, it seems to me that the time has now 
come when the Colonial Office might well consider the 
propriety of collating all these reports for the last five 
years by a competent editor, under the heading of each 
colony. If such a handbook was published every five 
years—the Germans did it for their East Afrioan 
possession—it would be invaluable as a permanent 
book of reference, as a record of the health progress of 
the colony; and, finally, it would go far towards 
determining the relative position to be assigned to each 
colony for climate and health. 

I am, Sir, yours faithfully, 

A. D. Milne, 

Late P.M.O., Kenya Colony. 

Addison-road, Kensington, April 16th, 1921. 


DELAYED REPORTS. 

To the Editor of The Lancet. 

Sir,—The Lancet has always taken such great pains 
to ensure accuracy in its editorial columns, and state¬ 
ments contained in them are therefore looked upon as 
absolutely reliable, that I must ask you to allow me to 
point out a very important exception. In the issue of 
April 16th, p. 819, you say that the medical officer of 
I health for the county of Gloucester deplores the failure 
of subordinate health officers punctually to submit their 
sectional reports. A medical officer of health of a 
district is not a subordinate health officer and is not so 
described by the medical officer of health for Gloucester¬ 
shire. He does not even make a report either to the 
county council or to the county medical officer of 
health. He reports to the district council which he 
serves and is required to send a copy of that report to 
the county council. 

No one deplores the delay in issuing their reports 
more than the medical officers of health of districts. 
But what is the reason for the delay ? In the case of 
whole-time officers it is the fact that, with one or two 
exceptions, the whole of the clerical work of his 
appointment has to be undertaken by the medical 
officer of health himself. Unlike the medical officer of 
health of a large town or of a county, he has not even 
an ioffice provided for him, much less a staff of 
secretaries, clerks, and office-boys. He has to keep his 
own records and make his own returns. His corres¬ 
pondence must be written with his own hand, and he 
himself must keep a registry and file away documents. 
I have before me the annual report of one of these 
medical officers of health covering 120 printed pages 
foolscap and another 130 pages royal octavo, each with 
many tables. The mechanical labour of writing these 
pages for the printer, even by an expert clerk, would 
take many days. But it has to be done by the medical 
officer of health at odd moments which he can 
spare from his routine work. For years the medical 
officers of health concerned have been clamour¬ 
ing for the removal of this disability, and if the 
Ministry of Health, who also “deplore” the delay in 
the issue of the reports, and county medical officers of 
health instead of deploring would take the obvious 
steps to effect a remedy some good might accrue. 

I do not like a tu quoque retort, but the temptation 
in this instance is too great to be resisted. Dr. Martin’s 
report to the Gloucestershire Education Committee as 
school medical officer consists of 18 pages (including 
the title-page and index) and 12 tables, demy octavo. 
This report is dated May 28th, 1920, and I do not 
suppose Dr. Martin does much actual clerical work. 

I am, Sir, yours faithfully, 

Hereford, April 16th, 1921. HERBERT JONES. 

*,* The question, as so often, is one of terminology. 
Dr. Herbert Jones is right, but are we wrong? It is 
true that the district medical officer does not report 
direct to the county medical officer, but he has to 
forward to the county council a copy of the report 
made to his own authority. To this extent, surely, 
the county officer is suzerain to the district officer.— 
Ed. L, 
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CONGENITAL SYPHILIS. 

To the Editor of The Lancet. 

Sir,—T he discussion recently held by the Boyal 
Society of Medicine upon the subject of Congenital 
Syphilis has brought before us the marked differences 
of opinion with reference to the incidence of the disease 
and the need for further research and investigation, 
both in the laboratory and at the clinic. Many of us, 
and especially those who are engaged in children’s 
work, have been much concerned to know the amount 
of mortality and morbidity due to congenital lues 
amongst the child population. While, on the other 
hand, there are those of us who believe that syphilis 
is a considerable cause of abortion, miscarriage, still¬ 
birth, and death within a few weeks of birth; and 
while we also recognise that syphilis manifests itself 
only too frequently during the early months and years 
of life, yet the evidence presented to us by the examina¬ 
tion and care of large numbers of sick infants and 
children does not appear to support the suspicion that 
any considerable amount of mortality or ill-health is 
due to this cause. On the other hand, there are others 
actively engaged in the same kind of work—especially, 
I think, lady doctors—and equally imbued with the 
importance of arriving at the truth, who think 
differently, in that they are convinced that quite 
a considerable amount of mortality and morbidity 
throughout infancy and early childhood is due to con¬ 
genital syphilis. One was therefore relieved to see 
from the Report of the Proceedings that the majority 
of the speakers did not support the views of those who 
believe that congenital syphilis is an important and 
frequent cause of mortality and morbidity during later 
infancy and childhood. While all of us realise the 
importance of free and open discussion, without at 
the same time committing ourselves at this stage to 
anything in the way of a definite opinion, yet many 
have viewed with concern the suggestions put forth in 
the medical journals that diseases and conditions, up to 
the present not considered to have a syphilitic basis, 
are after all due to the evil results of the disease. We 
are open to persuasion and proof. We meet with much 
persuasion, but the proof in the form of sound reliable 
scientific evidence appears to be small. 

The Wassermann test in the hands of some workers 
appears to be sweeping into the net all kinds and 
conditions of disease. The results of the test in the 
hands of different pathologists are, however, so contra¬ 
dictory that one would challenge at once the advisa¬ 
bility of allowing the test to stand as a deciding 
factor at the present state of our knowledge. All I 
think will agree that in the presence of active infection 
the test may be of the greatest value. During the 
secondary stage of adult syphilis its value is unques¬ 
tionable, but in the early and late stages its value as a 
deciding factor is almost nil. As a test for congenital 
syphilis we have it on good authority that it may be 
negative in the early weeks, during the active mani¬ 
festations of the disease it is positive in the large 
majority of cases, while in the later stages of the 
infection in childhood its value as a deciding factor 
again very considerably diminishes. Herein lies a 
difficulty. The fact that some of us believe that con¬ 
genital syphilis is a comparatively infrequent disorder, 
but are at the same time willing to acknowledge that 
the test in the early and late stages is frequently 
negative places us in considerable difficulty when we 
endeavour to combat the suggestion that many dis¬ 
orders and defects considered in the past to have no 
relationship to syphilis are, after all, due to the disease, 
although not necessarily an active manifestation of it. 
We have from time to time been urged to seriously con¬ 
sider the proposition that mental deficiency, epilepsy, 
spastic paraplegia, pluriglandular insufficiency, nephritis, 
and, indeed, most of the disorders of infancy and child¬ 
hood which possess an unknown aetiology may be due to 
syphilis. I have been asked to believe that “ beading ” 
of the ribs during the early months, bossing of the head, 
craniotabes, thickened skull, a posterior fontanelle which 
refuses to close by the sixth week, a fontanelle which 
closes too quickly, ridging of the sutures, enlargement 


of the liver, anaBmia, hydrocephalus, congenital heart 
disease, and any conceivable thing that I am unable 
sufficiently to explain, are due to congenital syphilis. 
When I say that the blood is negative, that there are 
none of the usual manifestations of the disease present, 
and that the family history is clear, I am told that a 
negative Wassermann between the age of two weeks 
and two years is nothing to go upon, that the absence 
of the usual manifestations is quite common, and that 
the family history is rarely reliable because so much is 
forgotten or kept back by parents who are always out 
to fog the doctor. Naturally, I am a little nonplussed. 
I am asked whether I have tried a provocative dose of 
salvarsan, and when I answer that three gentlemen in 
America tried the intravenous injections of salvarsan 
upon non-syphilitic patients with a previously negative 
Wassermann reaction and obtained a positive reaction 
in more than 50 per cent, of the cases, the answer is 
received that surely if this is so I should try it on 
children and be convinced. 

One decides to keep an open mind, and, taking mental 
deficiency as a test case, I try to find out its relationship 
to syphilis. I have a feeling that quite likely syphilis 
may have had something to do with it, and am impressed 
by the statements of Sir Frederick Mott as given before 
the Royal Commission on the Care and Control of the 
Feeble-minded (Yol. I., p. 453), but I also find that the 
Wassermann reaction used as a test by different 
workers in connexion with mental defect has given 
results which vary between 1*5 per cent, and 60 per 
cent, positives. 1 In the series showing the highest 
percentages cases are included where the parents or 
other members of the family have been found positive. 
The clinical examination of some 70 odd cases of mental 
deficiency under my care at the Mean wood Park Colony 
does not support the belief that many of these cases 
have suffered in the past with the disease. Except in 
two or three possible examples, the usual signs of 
lues tarda are not found. I note, however, that the 
family history of the patients provides many examples 
of mental instability in the parents. 

Taking epilepsy in more detail, the blood test was 
performed on some 120 cases attending my epileptic 
clinic at the Leeds Public Dispensary, and 25 per cent, 
of the cases are returned as positive. Examination of 
the positives shows that several of the strongly posi¬ 
tives are frankly syphilitic, with the general make-up 
of cerebral syphilis or congenital general paralysis. 
Some of the positives are described as “slightly 
positive,” and experience with medical out-patients 
and at a venereal clinic has profoundly shaken my 
faith in the “ slightly positive” result. Excluding the 
obviously syphilitic type of case amongst the epileptics, 
and excluding these very questionable “slightly 
positive ” cases I am left with a positive percentage of 
16. I find also that a 7*4 percentage was found amongst 
418 adult epileptics. 2 I am then reminded of the fact that 
Dr. Paul Fildes reported to the Royal Commission 8 that 
approximately 8 per cent, of 1002 out-patients attending 
the London Hospital were found positive, no patient being 
included who came to the hospital for reasons con¬ 
nected with syphilis. To complete the picture I take 
careful note of the parents’ and grandparents’ repro¬ 
ductive histories. Excluding all those cases that have 
given positive results I find that in the immediate 
families 154 infants were lost out of 597, a proportion 
of 1 in 3*8. In considering the infant loss in the families 
of the grandparents I take the family on the paternal 
or maternal side that shows the greater infant loss, 
arguing that if the disease has been passed down it 
will most likely have been so from the side showing 
the greater death-rate. In this way it is found that 
274 infants were lost out of 663, a proportion of 1 in 2*4. 
One was therefore hopeful that evidence had been 
found suggesting that epilepsy may possibly be a third 
generation manifestation. Before jumping to con¬ 
clusions I decide to examine the family histories of 
controls—patients not suffering with epilepsy or 
syphilis from the clinical standpoint. Fifty-six controls 


1 Mental Defective Children. Shnttleworth and Potts, p. 95. 
8 Final Report, Royal Commission, Venereal Disease, p. 1”* 
8 Final Report, Appendix XII., p. 139. 
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show a loss of 73 infants amongst 336 brothers and 
sisters, a proportion of 1 in 4*6, and a consideration of the 
femilies of the grandparents and again taking the 
heavier mortality side, I find that 128 were lost out of 
324, a proportion of 1 in 2*5. 

Dissatisfied and unconvinced, I turn again to the 
infant, and especially to the infant suffering from con¬ 
vulsions, “consumption of the bowels,” marasmus, 
hydrocephalus, or mental defect—the type of child that 
died in the family of the grandparents—and I examine 
It both from the point of view of the blood and for any 
history or manifestation of active syphilis, and my 
results, with few exceptions, are consistently negative. 
As one amongst others who is merely desirous of 
arriving at the truth, I welcome any expression of 
opinion or investigation which will help to elucidate the 
difficulty, but I am reminded of the fact that many 
years ago the profession began to make themselves 
believe that large numbers of children were suffering 
from scurvy, which had at that time begun to be talked 
about and investigated, and therefore I am alarmed 
lest we should allow ourselves to exaggerate unduly 
the importance of syphilis as a cause of the diseases 
and defects of present-day infants and children. 

I would, therefore, earnestly put forward a plea that 
we should refuse to accept any figures or statistics that 
are not supported by weighty clinical and pathological 
evidence. If congenital syphilis is really more prevalent 
than most authorities have dreamt of in the past it is 
clearly of first importance that it Bhould be proved so, 
and that we should act accordingly. If, however, we 
are taking a too pessimistic and exaggerated view of 
the situation let us carefully avoid the danger of 
misleading the public into the same exaggerated belief. 

I am, Sir, yours faithfully, 

Leeds, April 14th, 1921. C. WILFRED VlNING, M.D. 


THE FIGURES OF VENEREAL DISEASE. 

To the Editor of THE LANCET. 

Sib, —In The Lancet of April 2nd I drew attention 
to a statement made by Lord Knutsford in the House 
of Lords that “ at the London Hospital alone they had 
23,000 new cases of V.D. last year.” He added that 
the figures of V.D. in this country were almost too 
great to be believed, in which opinion I fully concurred; 
in fact, I should be inclined to omit the word “almost.” 

In your issue of last week Lord Knutsford corrects 
his original statement, says that he misread his brief, 
and that the increase of 23,000 was at the London 
hospitals, not at the London Hospital. Here, again, 
there appears to be some inaccuracy in Lord Knutsford’s 
figures, for the total number of new cases in attendance 
at the V.D. clinics at the London hospitals was in 1919 
28,265 and in 1920 31,046, which shows an increase of 
2781 for last year. Of these new cases 5118 were 
diagnosed as not suffering from V.D. in 1919 and 6592 in 
1920, so that if these cases are deducted the total 
increase last year amounted to 1307. 

It is to be hoped that later some information will be 
given as to what the figure 23,000 was really meant to 
allude. My own impression is that owing to the “very 
energetic propaganda” carried out by the N.C.C.V.D. 
the incidence of these diseases is now declining, in con¬ 
firmation of which opinion I may state that at the 
London Lock Hospital there has been a falling off in 
the first quarter of this year of 569 new patients and 
994 attendances in comparison with the corresponding 
quarter in 1920.—I am, Sir, yours faithfully, 

J. Ernest Lane. 

Queen Anno-street, W., April 18th, 1921. 


To the Editor of The Lancet. 

Sib,—I n the Daily Telegraph of March 17th last Lord 
Knutsford is reported as having said, in a speech 
which he had made on the previous day in the House 
of Lords, that there were at the London Hospital 
23,000 new cases of venereal disease last year. In 
The Lancet of April 16th Lord Knutsford admits that 
he ha9 made a mistake, and that the figure of 23,000 


refers to the London hospitals and not to the single 
institution of the London Hospital. 

The figure of 23,000 having been corrected, may I 
venture to draw your attention to the term “ new 
cases”*? All those who have any dealings with hos¬ 
pital “ new cases ” know that such a description may 
bring into account cases of the following nature:— 

1. Cases which, having attended the previous year, are 
still under treatment the following year—i.e., cases which, 
having attended (e.g., in 1919), are still being treated in 
1920. 

2. Cases which, having previously attended one institu¬ 

tion, now attend at another, and are possibly drifting on to 
yet another. v 

Further, in my experience, cases are sent up to the 
various clinics concerned in the treatment of venereal 
disease, which are not venereal. I venture to state that 
if the term “new cases” includes cases coming under 
the above descriptions the figures of incidence of 
venereal disease may be reduced below even the 
23,000 at the London hospitals. 

I am, Sir, yours faithfully, 

Ralph Thompson. 

Queen Anne-Btreet, W., April 18th, 1921. 

HERPES OR CHICKEN-POX? 

To the Editor of The Lanoet. 

Sir,—A s the relationship between herpes zoster and 
chicken-pox is at present attracting some attention the 
following case may be of interest. 

E. L., male, aged 31 years, complained of pain in the left 
buttock and extending down to the knee. It was dull and 
constant in character, and was becoming worse since its 
onset two days previously. There were no physical signs, 
and the patient was given salicylate of soda. Two days 
later he noticed a rash on the buttock. The pain in the leg 
was less, but it still felt sore. However, the patient felt ill 
and giddy, and was sweating. He also noticed a few spots 
in his mouth and on his chest. The next day there were 
more spots on his chest and some on his face. 

When he was seen again, the rash extending in a 
scimitar-like form over the middle third of the buttock 
proved to be herpes zoster, while the generalised rash 
was chicken-pox.—I am, Sir, yours faithfully, 

W. G. VernIquet, B.Ch., M.R.C.S. 

Kingsbridge, Devon, April 13th, 1921. 


THE AETIOLOGY OF SUBPHRENIC ABSCESS. 

To the Editor of The Lancet. 

Sir,—I n his clinical lecture on Subphrenic Abscess, 
published in The Lancet of March 19th, Mr. C. H. Fagge 
speaks of the limitation of the disease being dne to “a 
former localising peritonitis.” This statement may be 
frequently true, but when engaged in pathological 
work the formation of a subphrenic abscess used to 
appear to me to be a remarkable illustration of the 
wonderful power of the great omentum to form 
adhesions, while the peritoneum covering the viscera 
may not be able to react to irritation in any other way 
than to produce pus. 

In the case of a perforating gastric nicer cm the 
anterior surface of the stomach near the lesser curva¬ 
ture, if the escape of the contents should not be 
too rapid, inflammation spreads slowly over the 
surface of the stomach until the great omentnm 
attached to the lower border of the viscus is reached. 
Adhesions are there formed between the omentnm and 
the abdominal wall, arresting the downward spread of 
the inflammation. The spread to the right is prevented 
by adhesion of the omentnm to the lower border of the 
falciform ligament,while adhesions in the neighbourhood 
of the spleen prevent leakage iu that direction. A closed 
cavity is rapidly formed, bounded by the portions of 
the abdominal wall and diaphragm in front and above, 
with the left lobe of the liver and the anterior surface 
of the stomach below. The peritoneum covering these 
surfaces, instead of forming adhesions, secretes pas, 
and the abscess is formed. 

In the case of a subphrenic abscess following 
appendicitis again it is the great omentnm which limits 
the disease. The inflammation travels upwards on the 
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outer side of the ascending colon, and its coarse is 
watched and directed by the great omentum, which 
gives rise to adhesions between the ascending colon 
and the abdominal wall. Eventually the inflammation 
reaches the liver. It may there form an abscess 
below the liver, limited in its spread to the right by 
adhesions of the great omentum to the lower border 
of the falciform ligament, but although pus may first 
oollect below the liver, the inflammation generally 
spreads above also, and a subphrenic abscess to the 
right of the falciform ligament makes its appearance. 

I am, Sir, yours faithfully, 

Norwich, April 14th, 1921. THEODORE FISHER. 


LIGHT AS A REMEDIAL AGENT. 

To the Editor of The Lancet. 

Sir,—Y our remarks, under this title, associated with 
my name, in the issue of March 19th, p. 603, have 
caused me considerable pain and annoyance. They 
have been copied in many daily and weekly news¬ 
papers, and unfair and foolish comments have been 
made. I have received many letters upon the subject, 
mostly abusive. I am not astonished at the lay press 
taking the matter up, for you have done your best to 
make me appear ridiculous. 

Your opening remark is incomprehensible, what you 
mean by “ gracious to say it ” I fail to understand. 
You then say that I had the courage to denounce 
sunlight as a “ harmful agent in the human economy.” 
Your source of information is a typescript which I sent 
to you last October, which you had in your possession 
when you accused me of denouncing sunlight. My 
denunciation reads as follows:— 

“Sunlight is the most powerful agent under which we 
survive. If it were completely withdrawn vitality would 
oease ; its varying quantity reaching the earth has an exact 
relation to the earth’s vitality. In parts of the earth whose 
sunshine is regular and abundant great fertility, human and 
vegetable, prevails, and where it is less regular and less 
abundant relative sterility prevails. Where it is seasonal, 
as in the temperate climes, fertility is coincident with its 
greatest amount. The gradual increase in the amount of 
sunlight in the springtime is coincident with rutting in 
animals and germination of the seeds in the earth. Delay 
in its reception retards both conditions, and early reception 
forwards both. 

Animals and plants are conscious of its over-exhibition, 
and only those which possess some protective power are 
able to survive. Animals which by their volition remove 
their bodies from its excessive influence, or which possess 
some protective skin reflex acting automatically, are able to 
use its power to their advantage, whilst stationary life 
defective in power of changing its transparency withers and 
dies.” 

I oontend that this is common knowledge and that to 
make such a statement requires no courage, nor is it a 
denunciation. Had I quoted the classical example of 
the survivors of the Sicilian expedition as you suggest I 
should have displayed my ignorance of anatomy and of 
the physics of the higher frequencies of the solar 
radiations. You say :— 

“ Dr. Holt regards sunshine as a cause not only of sun¬ 
stroke, but of anemia, chorea, and poliomyelitis, and 
standing in special relation to such epidemic diseases as 
typhoid, measles, and scarlatina.” 

The term sunshine as applied to my argument is a 
lax one, and is not once used by me in the argument. 
It occurs when I say ‘‘whose sunshine is regular and 
abundant.” With regard to sunstroke, ansBmia, and 
typhoid, there is no evidence in the typescript supplied 
to you that I regard sunshine as their cause. Sunstroke 
and typhoid appear (along with 20 other names) on a 
printed paper supplied to each of the attending members 
as “ Conditions suggested as having an intimate relation 
to excesses of sunlight.” Anaemia does not appear in 
the list. 

The remark which appears in the typescript con¬ 
cerning chorea is as follows:— 

“ Chorea is a disease occurring frequently in young 
children, especially in the spring (Osier says that relapses 
occur in the spring, and I think the same is mentioned in 
most text-books), at the time when the ohemical frequencies 
are abundant.” 


Referring to poliomyelitis I say:— 

“ I hope you will see that the view running through this 
paper is that nervous disorders may be due to eleotrioal 
action of the solar radiation upon the electrons of the 
central nervous Bystem oonveyed through the terminal 
nerves and it is in this way that I suggest poliomyelitis 
arises.” 

My regarding measles and scarlatina as having a 
special relation to sunshine is based upon ^the 
following:— 

“ Measles and soarlatina present a curious problem. They 
are largely summer diseases, known to be infectious, yet 
in both these illnesses the whole of the skin, including the 
face and hands, becomes suddenly opaque to the chemical 
frequencies of light. This is worthy of study.” 

You misquote me, “ admitted during the daytime,” 

I referred to severe accident cases conveyed in an open 
ambulance . Your reference to the tuberculosis cases 
is neither fair nor exact. I say that— 

“ Our cases demand a scientific hygiene adapted to each 

individual. Patients have lost superficial xat, the skin 

has become thinner, the blood anmmic, and the condition is 
one highly susceptible to the chemical energies of the son. 
Therefore the sun must be applied to them with the highest 
degree of refinement; they react to it quickly; a proper 

dose is beneficial, an overdose fatal. The Daylight 

Saving Act when it first came into operation caused nearly 
all my dispensary patients to lose from one-thirtieth to 
one-fortieth of their body weight during the first three 
weeks. Many recovered after the first month, but it was 
fatal to a few.” 

Your sense of humour is peculiar when you find 
delightfulness in my manner in making the following 
observations:— 

“The proof that a fair skin transmits the visible 
frequencies is shown in the transillumination of the face 
and the comparative transparency of the hands on bright 
summer days. Dirty hands are not so transparent as clean 
hands. This may be the explanation why young children 
dislike being washed. Mothers say that their children are 
never so happy as when they are dirty. Direct sunlight 
does give pain to certain skins, and even indirect sunlight 
gives considerable pain to the dermis when denuded of its 
epidermis. My own experience in dressing extensive bums 
taught mo this fact very early, compelling me to postpone 
dressings until evening and then only by candlelight.” 

“The malignant rays of the sunlight” does not 
appear in the typescript. The expression is one I do 
not precisely understand; I suspect it is intended to be 
sarcastic. If it is sarcastic it shows a lack of sympathy 
with young children. 

The principal object of my paper is to call attention 
to the possible misuse of sunlight for young children 
and for patients who are more or less at our mercy, and 
had I not seen such misuse, entailing considerable 
suffering, I should not have taken the trouble to 
compile a paper on the subject. It is a common 
experience to see babies exposed to a brilliant sun 
whilst the attendant, who has an older and better 
developed skin, shades herself with a broad-brimmed 
hat or a parasol. Patients frequently cover their heads 
with the bedclothes and some hide themselves under 
the beds to escape the sunlight. Surely an appeal to 
save such suffering is unworthy of ridicule. 

In your criticisms you fail to note what I consider to 
be my strong points—viz., the occurrence of epidemic 
diarrhoea and nervous disorders in young children at 
the time when their pigmentary protection is most 
deficient, and their powers of seeking the shade are 
non-existent. Finally, I may remark that it is incon¬ 
sistent with ordinary intelligence to consider that the 
most powerful agency under which we survive is 
harmless under all conditions, and equally beneficial 
to everyone irrespective of integumentary power of 
reception or protection. 

Iam, Sir, yours faithfully, 

R. Crawshaw Holt, M.D. Durh., M.R.O.P. Lond. 
Didsbury. Lancs., April 11th, 1921. 

%* We are happy that our readers should learn 
Dr. Holt’s views in his own words. If we do not 
wholly agree with those views we may none the less 
express regret at the personal annoyance which the 
criticisms have brought on him.—-E d. L. 
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HENRY BARNES, O.B.E., LL.D. McGill, M.D., 
F.R.S. Edin. 

Dr. Henry Barnes, whose death at Carlisle on 
April 12th we briefly recorded last week, held a long 
record of distinguished service for his profession and in 
public life. Bom in 1842 near Wigton in Cumberland, 
graduating with honours at Edinburgh University in 
1864, he settled in Carlisle in 1866, holding his first 
public appointment as physician to the Carlisle 
Dispensary. In 1878 he was appointed honorary 
physician to the Cumberland Infirmary, where he 
became chairman of committee and finally a president, 
devoting to this institution the energies of a long life. 
His organising ability was freely expended in collecting 
funds for the extension and improvement of the 
building, in which his professional and social 
gifts, freely bestowed, made him beloved and re¬ 
spected. During the war Dr. Barnes acted as 
honorary secretary and treasurer to the Cumberland 
Branch of the British Red Cross Society, show¬ 
ing himself a discerning administrator. His public 
spirit found scope in his work as county magistrate 
from 1889 on, becoming chairman of the Cumberland 
Ward Justices from 1904. He was no mean antiquarian 
and archaeologist; his contributions to scientific litera¬ 
ture comprised papers on Roman Medicine and Practi¬ 
tioners, Roman Medical Inscriptions in Britain, and 
Hadrian's Wall. As President of the British Medical 
Association in 1896 he gave a notable address on the 
Medical History of Carlisle. His retirement from 
practice did not curtail his efforts for the public 
good, and he will long be remembered in Carlisle as 
one who served his fellows. Dr. Barnes married in 
1873 Emily Mary, daughter of Thomas Barnes of Bolton, 
and is survived by his widow, a son, and a daughter. 


PETER THOMAS DUNCAN, M.D., B.S. Lond. 

Dr. Duncan, of Croydon, whose sudden death on 
Wednesday, April 6th, was recorded in the last number 
of The Lancet, was one of the best all-round practi¬ 
tioners of his day. As a student at University College 
Hospital he distinguished himself highly among strong 
competitors; the London University honours lists of 
that time reveal a contest of stalwarts, and Duncan’s 
name occurs again and again among them. In 1874 he 
graduated M.B. with honours, and on the same occasion 
took the gold medal at the B.S. examination. He 
qualified again for the gold medal when taking his 
M.D. two years later. He was appointed physician’s 
assistant at University College Hospital, and later was 
elected to a Fellowship of the College. After a short 
period of general practice elsewhere, Duncan joined 
Dr. H. J. Whitling at Croydon in a partnership, of 
which he afterwards became the head, and he was 
chiefly responsible for an organisation among a group 
of practitioners which allowed free scope to their 
several specialist experience. Duncan himself became 
physician to the Croydon General Hospital. He was 
secretary of the East Surrey District of the British 
Medical Association from 1885 to 1893, and in 1897 was 
President of its South-Eastern branch. In and around 
Croydon he held the regard and confidence alike of his 
fellow practitioners and of the public. His diagnosis, 
especially in cases of cardiac, circulatory, or pulmonary 
disease was very sound, and in the difficult problems 
of prognosis he was surprisingly accurate. 

An intimate friend and colleague writes thus of Dr. 
Duncan: “Much of his success as a leader of a group 
of men was due to his practical business qualities, 
knowledge of human nature, and shrewd foresight. It 
might have been said of him: ‘ He read much. He 
was a great observer, and he looked quite through the 
deeds of men.’ Had Duncan chosen the law for his 
profession he might have made a first-class judge, 
for he had a singularly judicial unbiased mind. He 
obtained loyalty from his colleagues of an unvarying 
kind, due to his personal charm securely based on 
sincerity, freedom from affectation, and from profes¬ 
sional jealousy. The degree of conscientious care that 


he bestowed upon his patient was a reflex of a high 
standard in work cherished to the end of life.” 

Dr. Duncan leaves a widow, a son, and three 
daughters to mourn their sudden loss, and a very 
large circle of patients and friends will miss him 
sorely. His brother, Dr. William Duncan, gynecologist 
to the Middlesex Hospital, predeceased him. 


PETER TYTLER, M.D.ABERD. 

Dr. Peter Tytler, whose death occurred, at the age 
of 72, on April 9th at his residence in Withington, was 
for over 40 years a familiar figure more especially in 
the Ancoats district of Manchester. Brought up at 
Tyd-Mar in Aberdeenshire, he was the last male 
member of a family that had lived there for three 
centuries. Proceeding to the University of Aberdeen, 
he took the degrees of M.B. and G.M. in 1872 with 
highest honours and the M.D. in 1875. After graduating 
he acted as resident medical assistant at the Royal. 
Asylum, Aberdeen. He came to Manchester in 1876, 
and by energy and assiduous attention to his patients 
acquired a substantial practice. After a time he 
was appointed an honorary surgeon at Ancoats Hos¬ 
pital, a position which he held until ill-health com¬ 
pelled him to resign in 1916, when he elected to 
reside in Withington. A tall and striking personality, 
his figure was well known, and his many good 
and unobtrusive deeds were highly appreciated by the 
community in which he spent his active existence. 
In spite of the physical impairment of his health which 
led to his retirement, Dr. Tytler retained his bright and 
cheery disposition and remained mentally very active. 


FREDERICK J. BURMAN, M.R.C.S., L.R.O.P. Edin. 

The tragic death of Dr. F. J. Burman removes a very 
well-known figure from the South Yorkshire district. 
Whilst cycling to visit a patient on Friday afternoon 
he was accidentally knocked down by a motor¬ 
car and died from the effects a few hours later. 
Born at Wath-on-Dearne, he succeeded to the practice 
which his father and grandfather had held before him. 
He had seen his native place change from a quiet, 
picturesque country town to a busy industrial centre 
at the heart of the South Yorks coal-fields, and his 
interests had extended to everything which could 
promote its welfare. In addition to a large general 
practice, in partnership with Dr. T. Crowley, he was 
medical officer of health for the district, and had charge 
of the Fever Hospital. He was also an active member 
of the staff of the Mexborough Montague Hospital, 
where, indeed, he passed away after his accident. He 
was particularly interested in ambulance work and was 
known over a wide area as an authority on the subject. 
His help as a judge in prize competitions was largely 
sought, and he had arranged to occupy this position in 
the annual competitions amongst the South Yorkshire 
Colliery teams which were held the day after his 
untimely death. Kind-hearted, unselfish, and modest, 
he was a practitioner of the best type, and his loss will 
be deeply felt over a wide area. 


ALFRED ERNEST WILLIAM RAMSBOTTOM, 
F.R.C.S.I., M.D. Durh. 

The Hon. A. E. W. Ramsbottom, late Administrator 
of the Orange Free State, died in London, where he was 
doing special post-graduate work, on April 16th, as the 
result of heart failure after a severe operation. Bom 
at Grahamstown in 1860, he was educated first at 
Bloemfontein and then at Dublin where, after a 
brilliant career as a medical student, he qualified in 
1882, becoming F.R.C.S.I. in 1896. He obtained the 
M.D. Durh. in 1902. On returning to South Africa he 
practised first at Fauresmith and afterwards at Bloem¬ 
fontein. During the South African war Dr. Ramsbottom 
was appointed chief medical officer to the Free State 
Forces, and in 1907 accepted the Treasurer’s portfolio 
in the Cabinet of the Orange River Colony. On the 
formation of the Union he was appointed First Adminis¬ 
trator of the Orange Free State, a post which he held 
till 1915, whon he returned to private practice at 
Heilbron. For a time he presided over the South 
African Medical Association. 
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HOUSE OF COMMONS. 

Wednesday, April 13th. 

Public Health (Tuberculosis) Bill. 

On the motion for the second reading of the Public Health 
(Tuberculosis) Bill, 

Sir A. Mond (Minister of Health) explained that the 
measure was introduced to provide for commitments result¬ 
ing from the passing of the National Health Insurance Act, 
1920. Tbe effect of the Bill was to take away from the 
Insurance Committees the responsibility of providing insti¬ 
tutional treatment for tuberculosis in the case of insured 
persons as from April 30th, 1921, the date when the sana¬ 
torium benefit ceased. The Bill was therefore extremely 
urgent if the machinery by which people had enjoyed sana¬ 
torium benefit was not to come to a standstill. It was 
provided by the Bill that the county and county borough 
councils should take on the work of dealing with tuberculous 
persons, both insured and non-insured. Of the 145 county 
and county borough councils in England and Wales, 12*4 
had already made such arrangements, and the Bill 
imposed no fresh obligations on those councils. Of the 
remaining 21 councils, all but one had made some pro¬ 
vision for the treatment of tuberculosis, but in two or 
three cases the provision only extended to dispensaries, 
and in others the arrangements of the councils for treat¬ 
ment in sanatoriums or hospitals did not make full pro¬ 
vision for insured persons. The great bulk of the county 
and county borough councils had agreed with the Ministry 
of Health to make full arrangements, and so far as they 
were concerned the Bill was really an agreed Bill. He 
understood that the councils that had not yet fallen into 
line were practically ready to do so if they understood that 
the obligations were statutory ones; but in the event of any 
local authorities failing to carry out their duties under the 
Bill, power was given to the Minister to make the necessary 
arrangements and charge the authority with the cost. He 
wished to make it clear that he had no objection if it was 
thought desirable to insert an amendment in Committee 
making it quite certain that the arrangement that had been 
made by the Welsh National Memorial Association with the 
various county councils and local authorities in Wales 
would be safeguarded. 

Mr. Ormsby-Gore welcomed the Bill, which, although it 
was not much more than a skeleton, proceeded in his view 
on the right lines. Everything in a matter of this kind 
depended on the whole-hearted cooperation of the local 
authorities, without which all efforts to improve public 
health in this country were doomed to failure. The 
campaign against tuberculosis required strategy as well 
ns tactics, and a complete strategetic policy was the most 
urgent necessity at the present moment. One of the 
lacunas was this: tuberculosis was notifiable since 1912, 
but it was notifiable to the district medical officer, who 
passed on his information confidentially to the county 
medical officer. This seemed to be a mistake, and if they 
were going to follow through the life-history and the treat¬ 
ment of the disease they must get over that administrative 
difficulty. After-care needed far more attention than it 
received at present. Also they had to consider the children, 
the food, and general hygienic conditions of tbe country. 

Mr. R. Richardson welcomed the Bill on behalf of the 
Labour Party, but considered that matters should not be 
left so much to the local authorities in what was a national 
question, to be dealt with at the expense of the State. He 
recognised the difficulty of diagnosing the disease in its 
early stages, but he hoped the medical profession would 
make such an advance that that difficulty would be over¬ 
come. The greatest omission in the Bill was the question 
of after-treatment. Provision should be made for adequate 
nursing, pure food, pure milk, and everything that was 
necessary for the care of patients. It ought to be an 
instruction to every local authority that it should have an 
after-care committee. Every local authority ought to 
provide an open-air school for children suffering from the 
disease. 

Lr. Nathan Raw pointed out the loss to the country in 
man power and money from a preventable disease. If, he 
said, Clause 3 were made mandatory rather than permissive 
in respect to the cooption of members of Insurance Com¬ 
mittees, they would get the benefit of the services of those 
who were specially trained. A well-equipped sanatorium 
was tbe best method of treating the great mass of the 
people, but unless all the expense and trouble were to be 
wasted, local authorities should have the power to appoint 
an after-care committee, which should be a statutory one, to 
look after the patient and see that he was enabled to carry 
on in some degree the treatment he had received in the 


sanatorium. Something must be done to enable the worker 
who had been crippled with tuberculosis to earn a living. | 
and the isolation of advanced cases must be seriously taken : 
in band. j 

A National Dixease : Systematic Organisation Required. j 

Captain Elliot said that in Scotland tuberculosis was I 
killing about 800 people a week. It was estimated that in 
the United States of America in the year 1903 tuberculosis 
cost the country £66,000,000. That was only the direct cost; 
as to the indirect cost, it was utterly impossible to get any 
sort of estimate. They were all agreed that the disease 
was one which they must treat; it was a national 
disease and ought to be treated by some systematic 
scheme of organisation. The principle of dividing the 
country into areas and making one authority in each area 
responsible for dealing with the disease had proved effective 
in dealing with other forms of disease, and they had every 
reason to hope that it would be equally effective in dealing : 
with tuberculosis. They had the consolation of knowing 
that the work so far carried out had been effective. The 
number of deaths in 1914 was 50,000. In 1915 housing con 
ditions were not noticeably worse, food was better, and 
employment was good, while prices had not reached the 
terrifically high point to which they soared later. But the 
deaths in that year increased by 4000. In 1916 they remained 
at the same total of 54,000; in 1917 they reached 55,000, and 
in 1918, the influenza year, they went up to 58,000. In 1919 
they fell to 46,000, and in 1920 there was a further fall to 
42,000. A certain amount of that decrease was undoubtedly 
due to the remedial measures introduced by the then 
Minister of Health, but a large amount of it was due to good 
trade in the country, and he was sure that every medical 
man would join with*him in warning the House against the 
almost inevitable disturbance in our vital statistics which 
the present industrial crises would bring in their path. 
Housing was not noticeably better in 1920 than in 1918. 
Our vital statistics were very much better than those 
of any other country in Europe just now, and better almost 
than those of any other country in the world. He had been 
able to get some figures for other countries. In 1919 
our death-rate was 125*8, and in 1920 it was 112*8. In 
Prague, where the conditions were fairly comparable 
with those in this country, the death-rate was 386, as 
compared with our 112*8. In Warsaw it was 591; in 
Vienna, 490; and in Cracow, 616. These were the figures for 
the disturbed areas to bring home what we might fear if 
similar disturbed conditions began to prevail in this country. 
A very terrible state of things might easily arise, for we had 
no special immunity against disease in this country. He 
thought the scheme of the Ministry of Health was the best 
way of dealing with this matter. They had got child mortality 
down from 110 to 80 to-day. It was said that was simply to 
do with the care of mothers and had nothing to do with 
clinics. He had discussed the matter with a medical officer 
of health for a borough not far from London, where the 
death-rate of children attending the clinic was 40, whereas the 
- death-rate of children not attending the clinic was 77. This 
showed, at any rate, that the careful mother found the clinic 
an advantage', and the same general principles applied to 
tuberculosis would be of the greatest benefit in bringing 
down the death-rate from that disease. We had a splendid 
chance just now. Influenza had swept out a large number 
of people who would probably have become acute cases of 
tuberculosis. We had now a much better chance than we 
had ever had before of reducing the disease to practically 
negligible proportions in this country. Bailors, of all 
people, were most liable to phthisis owing to the small 
amount of air space they had in ships—about 45 feet, 
as compared with about 400 cubic feet for the tramp 
in the common lodging-house—and this would have to be 
treated as an international problem. With regard to the 
general treatment of after-care, the experience of the 
Ministry of Labour would be of the utmost value to them in 
the long run. They needed a sort of disabled man's roll. 
Borne sort of national scheme for a certain proportion of 
places in industries being reserved for the casualties of 
industry. He invited the cooperation of the Labour Party 
in some scheme of that sort. He also begged them not to 
adopt, as they had sometimes done in the past, a stand 
offish attitude towards the voluntary dispensary system, and 
particularly in London. He suggested that there Bhould be 
some sort of clearing-house system before men were 
definitely marked off for sanatorium treatment. Ful 
advantage of modern methods of diagnosis should be taken. 
The clearing-house system would enable the whole medical 
science to be concentrated on a particular case, and then it 
could be determined definitely, after some residence it 1 
hospital—perhaps three or six weeks—whether a person 
needed to start the treatment. It seemed incredible that tbe 
Royal Hospital for Diseases of the Chest, with 100 years of 
history behind it, was at this moment in danger of bein? 
pulled down, and had come to an arrangement by which 





THB LANCET,] 


PARLIAMENTARY INTELLIGENCE 


[APRIL *3,1921 885 


an e<gual number of beds would be erected in con¬ 
junction with a large general voluntary hospital. He 
would ask the London members if it was not possible 
for them to enter into some arrangement by which 
the organisation of this hospital could not be made 
available for clearing-house work under the new London 
County Council schemes which would be necessary, or 
which they had already set up with the approval of the 
Ministry of Health. The great Sanitary Acts of this country 
had brought down the death-rate to 13*5, far below the 
death-rate of other countries. Work done on the fabric of 
the State, the people, was work done on the foundation- 
stone of the building of Empire, and was in the long run far 
more important to the Empire than any amount of dags 
which might be hoisted, although they might appear a great 
deal more imposing at the time. 

Major Molson thought the importance of this Bill far 
outweighed any question of economy at the present time, 
but he would not like the enthusiasts to persuade them to 
go in for too great expense and then arouse opposition. As 
a medical man he wished to say that early treatment of 
tuberculosis was essentially the important thing. Plenty 
of accommodation was important, but there was no need for 
very elaborate buildings, where only a few patients could be 
taken in and where there would be a long waiting list. The 
medical profession felt rather bitter that the pledges given 
when the National Insurance Act was passed had not been 
fulfilled. He urged the Minister not to bring in many con¬ 
ditions or regulations, but to work with the local authorities 
and to get their free-hearted and hearty cooperation. 

Mr. Johnstone, speaking as a member of the local 
authority which had been treating tuberculosis, agreed 
with the general approval that had been given to the Bill, 
but regretted that it had been considered necessary to 
remove the sanatorium benefit from the Insurance Com¬ 
mittees. The one hopeful feature in the treatment of 
tuberculosis to-day was the work colony, the pioneers of 
which in this country were Dr. Marcus Paterson, of the 
Brompton Hospital, Frimley, and Dr. Varrier-Jones, of the 
Papwortb Tuberculosis Colony, Cambridge. 

Major Farquharson said, as he read the Bill, something 
like £40O,COO would be available. Sanatorium treatment at 
present was nothing more or less than an experiment. 
Almost everything about medicine was experimental. The 
spending of large sums on institutional treatment was not 
either wise or justified by the results of the past. It was 
only one of the whole gamut of methods of treatment—one 
little stage which often came in, unfortunately, when treat¬ 
ment of any kind was more or less useless. One fault he 
had to find with institutional treatment was that it produced 
a oeitain degree of what he might call passivity on the 
part of the patient himself. The After-Care Association 
encouraged that passivity when often all that was wanted 
was to rouse the patient to the knowledge that he was his 
own keeper, that his health was in his own care, that by 
simple attention to hygienic rules he could not only give 
himself a higher, better, and stronger life, but he could cease 
to be a burden on his fellow men. 

Mr. Myers welcomed the Bill, but expressed regret that it 
made no provision for preventive operations and no adequate 
provision for after-care treatment. He attributed the 
ineffectiveness of insurance committees to the appropriation 
by the medical profession of 6d. out of the 1*. 3d. that was 
available for all domiciliary treatment. 

8ir A. Mond, replying to the points raised in the debate, 
said where doctors disagreed it was difficult for laymen to 
be dogmatic. They had been told that sanatorium treat¬ 
ment was a failure and also that it was most valuable; to an 
unprejudiced mind both statements were true. It had not 
achieved everything that was expected, yet he did not think 
anyone woula say that it had not achieved beneficent 
results. 

The Bill was read a second time. 


Bevised Seale of Fees for Admiralty Surgeons . 

Captain Elliot asked the Secretary to the Admiralty 
whether he was now able to give an answer as to the 
revised scale of fees for Admiralty surgeons.—Mr. Amery 
replied: The revised scales of fees have now been promul¬ 
gated in a Fleet Order, with the exception of those for 
medical examinations, which are still under discussion. I 
am sending the honourable and gallant Member a copy of 
the Order in question. 


Hong-Kong Naval Hospital. 

Commander Bell airs asked the Secretary to the 
Admiralty what was the maximum number of patients 
that could be accommodated at the Hong-Eoug Royal Naval 
Hospital; what were the maximum and minimum numbers 
accommodated in 1920; and how many convalescents were 
Bent from there to the Yokohama Royal Naval Hospital in 
1920.—Mr. Amery replied: The maximum number of 
patients that can be accommodated in the Royal Naval 
Hospital, Hong-Kong, is 134. The maximum and minimum 


numbers accommodated in 1920 were 99 and 52 respectively. 
Eleven convalescents were sent from Hong-Kong Naval 
Hospital to Yokohama Naval Hospital in 1920. The latter 
was not reopened until June 16th, 1920, whioh is after the 
usual time of year for transferring convalescents thither 
from Hong-Kong. 

Encephalitis Lethargica. 

Mr. Gilbert asked the Minister of Health the number of 
cases of this disease which had been reported to his 
department in this country during the past 12 months; how 
many cases had proved fatal; and would he state what special 
steps his department had taken to deal with this epidemic.— 
Sir A. Mond replied: 1572 cases of encephalitis lethargica, 
to which disease my honourable friend no doubt refers, 
have been reported in England and Wales between April 1st, 
1920, and March 31st, 1921. The deaths from this disease 
during the same period, so far as is known at present, 
amount to 495. The disease was made compulsorily 
notifiable on Jan. 1st, 1919, and since then special reports 
have been received from medical officers of health in practi¬ 
cally all the cases which have been notified, while special 
inquiries have been made and advice has been given by 
medical officers of the Ministry in suitable cases. Simul¬ 
taneously the pathology of the disease is being studied in 
association with the Medical Research Council.—Mr. Sexton: 
May I ask if the Minister of Health’s department is itself 
quite free from this disease ? (Laughter.) 

Islington Medical Officer's Superannuation. 

Lieutenant-Colonel Fremantle asked the Minister of 
Health if he was aware that the Islington Borough Council 
proposed to superannuate their medical officer of health 
after 39 years’ efficient and energetic service (10 years under 
the Corporation of Sunderland and 29 years at Islington) at 
a rate which was not fixed on any definite scale, and was 
far below that usually granted to executive officers; and 
seeing that the Superannuation (Metropolis) Act, 1866, pro¬ 
vided for the payment of superannuation at the rate of one- 
sixtieth of salary for every year of service, that the Act is 
intended to apply without discrimination between the 
employees of local authorities, that the Islington Borough 
Council have adopted this Act in superannuating their 
roadmen, scavengers, and other labourers, and that the 
medical officer of health has requested the protection of the 
Minister of Health against the non-application of the scale 
in his case, would he say what steps he proposed to take in 
the matter.—Sir A. Mond replied : i am making inquires as 
to this case, and will inform my honourable and gallant 
friend of the result. 

Dental Legislation. 

Mr. Raffan asked the Minister of Health whether it was 
still the intention of the Government to introduce a 
measure, during the present session of Parliament, for the 
purpose of carrying out the recommendations of the depart¬ 
mental committee on the Dentists Act, 1878.—Sir A. Mond 
replied : I am afraid that owing to the congestion of the 
Government legislative programme, legislation on this 
subject will not be practicable during the present session.— 
Mr. Raffan : Is my right honourable friend aware that his 
predecessor promised that legislation should be introduced 
if there was any general agreement on the subject; and if 
we are able to assure the right honourable gentleman that 
there is a general agreement and that little time will be 
occupied, will he reconsider the matter?—Sir A. Mond: I 
had no intention to introduce a Bill this session, and of 
course the programme of legislation is very much upset 
already, ana I am also informed that there is very little 
chance of there being any agreement. Of course I shall be 
glad to look into the matter again, but I do not know how 
any Member or group of Members can assure me that there 
is going to be agreement, and I am sure the House does not 
want an autumn session.—Mr. Raffan : Will the right 
honourable gentleman be prepared to receive representations 
on the matter from Members of Parliament 7 —sir A. Mond : 
I shall be very pleased. 

Thursday, April 14th. 

Public Health {Tuberculosis) Expenses . 

The House went into Committee of Supply on the money- 
resolution of the Public Health (Tuberculosis) Bill, Sir E. 
Cornwall in the chair.—The resolution was agreed to. 

Ministry of Health Draft Order. 

On the motion “That the Ministry of Health (Factories 
and Workshops, Transfer of Powers) Draft Order, presented 
the 28th February, 1921, be approved,” Lieutenant-Colonel 
Fremantle said the Draft Order went to the root of the 
formation of the Ministry of Health. The formation of 
that Ministry was heralded with great words as regarded the 
prospects of the custody of the health of the nation, and to it 
were referred certain powers, while certain other powers were 
reserved that might be added afterwards. Thirdly, there was a 

to the national health. It was a°very serious *and sound 
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criticism of the Ministry of Health in its original constitu¬ 
tion and conception that the whole question of health in the 
factories, as administered by the Home Office, should have 
been excluded from the functions of the Ministry. However, 
they had some very small contribution in the right direction 
in this Order, which transferred to the Ministry of Health 
certain powers and duties of certain sections of the Factories 
and Workshops Act, 1901—namely, Section 61 (Employment 
of Women After Childbirth), Sections 97 to 100 (Provisions 
Relating to Bakehouses), Section 109 (Making of Wearing 
Apparel where there is Scarlet Fever or Small-pox), and 
Section 110 (Prohibition of Home Work where there is 
Infectious Disease). He hoped this might be the prelude 
to the natural transference to the Ministry of Health of the 
whole general conception and survey of health matters in 
factories and workshops.—The motion was agreed to. 

Public Health Officers (No. 2) Bill. 

This Bill was read a second time. 

Medical Equipment of the Auxiliary Division. 

Lieutenant-Colonel Walter Guinness asked the Chief 
Secretary to the Lord Lieutenant of Ireland if he could say 
whether the Auxiliary Division had the same quota of the 
Royal Army Medical Service attached to them as would be 
provided in the case of a corresponding number of troops 
employed in active military operations; and whether they 
had special ambulance cars allotted to them for the convey¬ 
ance of wounded men.—Mr. Henry (Attorney General for 
Ireland) replied: The Auxiliary Division is not provided 
with its own special medical transports. Ambulances and 
other necessaries of medical equipment are borrowed from 
the regular forces as and when required, and this arrange¬ 
ment has been found to answer satisfactorily.—Lieutenant- 
Colonel Guinness : Has the attention of the right honour¬ 
able gentleman been drawn to the terrible sufferings 
of many of the auxiliaries who have been wounded m 
the Longford Camp; will he make further inquiries 
and consult the Director of the Royal Army Medical 
Service in Ireland as to what steps have been taken 
to prevent a recurrence of these terrible occurrences to 
men suffering from grievous wounds who have been left 
lying in the open without proper attention ?—Mr. Henry : I 
will certainly bring this matter to the attention of the 
authorities.—Earl Winterton : In the case of the Longford 
Camp, there is a gross scandal in connexion with the 
wounded servants of the Crown who have been left lying 
about for 24 hours open to being mutilated by Sinn Feiners 
because no proper provision was made for them and because 
it was not the duty of the Army authorities to convey them 
to the hospital.—Mr. Henry : The matter is receiving the 
attention of the authorities. 

Medical Benefit Statistics. 

Sir Croydon Marks asked the Minister of Health the total 
number of persons receiving medical benefit; the amount 
paid to them the first week in March, 1921, and the corres¬ 
ponding week in 1920; and the total number of persons in 
sanatoriums or institutions for the treatment of tuberculosis 
for the first week in March, 1921, and the corresponding 
week in 1920.—Sir A. Mond replied : The number of persons 
in England and Wales entitled to medical benefit is approxi¬ 
mately 12,750,000. I regret that no figures are available of 
the number of insured persons actually receiving (a) medical 
treatment, and ( b ) cash benefits in particular weeks. The 
total number of insured persons in England and Wales who 
were receiving treatment for tuberculosis in sanatoriums or 
other institutions was 8922 on March 1st, 1921, and 8754 on 
March 1st, 1920. The actual number of non-insured persons 
receiving such treatment on those dates is not available, 
but the total number of beds available for non-insured and 
insured persons in approved institutions for the treatment 
of tuberculosis was 17,894 on March 1st, 1921, and 16,432 on 
March 1st, 1920. 

Pay of the R.A.M.C. Officers in India. 

Lieutenant-Colonel Walter Guinness asked the Secretary 
for India whether the increases of pay of certain specified 
services serving in India promised in Indian Army Order 
No. 868, of October, 1919, and sanctioned to date from 
July 1st, 1919, had in the case of the Royal Army 
Medical Corps, taken effect only from Jan. 1st, 1926, 
instead of from the earlier date as in the case of all other 
corps; and what was the reason for this distinction between 
officers who were serving under identical conditions.—Mr. 
Montagu replied: The pay of Royal Array Medical 
Corps officers in India was increased in March, 1920, with 
effect from July 1st, 1919. Consequent upon an increase of 
pay granted to Indian Medical Service officers, with effect 
from Jan. 1st, 1920, a further increase has recently been 
granted to Royal Army Medical Corps officers, with effect 
from the same date. 


Monday, April 18th. 

Summer Time and Children's Health. 

Mr. Robert Young asked the President of the Board of 
Education whether any consideration had been given to the 
effect on the health of young children as the result of the 
operation of the Daylight Saving Act; whether the earlier 
hours of attendance at school and the consequently pro¬ 
longed day reducing their hours of Bleep had had any 
injurious effect; ana, if so, what steps he proposed to take 
in the matter.—Mr. Fisher replied: I cannot add anything 
to the summary contained in Paragraphs 32 to 36 of the 
Report of the Summer Time Committee, 1917 TCd. 8487]. I 
will, however, ask the local education authorities to make 
arrangements for observing the effect of the Summer Time 
Act on the health of the school children in their areas this 
year. But, as the honourable Member is aware, the matter 
is primarily one of parental supervision. 


Itefckal Jjttfos. 


University of Cambridge.— Professor Frederick 
Gowland Hopkins, F.R.S., Fellow and Prelector in Bio¬ 
chemistry at Trinity College, has been elected to the newly 
established Sir William Dunn Professorship of Bio¬ 
chemistry. 

Royal College of Surgeons of England.— 
The Quarterly Council was held on April 14th, with 8ir 
Anthony Bowlby in the chair.—The President opened the 
envelope bearing the winning motto of the dissertation 
adjudged by the Jacksonian Prize Committee, and 
announced the winner of the prize to be Mr. Harold 
Burrows, F.R.C.S., of Southsea.—It was resolved that the 
subject for the prize for the year 1921 should be “ The Effects 
Produced by Radium upon Living Tissues, with Special 
Relation to its Use in the Treatment of Malignant Disease.” 
—A report was read from the Walker Prize Committee, 
dated Feb. 28th, 1921, and in pursuance of this report it was 
resolved that the Walker Prize for the period 1916-1920 be 
not awarded.—A report was read from the John Tomes 
Prize Committee, dated March 9th, 1921, and in pursuance 
of the recommendation contained in the report it was 
resolved that the prize for 1918-1920 be awarded to Dr. James 
Sim Wallaoe, L.D.S.—The President opened the envelope 
containing the motto of the esBay adjudged by the Cart¬ 
wright Prize Committee to be the winning essay, and 
announced that the winner of the medal and honorarium of 
£85 was Mr. W. Kelsey Fry, M.R.C.S., L.D.8.—It was 
resolved that the subject for the Cartwright Prize for 1921- 
1925 should be “ Variations in the Form of the Jaws, with 
Speoial Reference to their ^Etiology and their Relation to 
the Occlusion of the Dental Arches.”—A report, dated 
April 7th, was read from the Examiners in Anatomy under 
the Conjoint Board regarding the Begley studentship, and it 
was resolved that in pursuance of this report Mr. Kenneth 
Owen Parsons, of Guy’s Hospital, be appointed Begley 
student for the ensuing three years.—The Council, under 
8ection 5 of the Charter of the 15th Victoria, balloted 
for the election to the Fellowship of the following 
Members of 20 years* standing: Professor Charles Scott 
Sherrington, P.R.S., and Sir S. Squire Sprigge. — The 
Council elected Mr. Raymond Johnson as the Repre¬ 
sentative of the College on the Senate of the University of 
London for the period from May 10th next to the second 
Tuesday in May, 1925, in the vacancy by the retirement of 
Sir Charters J. Symonds.—The secretary reported that at 
the last four Final Examinations for the Fellowship 243 
candidates were admitted under the ordinary conditions, and 
that of these 156, or 64-2 per cent., failed, and that under the 
special war conditions 104 candidates were admitted, of 
whom 71, or 68 per cent., failed.—The President reported 
that he, Mr. H. J. Waring, Mr. R. Johnson, and Sir Cuthbert 
Wallace attended before the Voluntary Hospital Committee 
at the offices of the Ministry of Health on March 16th last 
and gave evidence on behalf of the College in support of the 
retention of the voluntary system as of great importance 
in the interests of the sick and of medical education. 

Royal College of Physicians of Edinburgh, 
Royal College of 8urgeons of Edinburgh, and Royal 
Faculty of Physicians and 8urgkons of Glasgow.— The 
following candidates have passed the Triple Qualification 
Examination:— 

Third Examination. 

Robert W. P. Hall, James 8 . Allan, James A. McE. 8. Evers, 
James M. McLintock, Henry G. F. Cnbitt, Ernest Levine, Patel 
8. H. Masters, Alexander W. Buchan, and John M. Cook barn. 

Pathology .—Helen J. Hamilton, John J. Mann, James M. Operable 
and George A. P. McConey. 
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Materia Mriica.— George F. Maher, Andrew A. D®*"- Percy 
A. M. Jaye wardene, Bruce F. Home, Annie F. Perry, and 
Robert P. Anderson. 

FinA ii Examination. 

Helen -Worthington. Daniel R Cilliers. Norman M. D. Fox. Don 
James H. Ferdinando, John Murray, ArdishirJahangirji Vakil, 
Arnold A. Hamilton, Alan B. Taylor, Reginald E. Hopton, 
James I. Coventry, Ronald G. Clouston, Peter F. Fairley, 
Samuel Denis de Vos, Bakhtawar Singh Jam, Francis Xavier 
H Hayes. John J. L. McDonald, Frederic L. A. Gace, 
Gilbert H. Thomas, and Krishna Abaji Deodhar. ^ _ _ 

IfttUctrkJ.-Abdus Shakur, James L. Lloyd-Jo nts, Vincent H. L. 
Anthonies, William B. Stott, William Campbell, Ram Nath 

Nanda, and Aflatum Yacub Khan. _ .. , 

Surgery.— James S. A. Rogers, Otho P. For, William B. Stott, and 

Mtewifery— Abdus Shakur, James L. Lloyd-Jones, John R. 
Williams, Otho P. Fox, James Pedris, Elliot P. Dewar, and 
Afla tum Yacub Khan. _ __ ,, 

Medical Juritprudemce—Enid A. WflHams, Thomas T. Hoskins, 
George H. Dobbin, Mohamed Shafie Hassen, Philip G. Bain- 
bridge, Duncan R. Nicol, James L. Lloyd-Jones, and Rachel 
Caplan. 

London School of Tropical Medicine.— Sir 
Leonard Rogers, C.I.E., F.R.8., has been appointed extra 
physician for clinical research, a position which has been 
specially created for him; he will lecture upon subjects, 
such as leprosy, to which he has paid special attention.— 
Lieutenant-Colonel W. W.Clemesha, C.I.E. (I.M.S. retired), 
has been appointed lecturer on hygiene in the tropics in 
succession to Professor W. J. Simpson, who has recently 
retired. Colonel Clemesha is well known for his work upon 
the water-supplies of India. He has held the post of 
Sanitary Commissioner to the Government of India, and 
latterly acted as Director of Medical Services, East African 
Force. He is therefore well qualified to speak authoritatively 
ojpon the most recent developments of sanitary science in 

The^llowing candidates passed the examination held at 
the termination of the sixty-fifth session (January-April 
1921):_ 

*C T Maitland (Duncan medal), *H. E. S. Richards, *A. Crawford, 
*MiB8 M. M. Ross, *R. G. Simpson, *J. O. Beven, W. M. 
Howells. J. M. Wallace. J. Segal, O. M. Banhawy, D. N. Gore, P. 
P arthasar athy, M. Morrison, L. M. Sen, B. K. Ray, J. C. Rowan, 
H. Smith, Miss A. Shaw, D. S. Scott, R. A. W. Procter, Miss 
A M. Mackay, J. C. Coetzee, K. A. Gandhi, C. L. Sabm, N. S. 
Kotw&ll. F. X. Costello, K. C. Cheng, S. Miller, P. N. Button, 
m. Jervis, A. R. McLean, Miss L. J. Murphy, A. R. 
Jennings, and Miss M. J. Ahern. 

# With distinction. 

Royal Medical Benevolent Fund.— The annual 
meeting was held at 11, Chandos-street, London, W., on 
April 5th, with Sir Thomas Barlow, the President, in the chair. 
The annual report was received and adopted. It was stated 
that the average amount of the grants at present distributed 
is quite inadequate and should be considerably increased. 

a _DnnJ nTAm m-ffosl fn malrA fho wan fa nf t.hfl 


18 quite lllaUo^Uttw nuu uuwum w wuoiuuiuu.j 
A ll friends of the Fund were urged to make the wants of the 
Funds more widely known to their medical brethren, and to 
obtain new subscribers. The total amount received in 
donations and subscriptions was £5395 4s. 7d., compared 
with £2865 3s. lOd. in the preceding year, an increase of 
ftjjn Os. 9 d. The total distributed in grants during the year, 
including Christmas gifts made to the more urgent cases, 
was £283613s. Id., of which £246 9s. was provided from the 
Dinner Fund account. In the annuity department the 
amount this year available was £4021 Is. lOd. against 
£3897 9s. 5 d. the previous year, an increase of £123 12s. 5d. 
The annuitants, who must be over 60 years of age, amount 
in number to 178, and in December last it was agreed to 
increase the amount of 38 of the pensions from £20 to £26. 
Grants to the amount of £5926 17s. 6 d. have been made in 
connexion with the War Emergency Fund, and invaluable 
assistance has been rendered to a large number of medical 
men who bad held commissions and found themselves on 
their return to practice unable to carry on without such 
help The committee have already agreed to bear the cost 
of the education of 25 boys and girls at public schools, and 
they would welcome applications for such purpose on behalf 
of any who are eligible for help from the Fund. At present 
three boys are being educated at Epsom College, and the 
names of three more have already been entered, while the 
fees of 19 other children are being paid at various schools. 
The total amount received for the Fund amounts to £34,818 
and the amount expended to £18,920. The following officers 
were re-elected for the ensuing year: Sir Thomas Barlow, 
President; Sir Charters Symonds, treasurer; and Dr. 
Newton Pitt, bon. secretary. 

At the meeting of the committee held on April 12th 
29 cases were considered, and £397 voted to 26 applicants. 
The following is a summary of some of the cases relieved 

Widow aged 67. of M.D. Dub. who practised in London and 
difld in 1018 Applicant was left entirely without means. She has 
five irrown-ap children, but none of them are able to help her. 
ffinMthe death of her husband she has paid rent, 15a. per week, by 
selling her furniture. Two sisters, now dead, used to clothe and 


help to support her. Voted £12 in 12 instalments.—Widow, aged 87, 
of L.F.P.B. Glasg. who practised in Holloway, and died in February, 
1921. Applicant’s husband was granted £30 in six instalments from 
the Fund. Applicant is now left with only the Old.Age Pension, 
and her rent is 7«. per week. Voted £26 m 12 instalments.— 
Widow, aged 61. of M.R.C.S. Eng. who practised in Manchester, 
and died in 1915. Applicant asks help from the Fund owing to 
the recent loss of her eldest daughter through consumption, who 
was her chief support. Her only income is derived from lettmg 
rooms. Son only receives 9s. per week as an engineer s apprentice 
and has still another 18 months to serve. The second daughter is 
not working at the present time. Voted £ 10 .—paught e r ag e d 47, of 
M.R.C S. Eng. who practised at Woodford and died in 1913. Appli¬ 
cant and sister live together ; both of them are delicate and 
unable to work. The mother, aged 80, was an annuitant of 
the Fund. Since the father’s death friends have collected 
sums of money to keep mother and sisters. This case was 
strongly reccommended. Voted £10 in two 
Daughter, aged 54, of M.R.C.S. Eng. who practised at Eedcarand 
died in 1873. Applicant is a trained nurse, but owing to ill-health 
and an operation in November last is now incapacitated. She Is now 
dependent upon her sister, who has to earn her living as a dress¬ 
maker. Applicant is entirely without means. Voted £18 in two 
instalments.—M.R.C.S. Eng., aged 54, single, who practised in 
Liverpool and West Africa. His health was entirely^underamed 
through living abroad, and he is quite unable to follow his 
profession. A brother-in-law allows him £24 per S? nra 

earns about 12s. per week as a temporary postman. W* 

a portion of the rent, which is £7 16s. Relieved eight times, 
£70. Last time £10 in March. 1920. Voted £10 in two instalments.— 
Daughter, aged 59, of M.R.C.S. Eng. who practised at Newport 
(Mon.) and died in 1892. Applicant worked for 19 years as a church 
worker in Wales, but owing to partial blindness andinternalteouble 
has had to give it up. The Royal United Kingdom Beneficent 
Association allows her £25 per annum. She also receives a litUe 
help from the Guild and & grant from the Fund for the last ten 
years Relieved ten times, £135; last time £18 in April, 1920. 
Voted £18 in 12 instalments. 

Subscriptions may be sent to the honorary treasurer, 
Sir Charters J. Symonds, K.B.E., at 11, Chandos-street, 
Cavendish-square, London, W. 1. 

DONATIONS AND Bbqdests.—B y will the late 
Miss Mary Wainwright, of Croxteth-road, Liverpool, 
bequeathed* £1200 to the Northern Hospital, Liverpool, in 
memory of her father, one of the founders. 

The annual dinner of the IndUn Medical Serrice 
will be held at the Trocadero on Wednesday June 15th, 
Major-General Sir R. Havetock Charles, G.C^V.O., in the 
chair. Tickets and all particulars ,*5*? 

the joint hon. secretary, Colonel J. J. Pratt, I.M.S.(ret.), 
63, Addison-road, Kensington, W. 14. 

Chadwick Public Lectures.— Three lectures on 
Fevers in England: their Prevention and Control, with 
Special Reference to the Effects of Public Health Acts (1848- 
1^) will be given by Dr. William Hunter in the lecture- 
room ot the Medical Society of London, 11, Chandos-street, 
onThursdays,May5th, 12th,and 19th,at5.15 P.M. Admission 
is free. 

Central London Throat, Nose, and Hos¬ 
pital.— At the opening of the summer session of the Central 
London Throat and Ear Hospital, Gray 8 Inn-road, on 
Wednesday, May 4th, at 4 p.m., Mr. Arthur Cheatle will give 
a lantern demonstration on “ The Cellular Development in 
the Temporal Bone.” 


Tuberculosis Society 

Trvt and _A clinical meeting of the society will be. held at 

the Marg'aret-street Hospital, Margaret-street Oi fo rd ; Btreat . 

be^ho^»n°by^S\ < Lf '8.^? r Barrell'and^Mr. P^Frankfin, and 
Mr. Franklin will read a paper on Tuberculous Laryngitis, 
with demonstration of cases. 

Federation of Medical and Allied Societies.-- 
The Medical Council of this Federation atthe ir 
meeting propose to consider again pressing fo . r 
inquiry 8 into the conditions under which medical benefit is 
provided for insured persons. They will do this with 
snecial regard to supplementing the resources of the panel 
practitioner by providing hospital and la ^^ fc ry fftC1 * lties 
that would enable him to give efficient treatment. 

Heritage Craft Schools, Chailey.-~A festival 
dinner in support of these schools was held at the oayoy 
Hotel on AprULSth, Dame Margaret Lloyd George presiding. 
The medical guests included 8ir Robert Jones, “ r - 
Hurry Fenwick, Dr. S. Russell Wells, Sir 

inkle Dr C. W. Kimmins, and Dr. William 
Brown. It was stated that most of the children in the 
schools were suffering from surgical tuberculosis. Sir 
Jesse and Lady Boot had presented an operating theatre, 
now under construction, and further "jW^^tribn- 

Schools, Chailey, Sussex. 
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New Commissioner of Prisons—D r. Sidney 
Reginald Dyer, Medical Inspector of Prisons, Home Office, 
has been appointed Commissioner of Prisons (England and 
Wales). Dr. Dyer was formerly medical officer of H.M. 
Prisons, Stafford, Wandsworth, and Brixton, and was called 
to the Bar at the Middle Temple in 1896. 

Literary Intelligence. — Nippon-no-Ikai-Sha, 
publishers, of Tokyo, announce the appearance this month 
of a new medical monthly in English, entitled the Nvpjwn- 
no-Ikai , or the Japan Medical World. It will contain original 
articles, notes on current Japanese medical literature, 
archives of medical societies, and medical news. The 
annual subscription is $600; single copies, 90.50, post 
free. Dr. S. Tsuchiya will direct the publication. 

On the resignation of Dr. Edward Walford from 
the appointments of medical officer of health for the city and 
port of Cardiff and school medical officer, he has been 
granted a pension or retiring allowance of £500 per annum 
under the superannuation clauses of the Cardiff Corporation 
Act, 1920. Dr. Walford had held these posts since January, 
1888, his predecessor, Dr. H. J. Paine, having held office 
from 1847 until 1888. Thus Cardiff has had but two medical 
officers of health for the city in three-quarters of a century. 



Bueeessfid mppHoamtsfor vacancies, Secretaries of Public Institutions, 
and others possessing information suitable for this column, ar* 
invited to forward to Thb Lancet office, directed to the Bub- 
Editor, not later than 9 o'clock on the Thursday morning of each 
week, such information for gratuitous publication. 

Adlan, J., M.D., B.Ch. Edin., D.P.H., has been appointed Oculist 
to the Royal West of England Institution for the Deaf and 
Dumb. 

Punch. A. L., M.B. Lond.. M.R.C.P., Physician (in charge of out¬ 
patients), Great Northern Central Hospital, Holloway. 

Richardson. S. R., M.D. Dub., Assistant Medical Officer of Health 
for Ealing. 

Rutherford, Maboaret E., Assistant Medical Officer of Health 
to the Southend Corporation. 

WaLiBBB, F. M. R., M.D. Lond., F.R.C.P. Lond., Assistant Physician 
to Out-patients to the National Hospital for the Paralysed and 
Epileptic, Queen-square, W.C. 

Watt, J„ L.R.G.P. dc S. Edin. L.F.P.S. Glasg., Certifying Surgeon 
under the Factory and Workshop Acts for Portree. 


tfantnties. 


Par further information refer to the advertisement columns. 
Aberdeen Dispensary and Vaccine Institution.— Hon. M.O. 
Bethlem.— Two Res. H.P.’s. £25 per Quarter. 

Birmingham General Hospital.— Three H.S.'s. £100. Also H.S. to 

Special Departments. £125. 

Bootle Borough Hospital.— Third H.S. £120. 

Bramshott, Hants, King George's Sanatorium for Sailors.— Med. 
Bupt. £600. 

Bridgwater Hospital.—H.S. £165. 

Brighton, Royal Sussex County Hospital.—HP. £160. 

Buxton. Derbyshire, Devonshire Hospital.—HP. £250. 

Cambridge, Addenbrooke’s Hospital.— H.S. £130. 

Canning Town Women's Settlement Hospital , Balaam-street, 
Blais tow, E.— Female Hon. Asst. P. and Hon. Asst. S. 

Charing Cross Hospital, Agar-street, W.C.—V. in Charge Depart¬ 
ment of Radiology and Electro-therapeutics. 

Chester Royal Infirmary.— Hon. S. Hon. Asst. P. Also Asst. H.S. 
£175. 

Colchester, Essex County Hospital.—H.S. £200. 

Essex County Council.- Asst. County M.O. £600. 

Evelina Hospital for Children, Southwark , S.E.— Hon. Dent. S. 
Also H.P. and H.S. £160. 

Falkirk and District Infirmary.—Rea. M.O. £200. 

Gloucester County Asylum.— Locum Tenons, 7 gs. weekly. 
Holloway Sanatorium, Virginia Water, Surrey.— Jun. Asst. M.O. 
£400. 

Hong-Kong, Port Health Officer.—Sec. Health O. £600. 

Hospital for -tick Children, Great Ormond-street, W.C.— H.S.’s. £50. 
Hove, Carr-BurUm Memorial Hospital, Sackville-road — Res M O 
£250. 

Huddersfield Royal Infirmary.—' Two Jun. H.S.’s. £200. 

Isle of Wight County Hospital, Ryde,— Hon. Path. 

Johannesburg, University College. — Sen. Lecturer in Physiology. 
£516. 

Kent Education Committee.— Femalo Sch. Med. Inspector. £600. 
Liverpool Maternity Hospital and Ladies Charily. — Two Hon. 
Asst. S.'s. 

London Temperance Hospital, Hampslead-road, N. TF.—Hon. Asst. P. 
Mahch ‘Ster County Asylum, Prestwick.— Asst. M.O. £572 18s. 
Maiuhcster, Crosslcy Sanatorium, Dclamcre Foreit, Cheshire.— 
Asst. M.O. £350. 

Manchester, Withington Institution and Hospital, Ncll-lanc. West 
Didsbury.— Asst. M.O. £350. 

Metropolitan Hospital, King stand-road, E.— Cas. O. and Res 
Amcsth. £120 


Middlesbrough. North Riding Infirmary.— Jun. H.S. and Ben. H.S. 
£150 and £200 respectively. 

Miller General Hospital for South-East London , Qreenwich-road. 

S.B.— M.O. for X Ray Dept. £75. Res. Cas. O. and H.P. £150. 
National Hospital for the Paralysed and Epileptic, Queen-square. 

W.C.— M.O. in charge of Electro-Therapeutic Dept. £100. 
Newark Hospital awl Dispensary . - Res. H.S. 

Newport, Mon., Royal Gwent Hospital. —H.S. £200. 

Oldham Royal Infirmary.— Three H.S *s. £250 and £200 

respectively. 

Oxford City. —Asst. M.O.H. and Sch. M.O. £500. 

Oxford, Warneford Hospital for Mental Diseases.— Asst. M.O. 
£375. 

Preston and County of Lancaster Royal Infirmary. —H.S. £180. 
Preston, Lancs, County Asylum, Whittingham. —Asst. M.O. £57218*. 
Prison Medical Service.— M.O.’s. £300. 

Queen Mary's Hospital for the East End, Stratford, E.—H,V. 
and H.S. 

Queen's Hospital for Children, Hackney-road, Bethnal Green, E. - 
Two Cas. H.S.’s. £100. Also Asst. P. 

Rhondda Urban District Council.— Asst. M.O.H. and School M.O. 
£600. 

Rotherham Hospital.—Ben. H.S. £250. Also Jun. H.S. £150. 
Royal Ear Hospital.— Anaisth. and H.S. 

Royal Eye Hospital, St. Georoe's Circus , S.E.— Jun. H.S. £70. 

St. Helena Borough.— M.O.H. £900. 

Salford Royal Hospital.— H.S.'s £150. Cas. H.S. £150. 
Sheffield, Jessop Hospital for Women. —Registrar. £250. 

Sheffield Royal Infirmary.—U.S.'s, H.P.’s, Aural H.8., Asst. M.O.. 
and Asst. Cas. O. £150 each. 

Shoreditch Hospital, 201, Hoxton-street,— Third Res. Asst.M.O. £325. 
South London Hospital for Women. South Side, Clapham Common. 

S.W.— Female Asst. S. Also Clin. Assts. 

Staffordshire General Infirmary , Stafford.— H.P. £200. 

Swansea Hospital.— Locum H.S. £200. 

Vent nor, Isle of Wight, Royal National Hospital for Consumption. - 
Asst. Res. M.O. £300. 

West Bromwich and District Hospital.— Rob. Asst. H.S. £200. 

York County Hospital.— H.S. £200. 

Thb Chief Inspector of Factories, Home Office, S.W., gives notice 
of a vacancy for a Certifying Surgeon under the Factory 
and Workshop Acts at Lyneham. 


Carriages, anfr geat|s. 

BIRTHS. 

Wibgman .—On April 16th, at Victoria-grove, W„ the wife of C. 
Wynn Wirgman, M.D., F.R.C.8., of a son. 


MARRIAGES. 

Cairn—Barbies.— On the 13th April, at Paddington, Myles Denton 
Cairn, M.D., B.Sc. Lond., of Hove, Sussex, to Mavis, younger 
daughter of Mr. J. Sarkies, lato I.C.S., and Mrs. Sarkies. 

Graham—Bonner.— On April 6th, at All Saints’ Parish Church, 
Battersea Park, Norman Bell Graham, M.C., M.B., D.P.M., of 
Belfast, to Fannie Joan, third daughter of the late G. T. Bonner. 
Esq., and Mrs. Bonner, of Derby. 

Henderson— Au ie.— On April9th,at Voe, Shetland, John Robertson 
Henderson, C.I.E., M.B..C.M., to Eliza Beatrice, daughter of the 
late Mr. W. J. Adie, of Voe, and Mrs. Adie, Voe House. 


DEATHS. 

Barnes.— On April 12th, at Portland-square, Carlisle, Henry Barnes, 
O.B.E., M.D., LL.D., aged 78 years. 

Blbnkarne. — On April 10th, William L’Heureux Blenkaroo. 

M. R.C.S., L.S.A., of Ladbroke Lodge, Windsor-road, Worthing, 
aged 74 years. 

Meek.— On April 17th, at Cynlas, King's-road, Colwyn Bay, William 
Ombler Meek, M.B., C.M. Edin., in his 78th year. 

Thelwall. —On April 17th, at Presteigne. Radnorshire, Llewellyn 
Thelwall, L.R.C.S., L.R.C.P., aged 66 years. 

Wright.— On April 2nd, suddenly, Joseph Farrall Wright, M.R.C.H.. 
L.R.C.P., of 46, Derby-street, Bolton. 

N. B.—A fee of 7s. 6d. is charged for the insertion of Notices a f 

Births. Marriages, and Deaths. 


Inland 


Abroad 


THB LANCET: SUBSCRIPTION RATES. 

One Year .£2 2 

Six Months .1 1 

Three Months.. 0 10 

One Year .£2 10 

Six Months .1 5 

x Three Mouths.0 12 _ 

Subscriptions may commence at any time, an 1 are pay*®*® 
madvance. Cheques and P.O.’s (crossed “London County 
Westminster and Parr’s Bank, Coveus OarJeu Bra non / 
should be made payable to the Manager, Mr. Charles Good, 
The Lancet Offices. 423, Strand. Loudon, W.C. 2. 

ADVERTISEMENT RATES. 

Books and Publications .’ 

Official and General Announcements 
Trade and Miscellaneous Advertise¬ 
ments ... ... .. .j 

_ _ Every additional line. It. 6<i. _ 

Quarter Page, £3. Half a Page, £6. Kutire P*8«. & 2, 
Special Terms for Position Pages. 


Four Lines and 
under. 










Tn Lancet,] 


MEDICAL DIARY. 


[April 23,1921 889 


SOCIETIES. 

BOTAL MOIETY OF MEDICINE. 1, Wlmpole-gtreet, W. 

Monday, April 25th. 

SPECIAL GENERAL MEETING OF FELLOWS: at 5 p.m. 

MEETINGS OF SECTIONS . 

Monday, April 25th. 

SECTION OF ODONTOLOGY: at 8 p.m. 

Pager: Mr. G. G. Campion and Mr. John Millard: Some Notes 
on the Growth of the Face. 

Tneaday. April 26th. 

SECTION OF MEDICINE. u m 

Clinical Meeting at St. Bartholomew's Hospital. Tea at 4 p.m. 
Cases : The following will be shown by— 

Dr. George Graham: Treatment of Diabetes. 

Dr. A. E. Gow : Intravenous Protein Therapy. 

Dr. Drysdale: Splenectomy in Acholuric Jaundice. 

Dr. F. R. Fraser: Digitalis Treatment by the Rapid Method. 

Other cases will be shown by Members of the Hospital Staff. 

Thursday, April 28th. 

SECTION OF UROLOGY. 

At 3.30 p.m., at St. Bartholomew’s Hospital: 

Operations will be performed by Mr. W. Girling Ball. 

At 8JO p.m., at 1, Wimpole-street, W.: 

MrJB. Thompson: The Treatment of Epispadias and of Extro¬ 
version of the Bladder, with Some Remarks relating to 
their Origin and Anatomy. 

Specimens will be shown by 8.15 p.m. 

ROYAL SOCIETY OF ARTS. John-street, Adelphi, W.C. , 
Monday, April 25th.—8 p.m.. Cantor Lecture (III.):—Dr. S. J. 
Lewis: Recent Applications of the Spectroscope and the 
Spectrophotometer to Science and Industry. 

TUBERCULOSIS SOCIETY OF GREAT BRITAIN AND IRELAND, 
at Marg&ret-street Hospital, Margaret-Btreet, Oxford-street, W. 
Monday, April 25th.—7.15 p.m.. Clinical Meeting. Cases will be 
shown by Dr. L. Burrell and Mr. P. Franklin. Paper:—Mr. 
Franklin: Tuberculosis Laryngitis, with Demonstration of 

ILLUMINATING ENGINEERING SOCIETY, at the Royal Society 
of Arts, John-street, Adelphi, W.C. . ..... . 

Tuesday, April 26th.— 8 p.m.. Discussion on Ship-lighting, in 
Relation to Comfort, Safety, and Efficiency, to be opened by 
Mr. W. J. Jones. _ 

LECTURES. ADDRESSES. DEMONSTRATIONS, Ac. 

ROYAL COLLEGE OF SURGEONS OF ENGLAND. Lincoln’s Inn 
Fields, W.C. 

Museum Demonstrations in the Theatre of the College for 
Advanced Students and Medical Practitioners :— 

Monday, April 25th.—5 p.m.. Prof. Shattock: Osteoma. 

Friday.— 5 p.m.. Prof. Keith: Peritoneal Adhesions and Intestinal 
Stasis. 

WEST LONDON POST-GRADUATE COLLEGE, West London 

Hospital, Wam m m- amith , W. 

Monday, April 25th.—2 p.m.. Dr. 8. Pinchin: Medioal Out¬ 
patients. Dr. Simeon: Diseases of Women. Dr. Morton: 
X Ray Department. 2.30 p.m., Mr. Baldwin: Visit to Surgical 
Wards. 

Tursday.— 10 a.m., Dr. McDongal: Electrical Department. 
2 p.m., Mr. Banks Davis: Diseases of the Throat, Nose, and 
Ear. Mr. T. Gray: Surgical Out-patients. 2.30 P.M., Mr. 
Addison ; Visit to Surgical Wards. 

Wednesday.— 10 a.m., Mr. MacDonald: Genito-Urinary Depart¬ 
ment. 2 p.m.. Mr. D. Armour: Visit to Surgical Wards. Mr. 
Bincl&iY: Surgical Out-patients. Mr.Gibb: Eye Department. 
Thursday. —2 p.m., Mr. Baldwin: Orthopaedic Department. 
Mr. B. Harman: Eye Department. Mr. D. Armour: Opera¬ 
tions. 2.30 p.m.. Dr. A. Saunders: Visit to Medical Wards. 
Friday.— 10 a.m., Mr. D. Buxton: Dental Department. 2 p.m 
Dr. Bumford: Medical Out-patients. Dr. Pernet: Skin 
Department. 2.30 p.m.. Dr. Pritchard: Visit to Surgical 
Wards. 

Saturday. —10 a.m., Dr. A. Saunders: Medical Diseases of 
Children. 2 p.m.. Dr. Owen: Medical Out-patients. 

Daily:—10 a.m. Ward Visits. 2 P.M., In-patient, Out-patient 
Clinics and Operations. 

M0RTH-EA8T LONDON POST-GRADUATB COLLEGE, Prince 
of Wales's General Hospital, Tottenham, N. 

Special Intensive Course. , , 

Daily:—10.30 a.m. and 11.45 a.m., Demonstration on Clinical and 
Laboratory Methods. 2 p.m. and 3 p.m.. Groups of Illustra¬ 
tive Cases. 4.30 p.m., Clinical Lectures (free to medical 
practitioners). Lecture I.:—Monday, April 25th, Sir William 
Hale-White: Pleurisy. Full Syllabus printed in Bulletin 
of Fellowship of Medicine. 

LONDON LOCK HOSPITAL, Harrow-road, W. 

Special Course of Instruction in Venereal Disease. 

Monday, April 25th.—2.30 p.m.. Mr. Thomson: Mode of 
Preparing Detoxicated Vaccines for the Treatment of 
Gonorrhoea.—5 p.m., Mr. Gibbs: Complications in the 
Treatment of Syphilis. 

Tuwday.— 2.30 p.m., Mr. McDonagh: Symptoms and Treatment 
of Metallic Intoxication. 5 p.m., Mr. Juler: Syphilitic 
Diseases of the Fundus, Orbit, and Ocular Muscles. 
Wednesday.— 4.30 p.m., Mr. Joly: Treatment of Chronic 
Gonorrhoea in the Male. 

Friday.— 2.30 p.m., the Pathologist: Practical Demonstration of 
Tests Used in Syphilis. 4 p.m., Mr. Abraham: Late Sequelae 
of Gonorrhoea in the Female. 


8T. JOHN’S HOSPITAL FOR DISEASES OF THE SKIN, 
49, Leicestor-square, W.O. _ _ _ _ 

Thursday, April 28th.—6 p.m.. Chesterfield Lecture:—Dr. W. K. 
Sibley: Lupus Vulgaris and Erythematosus. 

INSTITUTE OF PATHOLOGY AND RESEARCH, 8t. Mary's 
Hospital, in the Lecture-room of the Bacteriological Department. 
A Course of Lectures on Pathological Research in its Relation to 
Medicine, open to all Members of the Profession and Students. 
Thursday, April 28th.-4.30 p.m.. Introductory Lecture:—Sir 
Almroth E. Wright: Acidosis and Acidmmia, with special 
reference to Scurvy and Shock. 

ROYAL INSTITUTION OF GREAT BRITAIN, Albemarle-street, 
Piccadilly, W. 

Tuesday, April 26th.—3 p.m., Lecture II.'-—Prof. A. Keith: 
Darwin’s Theory of Man's Origin (in the Light of Present 
Day Evidence). 

MANCHESTER ROYAL INFIRMARY POST-GRADUATE CLINIC. 
Tuesday, April 26th.—4.30 p.m.. Lecture:—Mr. J. G. Clegg: 
Iritis and Cyclitis. 

MANCHESTER FRENCH HOSPITAL POST-GRADUATB LEC¬ 
TURES. 24, Acomb-street, Whitworth Park. 

Special Course of Lectures in Gynaecology. 

Wednesday, April 27th.— 11 a.m.. Demonstration Operation. 
Thursday.— 4.30 p.m.. Lecture III.:—Dr. A. O. M agi a n : Uterine 
Infections. __ 

Communications, Letters, &c., to the Editor have 
been received from— 

A.— Dr. R. E. Apperly, Lond.; Dr. i L.— Mr. D. M. Lindsay, Glasgow j 


F. M. Allen, Morriston, New 
Jersey; Mr. A. Altivant, Lond.; 
Air Ministry, Dept, of Civil 
Aviation, Lond.; Messrs. Allen 
and Hanburys, Lond.; Messrs. 
George Allen and Unwin, 

B,^3Sr. W. V. Ball, Lond.; Prof. 
A. E. Boycott, Radlett; Mr. 
J. Barker, Rotherham; Mr. 
T. G. D. Bonar, Lond.; Mr. L. L. 
Burton. Dargaville, New Zea¬ 
land; Brooklyn Cardiological 
Society, Sec. of; Dr. C. W. 
Barr. Philadelphia; Miss R. M. 
Barclay, Edinburgh; Mr. L. E. 
Barrington-Ward, Lond.; Dr. 
R. St. J. Brooks, Lond.; 
Brighton and Sussex Medico- 
Chirurgical Society, Sub-Libra¬ 
rian of; Mrs. C- Brereton, 
Lond. 

0.—Chelsea Hospital for Women. 
Lond.; Dr. W. Cramer, Lond.; 
Dr. R. Coope, Liverpool; Dr. 
H. P. Cholmeley, Forest Row; 
Central London Throat, Nose, 
and Ear Hospital, Sec. of; 
Child Study Society, Lond.; 
Dr. M. Coplans, Lond.; Dr. 
M. Cowhy, Dublin; Central 
Mid wives Board, Lond.; Sir F. 
Colyer, Lond.; Prof. E. L. Collis, 
Cardiff; Chicago School of 
Sanitary Instruction; Civic 
Education League, Lond. 

D.— Dr. S. R. Dyer, Lond.; The 
Braver and Drapery Times , 
Lond., Editor of; Dr. I. J. 
Davies, Cardiff; Dr. M. David¬ 
son, Lond. 

B.—Dr. G. Evans, Lond.; Mr. 

D. L. Eadie, Edinburgh. 

F.—Dr. W. E. Falconar, Lond.; 
Dr. T. Fisher, Norwich; Dr. S. 
Flexner, New York; Prof. 
J. E. S. Frazer, Lond. 

O.—Mr. H. Gardiner, Lond.; Dr. 
W. O. Greenwood, Harrogate; 
Dr. C. Gouldesbrough, Lond.; 
Great Northern Central Hos¬ 
pital, Lond.; Lt.-Col. E. Goodall, 
Whitchurch; Dr. G. Graham, 
Lond. „ _ 

H—Prof. H. Head, Lond.; Sir P. 
Hehir, I.M.S. (retd.). Westward 
Ho! Dr. J. A. Hadfleld, Lond.; 
Harveian Society of London, 
Sec. of; Prof. L. Hill, Loughton; 
Sir W. Hale-White, Lond.; Dr. 
J. Haddon, Denholm; Dr. A.F. 
Hess, New York; Dr. R. C. 
Holt, Didsbury; Prof. W. G. 
Howarth, Lond.; Hospital for 
Sick Children, Lond., Sec. of. 

I. —Institute of Hygiene, Lond., 

Sec. of; Illuminating Engineer¬ 
ing Society, Lond.; Institute of 
Physics, Lond. _ , 

J. —Dr. H. Jones, Hereford; 
Japan Medical World , Tokyo. 

K. —Dr. C. H. Kellaway, Oxford: 
King’s College, Lond., Dept, of 
Theology; Dr. J. B. Kay-Mouat, 
Clifton; King Edward's Hos¬ 
pital Fnnd for London 


Dr. J. D. Leigh, Sunderland; 
Dr. R. M. Ladell. Birmingham; 
Mr. N. C. Lake, Lond.; Mr. 
J. E. Lane. Lond.; Dr. H. A. 
Lediard. Carlisle; London 
School of Tropical Medicine, 
Sec. of; London Hospital 
Medical College, 8ec.of; Dr. O. 
Langmead, Lond. 

M. —Dr. P. Manson-Bahr, Lond.; 
Dr. A. D. Milne, Lond.; Medico- 
Legal Society, Lond.: Massage 
and Medical Gymnastics, Char¬ 
tered Society of, Lond.; Dr. 
J. A. Murray, Lond.; Dr. J. W. 
McLeod, Leeds; Mr. T. H. 
Morse, Deal; Medical Supply 
Association, Lond., Manager 
of; Manchester French Hos¬ 
pital. 

N. —National Council for the 
Unmarried Mother and Child, 
Lond.; National Housing ana 
Town Planning Council, Lond.; 
National Baby Week Council, 
Lond.; National Association 
for the Prevention of Infant 
Mortality, Lond.; Lord North¬ 
ampton, Lond. 

P.— Panel Committee for the 
County of London, 8ec. of; Mr. 
F. C. Pybus, Newcastle-on- 
Tyne; Dr. A. D. Pitbie, South- 
. Dr. J. H. Pelc, Prague. 

R— Royal Institution of Great 
Britain, Lond.; Royal Society, 
Lond.; Rontgen Society, Lond.; 
Dr. H. M. Rainsford, Lond.; 
Dr. W. C. Rivers, Worsboro’ 
Dale; Royal Medical Benevolent 
Fund, Lond.; Royal Society of 
Medicine. Lond., Librarian of. 
B.—Dr. H. Spence, Lond.; Prof. 
E. Spearman, Lond.; Messrs. 
C. J. Sawyer, Lond.; Prof. W. 
Stirling, Manchester; School 
Health News, New York; 
Shantung Christian University 
School of Medicine, Lond., 
Sec. of; Dr. K. Sibley, Lond.; 
Society for the Propagation of 
the Gospel in Foreign Parts, 
Lond., Sec. of; Messrs. Shar- 
land and Co., Lond.; Savoy 
Hotel, Lond., Directors of; 
Mr. J. Spofforth, Lond.; Dr. H. 
Stanley-Jones. Netley. 

T. —Dr. R. Thompson, Lond.; 
Dr. J. J. Thomson, Middleton- 
in-Wharfedale. 

U. —Under-Secretary of State for 
India, Lond.; Universal Exhibi¬ 
tions, Lond., Organising Sec. 
of; University of Glasgow, 
Librarian of. 

V—Dr. A. L. Vischer, Basel; 
Mr. W, G. Verniquet, Kinga- 
bridge. 

W.— Dr. E. Walford, Cardiff; Dr. 
E. L. White, Southampton; 
Dr. S. I. Welsh, Lond.; Dr. 
J. W. T. Walker, Goring-on- 
Thames; Dr. C. M. Wilson. 
Lond.; Walsall General Hos¬ 
pital; .Dr. H. M. Woodcock, 
Lond. 

Y.— Dr. J. Young, Lond. 
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CONGENITAL WORD-BLINDNESS. 1 * 
By J. E. Wallace Wallin, Ph.D., 

DXBBOTOB, ST. IiOUlS PSYCHO-EDUCATIONAL CLINIC AND 
SPECIAL SCHOOLS. 

In articles and books on the intelligence of mentally sub¬ 
normal school children congenital word-blindness has been 
largely overlooked as a specific defect or as a possible factor 
in the pedagogical retardation of the pupils, in spite of the 
faot that the condition has been recognised as a nosological 
entity for over 40 years. The concept has remained 
scarcely more than an abstraction, interesting as a theory 
but of little practical moment, to those who have studied 
pedagogically retarded children by measurement of intelli¬ 
gence by the Binet-Simon scale or group intelligence tests. 
Yet analysis of individual cases shows conclusively that 
some children fail to advance in school chiefly because, 
owing to the presence of some degree of word-blindness, 
they are partially or totally unable to learn to read. They 
are thus seriously handicapped in all school work requiring 
mastery of printed pages; and many word-blind children, 
normal or merely backward in intelligence, have been 
diagnosed as feeble-minded and assigned to special classes 
for mental defectives. Illustrative cases in point have 
already been cited, 3 and many more could easily be added 
from the writer’s experience. In this paper I propose to 
quote from an analysis made of some of tne data gathered 
in 95 consecutive cases from St. Louis examinees whose 
reading disability has been attributed to visual aphasia or 
dyslexia. 

Definition of Word-blindness. 

But to explain what is meant by word-blindness—the 
name given by Eussmaul, who first recognised the condi¬ 
tion in 1877, 8 does not refer to the inability to see printed 
or written characters, but to the inability to understand 
or interpret them. It is a form of asymboly which affects 
the imaging, remembering, and interpretation, but not the 
perception, of printed symbols. Word-blindness is only an 
instance of “mind-blindness ” or “psychical blindness.” 
In the latter condition all visual imagery is obliterated, so 
that no visual images or memories of any kind can be inter¬ 
preted. Word-blindness may affect only letters or Arabic 
numerals, or certain groups of letters or figures, or certain 
syllables, or whole words or certain groups of words, or 
oertain languages, but not others, or musical notes (note 
blindness or sensory amusia), or there may be various 
combinations of these symptoms; it is always accom- 

E ied by agraphia, 4 * * and possibly by auditory aphasia 
ability to understand spoken language, attributed to a 
on in the first temporo-sphenoidal gyrus). 8 Intermittent 
cases have been recorded. 

Lesions Connected with Word-blindness. 

In the case of acquired word-blindness focal lesions have 
been discovered in the secondary visual area, in the angular 
gyrus and in the supra-marginal gyrus, in the left parietal 
lobe of right-handed persons. If these areas are seriously 
affected there is complete word-blindness. It is also believed 
that acquired word-blindness may result from destruction 
of the fibres leading from both sides of the centre of visual 
perception 8 (the “primary visual centre” in the posterior 
part of the occipital lobe) to the angular gyrus. It is 
assumed that lesions of congenital or hereditary origin, or 
lesions due to birth trauma or to injuries in early life, or an 
arrest of development which affect the same cerebral areas, 
will account for congenital ivord-blindness; this faot was 
first recognised by w. Pringle Morgan. The congenitally 
word-blind child cannot learn to read, or learns to read only 


1 Presented, in part, with analyses of cases, before Section L, 
Education, of the American Association for the Advancement of 
Science, Dec. 30tli, 1919. 

* The Problems Concerning a Psycho-educational Clinic in a 
Large Municipality, Mental Hygiene, 1920,103(1. See also references 
to the writer’s contributions in the bibliography at the end of this 
article. 

8 William Broad bent had five years previously reported the 
condition as complicated by speech disturbances. 

4 Difficulty of writing. In the usual form monosyllables can 

be reoognisod, but longer words do not resemblo the intended 

words. When letters cannot bo formed, which is rare, the 
Bnhjrct makes meaningless strokos, sometimes resembling 
stenographic or runic characters. 

" Among the thousands of children examined only one was 
classified as a caso of auditory aphasia: the case is described In the 
last reference at the end of this article. I agree with Kerr that 
this type of defective word imagery is exceedingly rare. 

” From the right and left calcarine fissures. 


with the greatest difficulty. A considerable difference has 
also been observed in the character and severity of these 
cases, which has led to the supposition that the more severe 
degrees are due to lesions or imperfections in the angular 
gyrus, and tbe lighter degrees to partial interruptions in the 
connecting fibres between the primary (perception) and 
secondary (memory) visual centres. 

I shall apply the name visual aphasia to the more severe 
degrees ana the name dyslexia 7 to the lighter degrees, 
employing word-blindness as the generic term. 

Diagnosis . 

There is no pathognomonic symptomatology of word- 
blindness. A differential diagnosis cannot be safely arrived 
at until visual defects, auditory defects, idiocy, imbecility, 
and possibly other as yet unrecognised conditions have 
been ruled out, and until the child has been given ever? 
reasonable opportunity to learn to read script and print, 
and has tried to do so, under the guidance of a skilled 
teacher. If such a child is able to name designated objects 
or pictures of objects, and to spell the names orally (espe¬ 
cially short words), but is unable to pick out or recognise 
the corresponding names when shown in print or soript, 
word-blindness is presumably present. 

Average Age , Intelligence , dtc. 

The average chronological age of this group of word- 
blind children was 11*07, the average intelligence age 8*85 
fbased on the 1911 scale for 31 cases and the Stanford scale 
ior&4), the average intelligence retardation 2*2 years, and 
the average intelligence quotient 80*3. 

The average number of years spent in school at the time 
of the examination was 4*4 (counting ten months to the 
year), based on 88 pupils whose attendance records were 
available. The average grade in which the pupils were 
reported as doing “ successful work ” was 1*9, based on the 
available records of 44 pupils. Unfortunately, the grade in 
which the pupils were able to do successful work in the 
different branches was reported only in a limited number 
of cases. In reading the average successful grade was 1*8 
(for 14 pupils), in spelling 2*4 (for 8 pupils), and in arithmetic 
2*9 (for the same pupils as reported in reading). Reading, 
according to the school record, was their poorest subject. 
This is also shown by the reading test given in the clinic. 
The average time taken to read the Binet selection 
(54 words) and the average number of memory units repro¬ 
duced for the word-blind subject, all tbe subjects examined 
in the Pittsburgh and St. Louis clinics up to August, 1917 
(whioh we shall refer to as the subnormal group), and the 
epileptic children examined in New Jersey years ago, 8 who 
classified in the intelligence ages as indicated, are given in 
the following table 

A.—Time in Seconds to Bead Binet B.—Number of 

Selection. Memories. 


Intelligence ages— 


Intelligence 

ages— 



* Number of subjects included, f Tbe word-bliud cases examined 
during the same period were not eliminated from this group. 


It should be explained that only those subjects are 
included who were able to read the entire selection through, 
and many of them secured considerable aid from the experi¬ 
menter on difficult words. All of the word-blind cases (and 
many of the epileptics) made numerous mistakes and were 
helped considerably. Even thus only 18 dyslexia cases got 
through the selection. Data were compiled from the dyslexia 
pupils who read part of the selection with aid, and the 
dyslexia and visual aphasia pupils who attempted to read 
the easiest material used in the first grade first quarter in 
the St. Louis schools, 0 but these results will not be referred 
to here. The reading selection used was that given on 
p. 130 of our Experimental Studies of Mental Defectives, 
except that the corresponding Stanford passage was used 
with the word-blind cases examined since September, 1917. 
The selections are of equal length, and probably about 
equally difficult. 

It will be observed that the time required to read the 
selection by the word-bliud cases is considerably longer in 
every intelligence age than the time required by the subjects 
in either of the other two groups. In age 10 it is two and a 


7 Word-amblyopia has been similarly employed by Claiborne. 

H We have not included records of adults. See Experimental 
Studies of Mental Defectives, 1912. pp. 70f and 8Qf. 

9 Such lines as “I can run,” “I am ahoy,” “I can play ball.' 
“ She is my little baby girl." 
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ball times, and in age 11 almost three times as long as the 
time required by the subnormals. On the other hand, the 
word-blind subjects, in spite of their slowness in reading, 
reproduced considerably more memory nnits than the 
epileptics in every intelligence age, while they reproduced 
considerably more than the subnormals in age 11, slightly 
more in ages 8 and 9, and slightly less in age 10 only. These 
results are consistent with the theory that word-blindness is 
due to defective visual word imagery and the interpretation 
of such imagery and not to defective apprehension or reten¬ 
tion of the ideas secured from printed words, provided they 
can be secured at all. 

Absence of Visual and Auditory Defects. 

The vast majority of the 85 pupils in this group, who 
were given a physical examination by the regular school 
inspectors of hygiene, did not have ahy significant visual or 
auaitory defects. There were 4 cases of tinnitus and 1 of 
otitis media. No impairment of auditory acuity was noted. 
There were 2 cases of myopia, 1 of hypermetropia, 4 of 
astigmatism, 3 of strabismus, and 4 of conjunctivitis. We 
are satisfied that the word-blindness cannot be traced to 
physical defects in the visual or auditory sense organs in the 
majority, if indeed in any, of the subjects considered in this 
group. The defect iB central. Other incidental abnormalities 
notea in the group include the following: chorea, 1 boy and 
1 girl; infantilism, 1 boy; speech defectiveness, 7 boys and 
1 girl; psychopathy, 2 boys; neurotic make-up, 3 boys and 
2girls; and conduct difficulties, 8 boys and 1 girl. It is not 
believed that these anomalies have any direct connexion 
with word-blindness. 

Incidence of Word-blindness. 

The incidence of word-blindness (4*48 per cent.) among 
the 2116 school cases examined in this series is greater than 
the oombined incidence of epileptics, psychopaths, mongols, 
and cretins. 10 The large majority were examined primarily 
because they were thought to be mentally defective, some¬ 
times merely because of an inability to learn to read ; some 
of these cases proved on examination to be intellectually 
normal or merely slightly retarded, and others were 
referred primarily because of their difficulty in reading, 
although they were known to have had good intelligence; 
but we believe that the majority of pupils of fair or good 
intelligence who were subject to specific disability in 
reading were not referred, because of the necessity of 
restricting examination to those most defective in intelli¬ 
gence. For these reasons we do not venture to estimate the 
ratio of word-blind cases among all the 8t. Louis elementary 
school children. No accurate figures are available from 
other school systems. C. J. Thomas has estimated that 
there is one word-blind case for every 20C0 boys in the 
London schools, but Warburg noted 14 word-blind cases 
among 2000 ordinary pupils in Cologne, and seven among 
special school children. We are convinced that if the 
dyslexia cases are included, the incidence of congenital 
word-blindness is much greater than has been thought to be 
the case. Of the cases we have studied, the milder form, 
dyslexia (3*6 per cent, of all examined, or 82T per cent, of 
the word-blind), is about five times as prevalent as the more 
serious form, visual aphasia (0*7 per cent, of all examined, 
or 17*8 per cent, of the word-blind). 

Sex Incidence. 

Word-blindness is apparently to 6ome extent a sex-limited 
disability. In this group of cases it was about four times as 
prevalent among the boj s as among the girls, the ratio being 
Er71 per cent, for the boys and 1*47 per cent, for the girls. 
The writer believes he has collected the largest group of 
congenital word-blind cases ever presented in the literature. 
According to Sydney Stephenson, only 14 cases had been 
reported by six writers up to 1904. J. Hinshelwood, who has 
contributed most to our knowledge of the condition, has 
described a dozen cases in his latest treatise. He met with 
31 congenital and acquired cases in 15 years. 

The facts are not available on which to frame even a 
plausible explanation of the sex difference. It is suggested 
that visual aphasia is more prevalent than auditory apnasia, 
because the reading and understanding of written words was 
acquired much later in the history of the race than the 
bearing and interpretation of spoken words. But this 
Analogical fact will not explain the sex difference found in 
word-blindness, because, historically, bovs have probably 
been taught reading longer than girls. But speech defects 
Are more frequent among boys than among girls; the 
difficulty in word-blindness may be traceable to the difficulty 
of translating a visual word or letter symbol into its 
Appropriate auditory symbol. Although the source of the 
difficulty has been considered to be a defect in visual word 
unagery, it is possible that the Beat of the trouble may be 
in the connexions between the centres for images for spoken 


10 See *' The Problems Confronting a Psycho-Educational Clinic 
in a Large Municipality,” Mental Hygiene, January, 1920. 


words and for images for printed words. This may be 
indicated as an important question for investigation. What¬ 
ever the seat of tne defect, the result is tnat tne subject 
finds it difficult to pronounce or read the printed words. In 
those who cannot read words but who can copy them from 
the printed page the simplest explauatiou is to assume that 
the mechanism for translating the visual symbols into 
spoken symbols is disturbed, while the mechanism for 
translating the visual signs into graphic symbols is 
intact. There are doubtless word-blind subjects in whose 
case the difficulty of reading is complicated by motor 
aphasia, or a lesion in Broca’s convolution. 

Normal Intelligence in the Word-Blind. 

As already pointed out, our word-blind cases as a group 
did not present any significant visual or auditory sense 
defects. Measured by the Binet “ ball and field ” design, 
and immediate memory span tests, it was determined that 
they were superior to the subnormal group. The tests 
revealed no peculiar defects in auditory or visual imagery, 
apart from possible defects in visual word imagery. 

It had been held that the aphasias represent merely one 
of the intellectual disorders involving language (Adolf 
Meyer), and that they are accompanied by a lowering of the 
level of general intelligence (Wundt, Pierre Marie). On the 
other hand, many children subject to word-blindness have 
been reported to be normal in intelligence and even 
precocious (Hinshelwood). In practically all of such 
reported cases, the judgment as to the normality of the 
child’s intelligence was based on his school report or on 
general impressions of intelligence, and not on standardised 
tests. In point of fact, our word-blind cases vary from'an 
intelligence quotient of 54 to 104 ; 12 per cent, were diagnosed 
as normal or almost normal (retarded) in intelligence, and 
85 per cent, as subnormal (the diagnosis being deferred in 
2*1 per cent, of the cases). Only 5*2 per cent, were classed as 
feeble-minded, none of these grading lower than morons or 
potential morons; almost 36 per cent, were classed as 
backward and almost 41 per cent, as border-line. The only 
difference of any consequence between the visual aphasia 
and dyslexia cases is the greater proportion of normals 
among the former, which may, of course, be merely an 
accidental difference in this group. 

Although at least 85 per cent, of our cases were subnormal 
in general intelligence, we are not justified in concluding 
that the percentage of subnormality would be equally high 
in an unselected group of word-blind children. Had we 
selected all the pupils in the schools who were conspicuously 
deficient in reading it is possible that the ratio of those 
having normal intelligence might have been higher. At 
any rate, the statement that there is a lowering of the 
general intelligence in word-blind cases cannot be sweepingl.v 
applied to all cases. 

Attempted Differentiation of “ Pure ” Word-Blindness. 

Hinshelwood has drawn a distinction between word- 
blindness, dyslexia, and alexia. Word-blindness represents 
a grave degree and dyslexia a slight degree of reading dis¬ 
ability, due to a focal lesion in the centres mentioned above 
in a brain which is normal or undamaged in other areas, 
whiie alexia is applied to the condition in mental defectives 
who are suffering fr^m a generalised brain defect. He 
holds that the symptoms of word-blindness or dyslexia 
must be “pure,” by which he means that there must 
be no other accompanying symptoms of brain defects. 
We find no evidence whatever for any such distinc¬ 
tion between word-blindness and dylexia on the one 
hand and alexia on the other hand. We have discovered 
no qualitative difference between word-blindness in a 
moron, in a borderliner, and in a normal. The differences 
found in word-blindness are, like those of general intelli¬ 
gence, differences in degree and not in kind. Intelligence 
varies from profound idiocy to genius; there are many 
rades between these extremes, but no sharp lines of 
emarcation can be discovered between the grades. 
Similarly, word-blindness varies continuously from a state 
of profound visual aphasia to a slight degree of dyslexia. It 
may eventually be possible to distinguish more groups of 
this disability than has yet been done, but there will be no 
gaps between the groups; the nature of the fundamental 
reading disability will probably bo the same whether or not 
the symptoms are “ pore ”; the differences will be quanti¬ 
tative and not qualitative. It would, of course, be meaning¬ 
less to speak of an imbecile as subject to word-blindness, 
because tne highest grade of imbecile merely approaches the 
bottom of the curve of capacity in reading; but our records 
clearly show that the highest grades of the feeble-minded 
(the so-called low-grade morons) are subject to the same kind 
of reading disability as pupils who are merely backward or 
normal in intelligence. Like the latter, they do distinctly 
poorer work in reading (and often in spelling as well) 
than in many other school subjects. 11 But no qualitative 

11 For illustrative oases other than those given in this article see 
the writer’s references to my contributions in the bibliography. 
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difference has been discovered between the reading dis¬ 
ability of the word-blind mental defective and the word-blind 
backward or normal child. 

A Neurological Parallel. 

On the neurological side parallel differences will probably 
be found. Different brains wi'l show many degrees of 
soundness, perfection, or defectiveness involving different 
areas. Various degrees of fineness in structural organisation 
probably exist in many areas of the brain in most persons. 
The existence of multiple imperfections would complicate 
and aggravate the word-blindness, but it would not produce 
a different kind of word-blindness. Reading disability is due 
to word-blindness when there is a defect in the secondary 
visual centre concerned with the imagery of words or in the 
connecting fibres between the secondary and primary visual 
centres, whether or not the symptoms are “pure.” 

Conclusion. 

To conclude with a practical point, word-blind children 
who are not feeble-minded should be assigned to special 
reading disability classes, where various methods and 
devices of teaching reading may be tried. We shall find 
that some children will be reached by some methods, others 
by other methods, but when it has been shown that a child 
cannot be taught to read by the intensive application of 
various methods, teaching should be given orally. In fact, 
one of the advantages of assigning a word-blind child to a 
reading disability class is that he may secure from the 
teacher’s lips the instruction which fits his level of 
intelligence and which he cannot secure through the 
printed page because of his inability to read. The usual 
practice is to assign word-blind pupils to ungraded classes 
or special schools or to place them in the first grade. But 
in such classes the teachers must ordinarily teach so many 
subjects that they cannot specialise on reading. Moreover, 
even if large use is made of the oral method of presentation, 
the instruction may not meet the child’s intellectual needs. 
The oral instruction in a first grade or in a school for 
mental defectives would not fit the intellectual level of a 
word-blind but intellectually normal child of 10. His 
reading and intellectual needs can only be met in a properly 
conducted reading-disability class. We have frequently 
urged the establishment of an experimental class of this 
type in St. Louis, but the financial difficulties confronting 
the schools have prevented any action being taken in the 
matter. 

Selected Bibliography.— Bronncr, Augusta: Psychology of Special 
Abilities and Disabilities, 1917. Collins, Joseph * The Genesis and 
Dissolution of the Faculty of Speech, 1898. Fernberger, Samuel W.: 
Possible Effects of the Imaginal Type of the Subject on Apbasic 
Disturbances, American Journal of Psychology, 1919, 327 f. 
Hinshelwood. James: Congenital Word-Blindness. 1917. (The classic 
in the field. Contains a good bibliography.) Kerr, James: Con¬ 
genital or Developmental Aphasia, School Hygiene, 1918, p. 61 f. 
Schmitt, Clara: Developmental Alexia: Congenital Word-Blindness, 
or Inability to Read, Elementary School Journal, 1918, 680 f and 
757f. Wallin, J. E. Wallace: Meeting the Needs of the Mentally 
Handicapped Child in School, Ohio Bulletin of Charities and 
Correction, 1919, July, p. 62, and Journal of Education, 1919, 227f.; 
The Achievement of Mental Defectives in Standardised Educa¬ 
tional Tests, School and Society, 1919. 250 f.; The Achievement of 
Subnormal Children in Standardised Educational Tests (a mono¬ 
graph not yot in print). 

EUGENICS v. CIVILISATION. 

On April 12th, under the above title, Mr. F. C. S. 
Schiller, D.Sc., delivered a lecture at the rooms of the 
Royal Society, on behalf of the Eugenics Society. Eugenics, 
he said, as a science was a study of the conditions 
of improvement of the human race; but improvement 
meant making better, and that implied a standard of 
good. Civilisation, which was an achievement of man and 
not a congenital quality like, for instance, sex, also implied 
a standard of good. A baby born of civilised parents had to 
acquire civilisation; it had to be impressed upon the child 
by training, and if subsequently the individual liked civilisa¬ 
tion it was an acquired taste. The transmission of civilisa¬ 
tion in the social order was effected in very complex ways, 
and were the mechanism of this transmission to be 
destroyed or seriously damaged civilisation would disappear 
in one generation, as would probably be the case in Russia. 
It was often regarded as a fatal objection to eugenics that 
what would be the best type of man was not known, and 
therefore could not be produced. Though there was truth 
in this objection, a knowledge of what was good was equally 
involved in the notions of progress and of civilisation. 
The eugenist at least knew enough to deplore the 
suicidal organisation of our present civilisation, which 
was arranged so as to eliminate not only the qualities 
which were good but even those thought to be good, 
and so was ruining the human race. The reason was that 
in all civilised societies the birth-rate was relatively high in 
the lower social strata, and so low in the higher that it had 
to be recruited from the lower. As social promotion was 
everywhere the reward of merit—of the qualities a society 
valued and regarded as good—and as social structure was 


now less rigid than in the past, merit rose more easily than 
formerly. This promotion, however, meant inclusion in a 
class in which the numbers were halved in each generation. 
This recognition of merit was also biologically its capital 
punishment, and civilisation was actually extirpating the 
very qualities it considered valuable. The organisation of 
society at the present moment must be pronounced 
apallingly dysgenic, it had become an instrument of 
deterioration of the human race, and if progress was 
still being made it was being made in the mechanism 
by which the world was controlled, which wa9 quite 
independent of what was good. This dysgenic effect 
of civilisation was no new thing, though it was now 
probably proceeding faster than formerly; it explained why 
aristocracies always died out, why the physical development 
of the human race had been arrested, and why there was no 
reason to think that modern races were mentally superior 
to the ancients. Militarism tended to eliminate itself. All 
through history the fighting races had fought themselves to 
extinction and all through history the meek had inherited 
the earth. There had been going on in every community an 
internal selection which might profoundly change the iae&s 
and type of the people. 

Retrogressive Brain Development in Man. 

The bodily development of man had long agooometos 
standstill. There had been no improvement in the human 
type since the beginning of history, nor was there reason to 
think that man was intrinsically more intelligent. Brain 
development had apparently been retrogressive for a long 
time, and it was a mere assumption that we use smaller 
and more compact brains more efficiently. The only power 
which man had developed was a resistance to microbic 
disease. It was a mistake to think that intelligence was not 
an important factor in savage life. The savage oouldnot 
afford to be a fool or to breed fools, and in the ordinary 
affairs of life he was far more capable of fending for himself 
than those who disparaged him. Nor was he more helpless 
in the City of London than a bank clerk on a primitive 
island, or a professor in a jungle. In savage life the fool 
and idiot could not grow up to leave behind an adult 
brain. The human stock must at one time have been 
progressive, or else it would never have developed out of the 
ape. It was still progressive wherever social conditions con¬ 
duced to a preferential survival of the better portions of 
the stock rather than of the worse. This occurred among 
savages subjected to severe natural selection, so that 
weaklings could not be preserved. This also occurred among 
barbarians where the well born were more proliflo than 
the lower classes. It could occur in civilised societies if 
they recognised the error of their ways and the need of 
thorough-going eugenic reform. The recognition of the 
race-deteriorating tendency of civilisation was a new and 
important fact, but once recognised it could be counteracted 
by a variety of expedients, which, though difficult, were not 
impracticable. As for the theoretical difficulty that we did 
not know precisely what were the good types to be preferred, 
it was essentially nugatory. In a general way the good 
could be discriminated from the bad, and by cautions 
experiments the bad could be further eliminated. 


PUBLIC HEALTH OF ST. VINCENT. 

The Registrar-General’s estimate of the population on 
Dec. 31st, 1919, was 53,210. The birth-rate for the year 
was 24*8, and the death-rate 20 67 per 1000. Illegitimate 
births were 68*1 per cent, of the total births. The 
general health continued to be good throughout the year. 
Rain fell on 208 days in 1919, the greatest fall for one day 
being 3*61 inches on August 23rd. 

“THIS CONCERNS YOU." 

This is the title of a pamphlet by Dr. S. G. Moore, medical 
officer of health for Huddersfield (London: The 8t. Catherine 
Press. Pp. 16. 2d.), who states in a sub-title that it was 
written for the Honourable Nathan Straus, of New York. It 
is a warning of the “danger which lurks in raw milk,” and a 
lea for the universal adoption of pasteurisation. Detailed 
irections are given for home pasteurisation, but though 
the mother of an artificially-fed infant is advised not to 
pour the milk into another vessel, but to let the child 
feed from the bottle in which it comes, no illustration 
is given of a type of nipple which would convert the 
milk bottles illustrated into suitable feeding bottles. 
Moreover, the section of advice to mothers is self¬ 
contradictory, since in the second paragraph the mother is 
enjoined to feed the child every three hours daring the first 
month, whereas further down on the same page the appro- 
riate food for the first month is said to be eight 3oz. 
ottles a day, one every two and a half hours. However, 
any effort to bring home to the public the need for pore 
milk, whether on antiseptic or on aseptic principles, should 
be commended, and Dr. Moore defines what he means, by 
pasteurisation in the March number of National Health . 
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In a previous communication 1 I have described the 
mycelial and other micro-organisms met with in investi¬ 
gating a series of cases of human actinomycosis, most 
of which were under treatment at the Inoculation 
Department, St. Mary’s Hospital, during the years 
1911-15. A clinical account of several of the cases has 
already been published by Mr. V. Z. Cope, a who origi¬ 
nally sent them to the Inoculation Department and 
afterwards collaborated with Sir Almroth Wright in the 
direction of their treatment. (Mr. Cope’s paper also 
gives a valuable clinical account of the actinomycotic 
infections in general.) 

In the present communication it is proposed to record 
what was learned from this series of cases in respect of 
the diagnosis, the clinical course, and particularly the 
treatment of the disease; and subsequently to discuss 
two questions which arise—viz., What is the source of 
these infections ? and What restrictions is it advisable 
to put upon the use of the term actinomycosis? 

Definition .—The cases here dealt with all presented 
granulomatous lesions from which the so-called ‘ ‘ sulphur 
granules,” visible to the naked eye, were forthcoming, 
and these granules were in every case composed of a 
felfcwork of Gram-staining mycelium. The importance 
of strictly limiting the use of the terms actinomycosis 
(and paractinomycosis) to cases of this kind will be 
discussed later. 

Diagnosis .—We have at present no reliable method of 
detecting an actinomycotic infection in its early stages 
—i.e., prior to the occurrence of suppuration. The 
slowly progressive, comparatively painless, and indu¬ 
rated lesion may suggest the diagnosis, but one is at a 
loss to confirm it by blood examinations, for opsonic 
estimations will often fail to distinguish between a 
tuberculous and an actinomycotic infection (the opsonic 
power to the tubercle bacillus is frequently high in 
actinomycosis), and agglutination tests with actino¬ 
myces, although they will usually give positive results 
iu advanced cases, are apt to be negative in the milder 
cases. Further observations on this latter point are 
required. 

Of the 25 patients now under review almost all came 
to the hospital with lesions actually discharging or 
with an abscess ready to be evacuated. In such circum¬ 
stances the diagnosis need never be long in doubt. All 
that is then required is to detect the “ sulphur 
granules ’ ’ in the pus and to determine their mycelial 
structure. A little experience of these granules 
enables one very readily to recognise them, either as 
the pus is evacuated or lying free on the granulations 
at the mouth of a sinus. 

A word of warning may not be out of place here. 
Cases of actinomycosis are not infrequently missed, I 
think, because the surgeon does not himself search for 
granules in the fresh pus, but simply directs a specimen 
to be sent to the laboratory. Pending its examination 
the pus clots and the granules, being caught up in the 
coagnlum, become more difficult to detect. Moreover, 
the pathologist, often not forewarned that the nature 
of the case suggests the possibility of actinomycotic 
infection, does not search for a granule, but takes a 
loopful of pus at random for film preparations and the 
inoculation of culture medium. Unless he has the good 
fortune (a somewhat rare occurrence) to include a 
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commencing colony of actinomyces in such a random 
sample of pus he is very unlikely to find any filaments 
of that organism, for these, by reason of their habit 
of growth in conglomerate masses, do not become 
disseminated through the pus. 

The following simple procedure may be recommended 
for the detection of granules whenever their presence is 
in doubt. A few drops of pus are collected in a test- 
tube half full of water and fitted with a cork. On 
vigorously shaking the tube all the elements of ordinary 
pus will be emulsified or at least reduced to fine 
shreds; if,however, actinomycotic granules are present 
they will not be broken up, and on holding the tube up to 
a light will be easily detected by virtue of their opacity 
as cream-coloured spherical bodies of about £ to 1 mm. 
diameter, which quickly sink to the bottom of the 
fluid. 

With the finding of granules a provisional diagnosis 
of actinomycosis can be made. For confirmation of 
the diagnosis it remains to verify the presumption that 
these granules are composed of Gram-staining mycelial 
elements, and, whenever possible, to identify the 
organism by isolating it in pure culture. For these 
purposes the granules are transferred as required by 
means of a capillary pipette to the surface of a micro¬ 
scopic slide. Lightly crushed under a cover-glass and 
examined unstained with a low power objective, the 
characteristic “ray” formation of clubs will be seen 
between an outer shell of massed leucocytes and the 
inner core of the granule. The “rays” form, in fact, 
the whole periphery of this core. On crushing further 
and staining the films obtained by sliding the cover-slip 
off the slide the core itself is seen to be composed of a 
tangle of the filaments of actinomyces. These filaments 
retain Gram’s stain, but somew'hat irregularly. The 
further procedures necessary for obtaining cultures— 
and the characters by which a given organism may be 
identified with Actinomyces bonis —are described in the 
author’s earlier paper. 1 

The Incidence of the Disease and Its Ultimate 
Issue. 

There is reason to think that actinomycosis occurs 
more frequently in this country than is generally 
supposed. In the cases which end fatally a correct 
bacteriological diagnosis is often made only w r hen the 
disease is far advanced, or post-mortem, and it there¬ 
fore appears probable that a large number of the less 
severe cases escape recognition altogether—notably 
those cases in which the infection is situated about 
the lower jaw, and possibly also, as Mr. Slesinger 3 
has suggested, some of those in which the vermiform 
appendix is affected. In Table I. the patients observed 
by the author are divided up according to the site of 
their infection; the incidence In the two sexes is also 
shown, and the ultimate issue of the disease. 


Table I. 


Site of infection. 

! 

1 ; MaleB. 

cases, i 

Females. 

Ultimate result. 

1 

Face or neck ... 

10 

| 7 

3 1 

9 recovered completely; 

1 died* 

Thorax . 

8 

i 5 

3 

7 died; 1 lost sight of. 

Abdomen. 

6 

i 1 

' 5 

5 died; 1 recovered. 

Dorsum of hand 

1 

! 1 

- 

Recovered completely. 

Total . 

25 

i 14 

11 

— 


* Death was due to cerebral abscess, resulting from direct 
extension of the disease through the skull. 


.Table I. confirms the usual experience that (a) cervico¬ 
facial infections are the most numerous and also the 
most likely to recover; (b) infections of the thorax and 
abdomen are usually fatal. The latter conclusion 
should perhaps be stated with some reserve, for the 
future may show that actinomycotic infections of the 
vermiform appendix occur much more commonly than 
has been supposed, and that many such cases are 
promptly Cured by the ordinary operation of appendicec- 
tomy. (Slesinger. 8 ) 

s 
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Age of the cases .—Seventeen of the 28 cases were 
young adults, 7 were older subjects (one of them being 
70 years of age), and 4 were children between the ages 
of 10 and 13. I have not known the disease to occur 
below the age of 9. 

Duration of the disease .—The course of these infec¬ 
tions was commonly a very slow one. The disease had 
usually been in progress for several months before the 
patients came to the hospital for treatment, and 
although in three or four instances cure was obtained 
within a few weeks, the larger number of those who 
recovered were under treatment for a period of months. 
One case in whom the infection extended widely in 
the ramus of the mandible was apparently cured after 
three to four years, but a small focus reappeared in front 
of the ear and has persisted for a further two years. The 
fatal cases of thoracic or abdominal infection usually 
survived from one to two years from the onset of the 
disease. One abdominal case was terminated abruptly 
after several weeks in hospital by the development of 
septic peritonitis. 

The Tissues Affected by the Disease. 

The outstanding feature of the pathological process 
in all the cases has been the extension by direct erosion 
of contiguous tissues—particularly connective tissues. 
Such extension has usually been accompanied by a 
deep induration, often quite a “wooden” induration 
over a considerable area around. Although the oppor¬ 
tunity has not occurred to prove it by microscopical 
examination, one may, I think, surmise that this 
induration extends far beyond the area actually invaded 
by the actinomyces, for frequently, when a central 
abscess cavity has been evacuated, the indurated 
tissues promptly regained their normal softness. (It 
may be noted here, in passing, that no one has, 
so far as I am aware, succeeded in reproducing an 
actinomycotic lesion which has these two charac¬ 
teristics—progressive erosion of connective tissues 
and “wooden” induration—in any of the ordinary 
laboratory animals.) 

The process of erosion has not involved the skin 
except in the immediate neighbourhood of sinus 
openings. In some cases, however, a considerable 
area of skin has been undermined by the spread of 
the disease in the subcutaneous connective tissue. The 
mucous membranes also seemed to be comparatively 
immune. It is a remarkable and, as yet, an unexplained 
fact that in the cervico-facial cases, although the 
infection presumably occurs from within the mouth or 
pharynx, the suppurative process almost always 
develops outwards towards the skin and seldom points 
in the mouth. None of the ten cer vico-facial cases pre¬ 
sented any evidence of the disease in the mouth when 
seen by the author, but three of them gave a history 
which pointed to its probable commencement in that 
situation. In one case the tonsil was incised at the 
first visit to the hospital, in another case a tooth was 
removed for an alveolar abscess, and in the third 
“incisions were made both inside and outside the 
mouth.” 

The involvement of bone, as judged by ante-mortem 
observations, has been exceptional rather than usual. 
Very possibly post-mortem examinations of the fatal 
thoracic and abdominal cases would have told a different 
tale. In one case (No. 6 of Mr. Cope’s series 2 ) the 
mandible was extensively tunnelled by little canals 
lined with granulation tissue, and much new bone 
formation—particularly of the outer lamella—had 
occurred. The periosteum was involved in a dense, 
fibrous, almost avascular tumour. This was the only 
case in which the changes in bone constituted a notable 
feature. In several other cases bones adjacent to 
an actinomycotic infection of the soft parts were eroded 
and sometimes perforated by it in the course of the 
disease, but in every instance this involvement was 
apparently limited to a small area. The ribs and 
sternum, the ileum and the temporal bone were affected 
in this way. 

The remarkable immunity of the lymphatic glands in 
this disease, which has frequently been noted by other 
observers, was again evidenced in this series of cases. 


I do not remember having seen these glands affected 
in any case during life, and in one abdominal case 
which was examined post mortem, although the 
disease had spread widely, the mesenteric glands were 
quite unaffected. 

Treatment. 

Most of the cases had been treated by potassium 
iodide and by incisions before coming to the Inoculation 
Department at St. Mary’s Hospital. The iodide had not 
usually been pushed beyond 30-40 gr. per diem; in one 
or two instances 60-90 gr. had been given. In these 
doses the drug had not exercised any appreciable effect 
upon the disease. Its use was usually discontinued 
soon after the patients came under observation; in a 
few instances, however, on the suggestion of the 
surgeon who was collaborating in the treatment of a 
patient, the drug was continued and pushed up to 
180 gr. or more per diem, but still without effecting 
any improvement in the patient’s condition. It should 
be acknowledged that the patients so treated were very 
unfavourable cases. 

Upon inquiring into the origin and the general experience 
of this method of treatment I have failed to find that it has 
an assured scientific basis, or even a sufficient vindica¬ 
tion by results. Introduced empirically by Thomassen 4 in 
1835 for actinomycosis of the tongue in cattle, it was later 
acclaimed by Nocard 5 (1893) as an almost infallible remedy 
for this condition. When it came to be applied to the treat¬ 
ment of other actinomycotic lesions in cattle the results 
seem to have been less uniformly good, but I understand 
that it is still regarded by the veterinarians as a specific 
remedy. 

Investigations undertaken with a view to finding an 
explanation of its reputed specific action have so far been 
quite unsuccessful. The organism does not lend itself 
readily to the demonstration of bactericidal effects, but 
observations have been made by Harbitz and Grondahl 6 on 
the growth obtained when potassium iodide was incorporated 
in various culture media. They concluded that Actinomyces 
Iwvis was but little affected by the presence of iodide in 
concentrations of from 0-25 to 2 per cent. 

At St. Mary’s Hospital we have approached the problem 
from a different poinli of view. It occurred to Captain S. R. 
Douglas that the resolution of syphilitic gummata under 
treatment with iodide might perhaps depend upon a 
reduction of the antitryptic power of the blood, ana that 
a similar change might lead to the breaking down and oure 
of actinomycotic lesions. With this in view my former 
colleague, Dr. E. Beaton (1911*) made a number of estima¬ 
tions of the antitryptic power of patients’ blood before and 
after administration of iodide. A slight reduction occurred 
when the drug was given in doses of from 30 to 60 gr. per 
diem. A much more striking effect on the antitryptic 
power was observed when iodine dissolved in potassium 
iodide was added to serum in vitro. One part in 1200 of iodine 
with 1 in 600 of potassium iodide reduced the antitryptic 
power by about 65 per cent, when the mixture was 
incubated for half an hour at 37° C. Half that concentra¬ 
tion effected a 20 per cent, reduction. When the same drugs 
were mixed with trypsin solution in similar concentration 
its proteolytic power was curtailed to a much smaller 
degree. 

Jobling and Petersen, 7 working with a similar conception 
in view, but using a different method for the estimation of 
the antitryptic power, obtained results which confirmed 
those of Beaton. The blood of patients to whom potassium 
iodide was being administered, in doses of 110 gr. per diem 
on the average, showed a very distinct reduction in anti¬ 
tryptic power. These authors consider the question whether, 
when iodides are administered to syphilitic and tuberculous 
patients, iodine is set free in any consideraule quantity in 
the necrotic tissues; and they quote the experiments of 
O. Loeb, 8 which suggest that such is the case. Loeb 
found that unsoftened lymph glands of syphilitic patients 
contained 3*3 times, and softened glands 6‘2 times as 
much iodine as the blood of the same patients. In 
conclusion, Jobling and Petersen express the view that 
“Iodin neutralises the action of the agents which prevent 
solution and absorption of necrotic tissue, and at the same 
time lays bare to the action of the real germicidal agent 
the infecting organism which previously had been pro¬ 
tected by the necrotic tissue.” If this view is upheld by 
further experimental work it might well apply also to the 
case of actinomycosis and would suggest that good results 
are to be expected from the administration of iodide in that 
disease only when necrotic foci require to be broken down. 
In other circumstances the action of the drug might con¬ 
ceivably be harmful, for Actinomyces bo vis, like other sero- 


* Unpublished researches. 
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saprophytic microbes, finds a congenial medium in serum 
whose antitryptio power has been reduced, whereas it is 
unable to grow in the unaltered serum. It may be noted 
in this connexion that many observers have reported 
harmful effects of the use of potassium iodide in tuberculosis. 

When we turn to the actual results of treatment by 
potassium iodide we find very conflicting accounts. In 1898 
Poncet and Berard 8 analysed the records of 105 cases—25 of 
them severe, 80 of them less severe and considered as 
favourable to the treatment. These authors recognise the 
difficulty of apportioning the credit due to the iodide when 
its administration is only an adjuvant to surgical measures, 
which manifestly exercise a great effect upon the disease. 
Their summing up was as follows: “ Dans les deux tiers 
des cub d'actinomycose cervico-faciale ancienne, infect^e et 
ouverte, le resultat du traitemeut iodur£ asemble nul. Dans 
lestroiB quarts des cas d’actinomycose recente, ferm^e et 
pen infectee, la gu^riBon a 6t6 obtenue par l’adjonction do 
J’iodure au traitement chirurgical, dans un quart par le 
traitement iodur£ seul. Ces derniers r^sultats ne sont pas 
sensibl&nent sup^rieurs a ceux que Ton a observes apr£s le 
traitement chirurgical seul ou assocte au traitement general. 
Viodure de potassium ne saurait done tore conduit re commcle 

*» tdicament speeijique de Vactinoinycose . Dans les formes 

visc&ales profondes, diffleilement accessibles au chirurgien, 
1’iodure n’est susceptible d’entraver Involution du parasite 
que tout k fait a la pdriode de d^but; mais, 4 cette periods, 
eouvent, le diagnostic reste tr&s hdsitant. Plus tard, les 
infections surajout&s, rendent illusoires l’emploi de l’iodure, 
qui n’&git r&rement, k doses massives et prolong^es, et 
encore faut-il, la plupart du temps, qu’une intervention 
chirurgicale palliative puisse lui veniren aide.” 

This judgment has been substantially borne out by later 
experience. It is now generally recognised that the 
administration of iodide, even in very large doses, haB little 
or no effect upon the more severe infections; while the 
multiplication of other remedies—e.g., copper salts, methy¬ 
lene blue, X rays, sal varsan, radium, &c.— which have recently 
been advocated eVen for the milder infections, shows that the 
trend of opinion is increasingly unfavourable to the efficacy 
of the iodide treatment. I would suggest that the latter, if 
employed at all, should be limited to cases which present 
large unsoftened foci, and that it should be discontinued as 
soon as these have broken down. 

Speaking generally, the treatment of the patients 
while under the author’s care was (a) by surgical 
measures, and (6) by the inoculation of vaccines. The 
surgical measures taken were usually confined to 
incisions for the evacuation of pus and curetting. In 
connexion with each of these procedures something was 
learned from our experience. We learned, in the first 
place, that a single incision will seldom suffice to 
maintain satisfactory drainage of an actinomycotic 
focus. It is characteristic of this infection in man that 
it spreads by direct extension in contiguous tissues— 
particularly in the connective tissues—and leads to 
the formation of small abscess cavities here and there 
along the line of spread. To check the invasion one 
must be constantly on the watch for fresh areas of 
induration and softening, and must resort early to 
incision of these as often as they appear. My experience 
leads me to conclude that this policy of early and, if 
necessary, repeated incisions, is of paramount importance 
in the treatment of the disease. I think one may go so 
far as to say that in every focus that is satisfactorily 
drained the infection by actinomyces will be promptly 
checked, for this organism, although it can propagate in 
the fluid of an abscess cavity (which has lost much of 
its antitryptio power) cannot do so in the unaltered 
lymph. 

This being the case, I would suggest that the 
principles of treatment advocated by Sir Almroth 
Wright 10 in connexion with wound infections should be 
employed here, the incisions being followed up by the 
intermittent application (every 2-3 hours) of hypertonic 
salt solution (3-5 per cent.) in order to promote a free 
flow of lymph through, and out of, the infected tissues. 
This treatment should be discontinued after a few days 
in order tp facilitate healing. 

What we learned in connexion with curetting was 
that this operation should not be performed with a 
sharp instrument—which opens up uninfected tissues— 
but with a dry gauze swab. There is in actinomycosis 
a fairly sharp line of demarcation between the 
uninfected and the infected tissues, and since the 
latter, in process of erosion, are very friable, it is 
usually possible to remove them almost in toto on a 


swab, leaving the wound with so little infection that it 
can easily be dealt with by the leucocytes. In one of the 
later cases of the series here reported an abscess nearly 
as large as a closed fist was treated in this way after 
incision and forthwith sewn up. It healed by first 
intention in a week. 

I would therefore emphasise two points in connexion 
with the surgery of the disease: first, the necessity of 
maintaining efficient drainage throughout the course of 
the illness ; and secondly, dry curetting by means of a 
gauze swab. The question, of course, arises as to how 
far these measures are applicable to abdominal and 
thoracic cases, when, as is frequently the case, the 
diagnosis has been made only after the infection has 
extended considerably beyond the original focus. It 
seems to the writer that, by the aid of stereoscopic 
skiagrams taken after the injection under pressure of a 
bismuth suspension, one might be able in such cases to 
trace the chief ramifications of the infective process, 
and thereafter proceed to deal with each of these by 
curetting and “salt suction ” as above described. An 
extensive operation of this kind would seem to be 
justifiable in view of the very high mortality attaching 
to these cases. 

Treatment by Vaccines. 

Several considerations led us to hope for success in 
the treatment of these infections by active immunisa¬ 
tion. In the first place, actinomycosis is a disease 
which progresses but slowly, and does not, as a rule, 
seriously injure the patient’s general health for a con¬ 
siderable period; there is, therefore, if the diagnosis is 
made fairly early, abundant opportunity for a satis¬ 
factory response to the inoculations of vaccine. Again, 
the disease shows a tendency to spontaneous cure, 
given a satisfactory outflow for collections of pus. This 
circumstance presumably stands in relation to the fact 
that the organism is unable to grow in the unaltered 
blood fluids and is readily ingested by the leucocytes. 
It is probable, therefore, that even a small response to 
the inoculation of vaccines would suffice to turn the 
scale against the progress of the infection. 

Up to the present the writer has treated some 
23 cases by this method, always in association with 
simple surgical measures, as outlined above. In all 
cases a vaccine prepared from strains of Actinomyces 
bovis of human origin was employed, and most of them 
received in addition other vaccines corresponding to 
their respective secondary infections. Autogenous 
actinomyces vaccines were used for 11 cases, most of 
the remainder being treated by the polyvalent stock 
vaccine prepared at St. Mary’s Hospital and issued by 
Messrs. Parke, Davis and Co. Standardisation of the 
vaccines was carried out by making approximate 
counts of their mycelial fragments after the growths 
had been broken up by forcible shaking. Since this 
breaking up, however, is at best very imperfect, there 
is much to be said in favour of abandoning the method 
of enumeration by counting and replacing it by the pro¬ 
cedure employed for the issue of tuberculin (bacillary 
emulsion)—viz., grinding an ascertained weight of dried 
culture. The writer has adopted this latter practice 
since the war. A considerable growth of the organism 
was obtained by inoculating a pure culture into one or 
more Erlenmeyer flasks of glucose broth under oil; 
when fully grown the supernatant fluid of these flasks 
was decanted, the deposit of actinomyces was collected, 
washed, and then dried over sulphuric acid in vacuo, 
the dry flakes being finally ground in a Hayden mortar 
and emulsified in saline. That actinomyces vaccines so 
prepared are capable of acting as satisfactory antigens 
was demonstrated by the inoculation of rabbits, which 
responded in every case by a development of agglutinins. 

Some Particulars with Regard to the Treatment by 
Vaccines. 

An attempt was first made to control the dosage of 
actinomyces vaccine by measurements of the patient’s 
opsonic power, using for this purpose a strain of the 
organism which had acquired a largely bacillary habit 
of growth on artificial media. The phagocytic prepara¬ 
tions so obtained were not all that could be desired, 
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but they afforded a rough indication that the appropriate 
dose was about 5-10 millions of mycelial fragments. 
Proceeding on this basis we have generally commenced 
the treatment with doses of 2 or 2£ million fragments 
at intervals of five days, and gradually increased the 
quantity as guided by the progress of the patient. The 
best results have usually been obtained with doses of 
from 4-10 million fragments. In a few cases which 
were not improving on smaller doses the quantity has 
been considerably increased—in one case to 75 million 
fragments—but without any apparent advantage. 

Reaction. —In several instances the inoculation of 
vaccine was followed by a rise of temperature, but this 
did not occur with regularity in any patient. As a rule 
there was no constitutional disturbance of any kind, 
the actinomycotic focus showed no increased con¬ 
gestion, and at the site of inoculation there was no 
appreciable reaction. 

Treatment of the associated infections by the appropriate 
vaccines. —In an earlier report on 4 4 The Mycelial 
and other Micro-organisms Associated with Actino¬ 
mycosis” 1 the writer has called attention to a small 
cocco-bacillary microbe which is frequently to be found 
in great numbers along with actinomyces in the actino¬ 
mycotic granule. This microbe has been described pre¬ 
viously by Klinger 11 under the name Bacterium actino- 
mycetum comitans. The significance of its association 
with the mycelial organism in actinomycosis is far from 
clear at present (the question is discussed at some 
length in the paper referred to), but it vfas hoped that 
something might be gained by combining inoculations 
of a vaccine of this bacterium with that of actino¬ 
myces. Twelve of the patients were so inoculated, 
the doses of vaccine varying from 5 to 400 millions of the 
bacterium. As in the case of actinomyces vaccine, 
the inoculations of this bacterium did not as a rule give 
rise to any appreciable reactions. The more common 
secondary infections, such as those by staphylococci, 
streptococci, diphtheroid and coliform bacilli, were also 
combated by the appropriate vaccines. 

The Results of Vaccine Treatment. 

• The inoculated cases comprise: 11 cervico-facial 
infections, with which may be included 1 of the hand; 
6 thoracic infections; 6 abdominal infections. The 
first group—of 11 cases—included two which were 
decidedly unfavourable to any treatment. One of these 
was a girl who had symptoms of intracranial pressure 
before admission to hospital (ten months from the onset 
of the disease), and died in a short time with a large 
temporo-sphenoidal abscess. The second was that of 
the man previously mentioned, in whom the disease 
had involved a large part of the mandible. Mr. Cope 
performed an extensive resection from which the 
patient made an apparently complete recovery and 
was able to join the army. Recently, however, the 
disease recurred in a very small focus in front of the 
ear, but the patient is again under vaccine treatment 
and the infection is making no headway. 

The remaining nine cases of this group were of lesser 
degrees of severity, but in most of them the infection 
had been in progress for several months before they 
came under treatment. All recovered, and have not, so 
far as I have been able to ascertain, had any recur¬ 
rence during the 4-6 years that have elapsed. In the 
least extensive cases a period of 3-6 weeks sufficed for 
cure, but in others a much longer time was required and 
many inoculations. Whenever bone was involved the 
recovery was very slow. 

Of the six thoracic cases none have been saved. In 
considering this melancholy failure it should be made 
clear that in all of them the disease had made consider¬ 
able headway before vaccine treatment was instituted. 
In one case 10 months had intervened since the sym¬ 
ptoms were first noticed, and in the other cases 8, 7, 5,3, 
and 3 months respectively. One case was particularly 
disappointing, but his record is not without grounds for 
hope. 

The patient, a school teacher of 43, was sent to Sir Almroth 
Wright by Sir John Collie. Two months previously he had 
been operated on by Mr. J. Sherren at the London Hospital 
for an extraperitoneal abscess in the left ili&o fossa and 


another abscess over the left shoulder. In spite of treat¬ 
ment by potassium iodide, further lesions had developed on 
the back of the neck, the shoulder, and the left costal margin, 
and the man was very ill on admission to St. Mary’s. The 
lesion on the costal* margin suggested the probable exist¬ 
ence of a pulmonary focus, but definite evidence of this was 
not obtained at that time. From the first inoculation of 
vaccine he began to improve rapidly, his fever subsided, and 
several of the lesions healed. After four months he was per¬ 
mitted to resume his work, which he carried on for some 
three years, although one or two small lesions were never 
quite dried up. Sir John Collie 12 wrote enthusiastically 
of the progress he had made. Unhappily the cure was 
not so complete as we hoped at that time. Although he 
was an excellent patient and continued faithfully with the 
inoculations over a very long period, the pulmonary lesion re¬ 
asserted itself four and a half years after the onset and he went 
down hill. Judging from the clinical course of the other 
thoracic cases, and taking into account his serious condition 
when he came under treatment, it seems legitimate to 
suppose that without vaccines this man would have 
succumbed within 18 months from the commencement of 
the disease—probably within a year. Why we were able to 
achieve so much in his case, and finally failed, is not 
clear. In part it may have been due, as he himself 
thought, to his becoming very depressed over personal war 
anxieties. 

With regard to the six abdominal cases much the 
same considerations apply. The five of them who died 
had been ill for 13, 8, 6, 5, and 5 months respectively 
before they were transferred to us for treatment. 
Three of them had already the cachexia and the par¬ 
ticularly offensive discharge which are so often 
associated with this condition when it attacks the 
abdomen, and Which are presumably due to a very 
severe secondary infection. (So far we have not been 
able to determine which particular microbe or microbes 
are responsible for the smell.) In these five cases one 
cannot say that anything was achieved by treatment. 
The sixth case was less severe than the others. The 
infection had been recognised about eight weeks after 
the original operation' by Mr. Cope for appendicular 
abscess, and although there was irregular fever— 
sometimes to 102° F.—the cachexia and the offensive 
discharge never developed. Thanks to a small per¬ 
foration of the ileum which developed early in the 
course of the disease we were enabled in this case 
to secure favourable drainage by means of a counter 
opening in the buttock. It is difficult to decide how 
much of the credit for her recovery should be allotted 
to vaccine treatment, and how much to this efficient 
drainage. Probably each factor was of importance. 
(This patient’s recovery suggests that it might prove 
worth while in similar circumstances to secure 
favourable drainage by trephining the ileum from 
behind.) 

Conclusions with Regard to Vaccine 
Treatment. 

The opinion I have formed from my experience up 
to date is as follows: the treatment of actinomycosis by 
vaccines facilitates recovery when efficient surgical 
drainage of the affected tissues is secured and main¬ 
tained ; when, however, drainage is unsatisfactory the 
use of appropriate vaccines will not usually suffice to 
stay the progress of the infection. In support of the 
first part of this opinion I am unable to offer any 
evidence which will carry conviction on paper—it 
is manifestly difficult when dealing with a condition 
like cervico-facial actinomycosis, which tends to recover 
spontaneously if drained, to be certain that cure has 
been hastened by any indirect therapeutic measures. 
In three or four of my cases, however, which had hung fire 
for several weeks or months, improvement took place 
so promptly and so rapidly after the commencement of 
inoculations that there seemed to be no doubt as to the 
efficacy of the treatment, and this opinion found further 
support from the case of thoracic infection wnose story 
has been told above. 

With reference to the failure of vaccine treatment in 
cases whose lesions are not satisfactorily drained I 
would suggest that this may be due in a large part to 
the blood stream having very little access to those 
lesions by reason of the zone of “ wooden” induration 
which habitually surrounds them. 
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It will be noticed that my failure to secure good 
results in most of the thoracic cases contrasts unfavour¬ 
ably with the striking cure reported by Dr. Wynn 
(1908). 13 Fortunately, Dr. Wynn described in some 
detail the characters of the streptothrix infecting 
his case, and on examining his record it becomes 
clear that he had to deal with quite a different 
infection from that with which the present writer is 
here concerned. That being the case, we cannot 
properly contrast the results of vaccine treatment in 
the two infections. 

The points on which ig based the opinion that Dr. 
Wynn’s streptothrix was*not Actinomyces bovis (Wolff- 
Israel) are the following :— 

(1) The record says: “The pus or sputum, when stained 
by Gram’s method* showed enormous numbers of delicate, 
thread-like filaments of fairly uniform thickness.” In infec¬ 
tions by Actinomyces bovis, such as the writer’s cases, it has 
been quite exceptional to find mycelial elements free in the 
pus ; they are almost entirely confined to the granules, and, 
unless one of these is consciously crushed, the threads will 
not become disseminated in preparing a film of pus or 
sputum. Occasionally, of course, one may chance to find 
a microscopic cluster of threads, presumably an embryo 
“ granule.” 

(2) “ Numerous spores were seen, but no clubs.” In none 
of the writer’s cases were spores seen, nor in the 13 cases 
reported by Homer Wright. 14 Clubs were found whenever 
they were looked for—i.e., in rather more than 75 per cent, 
of my cases. 

(3) In describing its cultural characters Dr. W T ynn says of 
his organism : “ It grows readily on ordinary media at 37° C., 
much less readily at room temperature. It grows under 
both aerobic and anaerobic conditions, but more freely 
under the former.” Here are three points in which the 
organism contrasts with Actinomyces bovis. The latter does 
not grow readily on ordinary media; does not grow at all at 
room temperature; and, although it will occasionally give 
a very sparse growth under aerobic conditions it is decidedly 
an anaerobic organism. 

(4) Again, Dr. Wynn found that at 37° C. growth appeared 
after 24 hours on agar. Cultures of Actinomyces bovis very 
seldom appear before three days on agar—more commonly 
not until 4-6 days. 

With regard to gelatin stabs, Dr. Wynn’s record says, 
“ Growth slower, but after four days discoid colonies form.” 
Actinomyces bovis will not grow at all in solid gelatin. 

The three or four cases I have seen of infection by 
streptothrices other than Actinomyces bovis have been 
of decidedly milder clinical type than those of thoracic 
and abdominal actinomycosis. 

Should an Autogenous or a Polyvalent Stock 
Vaccine op Actinomyces be Employed? 

The answer to this question turns chiefly on con¬ 
siderations of the degree of difference found to exist 
between individual strains of Actinomyces bovis . The 
21 strains isolated in pure culture by the author have 
shown a close conformity in respect of their cultural 
characters, viability, and staining reactions. Their 
morphology has not been minutely studied, but no 
gross differences have been observed—apart from a 
somewhat unequal tendency to assume a bacillary 
habit of growth in subcultures. On the other hand, it 
has been suggested by the result of some few agglutina¬ 
tion tests that the species Actinomyces bovis comprises 
more than one serological type. The following is a 
record of one such agglutination test:— 

Three rabbits were inoculated with typical strains of 
Actinomyces bovis — viz., “Gl,” “G4,” and “Arthur” 

respectively. When their sera were tested against emulsions 
of the three strains the agglutination observed was as shown 
in Table H. (A, B, C). 

In view of these findings—the agreement in respect 
of general cultural characters and the divergence in 
regard to serological type—it would seem probable that 
a stock vaccine would serve as well as an autogenous 
one if, at any rate, it included representatives of the 
different types. But this latter condition is not easy of 
realisation at present, for the determination of types 
can only be slowly accomplished as a considerable 
number of strains accumulate for study. For the time 
being, therefore, I think that an autogenous vaccine 
should be employed whenever practicable, but, since a 


period of three to four weeks will often be necessary for 
its preparation, treatment should always be commenced 
with a polyvalent stock vaccine. 

Table II.— (A) Babbit Inoculated with Emulsion of 
Strain “ G 2.” 


Scrum. 

Dilutions of serum. 

1 : 50 1 : 100 1 

1 : 200 

1 : 400 

1 : 800 

Strain “til" . J 

+ + + ; +++ ; 

+ + 

+ 
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„ “Arthur” ... , 

+ + | 

0 
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.. “04” . , 

++++ ++++1 

+ + + 

+ + 


(B) Rabbit Inoculated with Emulsion 0 

f St rail 

1 “ Arthur” 

Strain “ Arthur ” 

++++ i + 

0 

1 ° ! 

0 

» “ G1 ” . 1 

+++ 1 ++ 

0 

0 

0 

„ “ G 4" . i 
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(C) Babbit Inoculated with Emulsion 

of Strain “ G 

2.” 

Strain “ G 4 ” . 

+ + + + ! + + + + , 

+ + + | 

+ + + 

+ + 

„ "Gl” . 

Trace. ! 0 

0 1 



,, “Arthur” ... 

o j ° 

0 

0 



+ + + ,++. + ^ Incomplete agglutination, of varying degrees. 

+ + + + = Complete agglutination. 0 = No agglutination. 

DI8CU8SION. 

(l) Concerning the Term Actinomycosis. 

There is, unfortunately, a great deal of confusion 
with regard to the use of this term. In what follows 
I shall try to show that under it have been included in 
the past at least four classes of cases. As a conse¬ 
quence our knowledge of these infections has become 
less, rather than more exact, and progress in the 
direction of better treatment has been undoubtedly 
handicapped. The recent application of vaccine therapy 
to these cases makes it particularly desirable that we 
should deal, as far as possible, with homogeneous 
groups of cases, and give to these groups distinguishing 
names. Lignieres and Spitz, 15 recognising the need for 
a more precise nomenclature, have suggested that it 
would be well to abandon altogether the old term and 
substitute for it “ actinophytose,” adding specific sub¬ 
titles for the several classes of cases. There is some¬ 
thing to be said for this proposal, but more, I think, in 
favour of retaining the older term, to be used in a 
definitely restricted sense, and of introducing one or 
two new terms for the infections which are separated 
off by those restrictions. We may now consider what 
restrictions it might be well to put upon the term 
actinomycosis. 

The origin of this term dates back to the discovery 
of the well-known radiating arrangement of “clubs” 
round the “sulphur granules” derived from certain 
granulomatous lesions of cattle and of man. So far as 
was known at that time such granules were always 
composed of a felt work of branching mycelium. It is 
readily understood, then, that the presence of 4 4 granules ’ ’ 
came to be regarded as diagnostic and pathognomonic 
of actinomycosis. When, with the introduction of 
artificial media, cultures were obtained from some of 
these infections, several quite distinct organisms were 
reported by different investigators, the types which 
attracted most attention being (1) an easily grown, 
aerobic variety, described by Bostrom 16 and others; 
and (2) an anaerobic variety, grown with difficulty, 
described by Wolff and Israel. 17 In view of these dis¬ 
cordant results of the earlier bacteriological work it 
came to be believed that there was no one infective 
agent responsible for actinomycosis, but that several 
more or less allied micro-organisms could produce the 
disease. 

The work of the past 20 years, however, has brought 
to light two facts which require us to recast the earlier 
views. It has shown (1) that the production of granules 
with clubs is not pathognomonic of actinomycosis ; the 
same thing occurs in various conditions which are not 
mycoses at all but bacillary infections, and sometimes 
is associated with clinical conditions totally different 
from those of actinomycosis. (2) That of all the human 
infections which are productive of “ granules ” and show 
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the well-known clinical features of actinomycosis, the 
great majority are due to one and the same mycelial 
species—viz., that described by Wolff and Israel. 17 

It will be conducive to clearness if we consider these 
two statements separately. Beginning with the first, 
the evidence that granules are formed in conditions 
other than actinomycosis is as follows: Lignieres and 
Spitz 1B have described an infection of cattle which gives 
rise to granulomatous tissue not unlike those of actino¬ 
mycosis, but in which the “ sulphur granules ” (showing 
typical clubs) are composed entirely of Gram-negative 
bacilli. They gave the name “ actinobacillose ” to this 
condition and that of “ actinobacille" to the microbe. 
These authors state that this infection is widely spread 
in the world. Nocard 19 reported cases in France in 
1902, and in 1915 Griffith, 20 examining so-called actino¬ 
mycotic material (chiefly tongues) derived from cattle 
killed in England, made the important discovery that 
no less than 40 out of 44 specimens presented lesions 
which were apparently due to this bacillus and not to a 
mycotic infection. So far as I am aware, only one 
human case has been reported (Ravaut and Finoy, 12 
1911). 

Apart from actinobacillosis it is well known that the 
injection of tubercle bacilli will, in certain circumstances, 
give rise to club formation around the masses of bacilli. 
Further, Lignieres and Spitz 16 state that granules with 
clubs (“massues rayonn^es”) may occur in animal infec¬ 
tions produced by various other microbes—e.g., by the 
butter bacillus of Rabinowitsch, the bacillus of Cozzolino, 
the hay bacillus of Moller, &c. Quite recently a very 
interesting human infection associated with the production 
of granules has come to my notice through the kindness of 
Miss Aldrich Blake and Dr. Lepper, by whose permission I 
am enabled to refer to it. A young woman was admitted 
to the Elizabeth Garrett Anderson Hospital with a tumour 
in the left loin which proved to be an abscess connected 
with a tuberculous kidney. The pus evacuated from this 
abscess showed a large number of granules, similar in size 
and naked-eye appearance to those of actinomycosis. Under 
the microscope, however, no clubs could be seen nor any 
mycelium—the granules were composed of masses of Gram¬ 
negative bacilli, 2-5-5M in length ana about 0 6/4 in thickness. 
An organism corresponding to these bacilli was cultivated 
aerobically on agar, growth occurring in 24-48 hours in the 
form of flat, semi-transparent colonies of about l£ milli¬ 
metres diameter. It is a facultative anaerobe, does not grow 
at room temperature, and has not b6en observed to form 
spores. It is actively motile, and is not acid-fast. I have 
been unable to identify this organism, which seems to 
be quite distinct from the actinobacille of Lignidres and 
Spitz. 

From the fact that this bacillus had disappeared from the 
pus within a week of the first drainage operation I conclude 
that it was probably a saprophytic invader of the abscess 
cavity. 

We may pass now to the statement that the great 
majority of actinomycotic infections are due to one 
microbic species—viz., the anaerobic type Actinomyces 
bovis i described by Wolff and Israel. 17 The data relating 
to that conclusion may conveniently be set out in the 
form of a table (Table III.) showing the more important 
of the records of bacteriological investigations made 
daring the past 20 years. 

It will be seen from Table III. that in seven different 
parts of the world one and the same type of mycelial 
organism—viz., that described by Wolff and Israel 
(1891) 17 —has played a predominant part in the actino¬ 
mycotic infections both of man and cattle. (That this 
was not recognised from the first is, no doubt, largely 
dae to the circumstance that methods of anaerobic 
cultivation were but little developed and applied when 
the earliest observations were made.) From a very 
small minority of cases quite different organisms were 
cultivated. In two instances at least these were aerobic 
species, and it seems not improbable that they were 
present merely as air-borne contaminations. Whether 
that was the case or not, it is important to note that 
isolated instances are on record in which it seems clear 
that an aerobic mycelial organism productive of typical 

t In adopting the name Actinomyces boots for this type I follow 
the nsage which seems to have the most general support. Some 
writers, including Lignteres and Spitz, have held that the name 
properly belongs to the quite different aerobic organism described 
by Bostrflm and others. 


granules in vivo has given rise to suppurative lesions— 
e.g., Wynn’s case referred to above and that of 
de Nooy r ‘ recently reported from Java. 

It should be particularly noted that the bacterio¬ 
logical findings summarised have reference only to 
infections which yielded typical “granules” in the 
discharges. The results would have shown much less 

Table III. 


(A) Number of cases from which cultures were obtained and*the 
type of mycelial organism determined. 

(B) Number of cases from which Actinomyces bovis (Wolff* 
Israel) was cultivated. It is not clumed that the description given 
by each investigator for the strains included in this column tallies 
exactly with that of Wolff and Israel. There is, unfortunately, at 
present no touchstone by which to decide unequivocally whether a 
given strain is or is not identical with the type Wolff-Israel. The 
figures given should, therefore, be taken to mean that each investi¬ 
gator himself regarded so many of his strains as showing a general 
correspondence with that type. 

(C) Number of cases from which an anaerobic mycelial organism 
quite distinct from Actinomyces bovis was cultivated. 

(D) Number of cases from which an aerobic mycelial organism 
was cultivated. 


Name of investigator, date of 
publication, and country in 
which the cases occurred. 

Levy 22 (1899), Germany. 

Schukevitsch 29 (1903), Russia 
Homer Wright 14 (1905), U.S.A. 

Shiota 24 (1909), Japan . 

Harbitz and Grondahl 25 (1911),) 

Norway . S 

Pinoy 26 (1913). France . 

Colebrcok 1 (1920), England ... 

Totals. 



(a) The character of the one remaining strain not described. 

(b) One strain not identified. 

(c) It is doubtful whether these two strains were really distinct 
from Actinomyces bovis or merely variants of that type. They 
showed slight differences in respect of their cultural characters, 
but owing to pressure of other work were not fully investigated. 

(d) A single colony of the mycelial organism was cultivated from 
this case. 


uniformity had the several investigations included in 
their purview all those cases in which Gram-staining 
mycelium—irrespective of its aggregation into naked- 
eye grannies—was present in the discharges. 

With this summary of new knowledge in mind we 
may come back to deal with the problem of nomen¬ 
clature. There appear to be four classes of cases which 
it is desirable to define and to distinguish by different 
names. They are :— 

(a) Cases which show granules composed of Gram-staining 
mycelium, and f rom which a micro-organism of the type Actino¬ 
myces bovis ( Wolff-Israel ) is isolated by culture. To this class, 
which will be by far the largest of all the granule infec¬ 
tions—in man, at any rate—I should restrict the term 
actinomycosis. 

(b) Cases which show granules composed of Gram-staining 
mycelium , but this mycelial organism proves on cultivation to oe 
distinct from the type Actinomyces bovis ( Wolff-Israel ). For 
this class, which I think to be a small one, I would propose 
the term “ Paractinomycosis.” The cases reported by 
Wynn 18 and de Nooy 98 were of this kind. 

(c.) Cases which show granules composed , not of mycelium, but 
of bacillary organisms. For these the term Aotinobaoillosis, 
proposed by Lignieres and Spitz, might well be retained, 
adding, whenever possible, a specific subtitle to denote the 
particular bacillus in question. 

(d) Coxes which show an infection by a Gram-staining mycelial 
organism, but the mycelium is not aggregated into granule* 
visible to the naked eye. To this class, which I take to be a 
heterogeneous, and not a very small, one, a name with the 
prefix “actino” would seem to be inappropriate. The term 
streptothricosis, which has frequently been employed to 
designate these cases in the past, might well be retained, 
and a specific subtitle appended to it whenever the particular 
infecting agent can be identified with a recognised type of 
organism. 

When, as will often happen, attempts to cultivate 
the mycelium from a case with typical granules are 
either not made or are not successful it would seem 
justifiable—in view of the findings shown in Table III- 
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—to label the case provisionally as one of actino¬ 
mycosis. For the purposes of scientific records, on the 
other hand, the isolation of the organism is, in my 
opinion, essential. 

(2) What is the Source op Infection in 
Actinomycosis ? 

The answer to this question is given—either definitely 
stated or implied—in every surgical and veterinary text¬ 
book. But is it true ? The “ ray fungus,” we are told, 
has its habitat in soil, on grain, straws, and other 
vegetable matter and is conveyed by these to the 
tissues of man and animals. This belief is chiefly due 
to the advocacy of Bostrom, 10 who, In 1891, published a 
report of a laborious investigation on the subject. He 
observed that cattle grazing in marshy districts 
frequently developed actinomycosis, and that moulds 
were met with on the vegetation of such districts, 
which showed some resemblance to certain mycelial 
organisms which had occasionally been cultivated from 
actinomycotic discharges. (For criticism of this latter 
part of the work see Homer Wright’s paper. 14 ) Further, 
on examining the mouths of cattle Bostrom noticed 
that particles of vegetable matter were very frequently 
forced down between the teeth and gums, and he con¬ 
cluded that these particles probably carried the infec¬ 
tion into the tissues. By means of serial sections he 
succeeded in demonstrating minute fragments of 
vegetable matter (barley “ whiskers”) in several 
instances, and he reports in detail the case of a woman 
who developed a submaxillary abscess, in the pus of 
which a similar tiny particle of barley (1 x 0*2 mm. 
was detected. 

This chain of evidence is not, however, very satis¬ 
factory when looked at from the standpoint of to-day. 
We now know, as has been shown above, that an 
anaerobic species {Actinomyces bovis ), and not the 
organism described by Bostrom, is most commonly the 
infecting agent in actinomycosis, of man at any rate. 
Secondly, Actinomyces bovis has never, so far as I am 
able to ascertain, been met with outside the animal 
body. There are many species of actinomycetes 
recoverable from soil, but all appear to be aerobic 
organisms with characters quite different from those of 
Actinomyces bovis . Harbitz 28 reports an attempt of 
Hagen to recover the latter organism from “natural” 
sources in a part of Norway where actinomycosis was 
fairly common. He investigated 9 strains of mycelial 
organisms (3 obtained from the air, 2 from straw, 3 from 
barley and oats, and 1 from manure), but all were 
compulsory aerobes. Thirdly, Actinomyces bovis is a 
very delicate organism, which grows only at tempera¬ 
tures near that of the human body and very sparsely, 
if at all, in the presence of air; it also dies out very 
readily, especially when dried, and has not been shown 
to form Bpores. Having these characters, there is little 
likelihood that it has its “ natural ” habitat outside the 
human and animal body. Again, it is, perhaps, signifi¬ 
cant that the incidence of actinomycosis seems to be 
no greater among the agricultural population than 
among town-dwellers; and women are affected almost 
as frequently as men. Finally, it may be remarked 
that only in a very small percentage of cases is there 
any record of a vegetable foreign body having been 
evacuated from the primary abscess or a history which 
suggests the probability of this mode of infection. Only 
one of the author’s 25 cases had such a history. 

In view of all the above considerations it seems 
highly improbable that infection is usually conveyed to 
man in the manner suggested by Bostrom. At the same 
time one must acknowledge that there are a fair number 
of well-attested cases on record in which infection 
seems definitely to have followed the impaction of 
vegetable material. To cite only two—there is the case 
reported by Soltman (quoted by Poncet and Berard, 9 
p. 42) of a boy who swallowed a head of barley which 
apparently stuck in his oesophagus and later worked its 
*ay out through an abscess in the sixth intercostal 
space, and another instance which occurred in my own 
experience of a piece of grass being evacuated from the 
submaxillary abscess of a boy. The grass was said to 
have “ stuok in his throat ” about a month previously. 


(it may be noted that the one case described at length 
by Bostrdm in support of his thesis was apparently not 
a genuine actinomycosis, for he expressly mentions that 
there were no granules or clubs, and the mycelium was 
distributed freely in the pus.) 

With regard to cases of this kind, two considerations 
suggest themselves. Firstly, it may happen that an 
infection is sometimes introduced into the tissues on 
grain, straws, Ac., but that the infecting organism so 
introduced is something other than Actinomyces bovis . 
This was probably so inBostrom’s case just referred to. 
In the second place, Homer Wright has pointed out 
that the development of actinomycosis following the 
impaction of a piece of straw, grain, &c., in the mucous 
membrane does not necessarily imply that the infecting 
organism was conveyed on that foreign body. It is 
conceivable that the impaction merely favoured infec¬ 
tion by an organism which was pre-existing as a 
saprophyte in the mouth or other part of the alimentary 
tract. That actinomyces may at times be present in 
the mouth of a normal individual was strongly sug¬ 
gested by the history of a case which Mr. Cope has 
reported (vide Case 13 of his series). 2 This patient 
injured the knuckles of his hand by contact with an 
opponent’s teeth. An acute cellulitis ensued, and was 
followed by the development of a typical, indolent, 
actinomycotic lesion, which persisted for three months 
before he came to the hospital. A similar case has 
been reported by McWilliams 28 in America. Further 
evidence has been furnished by Lord. 29 Having observed 
fragments of Gram-staining mycelium resembling 
actinomyces in the contents of carious teeth and 
tonsillar crypts (of patients free from actinomycosis) 
he made an emulsion of these and inoculated it into 
laboratory animals. Small lesions were produced which 
showed on section the formation of actinomycotic 
granules. Unfortunately he did not complete the 
investigation by the isolation of actinomyces from these 
lesions. Further observations of this kind should go 
far towards resolving the problem. 

My thanks are due to Sir Almroth Wright for per¬ 
mission to publish this report, and for much help and 
encouragement throughout the work ; also to Mr. Y. Z. 
Cope for his valuable cooperation in the treatment of 
many of the cases. 

References. 

1. Colebrook: Brit. J. Exper. Pathol., 1920, i., 197. 

2. Cope: Brit. J. Surg., 1915, iii., 55. 

3. Slesinger: The Lancet, 1920, i., 1220. 

4. Thom&ssen: L’Echo V6t., 1885. 

5. Nocard: Revue de M6d. V6t., 1893. 

6. Harbitz and Grondahl: Meddelelser fra Rikahospitalets path, 
anat. InRtitut., 1911, No. 36. 

7. Jobling and Petersen : Arch. Int. Med., 1915, xv.. 286. 

8. Loeb : Arch. f. exper. Path. n. Pharmakol., 1912, lix., 108. 

9. Poncet and Berard: L'Actinomycose Humaine, 1898, Masson 
et Cie. 

10. Wright: Brit. Med. Jour., 1916, i., 793. 

11. Klinger: Centralbl. f. Bakteriol. (Orig.), 1912, Ixii., 191. 

12. Collie: Brit. Med. Jour., 1913, i., 991. 

13. Wynn : Brit. Med. Jour., 1908, i., 554. 

14. Homer Wright: J. Med. Res., 1905, xiii., 349. 

15. Ligni£res and Spitz: Centralbl. f. Bakteriol. (Orig.), 1904, 
xxxv., 294. 

16. BostrOm: Beitr. z. pathol. Anat. u. z. allg. Pathol., 1891, ix., 1. 

17. Wolff and Israel: Arch. f. pathol. Anat. u. Physiol.(Virchow), 
1891, exxvi., 11. 

18. Lignidres and Spitz: R6c. de M£d. V6t., 1902, p. 487. 

19. Nocard: R6c. de M6d. V6t., 1902, pp. 450 and 695. 

20. Griffith: J. Hyg., 1916. xv., 195. 

21. Ravaut and Pinoy: Presse M6dicale, 1911, xix.. 49. 

22. Levy: Centralbl. f. Bakteriol. (Orig.), 1899, xxvi., 1. 

23. Scbukevitsch: Ref. in Jabresb. u. d. Leistnngen a. Fortschr. 
i. d. ges. Med., 1903, xxxvii.. 711. 

24. Shiota: Deutsche Zeitschr. f. Chirurg., 1909, ci., 291. 

25. Harbitz and Grondahl: Am. J. Med. Sci., 1911, ii., 395. 

26. Pinoy: Bull, de l'lnst. Pasteur, 1913, xi., 929 and 977. 

27. de Nooy: Mededeel. Geneesk. Lab. Welterieden, 1920, 3 ser. A 
(Nos. 5, 6, and 7), p. 271. 

28. McWilliams: Ann. of Surg., 1907, lxvi., 117. 

29. Lord: J. Am. Med. Assoc., 1910, !▼., 1261. 


Plague in South Africa,— Several deaths of 
natives from plague have occurred in the Orange Free State 
during March. Bacteriological examinations have confirmed 
the diagnosis. The infection exists amongst, and is being 
perpetuated and spread by, wild rodents, and possibly also, 
it is stated, by small carnivora, Bnch as the muishond ana 
meerkat, the flea being the connecting link with man in the 
ohain of infection. 
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General WorTc on Problems of Inhibition . 

From the time that cultural bacteriological methods 
were first well established observations have accumu¬ 
lated which suggest that bacteria may inhibit their 
own growth and may favour or inhibit the growth of 
other bacteria. At the present time it is a common¬ 
place, familiar from experience to most bacteriologists, 
that Pfeiffer’s bacillus appears to grow particularly 
well in the vicinity of a staphylococcal colony, but that 
in the body it tends to be very rapidly overrun by the 
pneumococcus. Amongst more specific observations 
may be mentioned that of Marmorek, 1 showing that 
a filtrate of a recent culture of a streptococcus in a 
fluid medium containing serum, &c. t will not grow the 
streptococcus, although it is a satisfactory medium for 
other bacteria. Other examples are the observations 
showing that the products of growths of Bacillus 
pyocyaneus and of other micro-organisms have bacteri¬ 
cidal effects on Bacillus anthracis.' 2 And, further, there 
is the example of the inhibition of bacterial growth on 
the surface of agar slopes from which the original 
growth has been washed off (vaccinated media), to 
which attention has been drawn by French observers. 

It is to C. Eijkman, 3 however, that we owe much the 
most extensive, ingenious, and convincing work on this 
subject. 

The technique finally adopted by this investigator was the 
preparation of agar discs, obtained by pouring agar on to 
thick pieces of paper with multiple perforations. These 
discs were laid on the surface of plate cultures of various 
bacteria, and the inhibition of growth was observed when 
those areas of the upper surfaces of the agar discs which 
overlay the perforations in the paper were inoculated. 
Complete inhibition occurred after varying periods of 
incubation, and Eijkman maintained that if the disc were 
removed and heated after inhibition had been established 
the capacity of the surface to grow various bacteria, pre¬ 
viously inhibited, was restored. His conclusion was that 
inhibitory substances had diffused into the agar disc from 
the culture below, and he strengthened this conclusion with 
various subsidiary experiments. He proceeded to demon¬ 
strate the production of such substances by most of the 
bacteria which he investigated, and showed* that in some 
cases the inhibition was specific, or nearly so, to the bac¬ 
terium concerned, whereas in others (e.g., A. coli) inhibition 
was exerted to an equal or greater degree on many other 
bacteria. He specially emphasised, however, that he was 
not able to demonstrate these substances in fluid cultures 
(bouillon). 

Eijkman’s work was rapidly taken up with great 
enthusiasm by Conradi and Kurpjuweit, 4 who drew some 
far-reaching conclusions about the control of the bacterial 
flora of the bowel by the “autotoxins” of B. coli. Their 
conclusions are possibly correct, but unfortunately they 
supported them by some faulty experimental work which 
contributed largely to discrediting both their own results 
and the much better founded ones of Eijkman. 

Papers were published immediately afterwards by 
Manteufel, 5 Oebius, 6 Passini, 7 and Roily, 8 which were 
mainly directed to demonstrate the inaccuracy of Conradi 
and Kurpjuweit’s work, but also to some extent that of 
Eijkman. The four workers mentioned concluded that 
the only satisfactorily proved causes of arrest of growth in 
cultures were exhaustion of the medium and production of 
thermo stable inhibitory products. 

Roily, however, made a number of interesting observa¬ 
tions on the bacterial flora of the lower portion of a dog’s 
bowel after cutting it across. No matter how many and 
what bacteria were introduced they were rapidly dominated 
by B. coli , although B.pyocyaneus , staphylococci, or B. proteus 
could grow more rapidly than B. colt in sterilised bowel 
content. Although he does not accept Conradi and 
Kurpjuweit’s hypothesis this phenomenon was puzzling to 
Roily, especially since B. coli did not multiply in the mouth, 
where sufficient material suitable for its nutrition was 
constantly present. 


Acid Concentration in Arrest of Bacterial Growth . 

For some years after this very little attention appears 
to have been given to this subject, but two separate 
lines of investigation bearing more or less directly on 
the inhibition of bacterial growth have recently been 
followed. 

In the first place the arrest of bacterial growth, owing to 
accumulation of acid in culture media containing ferment¬ 
able carbohydrate, has been extensively studied, especially 
in America, by Avery and Cullen, 9 Brown, 10 Lord and Nye, 11 
and others. Without going into detail with regard to this 
line of investigation it may be said that attention is specially 
drawn to the importance of acid concentration in terminating 
the growth of bacteria in cultures. Another point, however* 
bearing more closely on our subject emerges from the work 
of Lord and Nye. These investigators point out that at 
H. ion concentrations half way between the optimum for 
growth, pH 78, and the acid death point, pH 5, there is a 
marked tendency for pneumococci to undergo autolysis. 
This effect the authors attribute to an intracellular enzyme, 
which has its maximum activity about pH 6-5. They are 
inclined to think that this enzyme may be an important 
factor in the crisis in pneumonia and in resolution of the 
fibrinous exudate. 


“ Bacteriophage" Theory of d'Herelle. 

The other line of investigation is that which has centred 
round what has come to be known as the “ph6nom6nede 
d’Herelle,” although as a matter of fact somewhat similar 
observations had been published by Twort 12 a short time 
before. D’Herelle’s original observation. 13 published in 
1917, was that if one or two drops of the fluid 
stool from a case of bacillary dysentery due to a Shiga 
infection were added to 20 c.cm. of bouillon which was 
incubated overnight and then filtered through a Chamberland 
filter it was found that even quite small quantities of this 
filtrate would rapidly, in from 2 to 12 hours, cause complete 
clearing of a turbid suspension of Shiga bacilli in bouillon or 
other fluid, subculture showing that clearing had been 
associated with death of the bacilli. Further, the cleared 
bacterial suspension or “ bacteriolysat ” was then found to 
have the same properties as the original filtrate—i.e., a trace 
of it added to a fresh emulsion of Shiga bacilli would again 
cause clearing of the suspension. The phenomenon could 
be repeated indefinitely. D’Herelle’s explanation was that 
the cause of the clearing was an ultramicroscopic vims 
which had the peculiar property of living on Shiga bacilli 
and which he proposed to call a “microbe flltrante 
bacteriophage.” In a series of publications which rapidly 
followed d’Herelle proceeded to extend his observations, till 
finally he has reached the conclusions that most bacterial 
diseases are associated with an intestinal “bacterio¬ 
phage ” ; that resistance to the disease is dependent on the 
activity of the latter, and even that the persistence of 
the infection, “carrier state,” can be ascertained by demon¬ 
strating the persistence of the “bacteriophage” in the 
intestinal contents. D’Herelle has been supported in his 
conclusions by Wollmann, 14 , Bablet, 15 and Salimbeni. 16 


Alternative Theories. 

Dumas 17 and Debre and Hagenau, 18 however, bring forward 
a number of observations on the phenomenon which it is 
difficult to bring into line with d’Herelle’s explanation. 
Such are that, whatever other bacterium a filtrate attacKS* 
it will always attack emulsions of Shiga bacilli; that a 
lysed tube will after a long time again become turbid from 
bacterial growth, and yet if tested on a fresh emu i?. 10ll t< lg 
will still show the property of promoting lysis; that filtraw® 
with properties similar to those of d’Herelle can be obtainea 
from bouillon incubated with material from very.^J-r 
sources (Seine water, stools of normal individuals, soil, <»c.n 
such filtrates being active against B. coli and B. Shiga, du 
never against the cholera vibrio. 

Kabeshima, 19 after working for some time with ma*en» 
obtained from d’Herelle, and demonstrating that 
“ bacteriolysats ” might be capable of therapeutic apP 1 
tion. definitely challenges d’Herelle’s explanation oi* 
phenomenon, and advances a number of reasons for co 
sidering that the bacteriolytic property observed is due 
ferment. His chief arguments are that the active princ p 
resists destruction by heating up to about 75° C., and tn» 
can be precipitated by acetone. He considers that a ienn 
derived from the bacilli, a “pro-diastase,” is broug„ 
play by a special “ferment d’immunit^ bacteriojya 
derived from the bowel of the infected animal. D h ^ 
disputes most of Kabeshima’s experimental re8U “®’ 
admits that the “ bacteriophage ” can withstand n 0 * 
for one hour at 65° C. 

Lastly. Bordet and Cuica® have made an experim ^ 
study of the phenomenon, and have shown tna* ^ 
repeated injections of B. coli into a guinea-pig’ 8 periw 
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the peritoneal exudate withdrawn has exactly the same 
property of clearing an emulsion of B. coli that d’Herelle 
recognised in his original filtrates for Shiga emulsions. 
They show further that the B. coli which can be cultivated 
on agar with some difficulty from these lysed emulsions 
differs from ordinary strains in several respects, and 
especially in the power to initiate lysis in bouillon cultures 
of coli. !rhis property is retained even after repeated sub¬ 
culture. Bordet and'Cuica reject d’Herelle’s explanation 
and maintain that certain ferments of the body probably 
derived from the leucocytes impart to the R. coli an increased 
tendency to autolysis, and that this is hereditarily trans¬ 
mitted. They maintain, however, that it is a* highly 
specific property, being exerted only on the same micro¬ 
organisms. 

It is unfortunate that neither d’Herelle nor any of 
the investigators cited have examined this phenomenon 
in the light of the older observations of Eijkman. 
Although the lines of investigation are too diverse to 
allow of a close comparison, it seems quite likely that 
all the data accumulated may be explained on the 
simpler hypothesis of Eijkman—e.g., Dumas’s observa¬ 
tion that filtrates from cultures of earth, river water, 
and normal faeces tend to lyse emulsions of B. coli and 
B. Shiga , but not cholera, may be very simply explained 
by the presence of B. coli in all three of these materials, 
Eijkman having demonstrated that B. coli cultures 
diffuse substances destructive of dysentery and coli 
bacilli, but not of cholera vibrios. 


broke down ; when the filtrate failed to grow B. coli it would 
not grow any of the dysentery strains. Any of tljese filtrates, 
however, when diluted 1 part in 5 parts water, again became 
suitable media for the growth of any of the bacteria. There 
was obviously, therefore, no exhaustion of the medium, but 
apparently some inhibitory factor was at play. The growing 
qualities of these filtrates, however, were not improved by 
boiling (this result is at variance with other observations 
made by different methods described later). As the investiga¬ 
tion had broken down in its main purpose, that of obtaining a 
medium for facilitating the isolation of the dysentery bacilli 
from the stools, and as a medium containing an “ unknown 
quantity,” such as commercial trypsin, was unsuitable for 
investigating the exact nature of the inhibitory phenomenon 
this line of inquiry was dropped. As the suggested produc¬ 
tion by bacteria of substances inhibitory to their own 
growth raised the interesting, although remote, possibility 
of the eventual therapeutic application of such substances, 
further evidence for their existence was sought in cultures 
of such bacteria as tend to die off rather rapidly. Strepto¬ 
cocci and pneumococci were chosen for further investi¬ 
gation. 

The results with streptococci, although favouring the idea 
that production of inhibitory bodies rather than exhaustion 
of the medium was responsible for the arrest of growth, 
were not striking. With pneumococci, however, more 
definite phenomena were observed. The most important of 
these was that when repeated subcultures were made on 
serum agar from serum bouillon cultures of certain strains 
of pneumococci the culture appeared to die off and revive 
repeatedly, and that after the first 48 hours the growths on 


Table I .—Results of Plating from Fluid Culture on to Serum Agar Plates. 


Strains. 

Medium. 

Period of incubation in days. 

35 days 
after dilu¬ 
tion and 
reinocula¬ 
tion with 
Pn. IV. 

j i| 2 

3 ' 4 

5 i 

6 

7 

8 

1 9 

I 1 

10 

11 

i 12 

13 

14 

15 16 

1 17 

! 30 

33 

4 

Bn. 

1 — 

— — 

1 — 

_ j 

_ 

1 _ 


_ 

_ 

_ 

1 _ 

_ 

1 _ 1 _ 

_ 

1 _ 

I _ 

_ 

Pn. A.-J 

Bn. and 10% h.s. 


40 3 

+ (f.) , 

3 

-f 

9 

32 

30 

30 

— 

— 

— 

— 1 — 

— 

- 

1 — 

— 

( 

Bn. and 25% h.s. 

1 + | + 

+ 4 

1 + 

2 

50 

5 

+ 

+ 

— 

— 

12 

32 

20 3 

50 

— 

I — 

— 

( 

Bn. 

- | 20 

— — 

1 + (f.) | 

- 

— 

— 


— 

— 

— 



- — 1 

_ 

— 

1 _ 

_ 

Pn. B. { 

Bn. and 10 % h.s. 

- | +* 

- I 4 

— 


— 

— 


— 

— 

— | 


— 

— 1 — 

— | 

— 

1 - 

— 

l 

Bn. and 25 % h.s. 

+ + 

5 - 

+ (f.) 


- 

— 

- 

- 

- 

- 


- 

— — | 

- 

- 


— 

( 

Bn. 

- | — 


— 

— 

— 

— 


— 

— 

— 

— 

— 

— — 

— 

— 

- 

_ 


Bn. and 10 % h.s. 

+ 23 

2 

+ (f.c.) 

— ; 

+ 

; 50 

+ 

— 

+ (f.c.) 

— 

1 

+ 

— — j 

— 

— 

— ; 

Contd. 


Bn. and 25 % h.s. 

4 4 

30 - 

— 

— | 


— 


+ 

1 

35 

4 

+ 

15 17 

29 

— 

— 


l 

;Bn. and 10% human s. 

+ + 

30 | - 

•+■ I 

40 50 (f. c.)| - 

+ 

— 

+ 

— 1 

l ! 


+ , 3i ( 

, — 

30 




Bn. 


— — 


— 

— 

— ; 


— 

— 

- 



II 

_ 


_ 

+ 


Bn. and 10 % h.s. 

+ 3 

3 1 - 

60 (f.c.) 

- 

— 

— 

— 

— 

— 

— 

— 1 

— 

— — 

— 

— 

— 

Scanty. 

Pn. D. J 

Do. 

+ 1 — 

15 1 - 



— 

— 

— 

— 


— 

— | 

i — 

— — 

— 

— 

_ 

+ 


Bn. and 25% h.s. 

+ j - 


- | 

— 

— 

— 

— 

— 


— 


— 

— 1 — 

— 

— 

— 

+ 


Do. 

9 20 

1 

3 1 1 

1 

- + (f. c.) 5 , 

+ 

60 



I - 


|| 






+ = Colonies too numerous to be easily counted. + + ^ Frofuse growth. - = No growth. Numbers = numbers of colonies 
developing. Bn. and h.s. = Bouillon and horse serum. + (f.) = Numerous but very small colonies. + (f.c.) = Mixture of very 
fine unusually large colonies. Contd. = Contaminated. 


Personal Work. 

Our own work on this subject will be most readily 
discussed in two parts : firstly, a number of observa¬ 
tions made by one of us without knowledge of the 
literature reviewed above ; and secondly, observations 
made with a modification of Eijkman’s technique. 

Earlier Observations. 

These were carried out at intervals from the autumn of 
1917 onwards, the first object being to prepare a medium 
unsuitable for growth of B. coli but permitting dysentery 
bacilli to multiply. It was thought that B. coli might differ 
from dysentery bacilli in the nitrogenous elements required 
for its nutrition, and that it would therefore be possible to 
exhaust a medium by growth of B. coli without using up all 
the nitrogenous material suitable for the growth of dysentery 
bacilli. After a few unsuccessful preliminary experiments 
had been made %vith ordinary media, recourse was had to 
tryptic media. In the course of investigating those it was 
observed that many intestinal bacteria, pathogenic or not, 
grow well in a l/5th dilution of Allen and Hanburys’ com¬ 
mercial trypsin (cholera was an exception); but that the 
filtrates obtained from such cultures after a few days’ 
incubation were unsuitable for the growth of the micro¬ 
organism originally cultivated. The phenomenon was to a 
certain extent specific; thus the filtrate of a Shiga culture 
grew B. coli or a Y dysentery strain but not Shiga, whereas 
the filtrate of a “ Y ” culture grew B. coli and Shiga, but not 
“ Y ” dysentery. Unfortunately, with B. coli the specificity 


subculture to serum agar often consisted of very small 
stunted colonies, as if some inhibitory substance had been 
carried over to the plate from the serum bouillon and was 
preventing the colonies from reaching their full develop¬ 
ment. The complete scheme of such an experiment 
is given in Table I., for four different strains of pneumo¬ 
coccus. 

Strain A was one which usually grew readily in bouillon 
even when lightly inoculated, and it was least liable to die off. 
The other three strains rarely grew in bouillon unless 
heavily inoculated, and not always then. They grew pretty 
constantly, however, in serum bouillon even when lightly 
inoculated. The phenomenon of repeated revival is best 
seen with strain C. The intermittent negative results on 
subculture presumably mean that the bacterium, although 
still alive in the culture, is present in such small numbers 
that no living cocci are taken in a loopful, or only such as 
are so heavily laden with inhibitory substance that they fail 
to develop. 

Determinations of reaction on various tubes in which 
growth persisted or had been arrested showed that those in 
which growth persisted were often more acid than those in 
which it had ceased. As a rule, the reaction of the medium 
had altered from pH 7*6-7 8 at the outset to about pH 6 9 
(colorimetric determinations by Clark and Lubs’s tech¬ 
nique 21 ). The explanation of the phenomena recorded, 
either by exhaustion of the medium or by development of 
excess of acid, is not easy; but the supposition that an 
unstable bactericidal substance was developed which often 
disintegrated before the bacteria had been completely killed 
off would fit the facts. 
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Observations with a Modification of Eijknian's 
Technique. 

The modification was to substitute for Eijkman’s per¬ 
forated paper agar discs, a plate poured in two layers: a 
melted tube of agar was inoculated and poured and after it 
had solidified hot agar (80°-90° C.) was run on to the surface 
so that a thin layer of sterile agar was superimposed on the 
deep culture. The inhibition of growth on the upper surface 
was then observed after varied periods of incubation. 

Applying this method of observation to the four strains of 
pneumococcus already mentioned in Table I. it was found 
(Table II.) that strain A, although sensitive to inhibition by 
the other strains, was a weak producer of inhibitory 
substance. 


Table II. 


Surface 

inocula¬ 

tion. 

Interval in 
days after 
subplate 
inoculation. 

Under plate inoculations. 

Pn. A. | Pn. B. | Pn. C. | Pn. D. 

Fu. A. 

1 

0 * 

0 

0 

0 

,, 

2 

0 * 

0 

0 

0 

,, 

3 

0 

0 

0 

0 

,, 

4 

+ (m.) 

10 col. 

+ (g.) 

0 

„ 

6 

0* 

+ (g.) 

+ (in. 

0 

Pn. B. 

1 

+ (v.g.)* 

0 

0 

0 

„ 

2 

+ (g.) * 

0 

0 

0 


3 

+ (m.)* 

0 * 

0 * 

0 

,, 

4 

+ (g.) 

0 * 

0 * 

0 


6 

0 

0 • 

0 * 

0 

Pn. C. 

1 

+ (c.) * 

0 

0 * 

+ (g.) 

„ 

2 

+ (v.g.)* 

0 

+ (g.) * 

+ (g.) 

.. 

3 

+ (v.g.) * 

0 

+ (m.) 

0 



+ (c.) 

+ (c.) 

+ (v.g.) 

0 


6 

+ (g.) * 

+ (g.) 

+ (m.) * 


Pn. D. 

1 

+ (c.) 

0 

0 * 

+ (v:g.) 

M 

2 

+ (v.g.) * 

0 * 

+ (v.g.) *1 

+ (g.) 

„ 

3 

+ (v.g.)* 

0 * 

+ (m.) * 

0 * 

l( 

4 

+ (c.) 

+ (c.) 

+ (cj 

0 * 

•• 

6 


. 


0 * 


0 = No growth. + (m.) = Moderate growth. + (g.) = Good 
growth. + (v.g.) = Very good growth. + (c.) = Copious growth. 

The figures in the last four columns indicate growth observed on 
surface 18 hours after inoculations on surface. 

* Indicates late appearance of a few colonies—i.e., 3 days after 
surface inoculation. Col. = Colonies. 

Strain B, which most of all tended to die off in culture, 
waB also sensitive to the inhibitory bodies, but in addition 
produced them actively. Strain C produced a moderate 
amount of inhibitory substance, but was not particularly 
sensitive to it. Strain D was not particularly sensitive to 
the inhibitory substance but tended to produce it powerfully 
and for a longer period than the other strains. Inhibition 
appeared to reach its maximum usually about the third day 
ana to decrease on the fourth, owing probably to death or 
weakening of the deep culture and gradual dissipation of the 
labile inhibitory substance generated. Although the diffu¬ 
sion of inhibitory substances from the bacteria into the 
agar could be very reasonably inferred from these experi¬ 
ments direct proof was lacking. It seemed to us that 
conclusive evidence would be obtained if the inhibitory 
effect could be demonstrated in medium completely 
separated from the bacteria and that effect then removed by 
heating. Such conclusive proof was not brought forward in 
Eijkman’s experiments as we understand them. 

It was proposed to cut out a sterile disc of agar from the 
upper layer of a plate showing inhibition and inoculate 
one-half untreated and the other after heating. The 
technical difficulties in this investigation were considerable; 
serum agar deteriorates as a medium for growing pneumo¬ 
coccus after heating, bo this bacterium was unsuitable: 
with the more coarsely growing bacilli such as B. colt 
cutting out of sterile discs is very difficult unless the second 
layer of agar is deep, and in that case it is not easy to charge 
it sufficiently with inhibitory substance. A solution, how¬ 
ever, was found in the unexpected discovery that the 
pneumococcus inhibits not only its own growth but also, 
and to an even greater degree, that of many of the more 
coarsely growing bacteria. Thus staphylococcus, B. coli } 
Flexner’s dysentery bacillus, and Streptococcus fcecalis were 
all inhibited on the upper surface, when the deep plate was 
inoculated with pneumococcus, and incubation had pro¬ 
ceeded for 24 hours or more. These bacteria were found to 
be sensitive in varying degrees, staphylococcus most and 
Streptococcus fcecalis least. 

The results of inoculation on sterile portions of agar, 
heated and unheated, cut out from the surface of deep 
plates of various pneumococcal strains are given in 
Table in. 


Table HI. 


Inoculation j 
of deep { 
plate. 

Bacterium 
inoculated 
to surface, j 

Growth on portion 
of surface layer 
cut out. 

Growth on portion 
of surface layer 
liquefied by 
heat and reset. 

Pn. D. I 
2 days’ J 
incubation 

r 

i 

Fl. 

St. A. 

' B. coli. 

S.F. 

15 colonies. 

Nil. 

3 colonies. 
Fine growth. 

+ + 

+ + 

+ + 

+ 

Pn. D. ( 

3 days’ < 
incubation ! 

Fl. 

1 St. A. 

B. coli. 

S.F. 

Discrete colonies. 
Nil. 

Nil. 

Fine growth. 

+ + 

+ + 

+ + 

+ 

Pn. B. ) 

6 days’ < I 
incubation [ j 

Fl. 

St. A. 
i B. coli. 

S.F. 

+ 

V. scanty growth. 
Nil. 

Nil. 

+ 

+ 

+ 

+ 

Pn. A. 1 
6 days’ < 
incubation | 


FL 

St. A. 

B. coli. 

S.F. 

+ 

Nil. 

+ 

Fine growth. 

+ 

+ 

+ 

Fine growth. 


Fl. = Flexner. Bt. A. = Staphylococcus aureus. 

8.F. = Streptococcus fcecalis. 

Pn. = Pneumococcus. + = Abundant growth. 

+ + = Very abundant growth. 

In addition to destruction by heat the inhibitory effeot for 
various bacteria produced on a plate surface by deep growths 
of pneumococcus was often observed to disappear spon¬ 
taneously about the fifth or sixth day of incubation, or, if 
the plates were left for some days, at room temperature. 
The rapidity of death of the cultures of pneumococcus on 
serum agar varied according to the type of peptone used to 
prepare the agar, and it was in the media m which the 
pnemococcus died most rapidly that spontaneous disappear¬ 
ance of inhibitory effect on the surface of the medium was 
most readily observed. 

Observations on Inhibition by Other Bacteria. 

In a general way most of Eijkman’s observations, 
which had dealt mainly with the coarsely growing 
bacteria, were confirmed by the technique described 
above. Table IV. shows the inhibitions of growth which 
were observed. 

Table IV. 


Bacterium in 
underplate exa¬ 
mined for inhibi¬ 
tory action.* 

Bacteria 
killed off. 

Bacteria 
moderately or 
inconstantly 
inhibited. 

Bacteria 

1 little 

affected. 

Pneumococcus.! i 

1 

Sh., F1..P.B., 
St., C.. T., 
8.F., Pn. 

K.L.B., Mn. ( ; 
S.H. 


Paratyphoid “B.” 

Sh.,T.,St.,Fl. 

P.B., S.H. 

C., S.F. 

B. coli. 

Sh.. Fl. 

i 

Y.. K.L.B., St., 
P.B..T., 8.F., 
S.H., C. 

Ch. 

| 

Dysentery “ Y.” 

Sh.. Fl., Y. 

— 

! c. 

Dysentery Flexner 

Sh.,Fl. 

Y., S.H. 

, C., T., P.B., 

1 St., S.F. 

Dysentery Shiga. 

Sh. 

Fl., St., T., S.H. 

C., P.B., Y., S.F. 

Streptococcus 

S.F. 

S.H., Sh., T., 

K.L.B., P.B., 

fcecalis. 


St., Ch. 

a.FL 

Streptococcus 

Juemolyticus. 

S.H., S.F. 

K.L.B., Ch. 

T..P.B.. C.. St.. 
Sh., Fl. 

Staphylococcus. 

— 

St., T.. Sh., S.F. 
K.L.B. 

S.H., Fl.. P-B.. 
C.. Ch. 

K. L. B. 

K. L. B. 

— 

S.F., S.H., T., 
P.B.,Ch.,C.,St. 

Cholera. 


Cb., St. 

C.,P.B., S.H., 
S.F., T. 


* As only one strain of some of the bacilli were examined, these 
results will probably be altered to some extent by extended obser¬ 
vations. The results refer to observations made after24-48 hours 
incubation. 

{ The deep plate was serum agar in this case; but the results as 
above, with a heemolytic streptococcus were not modified when 
serum agar was substituted for ordinary agar. 

8h.=Shiga. Fl.=Flexner. P.B.= Paratyphoid " B." St.=8taphy- 
lococcus. C.^B.coli. T.=Typhoid. 8.F. — Streptococcus facalis 
Pn. = Pneumococcus. Mn. = Meningococcus. &.BL.=Streptococcus 
htemolyticu8. Y.=Dysentery “ Y." Ch.=Cholera. 

The data are incomplete; they depend for many of 
the bacteria on a small number of experiments; and 
the factors involved in inhibition probably differ—e.g.i 
we have some evidence that the heat resistance of the 
inhibitory substance produced by the pneumococcus is 
greater than that of the substances responsible for 
inhibition produced by B. coli and Shiga. In a general 
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way, however, the bacteria amongst those examined 
most capable of inhibiting others appear to be pneumo¬ 
coccus, paratyphoid B, and B. coli; those least 
inhibitory to others to be cholera and staphylococcus; 
those most specific in their inhibition haemolytic 
streptococci, E.L.B., and typhoid; lastly, those least 
sensitive to the inhibitory influences are B. coli and 
paratyphoid B. 

Production of Inhibitory Substances in Fluid 
Media. 

Advance in the study of, or possible utilisation of, the 
inhibitory substances would both be difficult if, as in 
Eijkman’s experience, they could only be demon¬ 
strated in solid media. Working with serum bouillon 
cultures of pneumococcus, however, this is not the 
case. In a few experiments which have been made it 
has not been possible to demonstrate inhibition of the 
growth of staphylococci, Ac., in cultures of pneumococci 
made in test-tubes ; but when the culture is incubated 
as a thin layer of fluid in the bottom of an Erlenmeyer 
flask the inhibitory substances appear. Although a 
relatively heavy inoculation of staphylococcus is made 
to a 24-hours’ culture of pneumococcus which has been 
incubated as described no staphylococcus can be 
detected on plating out after further incubation over 
night, and the filtrate of the culture has the same 
bactericidal quality. This bactericidal effect was 
partly removed by heating at 80° C. for 35 minutes and 
completely removed by heating at 85° C. for the same 
time. 

The inhibitory or bactericidal effect for staphylo¬ 
coccus and other bacteria was demonstrated equally 
in a culture which had turned acid (pH. 6*8) and in one in 
which the reaction had remained unchanged (pH. 7‘9), 
and was in both cases removed by heating to 85° C. 

Summary and Conclusions . 

A considerable amount of general evidence has been 
brought forward to show that in the course of repro¬ 
duction many bacteria produce substances inhibitory of 
their own growth and of that of other bacteria. In the 
case of the pneumococcus we believe that we have 
obtained conclusive evidence that such substances are 
produced and that they are relatively labile bodies 
destroyed by heat at 80°-85°C. A free supply of oxygen 
seems to be important for their production, and it 
seems possible that it is in this fact that we have the 
explanation of the therapeutic value of oxygen 
administration in pneumonia. The possible applica¬ 
tions of these findings are various. They have con¬ 
siderable theoretical interest, in the sense that a class 
of substances, perhaps of the nature of enzyme, which 
has not aB yet been seriously investigated, is brought 
under examination. Further, it may be possible in 
taking those substances into account to elucidate some 
pathological and bacteriological problems till now 
obscure, such as the crisis in pneumonia or the pre¬ 
dominance of certain types of bacteria in different parts 
of the alimentary tract. 

Amongst the likely practical applications are a better 
understanding of the factors dealt with in preserving 
stock cultures and in obtaining growths of “ delicate ” 
bacteria; also the production of media capable of 
promoting selective bacterial growth—e.g., it may be 
possible to prepare a medium capable of growing 
cholera and not B. coli t Ac. Lastly, it is remotely 
possible that such substances may have a therapeutic 
application, since it may be that the pneumococcal 
product which kills staphylococci and pneumococci and 
leaves streptococci much less affected may be more 
lethal to the former than it is to the tissues of the 
body. 

In any case some very interesting lines of investiga¬ 
tion are opened out, and it is in the hope that other 
bacteriologists may be led to take them up that these 
observations have been published in this immature 
form. 

In conclusion, we wish to thank Professor M. J. 
Stewart for facilitating the prosecution of investiga¬ 
tions in his department; also Dr. A. G. Ritchie and 
Mr. R. E. Be van-Brown, M.A., for help with some of 


the earlier experiments. We are specially indebted to 
Dr. G. A. Wyon for modifications of technique in the 
adjustment and determination of reaction in culture 
media which he has introduced into the department,* 
as these have greatly contributed to the accuracy of 
much of the work recorded in this paper. 
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OBSERVATIONS ON THE 
MOBILE ASCENDING COLON. 
BY E. R. FLINT, F.R.C.S. ENG., 

SURGICAL, TUTOR, GENERAL INFIRMARY, LEEDS. 


A great deal has been said and written of late years 
,bout the undue mobility of the ascending colon and 
bs consequences, the standard of mobility being derived 
rom the description of the colon given in the text-books 
in anatomy. I have recently pointed out 1 the fallacy 
»f utilising dead-body dissections as material on which 
o base conceptions of the living tissues. The shrivelled, 
Ixed structures found in a preserved body have about 
is much resemblance to the flexible, movable living 
issues as an Egyptian mummy has to a man in the full 
rigour of life. This applies with much point to the 
Lscending colon, for it is described and figured in 
anatomical books as lying squat on the posterior 
kbdominal muscles and kidney with no suspicion of a 
nesentery, whereas this sessile state is quite the 
exception in the living body. I make this statement 
vith confidence after observing the condition of the 
tscending colon in many hundreds of cases both at 
iperation and in the post-mortem room. It is rare not 
io be able to lift the colon up into the wound with ease. 

What exactly constitutes an abnormal amount of 
nobility is difficult to decide, though those cases where 
he colon, and especially the hepatic flexure, can be 
irought out on to the towels can certainly be said to 
ie a less common form of mobility and, therefore, 
Dossibly an abnormal type. All degrees of mobility 
ixist, from a complete mesentery to the whole ascend- 
ng colon and caecum to a complete fixation throughout 
;he entire length ; sometimes the upper end is free and 
;he lower fixed, sometimes just the reverse, and again 
x>th ends may be mo*e or less fixed and the centre part 
nobile, but undoubtedly the commonest type is some 
jonsiderable degree of mobility throughout, lessening 
;owards the hepatic flexure. 

I do not agree with those who hold that it is a matter 
>f Drime importance that the ascending colon should be 
levoid of a mesentery in order that it may raise its 
oad against gravity or that it receives its support 
lormally from its peritoneal attachments. Good tone 
n the abdominal muscles is, I think, quite an effective 
support, and these muscles, pressing the liver back 
kgainst the colon, can bring a considerable steadymg 


i this work Dr. Wyon was able to check 

with a Wendts’ electro-titration apparatus obtained under a 
made by the Medical Research Councfl. 

i Brit. Med. Jonr.. Jan. 22nd, 1921. 
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effect to bear on the hepatic flexure. Indeed, it seems 
to me to be a distinct advantage to a muscular organ 
not to be tethered. Surely if it were so vital that the 
ascending colon should be fixed in order that it might 
perform its function properly, nature would have 
provided a definite point d’appui, as she has done at the 
splenic flexure in the phreno-colic ligament. 

Another point to which I wish to refer is the very 
frequent presence of a strong peritoneal band attached 
on the one hand to the colon in the neighbourhood of 
the external longitudinal muscular band at a point 
where the caecum and ascending colon unite, and on 
the other spreading out into and becoming a part of the 
parietal peritoneum on the postero lateral wall of the 
abdomen at the level of the iliac crest. This band, 
which I do not find described in any publication, is 
very commonly present, and becomes tight on moving 
the colon inwards and downwards. To my mind it 
suggests that the tendency of the caecum, when the 
ascending colon is normally or abnormally loose, is to 
move not downwards directly, but in the arc of a circle 
of which the ileo-colic vessels are the radius, and this 
band is to prevent too free a migration in this direction. 
That some such restraint is necessary in certain cases 
seems probable in the presence of an ileal band. This 
anchors a short segment of the ileum, about 1£ to 2 inches 
from the cfecum, to the pelvic brim ; if now the csBeum 
should move downwards and inwards across the true 
pelvis a sharp kink must occur at this point. This 
might cause a certain amount of delay in the passage of 
the ileal contents, but there is no evidence of actual 
obstruction. 

Waugh 2 contends that gastric and duodenal ulcers 
and gall-stones have all a common underlying cause in 
the dragging effect of the loaded caecum and ascending 
colon on the respective organs, and he figures peritoneal 
lines of stress in support of his contention. I have 
been unable to verify these observations. I grant that 
it is easy to produce these lines of stress in the 
peritoneum if the colon be lifted or pulled out of the 
abdominal wound, but with the organs remaining in 
the peritoneal cavity I find it is impossible to exert 
traction on the stomach and first part of the duodenum 
or gall-bladder. Occasionally the second part of the 
duodenum appears to be dragged upon to some extent; 
however, ulcer is very rare indeed in this part; also, it 
would appear possible to obtain some dragging effect on 
the kidney. Moreover, the cacum does not drag 
directly downwards as I pointed out above, but tends to 
pass towards the left, and any drag which might occur 
would be expended on the peritoneum to the outer side 
of the colon ; this I believe does occur, and is countered 
by the band to which I have already alluded. 

Again, it is very rare to find the caecum in the true 
pelvis; it is kept out by coils of small intestine, the 
rectum, the bladder, and in the female by the uterus and 
its appendages in addition. The bladder alone must 
occupy a considerable part of the pelvic cavity during 
the 24 hours, as it is more often partially filled than 
empty, and one fails to see how a bulky organ like the 
caecum (bulky because it always contains gas and 
frequently faecal matter) could frequently obtain 
entrance to this confined space. There seems to be no 
opportunity, therefore, for a heavy drag downwards, 
when the parts are within the abdomen. 

It might be said that X rays show an excursion of 
the hepatic flexure from below .the liver to as low as 
the iliac crest. That is so ; but in these cases there is 
usually a general tendency for all the organs to 
prolapse to some extent owing to a lack of support 
from the abdominal muscles, and the movement is 
forwards as well as downwards. ^Moreover, X ray 
appearances are apt to be deceptive sometimes, for I 
have seen cases which show an apparent prolapse of 
the hepatic flexure on the screen, and at operation this 
part of the colon has been quite reasonably fixed. After 
all, X rays only show the shadow and not the real 
organ. 

These remarks have been made in reference to the 
ascending colon, but the anatomical inaccuracies as 

2 British Journal of Surgery, January, 1920. 


regards fixity apply to the descending colon as well.* It 
is said that it is exceedingly rare to find a mesentery 
here, w'hereas I have found it to be 1 to 1$ inches in 
length almost without exception ; the most fixed parts 
being the splenic flexure and where the descending 
colon joins the sigmoid. 

Relation of Dyspepsia to Mobility of the Colon. 

There is no doubt that certain dyspeptics have very 
mobile proximal colons, but this does not necessarily 
mean that the dyspepsia is caused by the mobility; 
for exactly the same symptoms are found with less 
degrees of mobility, and even with an ascending colon 
which is fixed. This last type is sometimes represented 
by a sharp backward bend, just proximal to the hepatic 
flexure, showing tw T o parallel limbs adherent to one 
another, and often also with a strong tethering band 
from the omentum passing across to the latdtal abdo¬ 
minal wall. There is nearly always associated with 
this a full, soggy, loose caecum, which occasionally may 
be turned right up in front of the ascending colon, and 
very frequently there are calcified tuberculous mesen¬ 
teric glands in the ileo-colic angle, and an ileal band. 
There is no question of drag in these cases on other 
abdominal viscera. 

It is rare to find evidence of muscular hypertrophy 
in the ascending colon, caecum, or small intestine in 
so-called loose colon cases. If these structures were 
trying to lift a load against gravity under unusual 
difficulties, as is held by some, one would expect to 
find hypertrophy in some degree. The inference is 
that, for some reason, there is disordered muscular 
power in this class of dyspeptics—an arrhythmia, so to 
speak. Keith’s observations point to a defect in the 
structure of the neuro-muscular tissues, which is dis¬ 
tributed more profusely in some situations than in 
others; it is particularly plentiful in the ileo-cffical 
sphincter and in the distal half of the colon, and, to a 
lesser extent, in the ascending colon, especially where 
it joins the caecum. He considers there is a definite 
sphincteric tract here. His view is, that at these 
parts there is a hypertonicity (possibly a hyperplasia 
of this Auerbach’s tissue), and that the majority of 
intestinal stasis cases arise from this cause and not 
from atony. Fibrosis of Auerbach’s tissue is a later 
stage. There must be some agent which starts this 
hyperplasia, and the detection of this agent is, to my 
mind, the real problem in these cases, as, indeed, it is 
in nearly all chronic diseases; for in such hyperplasia 
followed by fibrosis is the usual sequence of events. 
At present we know nothing of these early origins; 
indeed, there is scarcely a single chronic disease of 
which it can be said that we know it from A to Z with 
such certainty that there is no conceivable fallacy in 
any link in the chain. And this is especially true of 
large intestine disorders, for we do not know with any 
accuracy even the normal function of this segment of 
the gut. But we can, at any rate, by observation 
arrive at an average mobility which will represent 
within wide limits the normal anatomical state. It 
seems to me essential that this point should be cleared 
up in order that treatment may be based on a sure 
footing. 

Operative Methods. 

In dealing with dyspeptic cases associated with a 
mobile proximal colon the two chief operative methods 
employed are colopexy and colectomy, partial or com¬ 
plete. If it is true that this part of the intestine i* 
normally freely mobile, then it is hardly conceivable 
that the indigestion is due to this state of affairs, and 
colopexy can only be the proper treatment in certain 
cases—namely, where the freedom of movement is so 
great that it is possible to get some degree of volvulus, 
and, I believe, in those cases with an ileal band and so 
movable a caecum that kinking may occur at this point. 
If the symptoms are due to changes in the neuro¬ 
muscular tissue of the colon and ileo-csecal region, and 
progressing to destruction of it by fibrosis, colectomy 
becomes the rational treatment at this stage. However, 
both these operations seem to me to be attempts to 
deal with the ultimate or penultimate results of some 
condition, which I think physiologists, biochemists. 




THE lancet,] DR. W. BAIN ft OTHERS: ELECTRICAL TREATMENT OF THE BLOOD. [April 30,1921 905 


and experimentalists are most likely to discover—a 
discovery which, I believe, would be attended by 
revolutionary effects in respect of many more diseases 
than intestinal stasis. 

Whether colopexy or partial colectomy should be 
performed depends on the post-operative morbidity. 
The mortality is negligible in either case. I have not 
had a single death. Unfortunately, the post-operative 
results are not very satisfactory. The patients may 
gain weight and feel better, but they have to continue 
taking aperients as before, and too often continue to 
have flatulence, capricious appetite, occasional haemate- 
mesis, are lethargic and far from normal. In other 
words, the real source of the symptoms does not seem 
to have been touched. Excellent results do occur, and, 
I think, more often after colectomy than colopexy, 
because the former operation being performed for those 
cases which show a soggy, heavy, opaque-looking 
caecum, from which it is clear, however it originated, 
the patient is now being chronically poisoned, an 
obvious source of danger is removed. The type of case 
in which the treatment is not so simple shows no such 
“cesspool,” but a mobile proximal colon, while to all 
external appearance its structure is normal. In these, 
I believe, neither colopexy nor colectomy is required, 
except when the caecum is so loose that it may become 
rotated on itself, or when there is an ileal band and 
the mobility of the caecum is such as to allow of a kink 
occurring at this point. I think some cases of so-called 
appendicular colic are really colicky attacks due to 
some such partial twisting of the caecum. Colopexy is 
preferable to dividing the band, for it has a tendency 
to reform. 

It is interesting to note what happens after complete 
colectomy. I have only done three cases, and all of 
them returned to a state of marked constipation. Occa¬ 
sionally an inveterate diarrhoea results, but I think the 
nsnal experience is to see a return to constipation. This 
would seem to indicate that it is not the large intestine 
which is primarily at fault. Moreover, this is an opera¬ 
tion which can only be required (if at all) in the more 
advanced types of stasis, and these are just the patients 
who are not the good operative risks which so extensive 
an operation requires. If surgeons would observe and 
record the state of mobility of the colon in all their 
abdominal cases we should soon get at the average con¬ 
dition for the living patient and be independent of the 
text-books on anatomy, which I hold are incorrect in 
this instance as in some others. I make a para¬ 
umbilical incision in adults in practically every abdo¬ 
minal case, except for gall-stones and pelvic operations, 
displacing the rectus outwards; this gives a perfect 
scar, as no nerves are divided, and through it one is 
able to examine the colon attachments quite easily, 
and, I might add, determine the state of all the other 
abdominal viscera. 

Summary . 

1. The colon has a considerable degree of mobility. 

2. There is frequently a band present, which prevents 
undue movement of the ciecum across the true pelvis. 

3. The statement that a mobile proximal colon exerts 
a drag on the other viscera requires further evidence 
before it can be accepted. 4. It is not proved that the 
mobility of the colon accounts for the formation of 
ulcers, or even for dyspeptic symptoms; the same 
symptoms occur when the colon is fixed. 5. Colopexy 
is indicated for certain cases; and the symptoms in 
such cases may simulate appendicular colic. 6. Colec¬ 
tomy is indicated when the caBcam is obviously acting 
as a “ cesspool ” and the results of hemi-colectomy are 
as good as, and the risks much less than, those of 
complete colectomy. 


Society of M.O.H.: Naval, Military, and Air 
Force Hygiene Group.— A meeting of this group will be 
held at the Royal Army Medical College, Grosvenor-road, 
London, S.W., on Friday, May 6th, at 4 p.m. Lieutenant- 
Colonel P. S. Lelean, C.B., Professor of Hygiene, will give a 
demonstration of “ Sanitary Appliances of Interest to all 
Health Officers.” The demonstration is open to all 
members of the Society. 


AN EXPERIMENTAL INVESTIGATION 
INTO THE 

ACTION OF CERTAIN ELECTRICAL 
TREATMENTS 

ON THE BLOOD, BLOOD PRESSURE, AND METABOLISM. 

BY W. BAIN, M.D. DURH., F.R.C.P. Lond., 

W. EDGECOMBE, M.D., M.R.C.P.Lond., F.R.C.S.Eng., 

W. SHIRLEY KIDD, M.B., B.S.Lond., M.R.C.S., 
L.R.C.P. Lond., 

and 

SINCLAIR MILLER, D.S.O., M.C. , M.B.. B.CH. Belf. 

This investigation was undertaken to determine the 
effect, if any, of certain electrical procedures in common 
use at the Royal Baths, Harrogate, on the blood, blood 
pressure, and metabolism; the last as evidenced by 
changes in tho urinary output and in the body-weight. 
The subjects of the experiment were three normal 
individuals—A, B, and C, of ages 64, 49, and 35 respec¬ 
tively. Each remained on a fixed .and weighed diet, 
which differed somewhat in detail in each case but was 
constant throughout for each individual. The blood 
was taken at the same hour each day (12.30 p.m.) and 
estimation made of the haemoglobin, red cells, and leuco¬ 
cytes. The blood pressure, systolic and diastolic, was 
taken by the auditory method before and after each treat¬ 
ment. The urine was collected daily in 24-hour periods, 
and the following estimations were made : Total quan¬ 
tity in cubic centimetres; total solids in grammes 
as calculated from Long’s coefficient; total acidity 
expressed in grammes of HC1.; ammonia nitrogen in 
grammes by Folin’s method ; total nitrogen in grammes 
by Kjeldahl’s method; total urea in grammes by the 
hypobromite method; phosphates by the uranium 
nitrate method, using cochineal as an indicator; and uric 
acid by the Folin-Schaffer method. 1 The subjects entered 
upon a preliminary period of fixed diet for six days, 
during the last three of which, when equilibrium was 
presumably established, the urine was collected and 
estimation begun. The following procedures were then 
investigated. 

(1) The d'Arsonval high-frequency current. —This has 
been used largely for some years as a reputed means 
of reducing high blood tension, chiefly of the nervous 
type, and also in hyperpiesis and arterio-sclerosis. 
Auto-condensation is the method usually employed. 
In the form of bipolar “ massage ” it is given locally 
as a counter-irritant in chronic joint affections : as the 
“ effleuve ” it is used largely in cases of chronic neuritis, 
and by general application to the limbs and body as a 
tonic and stimulating agent. Each subject had daily for 
four consecutive days ten minutes’ auto-condensation 
with a current of 500 milliamperes, followed by 20 
minutes’ bipolar “ massage ” to the bare skin of the 
back and limbs with a current of 250 milliamperes. 
After a rest period of three days— 

(2) The diathermic current was given daily for 20 
minutes on three successive days to all three subjects. 
It is chiefly used locally to joints and other parts to 
relieve pain—e.g., in neuritis, flbrositis, periostitis; 
to promote the absorption of chronic inflammatory 
thickening; and in local conditions of defective circu¬ 
lation, chilblains, erythromelalgia, intermittent claudi¬ 
cation, ftc. On the first day it was given locally to the 
gluteal region, a current of 1 to 1*5 amps, being used ; 
on the two subsequent days the current was passed 
through the body from hand to foot, the maximum 
amount tolerated being given in order to ascertain if 
any general effects were produced. After a rest period 
of two days— 

(3) The Bergonie treatment was given. This has a 
reputation in the reduction of obesity and is largely 
used for that purpose. A current, interrupted at 
regular intervals, is passed through the body from a 


1 Blood-pressure records by W. E.; blood counts by W. E. and 
W. 8. K.; uric acid and phosphates by W. B.; other urinary con¬ 
stituents by S. M. 







Table I .—Changes in the Urinary Output and Constituents. 

Subject A. Subject B. Subject C. 
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large electrode placed on the back, to two electrodes 
bound on the thighs above the knee. Rhythmical con¬ 
tractions are set up of the large masses of muscles in the 
back, gluteal regions, abdominal walls, and thighs; and 
the work done is increased by placing weights on the 
abdomen and thighs. In the original form no heat is 
employed. A useful modification has been introduced 
at Harrogate of an electric light bath given simul¬ 
taneously, whereby free sweating is induced. A needle 
bath graduated from warm to cool terminates the pro¬ 
ceeding. The treatment was taken by each subject 
for 20 minutes on six successive days. On the first 
three days the current alone was given; in the last 
three days the sweating bath was added. The current 
used was 12 to 20 milliamp£res with a rhythm of 72 per 
minute; and the weights applied amounted to 681b. 
The temperature of the light bath was 125° to 130° F., 
and the subsequent needle douche was begun at 98° 
and cooled down to 75*. 

Summary of Remits . 

The results are set forth in the tables appended. In 
order to save space, the averages only are given of tbe 
daily figures for the periods before, during, and after 
each series of treatments. A brief summary is as 
follows:— 

1. High-frequency Current . 

Pulse-rate. —tJniformiy reduced at each sitting in all three 
subjects; the average reduction varying from four to eight 
beats per minute. No net reduction in pulse-rate at the end 
of four days. This effect is not entirely due to the influence 
of rest. For example, subject B had a period of 40 minutes’ 
rest before each treatment, and though starting each time 
with a low pulse-rate of 60 a reduction took place on each 
occasion to 56. 

Blood pressure.— A reduction in systolic pressure, up to 
20 mm. Hg, occurred after each sitting in two of the three 
subjects; the diastolic pressure showed little or no change. 
In the remaining subject (B) the systolic pressure was 
uniformly low (100-1041 and no immediate reduction 
occurred. All three subjects showed a net fall of from 
4 to 15 mm. Hg. in systolic pressure after four days’ treat¬ 
ment ; and in the cases of A and C a reduction in diastolic 
pressure of 8 and 10 mm. respectively. In B the diastolic 
pressure remained unchanged. The average immediate 
reduction in systolic pressure of all three subjects at all four 
sittings was 5 to 8 mm., while the diastolic pressure showed 
no change. 

Blood.—In all subjects there was a slight reduction in the 
amount of haemoglobin, while the red corpuscles remained 
practically stationary. Recovery in haemoglobin value 
rapidly took place during the ensuing rest period of three 
days. The number of leucocytes fell in two subjects, A and 
B, and the fall endured throughout the subsequent rest 
period. In subject C a slight rise took place, probably owing 
to the fact that he was out of sorts, suffering from a 
pronounced cold. 

Urine . —The only changes in the urine common to all 
three subjects were a diminution in total solids of 8 to 12 per 
cent., and an increase in the output of urea of 3 to 9 per 
cent. The other constituents showed little change in two of 
the three cases. In subject C there was a notable fall in the 
average excretion of uric acid, but as he was definitely 
abnormal at the time this finding is neglected as aberrant. 
During tbe succeeding interval of three days the average 
leucocyte count remained down in all subjects; tbe total 
solids of the urine rose and the output of the total nitrogen 
rose above its former average level. 

The net results, therefore, obtained from the 
d’Arsonval high-frequency current were a slight bat 
definite reduction in systolic and diastolic blood 
pressures; a temporary trifling loss of hmmoglobln; a 
more enduring fall of leucocytes ; an increase in output 
of urea, followed by an increase in the excretion of 
total nitrogen. The clinical claims made that this form 
of electrical treatment reduces the blood pressure and 
stimulates metabolism are substantiated to a moderate 
extent by these results. 

2. Diathermic Current. 

Pulse-rate.— The average rate showed practically no 
change. 

Blood pressure. —A fall in the average readings of systolic 
blood pressure occurred in all three subjects, the maximum 
average fall being 7mm. Hg. The greatest individual fall 
after a sitting was 22 mm. Hg. The diastolic pressure in 
one subject (B) showed an average, fall of 5 mm.; in the 
others no change took place. 
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Blood— All subjects showed a slight fall in the average 
number of red cells, and in two out of the three a marked 
increase in leucocytes was observed. In the third subject (C) 
the average of counts showed a slight fall, accounted for by 
a considerable drop on the last day after a preliminary rise 
on the first two days. 

Urine.— The changes common to all were a marked 
increase in ammonia nitrogen amounting to 75 per cent, in 
two cases and 25 per cent, in the subject 0. The total 
nitrogen was diminished in two cases, and practically 
unchanged in subject B. The urea was definitely increased 
in all three; the uric acid showed a distinct increase in two 
cases, and a minute fall in subject B. 

During the succeeding interval of two days a fall in the 
leucocyte count took place, the red cells remaining un¬ 
changed. No variations common to all were observed in 
the urinary output. 


place during the heat and electricity, followed by a tell after 
the needle Lath, but not to the original level before the 
bath ; the pulse in each case remained on the average a few 
beats quicker. 

Blood pressure.— The systolic and diastolic blood pressures 
fell in each case during the heat, but not to the extent that 
would be expected had heat been employed alone without 
the electric current. The current alone without the beat 
causes, as shown above, a rise in pressure; when both are 
used simultaneously the lowering effect of the beat over¬ 
balances the raising effect of the current, and the net result 
is a moderate fall, averaging about 7 mm. systolic and 
10 mm. diastolic in the three subjects. With neat alone a 
much greater fall would be expected. After the needle 
douche a marked rise in both pressures, averaging 12 mm. 
systolic and 6 mm. diastolic took place in all three subjects. 

1 It is noteworthy that subject B, having a subnormal 

pressure, showed smaller 


Table II.— Averages of Blood Examinations in Subjects A , B, C. changes in pressure than A 

-and C, but a much wider 

, T variation in pulse-rate. 

_ Bed corpuscles. Leucocytes. Blood.- The blood ohanges 

A. i b. C A B. c showed a marked fall in 

-i-I---1-1— haemoglobin in all three sub- 

>,480,000 | 5,438,000 6,625,000 8,820 11,010 6400 jects, ranging from 4 to 5 per 

I cent., a slight diminution in 

>,420,000 5,500,000 6,425,000 7,410 10,912 7225 red cells appeared, and a 

rise in the leucocyte count in 
i,413.000 5,450,000 6,333,000 6,183 8,660 6660 two subjects, A and C, and a 

elight fall m subject B. 

>,358,000 5.383,000 6,300,000 7,300 10,600 6283 Urine .—N eg lectin g the 

tnc c Ann rw\ £,««« - ___ result from subject A for the 

.,308,000 5,400,000 6,325,000 6,100 10,200 5700 reasong given above , the 

>,407,000 5,400,000 6,396,000 7,017 10,730 4983 changes common to B and C 

were an increase in total 

>,288,000 5,375,000 6,343,000 8,917 9,400 5760 solids; a slight fall in the 

ammonia nitrogen; a marked 
>,367,000 5,387,000 6,225,000 10.425 10,400 5950 tell in the output of urea; a 

_________* _ rise in the uric acid, marked 

in the case of B, slight in C, 
kid, then, to cause and a slight increase in phosphates. Comparing the averages 
re, an increase in °* *be Bergonte days, three without heat and three with 
•ea and ammonia bea t» tbe averages of the preceding rest period, the total 
m'TYiiiaf solids are up in both subjects, the ammonia nitrogen up in 

. * no ® e B and down in C; the urea is down in both; and the uric 

t, which is to be slightly down in both, a fall in the first three days 

res are forms of being followed by a rise in the second three; while the net 
notable difference result in the output of phosphates is a slight increase, 
cytes—diminished During the subsequent rest period a fall in total solids, 
the diathermic ammonia nitrogen, total nitrogen, urea, and uric acid were 
-producing effects common to both - 

fact which tends Summing up the effects of the Bergoni6 treatment, 
i promoting the the current without heat causes a slight rise in 
iucts. haemoglobin value ; when heat is added a marked fall 

Table III.— Averages of Blood Pressures in Subjects A, B t C. 



Haemoglobin %. 

Red corpuscles. 

Leucocytes. 


A. 

s. ) 

c. i 

A. i 

B. 

C. 

A. 

B. 

C. 

Before (4 days)... 

1015 

1 101‘2 1 

104 8 ' 

5,480,000 | 

5,438,000 

6,625,000 

8,820 

11,010 

6400 

<T Arsonval l 

(4 days) . \ 

995 

101 j 

1028 

5,420,000 

5,500,000 

6,425,000 

7,410 

10,912 

7225 

Interval (3 days) 

1007 

1003 

104-3 

5,413,000 

5,450,000 

6,333,000 

6,183 

8,660 

6660 

Diathermy (3 days) 

100’7 

101 

104 

5,358,000 

5,383,000 

6,300,000 

7,300 

10,600 

6283 

Interval (2 days) 

101’5 

101 

103*5 

5,308,000 

5,400,000 

6,325,000 

6,100 

10.200 

5700 

Bergonie (3 days) 

102*3 

1027 

105*3 

5,407,000 

| 5,400,000 

6,396,000 

7,017 

10,730 

4983 

Bergoni6, with I 
heat (3 days) ...S 

987 

97*7 

i 100*7 

5,288,000 

5,375,000 

6,343,000 

8,917 

9,400 

5760 

Interval (2 days) 

101*5 

100 

| 102 

5,367,000 

5,387,000 

6,225,000 

10,425 

10,400 

5950 


The diathermic current maybe said, then, to cause and a slight increase in phosphates. Comparing the averages 
a slight fa ll in systolic blood pressure, an increase in ^be Bergonie days, three without heat and three with 
leucocytes, and an increase in urea and ammonia bea ^, with the averages of the preceding rest period, the total 

nitrogen. These changes are very similar to those r 

. „ ., ?_, _“Li. • v. i B and down in C; the urea is down in both; and the uric 

produced by the d Arsonval current, which is to be slightly down in both, a fall in the first three days 
expected, seeing that both procedures are forms of being followed by a rise in the second three; while the net 
high-frequency currents. The only notable difference result in the output of phosphates is a slight increase, 
is in the behaviour of the leucocytes—diminished During the subsequent rest period a fall in total solids, 
by the cT Arsonval, increased by the diathermic ammonia nitrogen, total nitrogen, urea, and uric acid were 

current. In view of the local heat-producing effects common to both. 

of the latter this is an interesting fact which tends Summing up the effects of the Bergoni6 treatment, 
to substantiate its clinical use in promoting the the current without heat causes a slight rise in 
absorption of local inflammatory products. haemoglobin value ; when heat is added a marked fall 

^F^st Three Bays’iMh- Table III .—Averages of Blood Pressures in Subjects A, B, C. 

out Heat. 1 ™ f ~~" ’ . 

Pulse-rate .—An average fall I ! j Blood pressure (mm. Hg). 

of three to eight beats in all Treatment. | Period at which records were Pulae-rate. Svstolic . Diastolic. 

fnree subjects. uucen. ---:- 

Blood pressure. —A definite i I A. < B. | C. A. B. C. A. B. | C. 

rise in systolic pressure was - : -j-j---—- 

observed in all three sub- I Before. ; 64 | 60 j 82 135 101 137 80 72 75 

jects, the maximum indi- d (4 days) ] After 10 rain - * uto -c°ndensation 61 | 60 j 83 133 | 102 131 80 72 75 

vidual rise at a sitting being ( After 20 min. bipolar massage. 56 j 56 75 130 1 103 129 81 71 75 

o\ mm. Hg. The average ... I 

rise after three sittings was Diathermy S Before. 62 57 I 82 133 | 108 133 84 74 78 

12 mm. Hg in subjects A <3 days) ...1 After. I 60 60 | 81 127 ( 101 132 84 69 76 

and C, who had normal Bergonte t ' Before. | 67 60 81 138 I 109 130 87 74 78 

^Vh^n sub^rwhJ - M *«-• ! 59 57 75 !50 | U0 142 92 74 83 

had a subnormal systolic w f Before. 58 62 81 145 107 134 81 70 81 

pressure, the maximum rise ^^bheat... | After 20 min. I 62 83 ; 88 143 | 101 122 80 61 59 

“?*.*** M After needle bath. | 60 66 j 83 161 I 105 137 87 66 66 

average rise of three sittings 1 I I 1 

worked out at only 1 mm. Hg. _ - -- 

P re88Ure . showed an average rise of 5 mm. in A takes place. The blood pressure is markedly raised by 
r/w in ... . ... the current alone to an extent which suggests caution 

occurred, the red cell count teiig prectloSly unX^ ^ th ® e “ plo y“ ent f °T n ° f treatme “ t * n 8n $ 8ct8 

The leucocytes showed no constant change, a slight rise obesity with a high blood pressure. The addition 
occurring in two subjects (A and B), and a slight fall in of heat neutralises the rise and converts it into a 
subject C. slight fall, a fact which favours the employment of 

—I 11 estimating the effects on the urinary output heat in addition to the current in these cases. Con- 
we have excluded the findings in subject A for the reason versely in cases requiring sweating baths, in whom a 
utMAt f ver y current and was markedly f a n j n blood pressure is undesirable, this effect of heat 

may be prJUn** by the simultaneous nee of the 
urea and total nitrogen showed no notable change. rhythmical current. 

Second three days with heat superadded: Pulse-rate.—In all Judged by the urine analyses the BergoniS current 

subjects a rise in pulse-rate up to 30 beats per minute took appears to have a definite effect in increasing metabolic 
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changes, though not to the extent, at any rate in these 
experiments, that might a priori have been expected. 

Weight .—During the whole period of the experiment 
all three subjects lost weight. Subject A lost 5 lb. 8 oz.; 
subject B, lib. 10oz.; C, ‘21b. 8 oz. During the period 
covered by the Bergonie treatment subject A lost 21b., 
B 8oz. only, while subject C gained 21b. 8 oz. In these 
experiments, therefore, no constant result was obtained 
in the anticipated reduction of weight. On a previous 
occasion, some years ago, subject A had 26 sittings of 
40 minutes’ duration on consecutive days; no loss of 
weight resulted from the treatment. 


DELAYED MANIFESTATIONS OF 
SYPHILIS, 

INCLUDING THE REPORT OF A CASE OF LUETIC 
DUODENAL ULCER. 

BY HAROLD SPENCE, B.A., M.D. 


It is not easy to determine in what measure the 
gloomy prognostications which quickly succeeded the 
enthusiasm following the introduction of salvarsan 
have been fulfilled. Within the space of a few years 
not merely the treatment but the diagnosis and study 
of syphilis were put on quite a different plane by the 
discovery of the Spirocha-ta pallida , its demonstration 
in various tissues, and the development of serological 
methods. 

Yet few who wore actively engaged in special 
practice a decade ago are in any doubt that we are 
witnessing a real increase in recurrent, or latent, 
syphilis; and a peculiarly disquieting feature is the 
frequence of recurrence in primary sero-negative cases 
given short intensive treatment to serological “ cure.” 

Are we justified in regarding sefological and actual 
cure as parallel, in basing an assumption of sterilisa¬ 
tion upon the nature of a reaction which at the moment 
we can only describe as an accidental physico-chemical 
phenomenon ? Does the period before the blood W.R. 
becomes positive offer with vigorous treatment the 
prospect of rapid sterilisation? 

General adenopathy and the recovery of spirochsetes 
from the inguinal lymph nodes coincidently with the 
development of a primary sore alone suggest that at 
this early period an infection can hardly be regarded 
as a local affair, and as long ago as 1912 Wechselmann 1 
reported definite involvement of the central nervous 
system indicated by pleocytosis and increased solids 
in the spinal fluid in six patients with primary syphilis, 
an observation that has been frequently corroborated 
since. That the incidence of early spinal involvement 
is by no means low is shown by the figures of Wile and 
Easley,' 2 who, after excluding those cases showing only 
an increase of one or two cells over an arbitrary normal 
of eight, found definite implication in 49 out of 221 
consecutive cases of primary and frequently sero-negative 
syphilis. 

The experimental studies of Brown and Pearce, 
however, carry us a long step forward, indicating that 
after successful inoculation the Spiroehecta. pallida 
very quickly gains access to the blood- and lymph- 
vessels and is widely planted throughout the body. 
In a considerable series of experiments they found by 
systematic determination of the presence of spirochetes 
in the lymph nodes and circulating blood of infected 
rabbits that the virus was generally distributed within 
24 hours after exposure, or long before an initial lesion 
could be detected. It is not always safe to apply too 
literally to the human host data the result of animal 
experimentation, but in this instance clinical experi¬ 
ence and laboratory investigation both point to a 
close similarity in behaviour and to the wide deposition 
of the virus in man a considerable time before the 
blood Wasscrmann becomes positive—a circumstance of 
obvious importance when deciding adequate treatment. 

In reviewing the results and computing the value of 
more recent methods ono is led inevitably to a com¬ 
parison with the unique experience of the late Sir 
.Jonathan Hutchinson. 1 His routine treatment with 
mercury and chalk in small dosage over a considerable 


period is well known, and in an active professional life 
of over fifty years he secured, as he well says, “ a kind 
of experience (of lues) that falls to the lot of but few.” 
Of late results among his own patients he saw 
“ exceedingly little ” and of the more serious affections 
of the nervous system “ nothing.” On the contrary : 
“ I have seen many of those who in their early adult 
vigour I had treated for syphilis, now in honoured grey 
hairs and apt to boast of their grandchildren.” Specific 
neurotropic disorders present a fascinating study, but 
in this paper I desire to report some recent cases of no 
less interest and importance, but involving other tissues. 

Some Recent Gases. 

Dermotropic reminders by virtue of their situation 
sub oculo and well-defined characteristics are readily 
recognised, the asymmetry of later manifestations, 
their frequently orbicular or circinate shape, distinctive 
colour, tendency to dry scaling or in moist parts to 
ulceration, the rapidity of their development relatively 
to lupus vulgaris, and the very typical combination of 
papules, ulcers, and scars in one group, leaving little 
possibility of error; but the existence or nature of a 
visceral condition may become apparent only at a 
relatively advanced stage or when irreparable mischief 
has been wrought. Disturbed action of the heart is attri¬ 
butable to many causes, not necessarily organic, and it is 
usual and eminently proper to go through the list of these 
before investigating the possibility of a luetic pericarditis. 
Similarly, there may be a long period of anemia and 
ill-health, coupled with periodical attacks of digestive 
disturbance, before melena or a frank haemorrhage 
leads to a careful review of the history, followed by 
clinical, serological, and rontgenological investigation, 
the elective action of antiluetic remedies finally and 
definitely incriminating syphilis. 

Cask A.—The patient, aged 31, complained of frequently 
recurring colds in the head and a relaxed throat, which 
treatment as for sinusitis had failed to relieve, 
a nasal discharge of ropy purulent secretion 
which stained his handkerchief. Examination confirmed 
accessory sinusitis, and there was also found a squamous 
syphilide on the scrotum and a moist lesion near the 
anus. Syphilis had been acquired in France a few months 
previously, for which he had received in the primary stage 
the War Office course. Wassermann test +4*. Relief 
rapidly followed treatment with an arsenical preparation, 
mercury, and iodide of potassium. 

With strange unanimity, and often in perfectly good 
faith, patients give a negative reply when asked .if they 
have spots anywhere on their bodies, but the habit of 
examining every patient thoroughly is sometimes 
rewarded by a valuable clue to the possible aetiology 
of an obscure complaint. Apart from evidence of 
congenital taint in the patient or his offspring, or the 
more obvious sequelae of the acquired disease, there 
may be found, inter alia, a periosteal node, suggestive 
anemia, hypertrophied papillae or a dry “ bald batch ” 
on the tongue, an enlarged testicle, dystrophied nails, 
or a peculiar bluish tinge often imparted to mucous 
membranes or to the skin of the scrotum. A point 
worthy of note and in some way attributable to the 
newer methods of treatment is the appearance of 
lesions ordnarily classed as late secondary, tertiary, or 
parasyphilitic comparatively early in the course of the 
disease. 

Syphilis of the Alimentary Tract. 

It is frequently said that syphilis has a predilection 
for the extremities of the alimentary tube, but in 
practice nothing is so often missed as syphilis of the 
rectum, unless it be cancer. 

Cask B.—The patient, a young man, acquired syphilis in 
March, 1919, and received m the primary stage the usual 
military course. He was told, and believed, he was well, 
but seems to have subsequently had rather frequent sore- 
throats and his voice was inclined to be husky. For some 
weeks he had been receiving medical treatment for haemor¬ 
rhoids and at length had been promised operative relief. 
Examination revealed pruritus, a small internal pile, the 
presence of pus, and a lesion detected by the examining 
linger within the anus on the anterior wall. Through the 
proctoscope was seen a gummatous ulcer in this situation 
with some more superficial ulceration adjaceut. 'Wasser- 
mann test +. Under mixed treatment rapid improvement 
ensued. 


prolonged 
There was 
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Autopsy findings indicate that syphilis, inherited or 
acquired, may attack any part of the alimentary system, 
eliciting the usual small round-cell response and leading 
eventually to connective-tissue overgrowth, granulo¬ 
matous changes, or ulceration peculiar to itself or 
closely simulating malignant or tuberculous conditions. 
The necropsy figures of Chian, 3 who found in 243 patho¬ 
logically demonstrable cases of lues (145 hereditary 
and 98 acquired) only 2 involving the stomach and 
intestines, have been widely quoted as showing 
the infrequency of gastro-intestinal syphilis, criteria 
accepted as denoting unquestionable syphilis being 
tertiary ulceration, gummata, and definite scarring. 
Flexner, 6 reviewing the literature in 1898, was able 
to collect only 14 authentic gastro-intestinal cases, 
and alludes to the difficulties in assessing damage 
attributable to an organism then unknown. Osier 
and Taylor both thought the incidence of syphilis 
of the alimentary canal apart from its extremities as 
low and in their respective works dismiss the subject in 
12 and six lines. Serological investigation, the advent 
of the Rontgen ray, and in a more definite way the 
microscopical study of appropriately stained tissues and 
demonstration of the spirochsete therein made possible 
by the researches of Noguchi, Levaditi and Marie, 
Hauptmann, Warthin, and others, had amplified our 
knowledge of the less obvious activities of the specific 
micro-organism, and syphilis is being incriminated in a 
rapidly lengthening list of affections of the viscera and 
serous membranes, and particularly in those of which 
infiltration and fibrosis with concomitant changes is a 
feature. More instances of luetic involvement of the 
gastro-intestinal tract have been reported in the past 
five or six years than in flve-and-twenty previously, 
embracing cases of single and multiple gummata 
originating in the submucous tissue, perivisceral inflam¬ 
mation or diffuse infiltrations of the walls, leading to 
ulceration, alterations of contour or stenoses. 

Case C.—A male patient, now aged 41, accidentally 
acquired syphilis in September, 1914, secondaries appearing 
with a positive Wassermann before treatment was com¬ 
menced. This consisted of salvarsan 0*45 and 0-6 g. intra¬ 
muscularly, followed by mercury pills for two months, the 
blood Wassermann then being negative. Symptoms of 
gastro-intestinal disturbance were first noticed on Dec. 10th, 
1917, when on active service, and consisted of chilliness, 
moderate pyrexia, epigastric discomfort, eructation, but (as 
on subsequent occasions) without vomiting. Distress 
describes more accurately than pain the feeling that would 
come on at first an hour, and as time progressed three 
hours, after food, felt over a wide area centred at a spot 
1 cm. to the right of the ensiform cartilage and in following 
attacks referred also to the back. Pyrosis, burning, and 
gnawing sensations were not prominent, sodium bicarbonate 
m 30 gr. doses gave relief, and during this and subsequent 
attacks was taken up to 2 or 3 drachms daily. 

The first attack lasted four weeks and those that followed 
varied in leDgth from two to four weeks and were usually 
precipitated by definite indiscretions in diet or drink, 
particularly ale in immoderate amount. Succeeding attacks 
occurred in June and October, 1918, in March and August, 
1919, a short one in February, 1920, being followed by that 
to be now described. In July, 1920, while entertaining 
friends to dinner, the patient became suddenly ill, weak, 
and almost collapsed, then recovering somewhat was taken 
home. Here a second syncopal attack occurred and he 
subsequently passed per rectum bright blood estimated at 
a pint, followed by smaller amounts during the night. When 
seen the patient had recovered from the immediate effects 
of the loss of blood, although very pale; cautious examina¬ 
tion revealed no thickening or palpable abdominal tumour, 
and pressure did not appear to be particularly painful. 

X ray examination of the patient erect following a bismuth 
meal revealed marked pyloric spasm, exaggerated gastric 
peristalsis, and an enlarged stomach, its greater curvature 
sagging 5 cm. below the iliac crests. In the prone position 
a depression indicating the presence of an ulcer on the inner 
surface of the proximal part of the duodenum was seen, the 
remainder of the duodenum being relatively a little enlarged. 
Examination of the other abdominal and thoracic viscera 
was negative. 

In view of the very definite history supported by the 
presence of a thin scar at the site of primary infection and a 
positive blood Wassermann the implication of lues was sus¬ 
pected, and novarsenobillon 0-2, 0*3, 0*45, 0*6, and 0-6 g. at 
2,2,4. and 5-day intervals administered, followed by mercury 
and 4 g. of potassium iodide daily. 


Result.— In the eight months that have since elapsed 
there has been no recurrence of bleeding, nor has blood 
been found in the stools. The patient, against advice, 
returned to business on the tenth day after the haemorrhage 
and has been regularly at work since without symptoms, 
although he resumed a generous mixed diet after the first 
month. X ray examination seven weeks after treatment 
was commenced showed no trace of the ulcer, the spasm 
about the pylorus having disappeared, and the stomach 
practically resumed its normal position. His bodyweight, 
which was 193 lb. in 1914 and 168 lb. in 1917, is now 187 lb., 
and he has lost his anawnic appearance. 

Comment . 

A casual survey, of available medical and surgical 
literature on gastro-duodenal ulceration reveals in the 
former a wide diversity of theories and in the latter a 
customary omission of any views as to causation. 
Whether operation is performed or medical measures 
relied upon a long period of semi-invalidism is entailed 
with no certainty of outlook. Hyperchlorhydria did 
duty through several editions of popular text-books 
both as symptom and cause, but systematic gastric 
analyses show its presence in less than 60 per cent, of 
cases, and since it is found in many intra-abdominal 
organic complaints it is considered by Moynihan 7 to 
possess in diagnosis the least value of any symptom. 
Many believe with Bolton that chronic ulcer follows 
acute, whether due to the corrosive action of altered 
gastric secretions, to lowered general or regional 
immunity, or haematogenous infective influences from 
a focal condition elsewhere. It is frequently attributed 
to interference with the blood-supply of the involved 
area by membranous bands or through obliteration of 
the vessels, to conditions accompanying appendiceal 
disease or chronic intestinal stasis. 

Gases of this sort are infrequently referred to the 
syphiJologist, yet gastro-duodenal ulceration of luetic 
origin is accepted as a pathological entity and may 
hold as well the explanation of post operative jejunal 
ulceration. Statistics as to frequency are so utterly 
conflicting as to be little helpful. Thus Smithies, 
reviewing 1760 cases of gastric disorder associated 
with demonstrable pathology in the stomach and 
duodenum, found 2 per cent, to be luetic; Engel says 
10 per cent, and Lang and Neumann 20 per cent, of 
all gastric ulcers occur in syphilitics, whilst Gastex 
affirms that syphilis is the exclusive cause of gastro¬ 
intestinal ulceration. 

Ivy, s experimenting with dogs, exposed the entire 
mucous membrane of the pyloric antrum to the 
exterior and found that even after 12 months so 
exposed it remained healthy. Abrasions rapidly 
healed and. ulceration artificially produced healed in 
15 to 20 days with little or no scarring, but more 
slowly when manipulated. Infection with Streptococcus 
viridans , Staphylococcus aureus , and Streptococcus 
hcemolyticus superadded to manipulation had no 
further influence, but with a pathological membrane 
where normal gastric juice was not being secreted 
ulcers tended to become chronic. Durante," by cutting 
and ligating the splanchnic nerves, has reported the 
production of chronic ulceration. 

There is ground for the belief that in association with 
an exciting cause a suitable soil is necessary for the 
production of chronic gastro-intestinal ulceration. 
Physical, chemical, or bacterio-chemical excitation is 
a recognised factor in the development of later specific 
morbid processes elsewhere, familiar examples being 
the incidence of glossitis in the smoker and the 
gummatous ulceration due to traumatism from an 
ill-fitting truss ; and from the general trend of evidence 
and our knowledge of the morphology and pathology of 
syphilis we will not be far astray in assigning to it a 
more important r61e in the aetiology of gastro-duodenal 
ulceration. 
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A CASE OF 

ACUTE PHLEGMONOUS GASTRITIS. 

By F. W. Eurich, M.D. Edin., 

PROFESSOR OF FORENSIC MEDICINE, UNIVERSITY OF LEEDS ; 
CONSULTING PATHOLOGIST, BRADFORD ROYAL INFIRMARY; 

AND 

J. Phillips, F.R.C.S. Edin., 

HON. SURGEON, BRADFORD ROYAL INFIRMARY. 


Acute phlegmonous gastritis is a condition suffi¬ 
ciently rare to make the following case worthy of 
record. 

Walter C., aged 50 years, a publican, was seen by one of 
us (J. P.) in consultation with Dr. E. Newhouse, of Low 
Moor, on the evening of Feb. 26th, 1921. The history 
was that he had from time to time attacks of what he 
called “gastric catarrh.’ 5 He got up on Feb. 25th feeling 
seedy, but “made himself clean his bar taps.” He was too 
ill to “wait on ” in the late afternoon and went to bed. 
Vomiting and severe abdominal pain came on in the early 
hours of the morning and persisted. Dr. Newhouse was 
called to see him about 8 a.m. on Feb. 26th. He bad a good 
slow pulse, a normal temperature, a non-rigid, non-distended 
abdomen. The tongue was thickly coated with fur, coloured 
bright green by the vomited bilious fluid. He had severe 
pain in the upper abdomen and was vomiting frequently and 
copiously. A hypodermic injection of morphia was quickly 
followed by relief from pain and vomiting. Dr. Newhouse 
saw him again at noon ; he had slept and was feeling com¬ 
fortable. At 5 p.m. he was looking less well and his pulse 
was quicker, but he was free from vomiting and severe 
pain. At 8 p.m. the pulse-rate had gone up to 120 and the 
man looked very ill; one of us (J. P.) was then asked to 
see him. There was no abdominal rigidity and no localised 
tenderness, distension, or fever. The question of perfora¬ 
tion or of irritant poisoning was discussed and thepatient 
was removed to the Bradford Royal Infirmary. His con¬ 
dition had become desperate when he arrived there and he 
died abont an hoar after admission. 

Post-mortem examination.—On examining the abdomen 
nothing was found amiss, save that the stomach wall was 
injected and that the liver was fatty. No perforation, no 
peritonitis, and no disease of the bowels. On opening the 
stomach the most prominent feature was the unusual thick¬ 
ness of its walls, which ranged from in. The whole of 
the organ, from cardiac orifice to pylorus, was affected : its 
consistence was doughy, and there was none of the rigidity 
and contraction so characteristic of leather-bottle stomach. 
On pulling on the stomach the peritoneum pealed off like 
epidermis from a blister. The mucosa showed diffuse, 
bright red areas of injection, irregularly distributed, not 
limited to any one part of the organ, such as the curvatures, 
thus differing from the appearances met with in irritant 
poisoning. And there was this further distinction: that 
though the mucosa was somewhat thickened it was not 
thrown into folds; neither rugose nor dry and brittle, but 
velvety to the touch and succulent. There were no haemor¬ 
rhages, abrasions, or ulcers. Not the mucosa only, but the 
stomach wall throughout was succulent, and on section 
exuded a milky fluid, which was found on microscopic 
examination to be thin pus. The appearance was exactly 
that of the yellow sloughy subcutaneous tissues in an 
acute cellulitis of the leg. Bacteriological investiga¬ 
tion showed the presence in it of large numbers of 
a short, Gram-positive diplo-streptococcus. Histological 
examination showed a diffuse but irregular infiltra¬ 
tion, with leucocytes of all the coats of the stomach, 
with degeneration and partial destruction of the glands, the 
chief cells and accessory cells of the tubules being equally 
affected. The infection of the stomach appears to have 
been a diffuse one, for no focus which might nave been the 
starting-point was discovered, nor was any evidence found 
as to the origin of the infection. 

lie marks. 

Very few cases of phlegmonous gastritis have been 
published. In some of these the condition was secondary 
to typhoid or was part of a general pyemia. In 


Kelynack’s case it could be traced to septic infection 
grafted upon an cesophageal stricture. Streptococcal 
phlegmonous gastritis appears to be extremely rare ; 
among the few recorded cases there are only one or two 
in which the infiltration affected the whole organ; in 
some it has been restricted to the cardiac end; in others 
miliary abscesses have been noted side by side with a 
more diffuse inflammation and ulceration of the mucosa. 
Experimental streptococcal infection, whether by oral 
administration of infected food or by the direct intro¬ 
duction of the germs into the blood stream, has almost 
invariably produced not a gastritis but a diffuse enteritis 
—another illustration of the resistance to bacterial 
infection possessed by the stomach and of the rarity of 
such cases, unless we join those who believe in the 
infective origin of gastric ulcers. 

The following sentences from Sherren’s article in 
Choyce’s Surgery (vol. ii., p. 399) are instructive:— 

“ Since the recognition of the disease by P. Borel in 1656 
the number of recorded cases is under 100. The condition ia 

more common in men than in women. In 25 per cent. 

of the cases there is a history of chronic alcoholism.No 

case of generalised phlegmonous gastritis has recovered. 

. The diagnosis has so far never been made before 

operation, ana when we consider that it has to be made from 
a perforative lesion of the stomach or duodenum and acute 
pancreatitis, it is unlikely that it will often be possible. 
The history of alcoholism, the frequent vomiting, and the 

E rofound general disturbance should cause the condition to 
e suspected.” _• 


GANGRENE DUE TO CARBON MONOXIDE 
POISONING. 

By Dr. V. D. Thandavaroyan, 

RAI BAHADUR; A88I8TANT MEDICAL OFFICER, H18 HIGHNESS 
THE NIZAM'S GUARANTEED STATE RAILWAYS COMPANY, LTD., 
SECUNDERABAD, INDIA. 


An article on this subject appeared in The Lancet of 
Sept. 27th, 1919. A similar case was under my treat¬ 
ment in the Railway Hospital, Lallaguda, in January, 
1920. The history of the case was as follows:— 

One of the children of a head constable of the Hyderabad 
Railway Police was ill. At midnight the father took inside 
the room a charcoal stove to warm milk for the child. 
After feeding the child he went to sleep, closing all the doors 
and windows, and keeping the stove inside. There were six 
people sleeping in the room—three adults and three children. 
Two of the adults—i.e., the wife and a servant woman— 
were the first to get up in the morning. They found 
themselves weak and giddy, but were able to notice the 
condition of the other inmates. They found the sick 
child dead, the other two children semi-conscious, and the 
head constable unconscious. All were removed to the 
Railway Hospital. The two children soon recovered com 
pletely, but the head constable only regained consciousness 
24 hours later. 

Areas of hyperaemia appeared, confined entirely to the 
left side. The face, left nand, lower part of chest on left 
side, and left thigh were thus affected. The hyperromic 
areas on the face and chest disappeared after a few days, 
but raised and anaesthetic areas appeared on the left hand 
and thigh. Four days later the little finger of the left 
hand was found to be gangrenous, and the other three 
fingers and thumb were almost devoid of circulation. At 
this time the patient was complaining of tingling pains 
in the toes of the left foot. A fortnight later one half 
of the little finger, from the middle so the tip, was 
completely gangrenous, but the other fingers partially 
recovered*. 

The gangrene was dry and did not spread, there 
being a well-marked line of demarcation. The swelling 
in the hand and thigh improved under treatment. The 
patient refused amputation. 


Queen’s University of Belfast. —The Senate 
of the University has established a new chair of public 
health, and has appointed Dr. W. J. Wilson as the first 
professor. Dr. Wilson has held the lectureship in public 
health in the University for several years, and has dis¬ 
charged his duties in such an efficient manner that his 
promotion to the new chair was a matter of course. He 
is distinguished as a teacher in research and as an author. 
He recently acted as publio health officer for Belfast during 
the illness of the present oocup&nt of that office. 
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ROYAL SOCIETY OF MEDICINE. 


SECTION FOR THE STUDY OF DISEASE IN 
CHILDREN. 


pulmonary area and inner end of the second left space, 
and was also clearly heard at the apex. The second 
sound in the pulmonary area was accentuated. A 
skiagram revealed considerable enlargement of the 
heart, with prolongation upwards to the left of the 
sternum. The diagnosis suggested was patent ductus 
arteriosus, with a systolic in place of the more charac¬ 
teristic double (water-wheel) murmur. 

The President showed a case of 


Exhibition of Clinical Cases. 

A meetings of this section was held on April 22nd, 
Dr. F. S. Langmead, the President, being in the chair. 

Dr. F. Parkes Weber contributed the notes of a case 
of (?) Lupus Pernio. 

Mr. C. Max Page showed a case of 
Renal Dwarfism. 

There was considerable deformity of the legs, for the 
correction of which the child had been admitted to 
hospital. The infantilism attracted attention and sug¬ 
gested the diagnosis, but no albuminuria was found. 
Estimations of renal efficiency by Dr. H. MacLean re¬ 
vealed, however, that the excretory power of the kidneys 
Was very low, and indicated nephritis of the chronic 
interstitial form. Radiograms showed the characteristic 
changes near the epiphyseal lines, which have recently 
been described and demonstrated before the section by 
Dr. D. H. Paterson. 

The President said that the case emphasised the 
importance of systematic X ray examination and 
renal efficiency tests before embarking upon operative 
treatment in a case in which the suspicion of renal 
infantilism arose, even though there was an absence of 
albuminuria. With these precautions the diagnosis 
would cease to be made after death from operation, as 
had so often been the case. 

Mr. G. S. Trower showed for Dr. H. Thursfield a 
case of 

Scleroderma with Myositis. 

The scleroderma was distributed in patches and was 
especially evident on the upper part of the back 
and neck. Neighbouring muscles were also infil¬ 
trated and their contraction and relaxation were 
considerably interfered with. Flexion of the legs 
had resulted and movement was greatly hampered. 
There was hemiatrophy of the tongue. The general 
health was not seriously affected, and there had been 
no fever apart from that associated with an attack of 
tonsillitis. Dr. Thursfield showed for comparison a 
girl of 17 in whom the disease was less pronounced and 
the muscles were not affected. There was, however, 
atrophy of one side of the tongue in this case also. He 
regarded scleroderma as a disease not only of the skin, 
but also of many other structures, and suggested a 
general toxic or infective cause. In his opinion the 
cases described by the term “ dermatomyositis” fell 
into the same group as scleroderma. 

Dr. Parkes Weber said that the evidence pointed to 
the probability of scleroderma being an endocrine affec¬ 
tion. He thought that scleroderma and dermatomyositis 
were distinct.—The President said that the cases 
added to a group of which many examples had been 
brought before the section within recent years. All 
had certain features in common, but there were signs 
peculiar to each. He did not feel able at present con¬ 
fidently to fuse dermatomyositis with scleroderma; in 
the former disease the patients were acutely ill, febrile, 
and often died in a comparatively short time. 

Dr. W. J. Pearson showed a case of 

Congenital Heart Disease 

in a girl, aged 1 year and 9 months, who had been 
brought for treatment for “bronchitis.” The child was 
somewhat small and looked delicate and its muscles 
were flabby. There were neither cyanosis nor clubbing. 
The liver reached one and a half fingers’-breadth below 
the costal margin and the spleen was palpable. The 
maximum cardiac impulse was in the fifth space just 
outside the nipple line. The area of impulse was large 
and there was a considerable thrust on the third and 
second left intercostal spaces with a thrill in the second 
space. A systolic murmur had its maximum in the 


Congenital Heart Disease without Bmiit. 

The girl, aged 2 years, had been blue and dyspnoeic 
since birth, and clubbing of the fingers and toes was 
pronounced. The case was clearly one of congenital 
heart disease, but no bruit was audible. There was 
slight increase of cardiac dullness to the right. The 
diagnosis was regarded as being either pulmonary 
stenosis with complete or almost complete obstruction 
or transposition of the great vessels. One of these 
was usually found post mortem when clubbing and 
cyanosis was unaccompanied by a murmur. 


SOCIETY OF MEDICAL OFFICERS OF 
HEALTH. 


Museum Demonstration . 

A meeting of this Society was held on April 15th at 
the Wellcome Bureau of Scientific Research, Endsleigh- 
gardens, N.W., with Dr. F. E. Fremantle, M.P., the 
President, in the chair. 

A demonstration of the Museum of Tropical Medicine 
and Hygiene was conducted by Dr. S. H. Daukes, the 
curator, who gave an address on the “ prophylactic ” 
system which had been adopted in the arrangement 
of the Museum. 

Dr. Daukes said that the Museum was still in an 
embryonic condition, but that he hoped that those 
present would see enough to induce them to visit it 
again when the scheme was nearer completion. It 
would be freely at the disposal of all who were 
interested in tropical and preventive medicine, so that 
it might have a real national value in fulfilment of the 
aims of the founder, Mr. Henry S. Wellcome. The 
Museum was devoted to the study of tropical medicine 
and hygiene, and it was hoped to cover those subjects 
in such a way as to be of value to the layman as well 
as to the specialist. There was great need for all who 
intended to visit tropical countries to have a practical 
knowledge of how to ward off the dangers incidental to 
their novel environment. 


It had been decided that the Hygiene Section should be 
the rock upon which the Museum would be founded. This 
section would occupy the ground floor, and would include 
town planning, housing conditions, tropical foodstuffs, 
water-supply, clothing, conservancy, disinfection, ecto¬ 
parasites, and disease vectors; there would also be rooms 
devoted to statistics and research institutes in the tropios. 
The other floors were given up to a detailed consideration of 
the various diseases and to certain special branches of work, 
such as protozoology and entomology. The diseases were 
grouped setiologically, not according to the biological position 
of the causative agent, but according to the mode of trans¬ 
mission. This was essentially a practical arrangement with 
a special appeal to those engaged in preventive work. 

Dr. Dauaes observed that the hygienist tended auto¬ 
matically to place communicable diseases in four arbitrary 
groups:' (1) A contact group, which would probably also 
include certain diseases of inoculation through breach of 
surface. In this group would be included such diseases as 
scabies, tinea, syphilis, gonorrhoea, Ac. (2) A respiratory 
group, including diphtheria, measles, influenza, and many 
other familiar diseases. Many would be included under 
the term “ droplet infections.” (3) An intestinal group, 
chiefly excremental infections, such as dysentery, cholera, 
typhoid fever, and certain worm diseases. (4) An insect 
inoculation group, including malaria, sleeping sickness, and 
many other tropical diseases. Many of these groups were 
already well represented in the Museum. On the first floor 
one-half was devoted to the mosquito-borne diseases— 
malaria, Yellow fever, filariasis, and dengue; the other half 
contained a group of other diseases conveyed by insects, 
mites, or ticks, including sleeping sickness, relapsing 
fever, typhus, Rocky Mountain fever, Japanese river fever, 
plague, and, provisionally, leishmaniasis. On the second 
floor was the intestinal group, illustrating especially 
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cholera, dysentery, ankylostomiasis, and bilharziasis; next 
to this the contact group, including many skin diseases 
and a few diseases, such as leprosy, yaws, and verruga, in 
which the mode of transmission was not settled. On the 
top floor was a group of dietetic diseases—scurvy, beri-beri, 
pellagra, and, provisionally, sprue. The special sections on 
this floor included protozoology, entomology,animal parasito¬ 
logy, venomous beasts, and helminthology. 

The system of grouping presented certain points of interest 
from a climatic point of view, more especially with regard 
to the distribution of the various representatives of each 

roup. The tropical specialist was constantly faced by 

iseases belonging to the insect inoculation group, whilst 
his colleague in colder climates was very largely occupied 
with diseases of the respiratory group. The alimentary 
group was cosmopolitan, but with a special leaning towards 
the great fly-breeding centres ; whilst the contact group was 
more or less impartial. 

Dr. Daukes remarked that the East and West were daily 
approximating as far as disease was concerned. A world¬ 
wide war had reminded them that such diseases as malaria 
and dysentery were not essentially tropical, and aerial 
transport seemed to offer special opportunities for altering 
the distribution of certain diseases. Our ports were con¬ 
stantly in contact with the problem of so-called tropical 
disease, and the up-to-date hygienist should have a detailed 
knowledge of the mode of transmission of all communicable 
diseases and not only of those of his own country. A wide 
general knowledge was the best foundation for success in 
any special undertaking. Rocky Mountain fever and 
Japanese river fever apparently had little importance for 
the European medical man, yet both these diseases were 
closely linked to typhus—the scourge of Eastern Europe— 
and the recent work of Wolbach on Rocky Mountain fever 
and its tick vector might help to solve the difficult question 
of the relationship of the Rickettsia bodies to typhus. The 
work of Noguchi on the Leptospira icteroides seemed to form 
a link between yellow fever and the disease spirocheBtosis 
icterohaemorrhagica, which caused considerable trouble in 
our front line in France. This disease could not be 
neglected in view of the fact that the L. ictero- 
hamorrhague is found in a large percentage of our 
country rats, and, as recently shown by Fullerton, 
4 per cent, of London sewer rats. In such circumstances 
we could not ignore the possibility of conditions arising 
which might determine an epidemic of this disease. 
Pellagra was a disease which for a long time was regarded 
as peculiar to Italy and certain tropical regions. It was 
now known that indigenous cases might be found in English 
lunatic asylums and that the disease was by no means 
uncommon in certain of the temperate regions of the New 
World. Recent work had shown that it was probably a 
food deficiency disease, thus establishing relationship with 
beri-beri and scurvy, two diseases of great importance to 
our port authorities, Mercantile Marine and Navy. 

Dr. Daukes went on to remark that the hygienist devoted 
his energies to placing barriers between the sick and the 
healthy—barriers which prevented the infective agent from 
passing from the one to the other. By such a grouping as 
he had suggested these barriers were concentrated and 
mobilised, ready for immediate action. A series of “ barrier 
charts ” had recently been brought out by the Bureau 
which illustrate this system of grouping in considerable 
detail. 

In the past there had been far too great a tendency 
to divorce preventive from clinical medicine. It was 
hoped that a museum such as they contemplated 
would do much to emphasise the essential unity which 
existed between these two great branches of medical 
service—a unity which was especially well seen in the 
tropics, where prevention and cure must ever go hand 
in hand. 

HARYEIAN SOCIETY. 

A meeting of this Society was held on April 14th, 
Dr. G. de Bec Turtle, the President, in the chair. 

Mr. Duncan Fitzwilliams read a paper on 

Ntevi in Children and their Treatment , 

from the consideration of more than 1000 'cases which 
had been under his care. 

He dealt with several points in the aetiology of the condi¬ 
tion which were not generally recognised, illustrating the 
different features by numerous diagrams drawn from special 
cases and also by photographs. He dealt with the treatment 
of naBvi and relative advantages and limitations of treat¬ 
ment by carbon dioxide snow, excision, cautery, and electro- 

K sis. Mr. Fitzwilliams emphasised the advantages of the 
iquelin cautery over the electric cautery, and indicated 


many of the newer special methods of electrolysis. He 
spoke also of port-wine stains and nsevoid marks, discussing 
their appropriate treatment. 

Mr. Kenneth Lees pointed out that the best treatment for 
nrovi of the scalp was excision, otherwise one was apt to get 
either a patch of baldness or white hair. 

Dr. G. A. H. Barton, referring to the employment of ether 
as the anesthetic in such cases, said he had on two occasions 
seen a burst of flame playing over the patients’ mouths. 
The patients seemed none the worse after this untoward 
event, possibly because the flame played over a surface 
which was moist, and therefore did not burn. He considered 
ether a safe anaesthetic for these operations, apart from 
those on the head and neck. 

Dr. W. J. Frankish mentioned a fatal case of hemorrhage 
in an old man with a large nevus of the face and tongue. 
Nothing stopped the oozing, and the patient died after four 
days. 

The President spoke of the correlation of herpes and 
nevi, and said that nmvi did not appear to be congenital. 


LIVERPOOL MEDICAL INSTITUTION. 

A meeting of the Pathological Section was held on 
April 14th, Dr. J. E. Gemmell, the President, in the 
chair. 

Professor E. E. Glynn gave a demonstration of 

Apparatus for the Mechanical Distribution of the Various 
Reagents in the Final Wassermann Test . 

Professor Glynn stated that one source of error in the 
Wassermann reaction was inaccurate measurement of the 
reagents used in the final test. In No. 4 technique of the 
Medical Research Council 50 Wassermanns necessitated the 
distribution of 600 4 c.cm. or J c.cm. doses of various fluids 
with a pipette or burette—if the drop method was not used. 
This distribution took a considerable time, and there was 
often considerable error from fatigue or boredom. He had 
devised a semi-automatic machine which simultaneously 
filled 12 Wassermann tubes with 4 c.cm. doses of any reagent; 
a rack containing 36 tubes was filled in a few seconds. It 
was impossible to distribute more or less than 4 c.cm. at a 
time. The error of the machine was tested with distilled water 
at 15° C. The maximum error was apparently ± 3 per cent., 
and the average ± 1 per cent.; this was at least halfthe error 
obtained with pipettes or burettes when only 12 doses, not 
600, were distributed, and more than usual precautions taken 
in measuring. One reason for the accuracy of the apparatus 
was the fact that after the expulsion of each dose no drop 
remained behind on the nozzles. He had also devised a 
syringe for distributing automatically three 4 c.cm. doses 
of the diluted serum of the patient. This syringe was 
accurate and also left no drops. After using a given diluted 
serum the syringe was washed out twice with saline before 
taking in the next serum. Halicyl-sulphonic acid, which 
would detect one part of albumin in 10 , 000 , produced no 
turbidity with a third washing. 

Dr. Francis B. Chavasse read a paper on the 
Blood Group in Infants and their Mothers. 

He stated that a series of experiments upon this subject 
in the summer of 1919 showed that the blood group is 
determinable at birth by macroscopic test of the infant 
blood against stock sera. The incidence of the four blood 
groups in the newly born was identical with their incidence 
in adults. The rapid macroscopic test for the blood group 
gave incidences of the various groups which were identical 
with the incidences obtained by more complicated methods, 
and might therefore be regarded as an accurate test (both 
for adults and infants). The blood group of the infant 
frequently differed from that of its mother. Twins might 
differ both from each other and from the mother. The blood 
group was a characteristic which was Mendelian, at all 
events in so far as that in its determination each parent has 
approximately equal influence. 

Where by reason of a difference in the blood group a 
condition which might be termed “maternal threat ” to ihe 
child arose, the child’s blood was invariably agglutinated by 
the serum of its own mother. But while the agglutinophilic 
receptors of the infant’s corpuscles were thus invariably 
present at birth and enabled the blood group to be identified, 
the agglutinins themselves appropriate to the group thus 
identified were fully developed at birth in about 30 per cent, 
of cases, so that in cases of “ foetal threat ” to the mother 
the infant’s serum agglutinated the blood of the mother (and 
of the other individuals of the mother’s group) in 30 percent, 
of such cases only. 

There was no obvious relationship between maternal threat 
and sterility or between foetal threat and eclampsia and the 
toxsBmias of pregnancy. The fact, however, that agglutina¬ 
tion in vitro was invariable in the former case and common 
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in the latter shows that there was no immunity acquired, 
the protective mechanism in vivo being referable to the fact 
that dialysis of agglutinins via the placenta was not 
rmitted by the intervening cells, at all events during 
e. 

The incidence of the blood group in women lying-in was 
identical with the normal adult incidence. There was no 
relation between the relative blood group of mother and 
child on the one hand, and the sex of the child on the other. 
The transfusion of maternal blood into the infant in cases of 
melsena neonatorum ought not to be performed unless it had 
been previously demonstrated that both mother and child 
belonged to the same blood group. If they differed, as they 
did in one-third of all cases, another donor should be 
selected. 

The apparatus used in these experiments for performing 
the macroscopic test for the blood group was shown. 


MANCHESTER MEDICAL SOCIETY. 

A meeting of this Society was held in the Medical 
School on April 6th, when Dr. T. A. Goodfellow gave 
his presidential aftdress, entitled 

Some Aspects of Preventive Medicine . 

After giving a short historical account of the rise and 
present position of preventive medicine the President 
referred to the wide field still open for work in this direc¬ 
tion, and drew attention to the unsatisfactory position in 
the country of puerperal mortality, and to the need for 
increased knowledge in subjects such as infant welfare, 
health during the “pre-school” period, disorders of the 
heart and tuberculosis. He emphasised the existing diffi¬ 
culties associated with the supply of pure milk, and briefly 
discussed some methods of dealing therewith. After 
pointing out the essential factors in the organisation of 
modern methods of preventive medicine he urged the 
establishment of greater facilities for post-graduate study 
and for research work, emphasising particularly the 
necessitv for a large increase in resident institutional posts. 
With reference to administrative machinery the President 
ut in a strong plea for the establishment of new local 
ealth authorities constituted ad hoc. 

BRIGHTON AND SUSSEX MEDICO- 
CHIRURGICAL SOCIETY. 

At a meeting of this Society, held on April 7th, Dr. 
Walter Broadbent read a paper on 

Valvular Disease of the Heart, 

He urged the importance of very careful treatment of 
rheumatism in children with prolonged rest in bed, in 
order to minimise the damage to the valves. He had 
used an ice-bag in acute endocarditis with as much 
benefit as in pericarditis. 

Dr. Broadbent continued: Aortic regurgitation was the 
first valvular disease to be differentiated, Corrigan, in 
1832, describing the different physical signs of regurgitation. 
The presystolic thrill and loud presystolic murmur when 
there is no mitral stenosis, first described by Austin Flint 
in 1862, is very common. Thayer found m 74 cases of aortic 
regurgitation examined post mortem that 33 had had a 
presystolic murmur during life without any mitral stenosis. 
When there is aortic stenosis and regurgitation there may 
be mitral stenosis, but then often there is no presystolic 
murmur. The diastolic murmur is loudest at the third left 
costal cartilage, and may be heard there alone. There is 
usually also an aortic systolic murmur as well, but 
this only rarely implies any aortic stenosis. Thayer in his 
74 post-mortems found only 3 with stenosis and regurgita¬ 
tion. The aortic second sound must be listened for in the 
carotids. If it is not audible there is much damage to the 
valves. The amount of regurgitation must be estimated by 
the degree of collapse of the pulse, and the extent of the 
dilatation and hypertrophy of the heart. The difference 
between the systolic and diastolic blood pressures also 
gives a measure of the amount. The prognosis of 
syphilitic cases is worse than that of rheumatic, as 
the coronary arteries are often implicated. Aortic 
stenosis is rare with regurgitation, but very rare alone. 
The pulse is small, the heart hypertrophied, there is an 
aortic systolic murmur, but no second sound in the neck. 
In regard to treatment, digitalis is to be avoided unless there 
are symptoms of failure of the mitral valve. For rapidity of 
the heart Nativelle’s diritalin is safer and better tnan 
digitalis. Ulcerative endocarditis attacks the aortic valves 
more often than any other. In subacute cases the onset is 


very insidious. Weakness, pallor, quickened pulse, slight 
evening fever may be noted, and enlargement of the spleen, 
and sometimes clubbing of the fingers. Later minute sub¬ 
cutaneous emboli on the extremities may occur; and 
red cells may be detectible in the urine. In the acute cases 
there is high hectic fever, and heart murmurs varying from 
day to day, and frequently cerebral emboli. 

Mitral regurgitation should be treated very carefully in 
children on account of its liability to develop into mitral 
stenosis. In adults many systolic murmurs are negligible. 
The cardio-pulmonary murmur, due to movements of air in 
overlapping lung, and the systolic scratch over the right 
ventricle marking the position of a white patch of thickened 
pericardium occasioned by close contact of the heart with 
the chest wall, caused many men to be rejected as V.D.H. in 
the war. If in an adult there is a practically normal first 
sound followed by a systolic murmur, and the apex is not 
outside the nipple'line, there is a little mitral regurgitation, 
but the man is fit for a full day’s work and may live as long 
as anyone; yet many of these have been converted by the 
label V.D.H. into cardiac neurasthenics, afraid to do any¬ 
thing, and developing palpitation from sheer nervousness. 
The work of compensation falls on the right side of the 
heart; when that begins to give way there is enlargement 
of the liver and fullness of the jugular veins, so the liver 
should always be felt. Mitral regurgitation is the most 
amenable to treatment of all the valvular diseases, and the 
one that has made the reputation of digitalis. 

Mitral stenosis was not differentiated from regurgitation 
till about 1870 by Gairdner, though in 1827 a Dr. Adams 
wrote a paper on constriction of the mitral valve. It is 
much more common in women than in men, the proportion 
being nearly three to one. Mitral stenosis was divided into 
three stages indicative of progressive degrees of severity by 
Sir William Broadbent. The first stage characteristic of 
moderate stenosis is when there is a presystolic murmur, a 
short first sound, and a second sound at the apex. In the 
next stage the second sound at the apex disappears, and the 
first sound becomes louder and shorter. There is a pre¬ 
systolic murmur, and a short loud first sound only. The 
aortic second sound has become so weak through the 
lessened pressure of blood that it cannot be heard as far as 
the apex. The presystolic murmur often becomes lengthened 
to fill up the whole diastole and may be divided into two, 
like a diastolic and presystolic, as the stenosis increases. 
In the third stage the presystolic murmur disappears, and 
only the short loud first sound is left with no second 
sound. There is not strength enough in the heart to 
maintain a pressure sufficient to cause a murmur in forcing 
blood through the narrowed mitral orifice. The heart is 
rapid and often irregular also. As the whole strain of com¬ 
pensation falls on the right ventricle, which is limited in the 
amount of its hypertrophy by the smallness of the left 
ventricle, there is early back pressure in the right ventricle 
and the liver becomes enlarged sooner than in any other 
form of heart disease. 

The following cases were shown:— 

Dr. Donald Hall : A railway guard, aged 45, the 
subject of Hereditary Optic Atrophy. His only brother, 
three nephews, and six male cousins were suffering from 
the same disease. 

Dr. WINKELRIED Williams: Two Cases of Lupus 
Vulgaris to demonstrate the value of Dr. Adamson’s 
treatment by liq. hydrarg. nitrat. Also a case of 
Pityriasis Rosea with “herald patch” on left side of 
thorax. _ 

GLASGOW OBSTETRICAL SOCIETY. 

A meeting of this Society was held in the Faculty 
Hall on March 16th, Dr. Balfour Marshall being in 
the chair, when Dr. Robert Jardine opened the 
meeting with a dissertation on the 

Methods of Altering the Presentation and Positions 
Before and During Labour. 

He said (hat these operations were most frequently per¬ 
formed in the interests of the child, but were also often 
applied to facilitate labour and to spare the mother. He 
advocated examination a few days before labour to deter¬ 
mine the position, which was then, as a rule, the same as 
that assumed during labour, if secondary face cases were 
excluded. Spontaneous alteration of position was very 
unusual at that late stage of the pregnancy, although not 
unknown. A transverse found at such an examination 
should always be turned by external manipulations into a 
vertex or breech. In a primipara the external version 
should always be to a vertex, and this should be practised 
when a breech is found in a primipara. He had never tried 
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to alter an occipito-posterior position to an occipito-anterior 
bv external manipulations prior to the onset of labour, 
although this was possible. He made a plea for the more 
extensive use of abdominal palpation. 

In occipito-posterior positions Dr. Jardine did not approve 
of the rotation of the head by forceps, as he contended that 
the head was twisted on the neck, while the shoulders were 
not turned. The treatment he advocated was manual rota¬ 
tion, aided by the external hand pushing the shoulder across, 
or, if this did not avail, the fingers of the vaginal hand being 
extended past the head, and, the shoulder having been 
gripped, rotation accomplished in this way. Rotation com¬ 
pleted he felt that it was advisable to apply forceps there¬ 
with. Such cases ought not to be allowed to continue too 
long in labour. If the head was well flexed Milne Murray’s 
straight axis-traction forceps, twice applied, were often 
satisfactory. In persistent occipito-posterior positions he 
advised attempt at rotation, trying first to one side then to 
the other, which failing attempted forceps deliverv with the 
face to the pubis, despite the possibilities of perineal 
lacerations. 

In face presentations it was advisable to leave all mento¬ 
anterior positions except in cases where the head was very 
large, when it was advisable to convert to a vertex, at the 
same time rotating the occiput anteriorly. In all mento- 
sterior cases he thought that interference was justified, 
ith a fully dilated os and unruptured membranes it was 
advisable to flex the head by manipulation per vaginam, 
and in cases with ruptured membranes manual dilatation of 
the os and flexion of the head was desirable before the face 
could become impacted. He advised immediate delivery 
with forceps after these manoeuvres. All these he had 
found easv to perform except in primary face presentations, 
in which he considered version the line of treatment to be 
adopted. Persistent mento-posterior positions could only 
be delivered as such if the child was very small; attempts 
could be made to push the head up in these cases and 
perform flexion, but failing this craniotomy was to be 
recommended. 

The typical parietal presentations of flat pelvis were 
interesting. The anterior parietal positions he left to 
mould, and then delivered with axis-traction forceps in 
Walsher’s hanging-leg position. The posterior parietal 
positions, fortunately the less common, presented a greater 
difficulty; these could be converted to anterior parietal 

resentations if got early and before moulding, but were 

ifficult to maintain in the new position. Delivery by 
forceps immediately on correction, if possible, was the best 
method of treatment. If the correction could not be main¬ 
tained he advised version. Transverse presentations with 
ruptured membranes were treated by, with fully dilated os, 
performing podalic version; in back anterior cases the 
lower leg was taken, while in back posterior cases the leg 
to be taken was the higher one, thus bringing the dorsum 
anterior for the completion of the delivery. In cases attended 
by retraction and impaction decapitation was the correct 
treatment. In cases of breech presentations with extended 
legs he felt the delay not due to the splint-like action but to 
the presence of a retraction ring. The hand was to be 
forced gently past this, a leg swept inwards, and the child 
delivered by the application of vis a tergo. 

Dr. W. D. Macfarlane gave a communication on 

C cesarean Section aa a Method of Treatment in Central 
Placenta Prcevia. 

He began with a review of the lines of treatment employed 
in cases of placenta praBvia. Version was the most satis¬ 
factory method from the maternal standpoint, but he 
deplored the attendant foetal mortality. Ctesarean section 
had been employed in four of his cases and had been in every 
way satisfactory. The operation was the usual conservative 
method, and in each case mother and child were alive and 
well. This method of treatment had been adopted because 
in each case the placenta had been situated centrally 
and because of the expressed desire of the patient’s 
medical attendants for some line of treatment other 
than the “old ones” with their unsatisfactory results. 
From his experience of these cases he felt confident that 
CsBsarean section was the ideal treatment in cases of this 
type provided the operator was assured that the patient 
was not infected, that the child was alive, and that the 
patient’s general condition did not contra-indicate abdo¬ 
minal operation. Much of the success of such operations 
depended on the complete asepsis of the operation, and it 
was therefore of importance that they should be treated in 
nursing homes or hospitals with all the advantages of 
favourable surroundings, just as acute appendicitis and 
other abdominal emergencies were treated. With these 
indications and careful technique he felt that Coesarean 
section offered the obstetric surgeon a line of treatment 
which on the counts of both maternal and foetal mortality 
would give better results than any of the methods now 
commonly used. 


LONDON DERMATOLOGICAL SOCIETY. 


Compulsory Notification for Venereal Disease. 

A meeting was held at St. John’s Hospital for 
Diseases of the Skin on April 19th, Dr. William 
Griffith presiding. A discussion on the Resolution: 
“ That the Society considers some form of compulsory 
notification for venereal disease cases to be necessary,” 
was opened by Dr. W. Knowsley Sibley, who pro¬ 
posed the resolution. 

He said that of the three racial poisons, alcohol, tuber¬ 
culosis, and syphilis, in most countries there is legislation 
against alcohol and tuberculosis, but there iB still room for 
legislation in regard to syphilis. Syphilis as a contagious 
disease should be taken seriously. In scarlet fever 
and diphtheria the infection is of short duration, 
whereas syphilis, which is not notifiable, may be con¬ 
tagious over a long period. Dr. Sibley spoke of the colonies 
and foreign countries in which notification of venereal 
diseases has proved successful, and of the disadvantages of 
the voluntary clinic system in vogue in this country. He 
then summarised the report of the government Royal 
Commission on the Prevention of Venereal Disease, ana of 
the policy of the two organisations which attempted to 
achieve this object. Dr. Sibley said that if there were some 
form of even confidential notification a patient would be 
told he or she must carry out the prescribed medical 
directions, otherwise he would be liable to serious 
penalties. The exact method of procedure following upon 
notification to the medical officer of health would be a 
subject for consideration when once the principle had been 
established. If this could be done Dr. Sibley felt that a great 
step towards both the prevention and eradication of syphilis 
would be made. 

Dr. Dennis Vinrace, opposing, said that diseases such as 
scarlet fever and diphtheria were not comparable to 
syphilis just because of their short duration. The treat¬ 
ment of venereal disease was by far the most important 
factor to be considered. Prostitutes were the root of the 
trouble, and until we could get the beds to deal with them 
effectively, venereal disease was bound to continue. No 
form of compulsory notification could affect this. Dr. 
Vinrace dwelt on the importance of education of the future 
generation, and praised the publications issued by the 
National Council in this connexion. He spoke also of the 
difficulty of diagnosis as an argument against notification. 
If we had compulsory notification, the patient, in his 
opinion, would not consult a medical man, but would go to a 
quack or chemist. 

Dr. Maurice G. Hannay said that Dr. Sibley had not 
given the results of notification in other countries. Ho 
agreed with Dr. Vinrace that the question of diagnosis was 
sometimes extremely difficult. A case of pityriasis rosea 
had to his knowledge been diagnosed by four different 
doctors as syphilis. Then came another important question, 
how long should we continue treatment in any one case 
affected with venereal disease? In Dr. E. F. Buzzard’s 
opinion syphilis remains a lifetime. If this is so, it would 
be a serious thing in the case of compulsory notification. 

Dr. J. Forbes said that if a patient knew that he or 
she hai to be notified to the health authorities on account 
of venereal disease it would only make the case more 
difficult for the practitioner. The patient would not attend 
for treatment but would seek another way out. 

Dr. Charles Banks said that he would support Dr. 
Sibley’s views if it could be so arranged that the notification 
of venereal disease should be confidential. 

Dr. J. Brindley-James agreed with Dr. Vinrace that no 
form of compulsory notification should be necessary, pro¬ 
vided complete confidence existed between the doctor and 
patient. 

Dr. A. C. Rebelle felt quite sure that compulsory 
notification of venereal disease would be of no advantage. 
No compulsory measures existed in India. 

The President said that there seemed serious and 
weighty objections to the compulsory notification of 
venereal disease. However, the real point was, what would 
we gain from compulsory notification of venereal disease; 
would the disease increase or decrease ? 

Dr. Vinrace and Dr. Sibley having summed up, the 
resolution was put to the meeting and was not carried. 


No. 20 General Hospital Annual Dinner.-- 
The second annual dinner of officers of this hospital 
will be held at the Florence Restaurant, Rupert-street, 
London, W, on Saturday, May 14th, at 7 for 7.30. Officers 
intending to be present should communicate as soon as 
possible with Mr. Harold Drinkwater, 7, Cavendish-place, 
London, W.l. 
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Dietetics op Gastbo-Intestinal Disease. 

Diatetik der Magen - und Darmkranhheiten. By Professor 
Dr. I. Boas. With chapters on Diet before and 
after Operations on the Stomach and Intestines, by 
Professor G. Relling. Leipzig: G. Thieme. 1920. 
Pp. 216. About 8 s. 

In the preface to this volume the author remarks 
that the dietetics of digestive diseases, owing to 
the growth of physiological knowledge, now stands 
upon a basis firm enough to justify a unified description 
of its method and strategy. The book, in our opinion, 
justifies the contention. It is, like its fellow volume, 
behind the times as regards modern methods of 
diagnosis. Also, the author seems but ill-acquainted 
with quantitative researches on metabolism since 
Rfibner, and has little or nothing to do with calories. 
But the young physician of the present day knows, or 
can easily learn, enough, and something to spare, of such 
technical aspects. These chapters, cast in lecture 
form, supply something harder to get—namely, the expe¬ 
rience of a lifetime of careful clinical study of diet in 
diseases of the alimentary canal. We have read the book 
with pleasure and profit, and commend it. Its diction 
is easy, direct, and clear. There are few set diets and 
hardly half a dozen elaborated schemes. In each 
disease lines are traced which the diet should follow, 
but the author insists rightly that the actual prescrip¬ 
tion must be written by the physician, and ought 
always to show, not what foods must be avoided, but 
what foods are to be eaten. A formulated diet, from 
however distinguished a source, is inferior to that pre¬ 
scribed for the individual patient. Many diseases of 
the stomach and intestine can be cured by diet alone. 
A sound warning is given, however, against unneces¬ 
sary dieting. Food restrictions and cures, if prescribed 
when not needed—for example, in many nervous 
states—are more dangerous than medicine, of which 
an overdose gives definite signs. In this respect we 
surmise that the doctor sometimes gives way too 
much to the demands of his patients, some of 
whom clamour as loudly for a diet as others for a 
vaccine. 

In gastritis anacida it is recommended that the 
pepsin and rennet ferments should always be tested 
for. If these are absent it is useless to try to stimulate 
the glands. Hyperacidity is described as not a disease 
but an over-action, often, though not always, leading 
to prolonged and periodic disturbances of the alimentary 
canal. A diet is recommended by Professor Boas which 
is poor in salt and extractives, rich in vegetable protein, 
contains much neutral fat of low melting-point, makes 
little demand upon mastication and leaves the stomach 
fairly soon. The foods which are said to meet these 
requirements are milk, eggs, flours, pea-meal, jellies, 
vegetables, sugars, butter, cream, olive oil, almonds 
and nuts (powdered), stewed fruits, lemonade, custard, 
Ac. Such food is taken for three months, after which 
fish and boiled meat is introduced. Piquant foods 
should be avoided for a long time. It will be noted that 
sugar and stewed fruits are not excluded from the diet. 
Professor Boas says that pure sugar is not followed by 
pain in hyperacidity, although sweet dishes of mixed 
composition may be. In the treatment of gastric ulcer 
a graduated fluid diet, based mainly on that of Leube, 
is preferred. The Lenharfcz diet is criticised because 
rice and minced meat are given too soon and cream and 
butter not soon enough ; also on account of the high 
price of eggs. The influence of Lenhartz’s advocacy of 
early feeding is nevertheless obvious, for the old plan 
of weeks of starvation or “nutrient” enemas receives 
no support. The same dietetic course is required after 
the surgical treatment of ulcers as after the medical 
treatment. 

Under the heading of gastrocoloptosis a vigorous 
reply is given to the claims of Rovsing, that operation 
is desirable. Professor Boas says brilliant results are 


obtained almost without exception by rest and appro¬ 
priate food. As an example of the diet the following 
may be quoted:— 

8 A..M.: Fatty chocolate 50 g., in milk; rusk; wheaten bread ; 
butter; 1 egg. 

10 a.m. : Milk 100 c.cm. and cream 100 c.cm.; white bread; butter ; 
ham or white cheese. 

1.30 p.m. ; 150 c.cm. thick light soup with egg in it; vegetables and 
potatoes; rice pudding; macaroni; meat or fish; compote of fruit; 
some mealy food ; a bottle of malt beer. 

4 p.m.: Tea or coffee with milk and cream; rusk; cakes; toast; 
rolls ; butter 30 g. 

7 p.m. : Egg food; switched egg, omelette, all prepared with much 
butter. Fish or cold meat 50 to 100g.; white cheese with cream; 
compote of fruit; bottle of beer. 

9 to 10 p.m. : Fatty chocolate 50 g. 

If there be also habitual constipation the diet is 
altered by giving olive oil night and morning, coffee at 
breakfast and tea, with a tablespoonful of milk-sugar, 
wholemeal bread, fruit at lunch and dinner, with fish 
or egg, but little or no meat, and cider at the evening 
meal. Treatment in such cases, if carried out in a 
sanatorium, is mainly to be looked upon as an educa¬ 
tion; and a great deal of the doctor’s task is to 
introduce will, order and discipline into the life of the 
patient. The diet in chronic constipation is founded 
upon Rfibner’s tables of the unabsorbed residue of 
various foods. The use of a modification of the scheme 
in many severe cases, and in experienced hands, con¬ 
firms Professor Boas’s claim that results usually come 
in the first days and persist. Full details are given in 
this interesting section of the book. 

The advice upon food in chronic diarrhoea is especially 
useful. Milk is often ill borne, but sugar-free milk is 
recommended. The temperature at which it is drunk 
must not be too hot or too cold. Sugar should be 
avoided till the stools are normal, and then added only 
gradually. Jellies, flours, eggs, fish, cream, and butter 
are good. Next meat and pur6 of potatoes may be tried. 
Fermentation dyspepsia should be diagnosed by the 
excess of starch in the motions, and is usually relieved by 
leaving that foodstuff out of the diet. In membranous 
colitis the author strikes a middle way between the 
“rough” and “bland” diets. He gives olive oil and 
paraffin, and is adamant about aperients. In acute 
appendicitis he thinks surgeons do not appreciate the 
good results of starvation and oil enemas without 
opium. Operation is recommended directly the acute 
attack subsides. Since adopting this method he has 
hardly ever seen perforation or general peritonitis. 

The section by Professor Kelling, a Dresden surgeon, 
on diet before and after operation—short-circuitings, 
resections, and gall-bladder operations—is carefully 
thought out. Of particular interest is the discussion on 
the treatment of indigestion after gastro-enterostomy, 
different kinds of food being needed according to the 
cause of discomfort, such as the entrance of bile and 
pancreatic juice to the stomach or jpjunal ulcers. The 
latter, he is convinced, are brought on by coarse food. 
He does not think it necessary to operate on all cases 
of peptic jejunal ulcer, as he has seen healing with 
careful attention to diet. Fluids are given at first, 
then plain meat, fish, and bird, with but little salt. 
Spices or alcohol and tobacco are not allowed. 

This little book is valuable both to physicians and 
surgeons, and will probably have as much success as 
Professor Boas’s well-known larger volume on diseases 
of the stomach, of which the new (seventh) edition will 
shortly be reviewed in our columns. 


Basal Metabolic Rate Determinations. 

Laboratory Manual of the Technic of Basal Metabolic 
Bate Determinations. By W. M. Boothby, M.D., and 
Irene Sandiford, Ph.D. London and Philadelphia: 
W. B. Saunders Company. 1920. Pp. 117. 24». 

At a time when the importance of measurements of 
the basal metabolic rate is beginning to be realised in 
this country any book which treats fully and simply 
of the technique employed in these measurements is 
welcome. Boothby and Sandiford, working at the Mayo 
Clinic since 1917 on these problems, have elaborated a 
routine method by means of which they have carried 
out determinations of the basal metabolic rate in a 
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large number of cases. Essentially their method 
consists in collecting the expired air of the patient 
into a gasometer for a given space of time. This air 
is measured on the gasometer and analysed in duplicate 
with the Haldane apparatus, from which data, the height 
and weight of the patient being known, the basal metabolic 
rate can be calculated. The method of Benedict meets 
with criticism at their hands, but their objections are 
of a somewhat theoretical nature, and there are other 
and more serious practical difficulties in the Benedict 
apparatus, which are not present in the open circuit 
type of apparatus, upon which they do not touch. The 
book deals very fully with the details of technique at 
every stage of the determination, and is well illustrated. 
In their section on the description and management of 
the Haldane apparatus the authors draw freely from 
Dr. J. S. Haldane’s book, “Methods of Air Analysis,” 
but their volume is, in the main, a full and useful descrip¬ 
tion of the method they have worked out and brought 
to such a high degree of accuracy. It is especially 
commendable in its insistent demand for accuracy at 
every stage of the measurements. Clinical calorimetry 
is a scientific method of precision—to be of any value 
it must be used scientifically, and must be precise in 
every detail. This point cannot be emphasised too 
often. As the authors state in their preface: “This 
manual has been prepared in the effort to render this 
valuable diagnostic method available to any well- 
equipped and scientifically conducted clinical laboratory, 
and with the hope that the results of indirect calori¬ 
metry will not be thrown into general discredit by a 
neglect of the details requisite for obtaining a true 
basal metabolic rate.” The book is supplied with a 
number of useful logarithmic and other tables, and 
contains all the data necessary for the complete calcula¬ 
tion of results. An excellent bibliography is given. 


International Law. 

Le Droit International Public Positif. Par J. DE 

Louter, Professeur de Droit International Public k 

1’University d’Utrecht. London : Oxford University 

Press. Humphrey Milford. 1920. In two volumes. 

Pp. 1085. £1 2s. 

Mr. de Louter* s work, now printed in French by the 
Oxford University Press and published under the 
auspices of the Carnegie Fund, was orignally com¬ 
posed after the Peace Conferences of 1899 and 1907 had 
been followed by the Declaration of London; it was 
published in 1910 at The Hague. The production of an 
edition in French was a proposal made soon after¬ 
wards by those responsible for the Carnegie Fund, 
and re-editing was commenced. The accomplish¬ 
ment of the design was, however, delayed inevit¬ 
ably by the war, and the author, as a neutral 
onlooker, had the saddening experience of seeing the< 
rules and principles that he was endeavouring to 
elucidate for the public good constantly ignored, 
perverted, and trampled upon. To this he alludes only 
briefly in his preface, for he writes of the law as it 
existed before 1914, and leaves to others the task of 
applying it to the events of the years that followed. 
It may be long before the facts are sufficiently estab¬ 
lished for this to be done. With regard to one minor 
branch of Mr. de Louter*s subject for example—the 
treatment of wounded and of prisoners—wide differ¬ 
ences of opinion might obtain as to how far and how 
often the lawB of civilised warfare were deliberately 
or recklessly transgressed. We may congratulate our¬ 
selves, however, that mankind now condemns un¬ 
sparingly indifference shown by enemies towards the 
wounded of the other side, or by an army towards its 
own wounded, when we remember how very recent has 
been the realisation that the wounded even of an enemy 
have their rights. 

Mr. de Louter traces the history of the present 
attitude of governments and military authorities 
towards wounded soldiers from the days when they 
were killed, ill-treated, or abandoned as a matter of 
course, to the later period when Florence Nightingale 
and her nurses strove to abate the horrors of the 
Crimea. It was soon after that that Dunant, a Swiss, 


published “ un Souvenir de Solferino,” stimulated 
sympathy which centred itself at Geneva, and helped 
to bring about the founding of the Red Cross Society. It 
was not within the scope of his treatise, or Mr. de 
Louter might have recorded appreciation of the 
influence of science and scientific invention in pro¬ 
ducing results which are not entirely due to the 
development of humaner instincts in mankind. Medical 
and surgical science and modern means of transport 
have rendered possible standards of national and inter¬ 
national humanity not dreamt of in the days of Alma 
and Inkerman, and still unrealisable at the time of the 
Franco-Prussian War. 

Mr. de Louter* s treatise is not wholly concerned, 
of course, with topics relating to war, its preven¬ 
tion, or its prosecution, and the recognition of medical 
science in the domain of international law in peace 
is to be traced in his pages, where he refers to 
the steps recognised as necessary for preventing the 
spread of disease from one nation to another. The 
substitution of modern methods of diagnosis and dis¬ 
infection for long periods of quarantine has done much 
to prevent international friction, and at the same time 
has caused satisfactory results to be achieved with 
greater certainty. Mr. de Louter’s easy style, and 
appreciation of what is essential for the information of 
his readers, have enabled him to place in their hands a 
valuable introduction to the study of international law. 
As a work of reference it would have been rendered 
more useful by the addition of an index, but it is 
informing enough to be worthy of the perusal of anyone 
who desires to acquire knowledge of the subjects dealt 
with, and to whom the language in which it is written 
offers no obstacle. 


Organic Chemistry. 

Laboratory Manual of Organic Chemistry. By H. L. 
Fisher, Ph.D. London: Chapman and Hall. 1920. 
Pp. 331. 12e. 6 d. 

Dr. Fisher rightly insists that “a book is never a 
thing by itself; it is always a growth, and many factors 
and influences from other workers contribute largely in 
the making of it.” The book is the result of many 
years’ laboratory teaching at Columbia University, and 
the experiments and preparations described are the 
outcome of that experience. We would recommend its 
careful perusal to teachers of organic chemistry in this 
country, for they would gain many valuable sugges¬ 
tions. A strong point is made of inductive reasoning, 
and the student is directed when and where to record 
observations. After each experiment a number of 
questions from the theoretical and practical standpoint 
are set out. In the latter part of the book organic 
combustions are dealt with in detail; this section is 
well worth reading. _- 

Organic Chemistry for Medicaly Intermediate Science, and 
Pharmaceutical Students. By A. KlLLEN Macbeth, 
M.A., D.Sc. London: Longmans, Green and Co. 
1920. Pp. 235. 68. 6 d. 

The subject matter of this book, which is intended 
for the use of medical and pharmaceutical students, 
is not dealt with in an exhaustive manner, but 
is selected in order that the medical student may 
be able to take full advantage of subsequent courses in 
biochemistry, whilst the pharmaceutical student will 
gain a knowledge of the subject sufficient for his future 
work. The text-book is based on the author’s courses 
of elementary lectures and in these he states that he 
not infrequently deals with the aromatic compounds 
after the corresponding aliphatic types have been 
described. By this system the student can note the 
similarity of the synthetic methods and can compare 
and contrast the properties of corresponding compounds 
of these two main groups as his work proceeds. In the 
book the orthodox treatment is followed, but the 
student is referred from the aliphatic to the aromatic 
type. We notice a few lapses. Dr. Macbeth speaks of 
diastase as an organism (p. 59), and of maltose as the 
chief constituent of sugar in malt (p. 161); moreover, 
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this sugar is crystallised from alcohol, and not, as is 
stated, from water. But, on the whole, the matter is 
put together concisely and seems fairly free from 
errors. A useful feature to the student is the series of 
questions at the end of each chapter. 


Laboratory Manual of Organic Chemistry for Medical 
Students . By Matthew Steel, Ph.D. Second 
edition. Revised and enlarged. London: Chapman 
and Hall. 1920. Pp. 284. 9s. 6 d. 

This manual was originally compiled as a laboratory 
guide in organic chemistry for the medical students of 
the Long Island College Hospital, Brooklyn, New York. 
Recent developments, more particularly in the domain 
of biological chemistry, necessitate a much broader 
training in organic chemistry than was formerly 
required, and the author has endeavoured to meet 
this requirement without burdening the medical 
student with a mass of unessential data. The work, 
as its title implies, is a practical one and does not deal 
with the theory of the subject; the experiments and 
preparations are wisely selected, and the working 
instructions clear and concise. Alternate pages of the 
volume are left blank, so that the student may record 
his own observations. The work concludes with an 
interesting chapter on the colloidal state of matter 
treated from the experimental standpoint. Dr. Steel 
is to be congratulated on the production of a useful and 
well-balanced volume, which, considering the neces¬ 
sarily wide ground it covers, is singularly free from 
errors. _ 


Text-book of Organic Chemistry . By A. F. Holleman. 

Edited by A. T. Walker, Ph.D., assisted by O. E. 

Mott, O.B.E., Ph.D. Fifth English edition, revised. 

London: Chapman and Hall. 1920. Pp. 642. 

18*. 6d. 

The fact that it has been necessary to bring out five 
editions of this well-known work in a period of 17 years 
is evidence of its service in the teaching of organic 
chemistry. So many of our short text-books of organic 
chemistry contain far too many isolated facts, and the 
number of compounds described confuses the beginner. 
The author has kept the number of unconnected facts 
within as narrow limits as possible, and has given 
prominence to the theory underlying the subject. In 
this edition additional space is allotted to the applica¬ 
tions in organic chemistry of the increasingly important 
physico-chemical methods such as refraction, absorp¬ 
tion, and viscosity. The descriptions of a number 
of technical processes such as the manufacture of 
alcohol, cane sugar, &c., are included. Dr. Walker 
and Dr. Mott deserve well for having rendered the 
original into excellent English. The work is most 
readable, and though intended primarily for the student 
it will no doubt be read by many who desire to keep in 
touch with the advances in modern organic chemistry. 


JOURNALS. 

Journal of Pathology and Bacteriology , Vol. XXIV., No. 2, 
pp. 129-240.—The Neural Origin of Certain Sarcomata of 
tne Brain, by J. R. Perdrau (London). Two cases of mixed 
celled “ sarcoma ” of the brain are described in which the 
author finds evidence that they originated in nerve cells 
and should therefore be classed as neuroblastoma.—P. B. 
White (Aberdeen) describes and figures an intrathoracic 
tumour in a honey bee, possibly arising from a nerve, with 
the structure of a fibroma.—Method of Mounting Flat 
Pathological and other Specimens in Gelatin, by T. H. G. 
Shore (London).—The Diagnosis of Syphilis in Malarial 
Subjects by the Wassermann Reaction, by J. P. Johnson 
(South Africa). In a series of cases of malarial infection, 
confirmed microscopically, without clinical signs or history 
of syphilis, positive Wassermann reactions (original method) 
were given by 22 per cent., but on retesting after an interval 
(not clearly described) this was reduced to 7 per cent., which 
the author finds no difficulty in regarding as cases of latent 
syphilis. Using Tschernogbouw’s, Fleming’s, and the 
Hecht-Fleming technique, the positive results were 
6 , 27, and 27 per cent, respectively, and 6, 7, and 11 per 
cent, on retesting. The author holds that a positive 
reaction should always be confirmed by retesting 
before a diagnosis of syphilis is made.—On the Preparation 
of Diphtheria Toxin, by K. G. Dernby and EL David 


(Stockholm). The best yield is obtained by starting with a 
reaction of 7-2 to 7*4 ana ending with one of 8*0 to 8*5, which 
should be attained in about eight days.—The Cultiva¬ 
tion of the Gonococcus, by C. E. Jenkins (Salford). The 
optimum temperature is 35°-36°C., and 10 percent, whole 
blood agar is a satisfactory medium. The important point 
is to keep the culture moist by using a medium with a high 
water content (as little agar as will give a solid medium) 
and incubating in an atmosphere saturated with water 
vapour. The same author points out that a very satis¬ 
factory decalcifying mixture, preserving histological detail 
and staining reactions, is HC14, glacial acetic acid 3, chloro¬ 
form 10, water 10, absolute alcohol to 100.—The Mode of 
Infection of Schistosomum japonicum, by Y. Miyagawa and 
S. Takemoto (Tokyo). By experiments on mice which were 
cut in serial section and the total number of infecting larva 
enumerated, the authors find that the young worms penetrate 
the skin into lymphatics and small veins, and then reach 
the right side of the heart; from here they pass to the 
lungs, where they may be arrested for a time owing to their 
large size; thence into the systemic circulation, by which 
they reach the intestinal wall, penetrate mesenteric veins, 
aud so arrive at their permanent home in the portal veins 
in the liver.—An Experimental Study of Avian Beri-beri, 
by G. M. Findlay (Edinburgh). The histological changes in 
beri-beri in fowls and pigeons are generally similar to those 
caused by inanition, but they differ in the nuclear degenera¬ 
tion, the chromatolysis in nerve cells, and the retention of 
lipoid in the adrenal cortex. The content of ox organs in 
nucleic acid is parallel to their antineuritic efficacy; thus 
the potencies of liver, brain, heart, and muscle in preventing 
beri-beri are as 100, 75, 53,18, and their richness in nucleic 
acid as 36, 20, 15, and 5. The author suggests that anti¬ 
neuritic vitamin is an essential factor in the synthesis 
of nucleic acid.—The Production of Coliform Infection 
in the Urinary Tract of Rabbits, by E. H. Lepper 
(London). With various organisms of the coli group 
no evidence of their passage into the urine after intra¬ 
venous injection could be obtained without signs of kidney 
damage (proteid, &c., in urine). Complete obstruction of 
the ureter for as short a period as a quarter of an hour 
determines a kidney infection.—The Supposed Importance 
of Vitamins in Promoting Bacterial Growth, by J. W. 
McLeod and G. A. Wyon (Leeds). The smallest quantity of 
various substances which would allow the growth of Staphy- 
Iococcuh aureus on a simple phosphate agar was determined 
and compared with the content of the substances in anti¬ 
neuritic vitamin ; with a few glaring exceptions the figures 
are roughly parallel. The authors do not agree that blood 
promotes bacterial growth on account of its vitamin-content, 
and point out that amino-acids are favourable chiefly to 
intestinal bacteria.—A Study of the So-called Parameningo¬ 
cocci, byL. Cronstedt (Stockholm). Thirteen strains isolated 
from the pharynges of contacts of a single case of meningitis 
fell into several agglutination groups and on further culture 
changed their reactions. The author doubts the validity of 
separating a group of parameningococci by agglutination. 

La Mtdecinc (Vol. II., No. 6) for March is given up to 
diseases of circulation and excretion under the direction of 
Professor Paul Ribierre. The contributors give good reviews 
of the present trend of thought and deal with subjects of 
current interest. The article by P. Amenille on Acute 
Nephritis without Nephritis is original in emphasising the 
view that acute nepnritis is not only or at all acute 
inflammation of the Kidneys. The articles by Vaquez on 
Digitalis, and by Josu6 on Undeveloped Forms of Cardiac 
Rheumatism deserve attention. The subjects chosen are 
highly specialised and dealt with in too cursory a manner to 
stand by themselves as sources of information. 

American Journal of Syphilis . Vol. V., No. 1.—The bulk of 
the contents of the January number (which by accident has 
only just reached this country) may be regarded as falling 
within one of two categories—viz., the specifically technical 
and scientific, and that which is admittedly clinical. More 
than half the matter in this issue is devoted to the con¬ 
sideration of subjects which come within the former class. 
An interesting series of “ Studies in the Standardisation of 
the Wassermann Reaction ” include (1) The Influence of 
Temperature and Duration of Primary Incubation upon the 
Anticomplimentary Activity of Organ Extracts (Antigens) 
and 8era; (2) The Influence of Temperature and Duration 
of Primary Incubation upon the Velocity and Amount of 
Complement Fixation in Syphilis with Different Organ 
Extracts (Antigens); (3) A Comparative Study of Methods 
for Conducting the Primary Incubation for Complement 
Fixation in Syphilis with the Technic recommended for a 
Standardised Test. All the foregoing are outside the 
province of the general practitioner—if he specialises to such 
an extent his time is overburdened—yet at the same time 
it is desirable that he should realise the large amount of 
work which is being carried out in relation to the Wasser¬ 
mann reaction. It is good that he should know of this 
work, inasmuch as a recognition of its complexities and 
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difficulties may tend to break down the mechanical con¬ 
ception of this reaction, which we fear is still held by many 
members of the profession, to the exceeding detriment both 
of their own scientific outlook and their patients’ welfare.— 
Turning to those articles which come within the second 
category, we regard the paper on the Early Diagnosis of 
Primary Syphilis, by Dr. C. Guy Lane, as being of great 
clinical value. It should also inspire its readers with a 
marked degree of sociological enthusiasm. Many of our 
readers may be aware that in evidence given before the 
Royal Commission on Venereal Diseases, 1915, Dr. Douglas 
White estimated that approximately 10 per cent, of the 
population in large towns of Great Britain were suffering 
from syphilis. Dr. Lane informs us that exactly 8 per cent, 
of the population—i.e., about 8 million persons—in the 
United States are affected by this disease. This estimate, 
unlike that of Dr. White’s, embraces both the urban and 
country areas. Such a statement, indeed, affords a sufficient 
incentive to the precise and early diagnosis of so devastating 
a disorder. We consider that the editors of the journal are 
acting in the public interest by publishing an article which, 
with equal lucidity and force, impresses upon practitioners 
the responsibility which accrues to them in respect to 
making the earliest diagnosis and initiating the promptest 
treatment of primary syphilis. Dr. Lane wisely empha¬ 
sises his statement that “ treatment is only as efficient 
as the follow-up system.” We feel that there is an urgent 
necessity on the part of the practitioner both to assimi¬ 
late ancl materialise so pregnant an aphorism. How 
often is a patient only treated and retained under obser¬ 
vation until a negative Wassermann result has been 
obtained, or until his clinical signs and symptoms have 
disappeared. We do not suggest that on these findings it is 
a frequent occurrence for a patient definitely to be told 
he is cured, but we would emphatically state our belief 
that the necessity of obtaining re-examination and possibly 
of further treatment at regular intervals is not sufficiently 
impressed upon the patients’ consciousness. It may be 
that through lack of knowledge the medical man does not 
realise the necessity of giving such advice. It may be that 
a false feeling of sympathy prevents him from hardening 
his heart and dashing to the ground the hope, which a 
patient may frequently cherish, that one course of treat¬ 
ment will suffice to cure him. Such a travesty of sym¬ 
pathy is as criminal as it is weak.—Dr. L. J. Owen 
contributes a suggestive article on Syphilis as an Etio- 
logic Factor in Nodular Cirrhosis of the Liver. The 
author reminds us how Adami investigated the evidence 
bearing upon the production of hepatic cirrhosis by chronic 
infection, and how he regarded the colon bacillus* as being 
a causal factor in respect to this condition. It is interesting 
to note to what an increasing extent these once neglected 
bacilli have been held responsible for the production of morbid 
conditions. Fox, as the result of some thousands of autopsies 
on animals, came to the conclusion that alcohol, lead, and 
syphilis could have no part in bringing about these lesions, 
and emphasises the importance of infection as a causal 
factor. The fact that these examinations were carried out 
on animals other than man robs Fox’s conclusions of only 
a part of their value. Reviewing the work of Dr. Owen 
it is interesting to note the conclusions he has arrived 
at as a result of 1200 autopsies performed in the Washington 
University School of Medicine. From the frequent associa¬ 
tion of syphilis with Laennec’s or nodular hepatic cirrhosis, 
present in 40 per cent, of 19 cases of nodular cirrhosis, he 
suggests that the syphilitic virus is a causal factor with 
regard to the hepatic lesion. He adds that the presence of 
alcoholism is found to be less than that of syphilis; the 
incidence of syphilis and alcohol in combination is high, and 
he suggests that a combination of the two factors may 
produce the disease in question. Thirdly, as regards 
chronic infective processes—e.g., arthritis and endocarditis, 
he thinks that, although these have been associated with 
cirrhosis to such an extent as to iustify further investiga¬ 
tion, no definite correlation can yet be established.—Occupy¬ 
ing an intermediate position between the highly technical 
articles to which we first referred and the two latter clinical 
ones, there is an attractive and clearly written statement 
on the subject of Strain in Spirochsetes by Dr. Burton 
Peter Thom. He deduces in a succinct manner some of the 
data upon which a belief in specific strains of spirochsetre 
has been advanced. He gives particular attention in 
this respect to the subject of neuro-syphilis, and concludes 
that Hutchinson’s suggestion as to the possibility of 
*' several variants of syphilis is plausible, but is not 
capable of proof—at least not yet.” He adopts a similar 
position as to the theory of a life-cycle with regard to 
Spiroctupta pallida. Convinced that such a thing as a spiro¬ 
chetal strain does not exist, he believes that the selective 
action of the organism “when introduced into the body is 
governed entirely by the manner in which the tissues of 
the host react to the invader.”—At the end of the journal 
there is a full and valuable series of abstracts and book 
notices, in addition to an index of current literature dealing 
with syphilis. 


Jjlcto Jnbcntions. 


A PORTABLE APPARATUS FOR TRACHEAL 
INSUFFLATION ANESTHESIA. 

The apparatus here illustrated consists of the 
following parts. (1) Needle valve sight feed (A). This 
is roughly the size of a 2 c.cm. hypodermic syringe.’ The 
lower end is connected by a gas union (G) to a heated 
air-chamber, and the needle valve to a metal tube 
passing through a cork to the bottom of the ether bottle 
(E). The ether reaches the needle valve at a positive 
pressure maintained by occasional use of the hand 
bellows (H). In other words, on the principle of a 
reversed Junker bottle. (2) Heating chamber (D). This 
part is composed of an outer cylinder (D), 6 inches by 
4 inches, and an inner cylinder, 4 inches by 3 inches, 
the intervening space forming an air-chamber. Air 
from a Standing’s aluminium foot-bellows, or preferably 
from a compression cylinder, enters the lower end of 
the air-chamber at (F), passes round the inner cylinder, 
and leaves the upper end at (W) on its course to the 
patient along the tube (T). The air-chamber is heated 
by water, or an electric bulb if available. (3) The safety 
valve manometer and thermometer are connected with 



a horizontal tube (T), all mounted as one unit on an 
upright wooden support. The safety valve is of the 
simple lever type used on steam engines, and can be 
easily adjusted in connexion with the manometer to 
blow off as required. For carrying purposes the gas 
union screws (G) and (W) are undone, and the safety 
valve unit and sight feed placed within the heating 
chamber, which is closed by the lid (K). The apparatus 
is not claimed to be superior to the more elaborate 
forms already on the market, but its compactness is a 
valuable asset in private practice. In hospital practice, 
where portability is not an essential, and where motor 
air pumps are usually available, a mercurial manometer 
can be used with advantage in place of the more 
expensive type illustrated. 

The advantages of the apparatus may be summarised 
as : (1) compactness; (2) abolition of mercury and glass 
safety valve ; (3) portability in an ordinary bag in any 
position; (4) abolition of the necessity to decant the 
ether from the bottle to a special container. 

The apparatus is made by Messrs Coxeter and Son. 
171, Pancras-road, N.W., who have carried out my 
design in an efficient manner. 

I. W. Magill, M.B., B.Ch., B.A.O. Belf., 

Anaesthetist to the Queen's Hospital, Sidcup ; and Hon. Anaesthetist 
to the Dreadnought Hospital, Greenwich. 
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The League of Nations and 
Dangerous Drugs. 

The sequence of events in regard to the enforce¬ 
ment of the Opium Convention of 1912 since the 
stages described in The Lancet of May 29th, 1920, 
and Jan. 15th of this year may be usefully recorded 
inasmuch as only scattered references to what is 
going on have found their way into the daily 
papers. It will be remembered that the first 
Assembly of the League of Nations, which met at 
Geneva in December, 1920, resolved that an 
Advisory Committee should be appointed by the 
Council of the League with a view to secure the 
fullest possible cooperation between the various 
countries concerned and to advise the Council in 
dealing with any relevant questions which might 
arise. The Council was further authorised to add 
to the Committee not more than three persons as 
assessors, such persons to have “ special knowledge 
of the question” and not to be Governmental 
representatives. We understand that the Secretary- 
General of the League accordingly, and under 
the direction of the Council, invited the following 
eight countries to appoint one representative 
apiece on the Advisory Committee—viz., Holland, 
Great Britain, France, India, Japan, China, Siam, 
and Portugal. The Council also* appointed Sir 
John Jordan, Mr. Henri Brenier, and Mrs. Hamilton 
Wright as the assessors to the Committee. The 
Committee is charged to submit to the Council by 
June 1st next a report on k< the execution of 
arrangements with regard to the traffic in opium 
and other dangerous drugs,” which report will be 
also laid before the next meeting of the Assembly 
of the League in September. 

Meanwhile the draft Home Office Regulations 
under the Dangerous Drugs Act, 1920, against which 
were directed so much medical and pharmaceutical 
criticism, have been the subject of investiga¬ 
tion by a Committee appointed with some 
reluctance by the Home Secretary, and now sitting 
under the chairmanship of Mr. Chester Jones. 
Any modifications which this Committee may 
advise in the Draft Regulations are by tha 
terms of reference to have regard “ to the main 
principles on which the Regulations are based and 
which are essential in the public interest for 
safeguarding the use of the drugs.” The Dangerous 
Drugs Act, 1920, bo far as the United Kingdom is 
concerned, has given legislative fulfilment to the 
obligations incurred under the International Opium 
Convention of 1912, although the essential Regula¬ 
tions to provide administrative effect to this enact¬ 
ment have yet to be promulgated. It will be 
interesting to learn how many of the 52 countries 
which are now parties to the Convention have 
similarly passed the legislation required by its 
effectuating clauses. The names of the members 
of the Advisory Committee of the League of 
Nations have not, we believe, at present been 
published, and we trust that they may include 
those having the medical and technical knowledge 


necessary to enable the Council of the League to 
avoid some of the difficulties which criticism of 
the Draft Regulations for the United Kingdom has 
brought to light here. As regards the assessors 
and their “ special knowledge of the question,” we 
recognise that Sir John Jordan’s long and honour¬ 
able diplomatic association with China will be of 
no little assistance, and that Mr. Henri Brenier’s 
work, both on the Shanghai Commission and the 
first Hague Conference, was specially valuable; 
while Mrs. Hamilton Wright has carried on with 
indefatigable enthusiasm the labours with which 
her late husband was identified in restricting the 
use of dangerous narcotics. Nevertheless, we 
must express our regret that among the technical 
assessors to the Committee there is no one 
specially versed in the medical or scientific aspects 
of the whole question, for experience has shown 
that these aspects cannot be disregarded without 
incurring risks of failure either by way of exclusion 
or inclusion of important details. 

The Work of the Radium Institute. 

The report by Mr. A. E. Hayward Pinch 
of the work of the Radium* Institute during 
1920 marks a distinct advance upon any of the 
reports previously issued. The work carried out 
has grown in volume since its inception; it was 
perhaps inevitable that in the early stages lines of 
treatment largely laid down by the French school 
were followed. But it casts no reflection upon this 
school to state that radium-therapy as practised in 
our country to-day follows the dictates of no single 
body of opinion. The treatment is being shed of 
its empiricism, and the exact mode of administering 
radiation to conditions of disease is a matter for 
careful consideration and discussion. There is a 
growing tendency towards collaborative effort, so 
that different minds may be focused upon any single 
problem. If the surgeon has something to learn 
from the radiologist, it is no less true that the 
radiologist has much to gain from getting a 
surgical view-point of the disease he is treating, 
and neither will go in vain to the patho¬ 
logist for information. The present report is 
presented in a new form. No cases are described 
in detail; an attempt has been made to present 
radium therapy in a manner which will guard the 
science against the reproach of empiricism. A 
consideration of principles, a review of data 
obtained from 80,000 treatments, and free reference 
to work from other sources, have been combined 
to formulate general laws and give some indica¬ 
tions for departure from routine methods in 
special instances. A total of 8134 treatments were 
administered during the year, of which 4598 were 
given free to necessitous patients. 896 cases were 
seen for the first time, and were classified as follows: 
Examined but not treated, 78; recent reports not 
received, 114; received prophylactic irradiation only, 
38; apparently cured, 133; cured, 28; improved, 336; 
not improved, 74; abandoned treatment, 62; died, 33. 
The emanation applicators prepared and dis¬ 
tributed to hospitals and medical practitioners 
during the year numbered 765. An outline of the 
physics of radium therapy is given; the strength 
of all apparatus used in treatment is expressed in 
termB of hydrated radium bromide, a salt with a 
radium element content of 53*6 per cent.; a section 
is devoted to a brief description of the a, and y 
rays (emitted alike by radium salts and radium 
emanation, in a proportion of 10,000: 100: 1), and 
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of the reflected and emergent secondary rays, of 
which the latter necessitate careful elimination on 
account of their irritating effects upon tissue. 
Clinical experience has led to definite limitation 
of the thicknesses of the various metals used 
for screening; the range lies between 001 mm. 
aluminium and 2*0 mm. lead. 

Radium rays impart to living tissues a stimulus 
varying with the character of the rays and the 
period and extent of their absorption; pathological 
cells are more susceptible than normal cells, and 
different varieties of cells react differently to 
radiation of given wave-lengths. It has been shown 
that cells are most susceptible when in a state 
of active nuclear division. The speed and power 
of a and £ rays are gradually reduced in their 
passage through matter, and Anally disappear, but 
complete absorption of the hardest y rays never 
occurs. The action of radium rays on various 
tissues and organs of the body has been carefully 
studied by many observers, and a summary of the 
more important results is given in the report. Thus 
the changes induced in an area of skin subjected to 
irradiation are: (1) epidermal proliferation, followed 
by desquamation; [2) congestion of the dermis, with 
destruction of hair follicles and sebaceous glands ; 
(3) fibrosis; and (4) regeneration of hair follicles 
and sebaceous glands. In the blood a rapid 
increase of red corpuscles has been noted, per¬ 
sisting for some time and associated with a short 
leucocytosis, followed by a marked leucopenia. 
Much valuable knowledge has resulted from 
analysis of the periodic examination of blood of 
nurses and laboratory workers carried out at the 
Institute. In these instances' the changes in the 
blood cells are conditioned by repeated short 
exposures with y radiation undergone during work. 
Leucopenia is invariably present; the effect is 
slowly established, but steady and cumulative, and 
a prolonged absence from all contact with radium 
is necessary to restore the leucocytic count— 
frequently reduced by 50 per cent.—to normal. All 
who habitually work with radium should be 
guarded as far as possible against rays which 
might impinge upon the thoracic and abdominal 
cavities. The normal thyroid gland is but little 
affected by radium rays, although arrest of its 
secretory function, brought about by frequent and 
prolonged radiations with resultant fibrosis, has 
been recorded. With reference to the testes and 
ovaries, the seminiferous tubes and Graafian 
follicles are extremely susceptible, and degenerate 
rapidly under radiation. Sterility has been 
specially observed in unprotected X ray workers, 
and hard X rays are analogous to the rays of 
radium. 

For specific treatment of diseases certain funda¬ 
mental principles are enunciated, and it is laid 
down that the effect of radium irradiation on the 
living cell shows three clearly established phases : 
(1) increase of cell activity, with possible associated 
proliferation; (2) arrest of cell activity; (3) de¬ 
generation and destruction of cells. The transition 
from stimulation to destruction is simply one of 
degree ; no hard-and-fast line can be drawn between 
the phases. Details of treatment are then dis¬ 
cussed under the headings of malignant and non- 
malignant diseases; the former comprise the 
carcinomata, sarcomata, rodent ulcers, and endo- 
theliomata, and the latter include fibro-myomata of 
the uterus, leucocytheemia, exophthalmic goitre, 
tuberculosis, navi, keloids, lupus erythematosus, 
leucoplakia, and warts, keratomata, and papillomata. 


Superficial skin lesions—chronic eczema, licheniflca- 
tion, and pruritus—are separately treated. The 
report necessarily contains some theory, but con¬ 
tentious matters have been avoided as far as 
possible; the whole has been written in the hope 
of stimulating further inquiry into the problem of 
radium therapy. The report of the Research 
Department, by Dr. J. G. Mottram, is appended. 
Reference is made therein to the publication 
of a paper dealing with the blood of workers 
at the Institute, 1 in which are described three 
deaths of radium workers—two in England and the 
third in France. In two cases these deaths were 
ascribed to aplastic pernicious anamia; in the 
other the blood condition was similar, but the 
case was complicated by signs of infective 
endocarditis. Anaemia of pernicious type was 
found in several other workers, and it is concluded 
that exposure to radium was in these cases 
the important atiological factor. The increased 
protection now afforded is already resulting in a 
return to normal of the blood of these workers. 
The report of the chemico-physical laboratory, by 
Mr. W. L. S. Alton, F.I.C., is also included; the 
staff of the laboratory is now engaged in problems 
relating to improvement of methods of measuring 
the activity of emanation applicators; the difficulty 
of finding trained assistants has hindered the work 
somewhat, but it is hoped to publish results next 
year. Results already obtained are sufficient 
evidence of the valuable part which laboratory 
investigations may play in serving the direct needs 
of the Institute, as well as the larger claims of the 
subject of radiology. 

♦ 

Insurance Practice and Research. 

The first National Insurance Act clearly recog¬ 
nised in 1911 the need for research in connexion 
with any new scheme of health administration, and 
the sum of Id. per insured person was made 
available for the purposes of research at the dis¬ 
cretion of the Insurance Commissioners. The 
Medical Research Fund Regulations of 1914 defined 
more exactly how the very considerable revenue 
from this ltf. rate was to be administered, and the 
fruitful work of the former Medical Research 
Committee, now the Medical Research Council 
with a larger scope, is common knowledge to 
the informed, whether doctors or sufferers. 
It is doubtful whether imaginative expen¬ 
diture has ever justified itself so quickly 
and admittedly by practical results. But 
the Insurance Act has more than one pocket, 
and a cache has been revealed in Sheffield 
as welcome as it was unexpected. There the 
panel committee, by strict economy and voluntary 
labour during the war, was able to save £1000, 
which was invested in War Loan for any acute 
emergency which might arise. The fact that the 
Sheffield committee was financed by a voluntary 
scheme rendered this possible. When the financial 
situation came to be reviewed at the beginning of 
this year it was evident that the voluntary levy 
could be suspended for at least six months, and 
that the surplus of £1000 could be disposed of. 
After taking legal opinion the panel practitioners 
resolved to transfer the War Stock to the Uni¬ 
versity of Sheffield, with a request that it should be 
earmarked for the equipment of a field research 
laboratory in the department of pharmacology. 


1 Archives of Radiology and Electro-therapy, December, 1920. 
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This department of the University is organised 
on novel and sound lines. A whole-time professor 
of pharmacology has been appointed in the person 
of Dr. Edward Mellanby, and, in order that the 
laboratory worker should not be divorced from 
clinical work, Professor Mellanby has been also 
appointed an honorary physician to the Sheffield 
Royal Infirmary. In so doing the University 
authorities aimed at breaking down the barrier 
which now exists between physiological and clinical 
work, and at compelling the student to think of the 
patient as a problem in disturbed functions rather 
than as an item in a heterogeneous catalogue 
of tabulated symptoms, pigeon-holed under 
the name of a disease. At the same time 
the Royal Infirmary Board, thinking that the 
time had come to obtain for their patients 
the benefits of expert physiological advice, 
appointed the University professor of physio¬ 
logy, Dr. J. B. Leathf.s, as consultant physiologist 
to the institution. Further, a joint arrangement 
with the Royal Hospital and the University has 
resulted in the appointment, as full-time clinical 
physiologist to both hospitals, of Dr. C. G. Imrie, 
previously deputy professor of biochemistry at 
Toronto. The department of pharmacology will 
thus soon be strengthened hy the addition of a 
fully equipped field laboratory for experimental 
work. Professor Mellanby will be enabled to 
continue his work on rickets in relation to fats and 
vitamins, alongside of which may be recalled Mrs. 
Mellanby’s striking proof that the problem of dental 
caries is largely a matter of biochemistry. 

There can be no doubt that Sheffield panel 
practitioners have afforded valuable support to the 
University of their city in helping along research 
work which promises to yield fruitful results to 
therapeutics. Incidentally their generosity cannot 
fail to create a favourable impression on the part 
of the general public towards panel practice in the 
area. A large part of this public consists of insured 
persons in whose interests the Approved Societies 
are assumed to act. These societies also have 
unallotted funds from which contributions might 
be made to research work. The example of the 
panel practitioners may prove infectious. 

-- ♦ ...- 

INTERNATIONAL HEALTH PROBLEMS. 

The International Labour Office of the League of 
Nations has received a request from the League to 
appoint a delegate to the Temporary Health Com¬ 
mittee of the International Health Organisation of the 
League. It is hoped that this Committee will meet 
in Paris early next month, the need for it arising from 
the fact that certain diplomatic measures have to be 
concluded before the permanent organisation, as decided 
by the League Assembly, can be set up. It is con¬ 
sidered essential, meanwhile, that there should be 
no delay in carrying out the duties imposed on the 
League in connexion with international health problems. 
The Temporary Health Committee will consist of 12 
members: a delegate from each of the States 
permanently represented on the Council of the League 
(France, Great Britain, Italy, and Japan); a delegate 
from the League of Red Cross Societies; a delegate 
of the International Labour Office; the President of the 
Bureau International d’Hygiene Publique; and five 
delegates appointed by the committee of that body. 
This Temporary Committee will cease to exist when 
the permanent organisation is actually formed. 

As will be seen from the leading article upon the 
action of the League of Nations in connexion with 
dangerous drugs, the Council of the League is resolved 
to treat its international responsibilities in respect of 
health with every importance. 


Jititoidtons. 


**Ne quid nimis.” 


THE BASAL METABOLIC RATE AND ITS 
CLINICAL POSSIBILITIES. 

There are not wanting signs that in this country 
the pathological and clinical problems presented by 
exophthalmic goitre will provide an increasingly 
attractive field to workers. This is due partly to a 
wider acceptance of the importance of the r61e of the 
ductless glands in the bodily economy, partly to the 
elaboration and more general adoption of surgical 
technique in the treatment of this disease, and not a 
little to the introduction to this country of methods of 
measuring the basal metabolic rate. Out of the dis¬ 
cussion lately held at the Royal Society of Medicine on 
the treatment of exophthalmic goitre, two salient facts 
have emerged. Firstly, that we are in need of 
standards by which we can compare the condition of a 
patient before and after a certain line of treatment, and 
as a corollary the respective merits of different methods 
of treatment and the comparative results of individual 
workers. But this need is met by basal metabolic 
measurements, which express in figures the severity of 
a case of Graves’s disease at any one time, just as 
the degree of fever is charted by means of the clinical 
thermometer. Moreover, as the course of a fever may be 
followed upon a temperature chart, so the progress 
of a case of Graves’s disease may be followed upon a 
curve representing the basal metabolic rate taken from 
time to time. With the assistance of these exact records 
we may hope that the vexed question of the choice of 
treatment, which is as much a matter for controversy 
now as it was ten years ago, will be put at rest. 
Secondly, that we must look to early diagnosis for 
further advances. The discussion in point revolved 
around the treatment of a late and intractable phase 
of the disease, and it became clear, before the debate 
had gone very far, that it was not so much to a develop¬ 
ment of the means at our disposal for dealing with a 
case at such a stage, but rather to its diagnosis in the 
early phases of the malady that we should look for real 
advance. Here also we may receive from metabolic 
measurements valuable help in recognising an early 
case of Graves’s disease before gross bodily changes 
have occurred, and while treatment is still effectual. 
There is a natural reluctance to replace clinical obser¬ 
vation by laboratory methods, and if the records of the 
pulse-rate or the body weight furnished what we 
required there would be no place for these measure¬ 
ments. But it is not difficult to demonstrate that the 
latter are far from constant and reliable guides in treat¬ 
ment and prognosis. By establishing an early diagnosis 
there is then ground for hope that cases of exophthalmic 
goitre will come under treatment at such a stage of the 
disease that treatment will be promptly beneficial in a 
fashion not common at present, and that in the control 
of that treatment these measurements will come to 
play the part that estimations of urinary sugar play in 
diabetes. The clinical application of heat measure¬ 
ments owes its inception to the work of Benedict, whose 
work established the accuracy of indirect methods of 
calorimetry based on estimations of the gaseous 
exchange. In clinical practice, therefore, these 
indirect methods are the only ones used. There are 
two methods of indirect calorimetry, the open-circuit 
type developed by Boothby and Sandiford at the Mayo 
Clinic, and employed in a modified form during the 
past year at St. Mary’s Hospital, as described in these 
columns, 1 and the closed-circuit type used by Benedict 
and recently available in this country. Boothby and 
Sandiford, in their book reviewed in the present issue, 
have put forward certain criticisms of Benedict’s 
apparatus, and there are others that will occur to 
anyone who has employed both methods. H. G. Earle 


1 The Lancet, Nov. 30th, 1920, C. M. Wilson and Dorothy Wilson, 
“ The Determination of the Basal Metabolic Rate and Its Value in 
Diseases of the Thyroid Gland." 
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and J. S. Goodall, in a paper printed in our issue of 
April 23rd, discuss some of these criticisms. There is 
need for an impartial survey of the two methods, 
founded upon a sufficiently prolonged experience of 
both. _ 


THE HARVARD CANCER COMMISSION. 

The Annual Report of the Cancer Commission of 
Harvard University, 1919-20, with which is combined 
the Eighth Annual Report of the Collis P. Hungtington 
Hospital for Cancer Research, which lies before us, 
gives rise to some reflections on the progress and course 
of cancer research in this country and America. The 
Hospital for Cancer Research was opened just before 
the war as an adjunct to the Cancer Research Labora¬ 
tories of Harvard, in which some of the best pioneer 
work in the experimental study of cancer was carried 
out. The present report shows to what an extent the 
hospital service has absorbed the activities of the 
organisation, which are represented by the care and 
treatment of 2143 in-patients, and the making of 6105 
out-patient visits. The laboratory work (biophysics, 
Dr. Duane and Dr. Bovie; pathology, Dr. Goodpasture; 
chemistry, Dr. Lyman) is closely associated with the 
clinical study and treatment of the hospital material. 
The Biophysics Laboratory is principally engaged in the 
problems arising out of the application of radium and 
X rays to the treatment of cancer, alone or in combina¬ 
tion with operation, and Dr. Duane has devised a new 
X ray tube working at high voltage and giving a radia¬ 
tion eight times as penetrating as the Coolidge tube. The 
radiation emitted has a wave-length of 0*08 Angstrom 
unit and suffers an absorption of 16-20 per cent, in 
passing through the human body. The report, which 
is formal and business-like, ends with a complete list of 
89 papers published from the Harvard Cancer Com¬ 
mission since its beginning in 1900. Roughly, half of 
these communications deal with the properties of 
ionising radiations, and since the hospital was opened 
the papers on other subjects are mainly of clinical 
rather than pathological interest. Those responsible 
for cancer investigations in this country will be 
impressed by the radical manner in which the 
Harvard investigations have been turned from the 
purely scientific problems of cancer to the practical 
work of the care of patients. 


THE INTERNECINE VENEREAL CAMPAIGN. 

A discussion reported in our present issue on the 
desirability of notifying venereal disease showed little 
unanimity except on its value as applied to ophthalmia 
neonatorum. In the routine instillation of a silver pre¬ 
paration between the eyelids of a scarcely born child 
we see the universal acceptance of the principle of pro¬ 
phylaxis, notification, and early treatment—in that 
order—of one of the venereal diseases. It is logical 
to argue on purely medical grounds, ethical considera¬ 
tions excluded, that the prophylaxis, notification, and 
early treatment of any communicable infection is 
desirable. All this is familiar debating ground, while it 
remains true that as far as the infant victim is con¬ 
cerned it matters not whether the noxa is gonococcus 
or streptococcus. Perhaps the infant, like the royal 
prince who was bom in Wales and spoke no English, 
might afford a basis of reconciliation between two 
opposing camps. We have received, in common 
with the lay press, correspondence which has 
passed between the Society for the Prevention 
of Venereal Disease and the National Council 
for Combating Venereal Diseases. The Council 
had submitted to the Society a memorandum 
defining its policy. In brief, this policy advo¬ 
cates propaganda to induce chastity and popular 
instruction in sex hygiene and cleanliness as the surest 
means of combating venereal diseases. The Council 
points out that no legal difficulty exists to prevent the 
purchase by individuals of disinfectants as a protection 
against these diseases, but deprecates the issue of 
official instructions which would, in its opinion, lead 
not only to the appearance of official condonation, but 


to the assumption that such disinfectants are an official 
guarantee against disease. Also, that if the instructions 
were not properly understood, aggravation of incidence 
of disease and attempts at self-treatment might result. 
The Council recommends that the existing ablution or 
disinfecting centres should be continued, but should be 
regarded definitely as experiments subject to careful 
and official supervision from which accurate and wide 
experience may be obtained, so as to afford a trust¬ 
worthy basis for any decision as to their extension. 
The Society, on the other hand, points out the futility 
of drawing the line at a domestic standard of cleanli¬ 
ness, and regards as illogical the recognition of unofficial 
disinfectants handed out with oral directions as opposed 
to official disinfectants issued with written instructions. 
It is a nice point, but the issues in such a complex 
ethico-medical problem are hardly as simple as the 
Society would have us believe. It is conceivable, to 
us at least, that the value of immediate disinfection 
might vary with the sense, sex, age, or general habits 
of the person affected. _ 

MELANOGLOSSIA. 

A case of this somewhat rare condition is reported 
by Dr. Heyninx, of Brussels. 1 The patient was a man 
of 77, a confirmed smoker. The black patch was in 
front of the circumvallate papillse, the commonest 
situation in which it is found. It was covered by a 
thick coat of black filaments half a centimetre in length. 
Biopsy showed hypertrophy of the villi; epithelium 
thickened and “ mortified." The chorion of the mucosa 
was infiltrated. The papillae were elongated by hyper¬ 
keratosis. Apparently the Rhizopus niger was not found 
in this case, though Dr. Heyninx mentions that it has 
been observed by others. He sums up the aetiology of 
this condition as follows. Predisposition is due, first, 
to general debility resulting from old age or syphilis, 
and, secondly, to chronic irritation of the tongue. 
Glossitis then supervenes, with infiltration of the 
chorion. Finally, epithelial thickening with hyper¬ 
keratosis of the papillary filaments and inflammatory 
pigmentation. The Rhizopus niger , when present, would 
tend to increase the inflammatory processes. The hairy 
filaments serve to differentiate true melanoglossia from 
pigmentation due to Addison’s disease or to other 
causes, such as the inheritance of negro blood. 


“BE SURE YOUR SIN WILL FIND YOU OUT.” 

In “ Notes upon the Preparation of Monographs 
and Reports for Publication" the Medical Research 
Council gives advice which, coupled with that con¬ 
tained in Sir Clifford Allbutt’s standard work on the 
subject, should, if perchance it be followed, materially 
help to prune the often over-luxurious tangle of scien¬ 
tific writings. There are two aspects of this subject 
which deserve special comment, both referring to sins 
of omission. Much scientific research leads to blind 
alleys, the charting of which is often almost as import¬ 
ant as that of avenues leading to success. Indeed, an 
apparently fruitless piece of research, if conducted on 
scientific lines, may be of far-reaching importance, not 
only in saving other investigators from vain repetition, 
but also in yielding information which, viewed from 
some new angle, may shed a flood of light. In the 
past, unfortunately, an enormous amount of such 
temporarily negative spade-work has been ignored; but 
it is to be hoped that, under the auspices of the 
Medical Research Council, it will be better utilised, and 
that the comparatively thankless task of charting 
blind alleys will not be left as an embarrassing 
monopoly to a few altruistic workers. When we pass 
from temporarily negative research to the subject of 
mistakes and disasters, we are faced with certain 
elementary psychological problems. Mistakes and 
disasters are often singularly instructive, but their 
perpetrators do not always experience an overwhelm¬ 
ing desire to benefit mankind by confession. Yet if 
the publication of such errors is left to others than 
their authors, a garbled version may be the result, and 


1 Le Scalpel, April 2nd, p. 349. 
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an incorrect impression given both as to the nature and 
frequency of the error, and the candour of its author. 
Within the past few months two professors of medicine 
on the Continent have been pilloried in medical 
journals on this score. Both were pecuniarily interested 
in remedies which they had personally devised. Both 
published a practically unbroken series of successful 
results, and it was left to others to collect and publish 
with unaffected glee the not infrequent cases of failure or 
serious injury inflicted by these remedies. Had these 
records of failure been published by the authors of the 
remedies concerned, their own reputation for candour 
would not have suffered at all, and the reputation of 
their remedies would have suffered less. It would, 
however, be unjust to brand as knaves those who do 
not publish their mistakes ; populus vult decipi is a law 
applicable to others than the grossly illiterate, and the 
advocate of a remedy whose mental astigmatism 
allows him to see only an unbroken series of successes 
may be more fool than knave. With regard, however, 
to such perennial mistakes as the legacy of a swab in 
the peritoneal cavity it should be borne in mind that 
secrecy is the mother of rumour, and that, as the 
drummer said: “ Honesty, I have found, is the better 
policy, having tried both.” 


THE BLOOD PRESSURE IN MENSTRUATION. 

The question of the changes in blood pressure before 
and during menstruation is of no little interest, both 
theoretical and practical, for it may account for many 
symptoms; yet it is strange that in most of the text¬ 
books there is very little to be found of an authoritative 
nature bearing on this, and in several works on blood 
pressure it seems to be ignored. One of the few refer¬ 
ences to the matter is in Dr. Blair Bell’s “ Principles of 
Gynaecology”; another mention of the subject is con¬ 
tained in J. Novak’s “Monograph.” A brief note by 
C. D. Mosher, published in the Johns Hopkins Hospital 
Bulletin, 1901, may also be mentioned. We understand 
that Professor Winifred Cullis, D.Sc., has conducted 
some investigations on the question at the London 
School of Medicine for Women, but the work has not 
yet been published. In another column of this issue of 
The Lancet will be found a query on the subject, and 
it would be interesting to our correspondent and to 
many of our readers to have some definite account 
of the blood pressure changes in connexion with 
menstruation. _ 


BACTERICIDINS. 

The interesting paper in our present issue by Dr. 
J. W. McLeod and Mr. P. Govenlock on the production 
of bactericidins by micro-organisms raises a number of 
questions which cannot fail to influence the study of 
immunity. The subject is one which has hitherto 
aroused remarkably little attention in English bacterio¬ 
logical literature. We are familiar with the fact that 
one species of bacterium may outstrip its fellows in 
growth on artificial media owing to the chemical com¬ 
position of the medium, the temperature of incubation, 
and other circumstances. This is met with daily in the 
cultivation of throat swabs and in the isolation of acid- 
fast bacteria from a mixed flow, to name two instances 
at random. But the bactericidal effect which one 
organism may have upon another—even on another 
variety of its own species—excites little comment. 
And conversely we are almost equally ignorant 
on the question of symbiosis. By means of an 
ingenious modification of Eijkman’s agar disc method 
Dr. McLeod and Mr. Govenlock have studied the 
bactericidal substances elaborated by the pneumo¬ 
coccus and a number of other species. The results 
are in several instances very striking. The pneumo¬ 
coccus, for instance, appears to have a definite 
inhibitory effect not only on organisms of other groups 
but also on other varieties of pneumococcus. It is 
also interesting to note that ubiquitous organisms such 
as the staphylococcus and the colon bacillus show less 
inhibitory powers. The inhibitive substances appear to be 
‘ relatively labile bodies destroyed by heat at 80°-85° C.” 


and need a free supply of oxygen for their production. 
From the immunological aspect of the question we 
are tempted immediately to aBk if these bactericidal 
substances are related to the bacteriolytic substances 
produced by certain tissue fluids, blood serum, and 
phagocytes. On the practical side of clinical patho¬ 
logy a large number of issues are raised. Not the 
least interesting, in addition to the questions suggested 
by the authors, is the presence or absence of these 
bactericidal substances in the group of obligate aerobes 
such as the tubercle bacillus on the one hand and 
obligate anaerobes such as the tetanus bacillus and 
its allies on the other. As the authors point out, some 
very interesting lines of investigation are opened 
out, and we trust that a stimulus has been given to 
research in a field which has hitherto been more or less 
of a “ dark continent.” _ 

THE CAUTERISATION OF PLEURAL ADHESIONS. 

When, at the International Medical Congress in 
London in 1913, Professor H. C. Jacobaeus gave an 
account of his preliminary attempts to convert a 
partial, artificial pneumothorax into one that was 
complete by the division of pleural adhesions with the 
thermo-cautery, he roused some interest and much 
sceptical criticism. Those who were present at his 
lecture may remember how unconvinced several of his 
hearers were; his method was regarded rather as a 
clever and daring freak than as an operation calculated 
to prove of general utility in lung collapse therapy. 
Subsequent events appear to have belied this early 
judgment, and in his most recent publication 1 
Jacobaeus is able to show that this operation has 
already been performed in about 10p cases, with 
brilliantly successful results in several; and without a 
single operative death from haemorrhage, air embolism, 
or other cause. His own cases number 40, and 
in 30 he succeeded in collapsing the lung by 
the severance of adhesions. In four of these 30 
cases the operation provoked a tuberculous empyema 
from which only one of the four patients recovered. 
In the remaining 26 cases the conversion of a 
partial to a large pneumothorax proved of great 
benefit owing to the improved immobilisation 
of the lung. A reference to Professor C. Saugman’s 2 
recent paper on pneumothorax treatment of pulmonary 
tuberculosis will show how greatly the benefits of 
this treatment depend on the completeness of the 
immobilisation achieved, and his comparison of com¬ 
plete with incomplete cases of pneumothorax may be 
taken as the measure of the value of Jacobaeus’s 
operation. In about 60 per cent, of his cases the 
cauterisation gave rise to a pleural effusion. This was, 
in many cases, simply due to thermal irritation, and 
it disappeared in a week or two without causing any 
permanent ill-effects. Far more serious were the four 
cases of pleural effusion which subsequently turned 
into chronic tuberculous empyema. This, then, 
would seem to be the gravest complication which 
the operator need anticipate, and it alone was 
the cause of the post-operative mortality of 8 per 
cent, to which Professor Jacobaeus confesses. Only in 
one case did he see a haemorrhage amounting to as 
much as 100 to 200 c.cm., and he suggests that this 
complication can be largely avoided by not heating the 
cautery to more than a dull red glow. Other complica¬ 
tions such as surgical emphysema did not threaten life, 
and complications such as septic infection of the 
pleural cavity by injury to the lung did not occur 
once, although spread of mixed infection from a cavity 
in the lung to the pleural cavity has been dreaded as 
a sequel to this operation. Thus, the most serious 
objection to this treatment seems to be the possibility 
of a tuberculous empyema, and Professor Jacobaeus 
admits that there is little prospect of eliminating this 
risk altogether by improvements in the technique of his 
operation. An account of the technique was given in 
1919 by Dr. W. Holmboe. 3 

1 Acta Chirurgica Scandinavica, 1921, vol. liii., fasc. 4. 

* The Lancet, 1920, ii.. 685. 

* Tubercle, 1919, vol. i.. No. 1. 
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KERATOSIS DIFFUSA FCETALIS. 

Under the name of keratosis diffusa foetalis, some¬ 
times known as ichthyosis congenita, Dr. Julius H. 
Hess and Dr. Oscar T. Schultz, 1 of Chicago, who report 
an illustrative case, describe a congenital anomaly of 
the skin of unknown aetiology, characterised by diffuse, 
usually general, hyperkeratosis and qualitatively 
abnormal corniflcation of the skin, with decreased 
exfoliation of the epidermis. This combination of pro¬ 
cesses causes the formation of thick, horny scales, 
with intervening deep fissures, the skin resembling 
a horny cuirass. Secondarily it results in arrest of 
development and in deformities of the external ears, 
eyes, nose, and lips. The course of the disease 
depends primarily on the intensity of the skin 
changes, according to which the cases have been 
classified by Riecke into the three groups of kera¬ 
tosis diffusa foetalis, keratosis diffusa foetalis mitior, 
and keratosis diffusa foetalis tarda. In the first 
group the abnormality is so extreme at birth that 
the infant does not survive more than a few days. 
In the second group the condition, though present 
at birth, is not developed in such an extreme 
degree. In the third group the skin anomalies are 
only slightly developed at birth, or the infants may 
be bom without any visible changes in the skin or 
of the face. It is only after days, weeks, or months 
that the symptoms reach the degree present in the 
second group. The essential pathological changes 
in keratosis diffusa foetalis are a marked increase in 
the homy layer of the epidermis and abnormal 
keratinisation of the epithelial cell structures. The 
hyperkeratosis, which becomes the predominant element 
in the morbich process, is believed to be the result 
of a preceding stage of hypertrophy and hyperplasia 
of the skin. In the case now under review the thyroid 
was undifferentiated and morphologically non-function¬ 
ing, but the writers maintain that thyroid deficiency 
cannot be regarded as an essential factor in keratosis 
diffusa foetalis unless it occurs more frequently or more 
uniformly than the literature indicates. 


ATMOSPHERIC CONDITIONS AND EFFICIENCY. 

Attention was recently drawn in these columns 3 * * * to 
an interesting report of the Industrial Fatigue Research 
Board based upon the use of Dr. Leonard Hill’s instru¬ 
ment, the kata-thermometer, in boot factories in this 
country. Another report, 8 emanating from South 
Africa, indicates that this instrument is also being 
used in other countries. The research reported upon 
by Dr. A. J. Orenstein and Dr. H. J. Ireland, working 
in the Rand gold mines, is the first effort known to 
us to estimate scientifically the effect of atmospheric 
conditions upon output and fatigue; for although Dr. 
Hill has insisted upon the importance of ventilation 
in relation to bodily activity, he has relied principally 
upon the increased strain thrown upon the circulation 
in secreting sweat in order to dissipate heat as the 
indication of reduced capacity for work. The article 
under review opens with an excellent summary of 
physical fatigue and methods of estimating it, and of 
the work done by Haldane on respiration and Hill on 
ventilation. The authors devised two forms of ergo- 
meter: one was constructed to simulate closely hand¬ 
drilling, the type of work which causes the greatest 
amount of fatigue in gold-mining. In this apparatus 
blows of a hammer are communicated to a metal disc 
and, through its deflection, to a column of water which 
actuates a piston; the movements of the piston are 
recorded on a revolving drum. The second ergometer 
was essentially a band-brake dynamometer driven like 
a winch. Every revolution made by the operator 
represented bo much work done for a certain net 
pull on the brake pulley. The observer had only to 

1 American Journal of Diseases of Children, April, 1921. 

* Thk Lancet, April 9th, 1921, p. 763. 

3 Orenstein, A. J., C M.G., M.D., and Ireland, H.J..M.B.E., B.Sc.: 

A Contribution to the Study of the Influence of Mine Atmospheric 

Conditions on Fatigue, Journal of the South African Institution of 

Engineers, vol. xix., No. 8. March, 1921. 


note and take periodical readings of a revolution counter. 
Two native “ boys,” one a finely developed Xosa, 
aged 40, and the other a sturdy Basuto, aged 35, were 
employed to work these instruments first on the surface 
and then in various places in the underground workings; 
meanwhile, atmospheric conditions were observed by 
using the kata-thermometer, -wet and dry, and taking 
ordinary wet- and dry-bulb temperatures. Observations 
were also made on the “ boys ” as to loss of weight, and 
skin and mouth temperatures. Conditions underground 
were observed as found, and also after stirring up the 
air where oppressive, by a fan introduced for the 
purpose. Many difficulties were experienced, as must 
always be the case when experimenting under industrial 
conditions. After due allowance made for these, the 
writers consider a definite relation to be established 
between working efficiency and the dry cooling power 
of the air. If efficiency is placed at 100, with a cooling 
power measured by the dry kata-thermometer of 6, it 
falls to only 50 when the cooling power falls to 1. The 
value of air movement alone was shown by use of the 
fan placed so as to blow a current of air over the “ boys 
in one case an increase of 46 per cent, of output, 
and in another of 32 per cent, was obtained. The 
relation between cooling power and output having 
been determined in this way, observations were made 
throughout a representative section of a mine. The 
cooling powers, estimated working efficiency, the 
number of men, and equivalent number at full effi¬ 
ciency were then ascertained, and the important 
conclusion arrived at that 21 per cent, of output was 
being lost through inadequate cooling power. “This 
loss is loss of output and does not include the losses 
due to the increased morbidity which must surely 
follow on the excessive strain and fatigue associated 
with work in oppressive atmospheres; such losses 
would be hospital charges and cost of replacing sick 
men.” We have here an instance of the importance 
to the economics of industry of studying the economics 
of humanity. Which costs most ? The loss of 21 per 
cent, of output with its attendant increase of mor¬ 
bidity, or the cost of increasing the cooling power of 
air in the mines ? 

A laboratory worker reading this report may find 
much to criticise from the point of view of strict 
scientific control of observations; he may object on 
principle to the value of ergometers to measure output 
as being under the entire control of the operators; he 
may point to the influence of practice effect, and stress 
the difficulty of controlling the doings of the subjects 
outside working hours. Such things, however, must 
always be encountered under industrial conditions, and 
Dr. Orenstein and Dr. Ireland are fully alive to their 
importance. They are to be congratulated on having 
carried out a difficult and important research, and on 
having obtained definite and practical results. We 
hope that this work will be carried further, and that 
some of the more usual methods of measuring output 
rather than using ergometers may be employed for 
estimating efficiency in this country when trade revives. 
Some of the repetition work, so frequently referred to, 
should lend itself to hourly and daily computation, and 
so provide conditions for observation. 


SYPHILIS OF THE INTESTINE. 

Dr. Udo J. Wile, professor of dermatology and 
syphilology of the University of Michigan, to whose 
paper on syphilis of the pancreas we recently drew 
attention, 1 has added to his studies on visceral syphilis 
an article on Syphilis of the Intestine. 2 He remarks 
that though with the exception of syphilis of the rectum 
intestinal syphilis is rarely met with clinically, the con¬ 
dition is well recognised pathologically both in syphilis 
of the newborn and in the acquired disease. A study of 
the literature shows that by far the largest number of 
cases of intestinal syphilis occur in the small intestine, 
the jejunum being more frequently involved than any 
other part. Syphilitic involvement of the c»cum has 


i The Lancet, March 26th, 1921, p. 659. 

* Archives of Dermatology and Syphilis, April, Part 1,1921. 
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been described by Vantini, syphilis of the appendix by 
Trinkler, and syphilitic nlcers in the descending colon 
by Borchard, Rotter, and Knmmel. Syphilis of the 
descending and transverse colon was found by Gross. 
The changes usually occur late in the disease, and are 
therefore manifestations of the tertiary period. A 
secondary catarrhal enteritis, however, sometimes 
occurs, associated with the exanthem of the secondary 
period ; it differs from simple catarrhal enteritis in 
not yielding to ordinary measures, but disappearing 
promptly on antisyphilitic treatment. In cases in 
which an autopsy has been performed, when the 
patients have died with early syphilis, discrete 
patches of erythema and swelling of the lymphoid 
follicles have been found in the intestinal mucosa. 
In view of the frequent involvement of the spleen, 
liver, and heart at an early stage, it is not surprising 
that the mucous membrane of the intestine should 
be similarly affected. The symptoms do not differ 
from those of acute enteritis due to any other 
cause. The cases usually run a mild course, being 
readily amenable to treatment, and even without 
treatment tend to disappear spontaneously. Late 
syphilitic enteritis, though occasionally recognised 
during life, is more frequently found post mortem 
or at operation. The symptoms depend on the 
situation and type of the lesion, and therefore present 
the clinical picture of ulcer, abdominal tumour, 
stenosis, or intestinal obstruction. When there are 
numerous ulcers, particularly in the jejunum, the con¬ 
dition is identical with that of tuberculosis. There 
may be more or less fever, there is diarrhoea with 
occasional periods of constipation, and as partial 
healing occurs cicatrisation takes place with symptoms 
of partial obstruction. When the lesion is situated 
near the ileo-csecal valve or appendix the symptoms 
may simulate appendicular colic. The relatively 
uncommon condition of amyloid disease of the in¬ 
testine due to late syphilis is never recognised until 
the autopsy, the symptoms being those of chronic 
ulceration, enteritis, or of amyloid disease due to 
inveterate syphilis, with no symptoms referable to the 
gastro-intestinal tract. Owing to the failure of diagnosis 
and the possibility of complications, such as intestinal 
obstruction and perforation, the course of the disease 
is usually fatal, but cases may drag on for years with 
vague intestinal complaints. 


THE EARLY STAGES OF THE HORSE-FLY. 

In a monograph of 204 pages, with numerous excellent 
plates, Dr. Werner Marchand 1 gives a comprehensive 
history of the early stages of tabanids. Isolated facts 
about these flies, occurring in scattered articles and 
in various languages, have been here collected and 
reviewed, and presented in an accessible and con¬ 
venient form. The limitation and repression of the 
activities of this fly, which plays a considerable 
part in transmitting disease to horses and cattle, 
can be effected only with the help of exact 
knowledge as to its life-history and habits. Two 
interesting facts emerge which may bear on the 
steps taken to stamp out these flies. One is that 
probably the majority of tabanids have only one brood 
a year; the other is that the larva grows very slowly 
after hatching and often takes six months or more to 
become fully grown; moreover, it then remains buried 
in mud or sand for a time (the so-called resting period). 
Another piece of information that may help us to 
control the number of the flies has been elicited. 
Masses of eggs are deposited usually on plants or 
sticks at the edge of ponds, streams, and lakes, and 
even on stones above the water, but seldom on dry 
ground. From these vantage points the larva drop 
into the water or on to the ground, according to the 
egg-laying habit of the species, and it is before they 
reach this stage that our best chance of destroying 
them would seem to lie. 


1 The Early Stages of Tabanid* (Horse-flies). By Werner 
Marchand, Ph.D. The Rockefeller Institute for Medical Research, 


APPENDICITIS IN THE SAC OF A FEMORAL HERNIA. 

The appendix is very rarely found in the sac of a 
femoral hernia. Keen states in his book on Surgery 
that he has operated on 140 cases of femoral hernia and 
not found the appendix in 1, while in 1874 cases of 
inguinal hernia he found the appendix in 36. Dr. A. D. 
Hoidale has just reported 1 the case of a woman, aged 
60 years, the mother of several children, who consulted 
him in 1916 for a right femoral hernia which caused 
no discomfort and disappeared on lying down. She 
declined operation. On August 26th, 1919, he was 
called to her. On the 23rd she went to bed as usual, 
but next morning noticed pain in the right leg on trying 
to rise and found that the hernia had not disappeared 
as usual during the night. She stayed in bed and on 
the 25th nausea began. On examination the tempera¬ 
ture was 100° F., the pulse 130, weak and irregular, and 
the face flushed. The swelling in the groin was about 
the size of a hen’s egg, tense, and tended to redness. 
There had been stools each day, which became pro¬ 
gressively smaller. On the 27th she was removed to 
hospital, and the swelling became redder. On the 
28th an incision was made under local anaesthesia. Pus 
gushed out and a necrotic mass, so adherent that its 
structure could not be differentiated, was found. What 
looked like the appendix, but was thought to be more 
probably Fallopian tube, was seen. On pulling on the mass, 
what appeared to be discoloured bowel was seen at the 
base. The case being desperate, it was decided to open 
the abdomen in the middle line. In the femoral opening 
was found a large mass of omentum, the appendix, 
and a small portion of caecum. All except the caecum 
were necrotic. After cleansing, the whole was pulled 
back into the abdomen and out through the abdominal 
incision. At this stage it became necessary to give a 
little ether. The necrotic sac, omentum, and appendix 
were removed and drains were put in through the 
femoral opening and at the bottom of the abdominal 
incision. Except for some fat-necrosis in a small 
portion of the abdominal incision and a parotid 
abscess, recovery was uneventful. Evidently appendic¬ 
itis in the sac had led to abscess. The adjacent caecum 
had begun to take on a necrotic aspect, bat not suffi¬ 
cient to warrant the additional risk of resection. 


The Croonian lecture to the Royal Society will be 
delivered on Thursday, May 5th, at 4.30 P.M., by Dr. 
Henry Head, F.R.S., the subject being Release of 
Function in the Nervous System. 


A knighthood has been conferred on Dr. James 
Craig, King’s Professor of Practical Medicine, School of 
Physic, Trinity College, Dublin, Physician to Sir 
Patrick Dun’s Hospital, and Past President of the Royal 
College of Physicians of Ireland. 


The death occurred on April 23rd after prolonged 
illness of Mr. Henry Edward Juler, consulting surgeon 
to the Royal Westminster Ophthalmic Hospital, and 
consulting ophthalmic surgeon to St. Mary’s Hospital, 
who was for long a leader of ophthalmological thought 
and practice in this country. 


J - Journal of the American Medical Association, April 2nd, 1921. 


Faraday Society.—A general discussion on 
Physico-chemical Problems Relating to the Soil will be 
held during the afternoon and evening of May 31st, in 
the rooms of the Chemical Society, Burlington House, 
London, W., Sir A. Daniel Hall, F.R.S., in the chair. The 
discussion will be opened by Dr. E. J. Russell, F.R.8., 
director of the Rothamsted Experimental Station, who will 
ive a general survey of the subject. A series of papers 
ealing with soil moisture, organic constituents, adsorption 
and colloidal phenomena will then be pat forward as a basis 
for discussion. Further particulars of the meeting may be 
obtained from the secretary of the Faraday Society, 
10, Essex-street, London, W.C. 2. 
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EXAMINATION OF WOUNDED 
PENSIONERS: 

SOME PRACTICAL SUGGESTIONS . 1 

By A. E. Chisholm, F.R.C.S. Edin., 

SURGICAL SPECIALIST, MINISTRY OP PENSIONS, DUNDEE. 

In the examination of pensioners who have sustained 
wounds the smallest and most obvious points have often 
considerable importance in forming a proper conclusion 
as to the just assessment of a disability. The primary 
condition can often be pictured and contrasted with 
present deformity and functional disturbance; severe 
wounds sometimes have a much better result than was 
hoped for, and vice versa. For example, a man with a 
large scar over his scapula, involving considerable loss 
of muscle and bone, may yet retain a degree of function 
only justifying a comparatively low assessment. On 
the other hand, a through-and-through rifle or machine- 
gun bullet wound, healing rapidly, may be the cause of 
severe and perhaps permanent injury by severing an 
important nerve. 

It is a good plan to deal with each kind of structure 
in turn-scar, muscle, bone, &c.—and then to pass on 
to function. The amount of gross injury does not so 
much matter, within limits, as the extent of inter¬ 
ference with function. Facial disfigurement naturally 
falls into a category by itself. A few points will now 
be discussed in the above manner. 

Scara. 

The points usually noted about scars are: (1) Extent; 
(2) healed or unhealed; (3) strength of scar; (4) adherence 
(a) to subjacent soft structures, (6) to bone; (5) form— 
e.g., puckered ; (6) tenderness. 

In some scars there may be a thin and recently healed 
part which breaks down periodically. If the present state 
of healing has only lasted for a few weeks, the condition 
should not be considered as stationary; there is the pos¬ 
sibility of a retained foreign body or of a sequestrum being 
the cause of the intermittent sinus formation. A Bear 
adherent to bone is not always unsatisfactory. With a 
moderately good blood-supply to the scar and firm healing 
for several months there is no reason to anticipate a breaking 
down unless there is injury by direct violence, in which 
case a scar adherent to bone, being less resilient, is more 
liable to break down than a scar adherent only to soft tissues. 

In order to test if a scar is adherent or not to muscle 
the man should be instructed to contract the underlying 
muscle voluntarily. The dragging due to adherence may be 
missed if only passive movements are employed. Adherence 
to muscle is usually more crippling than adherence to 
bone. Good judgment is required with regard to tenderness. 
There is probably a little malingering on this score ; appa¬ 
rently excessive signs of pain on pressure mav be circum¬ 
vented by the recognised ruse of directing' the man’s 
attention to another part and pressing on that part, while 
all the time a careful and increasing pressure is being applied 
to the painful scar. The extent of the scar, if not tacked 
down, is not generally of much consequence unless facial 
disfigurement is involved. 

Atrophy. Limbs must be measured circumferentially at 
the same level and with complete relaxation of the muscles 
concerned. A tru# measurement, to express atrophy, should 
as a rule not be taken over the site of the scar, especially if 
there has been loss of tissue, but over the most fleshy part of 
the limb, as muscles generally receive their nerve-supply 
not very far distal to their origins. The thigh should be 
measured in the upper half; the forearm should be measured 
1$ to 2 inches below the bend of the elbow. For practical 
purposes the thighs and calves may be considered relatively 
equal, but the same does not apply in the case of the 
upper limbs. In a right-handed man the right arm is 
naturally better developed than the left. The proper way to 
record arm measurements is as follows:— 

Right upper arm ... 10 $ in. I Right forearm . 9 ? in 

heft „ „ ... 10 in. | Left „ .* 94 i n ’ 

Right-handed or left-handed (as the case may be). 

Testing Muscular Movements . 

In testing the function of muscles the limb must be 
in a proper position to give the muscle a fair chance 
to do its work ; but sometimes the action of one muscle 
group may be simulated by that of another muscle 
group, as the following example will show. 


1 Being the substance of a paper read )»efore the Ministry of 
Pensions Medical Club, Dundee, on Feb. 19th, 1921. 


Imagine that the metacarpo-phalangeal joints of one 
hand cannot be actively extended by thirty degrees. There 
may have been a musculo-spiral nerve injury that had 
recovered, but the extensor muscles have not fully recovered 
their tone and have become stretched. The fingers can, 
however, be extended passively. Now ask the man to flex 
his wrist, and at once the digits will be fully extended. The 
reason is obvious; the flexion of the wrist has increased the 
distance between the origin and insertion of the extensors, 
and thus the elongated muscles have, for the time being, 
become taut, resulting in the extension of the digits. Never¬ 
theless, extension is impaired; the apparent voluntary 
extension is a mere camouflage. 

Fibrosis amongst muscle fibres .—Those whose privilege it 
has been to deal with wounds in their early stages, as 
in the casualty clearing stations, are well aware that 
in a muscle wound, even apart from loss of tissue and 
destruction, the divided ends of the muscle fibres tend 
to separate widely, and the gap has to be filled in by 
fibrous tissue. Even if the wound has not been deep the 
fibrous tissue formation may be considerable, and the con¬ 
tractile power of a given muscle may be seriously and per¬ 
manently impaired. Such cases should often be assessed 
more highly than outward appearances seem to indicate. If 
the muscle is tacked down to bone the interference with 
function may be very great. In the instance of fractured 
femur with considerable muscular injury the scar tissue of 
the quadriceps may have become so firmly fixed to the femur 
at the site of fracture that the knee is practically ankylosed, 
although the joint itself is entirely free from any morbid 
condition. 

Bones . 

• A case of ununited fracture is not often met with at & 
pension board, but one is occasionally seen in the 
upper limb. In the humerus the disability is a serious 
one, but in ununited fracture of the ulna or radius the 
uninjured bone may largely compensate for the lack of 
continuity of the other. If both bones of the forearm 
are ununited the condition is bad indeed. If operative 
treatment has definitely failed, and an expert has 
advised against a further attempt, it may be possible to 
supply a fixing apparatus to act as a sort of exo¬ 
skeleton. It is, however, more common to And a bone 
firmly united in poor or bad alignment; in the forearm 
this condition may interfere with rotatory movements 
—a supinated forearm which cannot be pronated is 
functionally much more impaired than a pronated fore¬ 
arm which cannot be supinated. 

Good alignment in the lower limb is of importance for 
weight-bearing. An angled femur, concave outwards, may 
throw great stress on the internal lateral ligament of the 
knee-joint; angled with the concavity inwards it may require 
elevation of the pelvis on the affected side in order'to bring 
the foot vertically below the hip-joint, or the man may have 
to walk with an awkward and ungainly gait with the 
affected limb abducted at the hip. If the pelvis be raised an 
apparent shortening will result, although there may be 
neither loss of bone nor overlapping of fragments. A raised 
boot may then be required. It may here be remarked that 
raised boots have often been supplied too high. 

Many mistakes are made in measuring the length of the 
lower limbs. The anterior superior iliac spines should be 
accurately located and marked—not always an easy matter 
if there is much subcutaneous fat present. With the man 
lying on his back the anterior superior spines should be 
on the same transverse level—i.e., the pelvis should not be 
tilted. The limbs must be in a similar position very 
slightly abducted, just beyond the parallel, and equally so. 
Any difference in the lengths measured from the anterior 
superior iliac spine to the tip of the internal malleolus 
will indicate the true shortening. 

In an ankylosed hip with adduction instruct the patient 
to lie on his back with his lower limbs in the same rela¬ 
tive position to each other as if he were standing, or else 
have him standing up. Then measure from the umbilicus to 
the internal malleoli. Apparent shortening is caused by 
tiltiDg of the pelvis. In fracture of the leg below the knee a 
convenient method is to let the man lie on his back with 
his hips and knees flexed and with the heels resting on 
the couch, and to measure from the upper border of the 
internal tuberosity of the tibia to the tip of the internal 
malleolus. Shortening of the upper arm, unless very pro¬ 
nounced, need not of itself demand extra assessment. 

Joints. 

Ankylosis .—Statutory assessment is laid down for 
ankylosis of joints, but it must be remembered that 
this applies to fixation in the most advantageous 
positions. 
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(1) A shoulder-joint should be ankylosed in the abducted position 
to upwards of 80° with a little forward inclination of the humerus 
and slight internal rotation at the shoulder-joint. The scapula is 
thns given free movement and the arm can be brought to the Bide, 
the lower angle of the scapula rotating inwards. This is greatly 
aided by gravity. But if ankylosis has taken place with the arm at 
the side and the scapula in its normal vertical position function 
will be greatly impaired, as it will be found impossible to abduct 
the arm through more than a very few degrees. 

(2) The best position for ankylosis of the elbow depends a good 
deal on the man’s work. For most purposes it is probably best to 
have the forearm flexed at rather less than a right angle with the 
npper arm. If rotatory movements are also lost the best position 
for the forearm is in fairly complete pronation. A forearm fixed in 
supination, especially with an ankylosed elbow, is in a very bad 
functional state. 

(3) The wrist is best ankylosed either straight or slightly dorsiflexed. 
A flexed wrist means a hand with a somewhat weakened grip. 

(4) The hip is best ankylosed in slight abduction with full or 
almost full extension. Walking can then be performed by a 
swinging movement of the pelvis. 

(5) The knee should be ankylosed in full or almost full extension. 
There is sure to be considerable atrophy of the thigh on the 
affected side, but the calf will not be atrophied unless from some 
other cause, and may even be increased in circumference because 
of the extra work put upon it. 

(6) The ankle should be ankylosed at right angles. It is obvious 
that a fixed ankle-joint, with the foot pointing even a little down¬ 
wards, is a cause of considerably greater inconvenience than one in 
which the rectangular position is maintained. The disability is 
accentuated if a hallux rigidus is also present on the same foot. 

A flail joint is almost always a cause of greater dis¬ 
ability than an ankylosed joint. This applies to the 
upper limb. In a lower limb amputation may be the 
only possible form of treatment, but instances of this 
condition are not often seen at pension boards. 

Movements .—The examiner should, of course, know 
the normal limits of movement of the various joints. 
For example, pronation of the forearm is a movement 
which is not quite so complete as is often imagined; 
probably it is frequently tested for in the wrong way, 
and rotation at the shoulder takes place and deceives 
the examiner. The movements of the two limbs should 
be compared; the elbows should be firmly applied to 
the flanks and flexed at a right angle, and the man 
should be directed to pronate both forearms slowly and 
fully; then rotation at the shoulder will not take place. 
If a man does not seem to be able to pronate at all, or 
only a very little, direct him to bring the palm of his 
hand to the back of his neck. He requires semi¬ 
pronation to achieve this movement, and it may be 
found that in this way he can do more than he thought 
he could. 

If two distal phalanges are missing from a finger the 
remaining phalanx may appear, quite wrongly, to have a 
limited range of flexion. The gap left seems to deceive 
somewhat. Normally the proximal phalanges can be flexed 
almost, or quite, to a right angle with the metacarpals. 
Whether phalangeB are lost or not, the movements at the 
four inner metacarpo-phalangeal joints should be tested 
together and not separately. If tested separately a limita¬ 
tion of flexion may be described which does not really exist. 
The estimation of grip by percentage is a very difficult 
proposition, and is very often guessed at quite wide of the 
mark. 

In examining for joint movements of the lower limbs the 
trousers and pants should not be left on. In testing for 
flexion of the hip in the dorsal position the sound hip must 
be fully extended and the sound thigh kept in firm apposition 
with the couch, otherwise the limitation of flexion, if any, 
may be considerably underestimated on account of the 
pelvis tilting forward, the lumbar spine becoming less 
concave backwards. Examiners frequently describe grating 
in the knee-joints when there is nothing pathological about 
them. A certain amount of friction between the patella and 
the condyles of the femur is quite normal. 

Sensibility .—In testing for anaesthesia the general distribu¬ 
tion of the main cutaneous nerves must be borne in mind. 
Not unusually the examiner merely asks the man if he feels 
a touch in certain places ; this is not sufficient, for a man 
may feel a touch less acutely than he ought to do. The 
corresponding parts on the two sides must be tested in a 
similar way. 

The Question of Treatment. 

Treatment should not be pressed on a man if the 
relief gained must of necessity be small or the result 
doubtful, especially if the man's economic position will 
cause him difficulty. If the case will certainly be 
improved by treatment the man should be advised to 
have it; if there is no hurry from the point of view 
of ultimate result it is often well to recommend post¬ 


ponement (to suit the man’s economic convenience) 
provided that treatment is not too long delayed. Large 
pensions naturally cannot be paid to men who may be 
cured or improved. 

A good working rule is as follows. If in doubt 
recommend the man for expert advice, with a view 
to treatment if deemed advisable. In cases of ankylosis 
of joints in bad position operation for rectification and 
re-ankylosis, or even formation of a false joint, must 
be considered. With a flail joint, and if operation has 
already been decided against on expert advice, the 
supply of a suitable apparatus must be thought of. 
Where a nerve has been divided or destroyed and if 
nerve suture has failed, a sufficient time having elapsed 
to test its possibilities, tendon transplantation may 
still be feasible, or even arthrodesis might be indicated. 
Other examples might be added. 

It is not necessary to go into very elaborate detail 
with the cases. A fair estimate of functional disability 
and curability is all that is required. The ideal is to 
take a wide general view of the case, to know what to 
look for, and to do the examination in a systematic and 
deliberate way. 

No pretence is here made of giving anything like a 
full account of the examination of wounded pensioners; 
this paper is merely a collection of a few conclusions 
arrived at during fairly wide experience of pension 
board work; but in spite of the elementary nature of 
the points discussed, or because of it, I think they may 
be found useful on application. 


TUBERCULOSIS. 


Position of Sanatorium Superintendents under the 
Ministry of Health . 

In a memorandum dated March 31st the Ministry of 
Health has drawn attention to the special arrangements 
to be made on and after May 1st for the provision of 
treatment in residential institutions for tuberculous 
ex-Service men in England. Sanatorium benefit ceasing 
to be included under the National Insurance Acts after 
May 1st, it has proved necessary to set out in detail the 
arrangements made with the local health authorities 
taking over the care of tuberculous ex-Service men. It 
may serve a useful purpose at once to focus attention 
on one aspect of these arrangements as they affect 
superintendents of sanatoriums. Under paragraph II 
the following passage occurs :— 

“It will also rest with the tuberculosis officer, subject 
to the considerations set out in paragraph 17 of this 
memorandum, to determine the length of treatment to be 
afforded to each case admitted to a residential institution. 
In reviewing from time to time the cases receiving resi¬ 
dential treatment the tuberculosis officer should have before 
him, in each case, periodical reports on the patient’s condi¬ 
tion and progress from the medical superintendent of the 
institution in which the case is being treated.” 

According to paragraph 17— 

“ The Minister of Health reserves the right to call for the 
reconsideration of cases by the tuberculosis officer, and for 
this purpose to ask for special medical reports from him on 
particular cases, where necessary, and he may afterwards 
terminate liability for the cost of treatment of any case 
after a certain date.” 

It appears from these instructions that a tuberculosis 
officer may overrule a medical superintendent in the 
conduct of a case under the latter’s care. The decision 
as to the duration of treatment being put into the 
hands of the tuberculosis officer, it follows that he may 
also, to a certain extent, dictate the nature of the 
treatment given in an institution, for time is an 
essential factor in the choice of treatment. A medical 
superintendent may consider a course of specific 
treatment for six months or more indicated in a given 
case, but knowing that such a course maybe arbitrarily 
interrupted at any time, he may attempt nothing more 
than palliative tinkering. On the other hand, the 
tuberculosis officer may continue to keep in a sana¬ 
torium patients whom the medical superintendent may 
have found to be unsuited for this treatment; both 
superintendent and patient may agree on this point* 
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yet their wishes may be disregarded by the tuber¬ 
culosis officer. Even with free hands, a sanatorium 
medical officer is apt to find his work monotonous 
and to slip by imperceptible stages from the status 
of a keen clinician to that of an administrative 
hack. Robbed of stimulants to initiative and the 
sense of responsibility conferred by freedom to pre¬ 
scribe only what he considers the best treatment, he is 
bound to feel aggrieved, and if this arrangement is per¬ 
petuated, the sanatorium service will not attract the best 
type. Yet the successful management of a sanatorium 
requires many and exceptional qualities, and if this 
service comes to attract only second-rate men whose 
chief qualification is docility, then sanatorium treat¬ 
ment will suffer. In Canada this difficulty has recently 
been thrashed out, and since the inspection of 26 sana- 
toriums by a board of tuberculosis consultants, the 
chain of responsibility in such institutions has been 
reorganised, so that the medical superintendent shall 
be in complete charge, and shall be the sole channel of 
communication with the governing board, whether it be 
civilian or departmental. There are, of course, other 
sides to this question which bristles with administrative 
difficulties, but we have dwelt solely on the point of 
view of the medical superintendent, because it has not, 
apparently, been sufficiently studied in the drafting of 
this memorandum, and because the person who must 
ultimately suffer most from any arrangement, which 
fetters the medical superintendent unnecessarily, is 
the patient himself. 

Conditions Mistaken for Pulmonary Tuberculosis. 

As a result of a study of 1700 consecutive • cases 
admitted to his sanatorium Dr. B. Stivelman, of the 
Monteflore Sanatorium, New York, 1 indulges in rather 
uncomplimentary reflections on the diagnostic skill of 
specialists as well as of general practitioners. It 
appears that though no patient could be admitted 
unless the diagnosis of a general practitioner was con¬ 
firmed by at least one specialist, 176, or 10*4 per cent, 
of the total, were found to be non-tuberculous. In the 
past it has sometimes been the privilege of the specialist 
to lay the blame for faulty diagnoses at the door of the 
general practitioner, and it is with ill-concealed glee 
that the sanatorium physician shows up the frequent 
mistakes of the consulting physician. The matter is, 
however, rather one of opportunity than of superior 
skill; the consultant sees a patient only once or twice, 
whereas the sanatorium physician has unrivalled oppor¬ 
tunities for weighing at his leisure the evidence for and 
against the diagnosis of tuberculosis. Dr. Stivelman 
finds that chronic bronchitis and emphysema is the 
condition most commonly mistaken for tuberculosis of 
the lungs. Other common simulants are mitral disease, 
neurasthenia, and non-specific diseases of the upper 
respiratory tract. With regard to this latter class, he 

indulges in a digressive thrust at the “. many 

feverish reports about the great frequency of conjugal 

phthisis.” It seems that in as many as 15 cases 

acute affections of the upper respiratory tract were 
diagnosed as tuberculous because the consorts of these 
patients happened to be tuberculous. “ In the light of 
cold study it would sfeem that conjugal tuberculosis is 
accidental.” 

Sanatoritim Benefit in Birmingham. 

In a Report of a special subcommittee appointed by 
the Birmingham Insurance Committee to inquire into 
sanatorium treatment, some fairly encouraging figures 
are published showing the results achieved in Birming¬ 
ham by sanatorium and other treatment. Of 1314 insured 
persons recommended for sanatorium benefit in 1914, 
between 40 and 50 per cent, had died within six years, 
and of 493 survivors traced, 357, or 72*4 per cent., had 
worked steadily since 1914. While these results are 
better than those obtained in areas where the problem 
has been dealt with half-heartedly, they leave room for 
improvement. Incidentally the fact is mentioned that 
a large proportion of these cases received an intensive 
course of tuberculin treatment, one indirect advantage 
of which was the stimulus it gave the patient to keep 

1 American Review of Tuberculosis, January, 1921. 


in touch with his medical adviser before and after 
residence in a sanatorium. The facts given in this 
Report are a useful antidote to the atrabilious analyses 
of sanatorium treatment published elsewhere, but its 
recommendations are still more helpful, because they 
show how, with economy of effort, good results may be 
bettered. In a recent letter to the American Review of 
Tuberculosis , Professor Fishberg stated that none of the 
sanatoriums in New York State was filled. There are 
signs that this may shortly be the case in the United 
Kingdom, and when this happens, and our sanatoriums 
are no longer choked by advanced cases shouldering 
each other out and robbing the early case of a chance 
to attain to permanent cure by prolonged treatment, 
sanatorium treatment will be a step nearer to the ideal. 
Towards this consummation the Report points by 
advocating the provision of hospital as distinct from 
sanatorium beds. The former should provide- for 
cases of tuberculosis complicated by other diseases, 
such as diabetes, which unfit the patient for the 
general routine of sanatorium life. Such hospital 
beds would afford a brief respite for workers whose 
careers of useful part-time work are punctuated 
at irregular intervals by short periods of impaired 
health. Though beyond the possibility of permanent 
cure, these patients need but a few* weeks' rest to 
restore them to part-time working capacity, and this 
may be prolonged for many years. The Report 
emphasises the value of prevention, and suggests that 
“ It would be wiser and more practicable to remove 
infants bom into the infected homes of poor consump¬ 
tives and bring them up for a few years in healthy 
surroundings than to remove the consumptive parent 
from the home for the whole period of his infectious¬ 
ness.” This growing movement in favour of preventing 
tuberculosis in childhood, instead of patching up the 
patient in adult life, is one of the most hopeful signs 
discernible at the present time, but in the van of this 
movement there are, unfortunately, enthusiasts like 
Dr. Harald Sundelius 2 who, in saving children from 
their infected parents, would give a Herod-like touch to 
the proceedings. _ 

PARIS. 

(From our own Correspondent.) 

Radium for Paris Hospitals. 

At a recent meeting of the Conseil Municipal de 
Paris it was decided to buy 2 g. of radium for the 
benefit of a new radium institute under the supervision 
of the Administration of the Assistance Publique, and a 
sum of Fr.2,500,000 has been granted for the purchase. 
The radium will be delivered to the town authorities by 
the Curie Institute, and the capital acquired from the 
sale will enable scientists working at this institute to 
carry out further researches on radium. Mr. P. Mourier, 
Directeur G6n£ral de 1’Administration de l’Assistance 
Publique, has officially expressed a vote of thanks to 
those responsible for the decision of a grant through 
which many hospital patients will have the benefit of 
radium therapy. 

Dangers of Radium and X Rays. 

At a recent meeting of the French Academy of 
Medicine Mr. H. Bordier, of Lyons, made an important 
statement concerning the dangers of radium to those 
who manipulate it, dangers which, in his opinion, may 
be greater still than those resulting from exposure to 
X rays. He pointed out that the ill-effects of radium 
are revealed by the occurrence of pernicious 
anaemia resulting from the action of the radium 
emanations upon the marrow of the bones, this being 
proved by the pathological findings in rats which 
have been exposed to radium emanations. In the 
course of his statement Mr. Bordier mentioned the cases 
of the nurse and two laboratory assistants reported 
by J. C. Mottram. In his conclusion he expressed 
the wish that such harmful effects due to radium 
emanations should be investigated by the Acad6niie 


2 Tubercle, April, p. 321. 
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de M&lecine. Finally, a special committee has been 
appointed to stndy the ill-effects of radium and to 
suggest preventive measures to save life. The members 
of the committee are: MM. A. BGclere, A. Siredey, 
H. Hartmann, P. Delbet, and A. Broca. In the course 
of the debate Mr. T. Tuffler pointed out that in America 
it has been recorded that the nurses whose duty it is 
to clean radium apparatus eventually show signs of 
atrophy of the ovaries when they are kept too long on 
this work. This effect on genital glands is slow and 
insidious but permanent. On account of so injurious 
an effect upon the genital glands, a frequent shift 
system has been adopted in American institutions for 
those members of the staff who manipulate apparatus 
holding radium. 

Mr. Adolphe Leray died recently from the effects of 
X rays. He had been in charge of the X rays depart¬ 
ment of the Hdpital Saint-Antoine in Paris for 
25 years. During the war he radiographed many 
thousand wounded soldiers, never considering the 
dangers of constant exposure to the X rays. He was 
awarded the Legion of Honour for his great devotion. 
Since the war he had been appointed professor in 
radiology to the £cole des Inflrmieres at the Hospice de 
la Salpetriere in Paris. This is the third death due to 
the effects of X rays which has to be recorded amongst 
Paris radiographers in the course of the last few 
months. In a previous letter comments were made 
upon the death of Mr. Charles Infroit, who died from 
complications due to dermatitis caused by exposure to 
X rays. 

New Considerations on Cancer. 

Mr. H. Reynas, of Marseilles, has recently communi¬ 
cated to the French Academy of Medicine the case of a 
patient Buffering from carcinoma of the breast which 
was considered inoperable. After removal of both 
ovaries the tumour, which was ulcerated, healed up and 
became smaller; by that time there was a marked 
improvement in the general condition of the patient. 
Mr. Reynes is of opinion that the malignant growth 
process has subsided. Considering the well-known 
action of the ovarian secretion on the development of 
the mammary glands, Mr. Reynes suggests that a greatly 
increased ovarian secretion may favour the abnormal 
growth of the cells in the mammary glands. 

National Health Insurance Bill. 

Mr. Daniel Vincent, Minister of Labour, has submitted 
to the Chambre des D6put6s the text of a Health 
Insurance Bill and that of an Old-age Pension Bill. 
These Bills were partly prepared by the present 
Minister’s predecessor, and their introduction was fore¬ 
shadowed at the last opening of the French Parliament 
by Mr. Millerand, as already announced. The sugges¬ 
tion of a health insurance scheme has been opposed by 
the principal Syndicates of Medical Practitioners. 
Under the proposed scheme, contribution towards the 
insurance funds would be compulsory for any employee, 
man or woman, whose annual salary is Fr.10,000 or 
under. The insurance would be optional for employees 
working on farm s or cultivating the land. Those working 
entirely on their own or who work assisted by only one 
employee could also benefit by the Health Insurance 
Act should they desire, providing that their income does 
not exceed Fr.10,000. The insured are to be classified 
in several groups according to salary in this way :— 
1st group: less than Fr.1200. 2nd group: Fr.1200 to 
Pr.2400. 3rd group: Fr.2400 to Fr.4000. 4th group: 
Fr.4000 to Fr.6000. 5th group: Fr.6000 to Fr.8000. 
6th group : Fr.8000 to Fr.10,000. Both the employee 
and employer would have to contribute towards the 
insurance, the contribution being 5 per cent, of the 
average salary in each group. In case of illness or 
accident the insured person would have the right to 
receive, free of charge, medical attendance, drugs, 
apparatus, and so forth, but surgical operations 
could only be performed gratuitously in State hospitals. 
If disabled, should incapacity have reduced ability to 
work to the amount of 60 per cent, or more, it is 
proposed that during the first six months the benefactor 
would receive a daily allowance of Fr.1.60 in the first 
group, Fr.3 in the second, Fr.5;25 in the third, Fr.8.25 


in the fourth, Fr. 11.50 in the fifth, and Fr.15 in the 
sixth. If work cannot be resumed after six months, 
monthly allowances are to be given of Fr.45, Fr.75, 
Fr.110, Fr.140, Fr.195, Fr.250 in the respective groups. 
Should invalidity last over five years it is proposed to 
give an annual pension of Fr.500, Fr.900, Fr.1275, 
Fr.1650, Fr.2325, Fr.3000 in the respective groups. 
Owing to the attitude of the organisations of general 
practitioners it seems doubtful whether the panel 
system will be adopted; a system of remuneration 
similar to that arrived at in the case of medical 
attendance to pensioners, described in a previous 
letter, may be adopted. 

April 20th. 

AUSTRALIA. 

(From our own Correspondent.) 

Public Health. 

The Commonwealth Government has instituted a 
department of public health, to be placed under the 
direction of a special Minister, with Dr. J. L. Cumpston 
as medical director. Federal quarantine will be absorbed 
by the new department, which will also establish 
research laborateries in various parts of the Common¬ 
wealth. The precise scope of the work to be under¬ 
taken by this new organisation is left indefinite, but 
under the wording of its establishment it is capable 
of very wide expansion. It is difficult to see what 
progress can be made so long as each State maintains 
an entirely independent health service; whenever 
widespread epidemic disease has hitherto occurred 
there have been confusion and dispute between differing 
authorities, or practically complete inaction owing to 
each authority regarding the matter as one for its 
neighbour. When State quarantine has been necessary 
the difficulty has been overcome by making State 
officials temporary Federal authorities, but this 
harmonious solution could not be indefinitely utilised. 

Melbourne University. 

Sir Henry Carr Maudsley, who was appointed 
lecturer on medicine some ten years ago on the 
retirement of the late Dr. J. Jamieson, has resigned 
his appointment as from August 31st next, and the 
resignation has been accepted with regret by the 
council. Sir Henry Maudsley retired from the active 
teaching staff Of the Melbourne Hospital last year, and 
was appointed honorary consulting physician. The 
scope of the lectureship will be somewhat altered in 
future; no attempt will be made to cover the whole 
field of medicine, and those subjects not touched on 
will be notified to the deans of the teaching hospitals, 
who may arrange to have them dealt with by their 
respective clinical lecturers. There is at present no 
chair of medicine in the Melbourne University, but it is 
hoped that such an appointment may be made possible 
in the near future. 

Small-pox. 

No further cases of small-pox have been reported 
from New Zealand, and no case has occurred in 
Australia, although chicken-pox has been prevalent. 
The s.s. Kanowna arrived from Japan, having had on 
board a case of small-pox which was landed at Hong- 
Kong. On arrival she had two suspicious cases, 
which proved not to be small-pox, and after the 
necessary quarantine she has been released. 

Alleged Negligence. 

A coroner’s inquiry was begun in Sydney in connexion 
with the death of a boy who had met with an accident 
and had been under treatment in the Sydney Hospital 
for 19 days. Death resulted from sepsis following on 
the application of the “ gimlet ” extension to an injury 
of the lower limb. The parents of the boy allege 
that there was neglect and unskilful treatment on the 
part of the surgical staff in charge of the patient. 
After the evidence of the boy’s father and mother 
had been taken the matter was adjourned for further 
investigation. 

March I5th. 
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SCHOOL MEDICAL SERVICE. 


Cambridge. 

At Cambridge the average number of children on the 
roll in 1919 was 8493, and of these 1246 were medically 
inspected at the routine examinations, in addition to 
166 special cases. Dr. Andrew Laird, the school 
medical officer, contributes some interesting particulars 
as to the general physique of the school children in the 
year under consideration, as compared with their condi¬ 
tion before the war, and is of opinion that, on the 
whole, “the condition of the youngest children up to 
7 or 8 years compares favourably with the pre-war 
records of these conditions, while the older children 
appear, on the whole, to compare quite unfavourably 
with children of the same ages in 1913-14.” He 
suggests that this can scarcely be a question of feeding, 
which would have probably affected all equally, and 
believes that “daylight saving” has had an injurious 
effect, together with relaxation of parental control, and 
the attractions of the picture theatre. Among boys the 
average weights in 1919 were less than those of the 
children of corresponding age in 1913 in each year from 
6 to 13 inclusive,^except at 7 years; so also were the 
heights, except at 7 and 13 years; among girls the 
weights were lower in 1919 at every age from 3 to 14, 
except at 12 and 13; and the heights at every age 
except 3 and 13. Apart from this measuring and 
weighing, the opinion of the medical inspector, Dr. 
Mabel Gurney, as to the child’s physical condition, 
judged by actual inspection, was that among boys 
23*7 per cent, and among girls 16*5 per cent, were 
below the average in 1919, as compared with 16*7 and 
13*8 per cent, respectively in 1913. This is a matter of 
great importance when considered in regard to the 
country as a whole, for, so far as data are available up 
to the present, and speaking generally, the nutrition of 
the children does not appear to have been injuriously 
affected during the war period. Cleanliness showed 
some falling off; not at the routine medical inspections, 
where not a single child was found to be verminous or 
dirty, but at the nurses’ visits, where 26*7 percent, of the 
children examined were found to have nits or pediculi. 
Organic heart disease was diagnosed in 19 children, but 
treatment was considered necessary in only 1 case, the 
remaining 18 continuing to attend school ‘ ‘ under observa¬ 
tion.” Not a single case of pulmonary tuberculosis 
was definitely diagnosed, and six children only were 
“ suspected ” to be so suffering, of whom one only was 
recommended for treatment. The treatment of defec¬ 
tive teeth is very fully dealt with by Mr. W. H. Jones, 
the borough dentist. 6602 children were examined, of 
whom 54*9 per cent, were treated; the gradual diminu¬ 
tion in refusals of treatment is a satisfactory feature. 
It is pointed out that if there were no refusals there 
would be no children with unsaveable permanent teeth; 
parents who have refused in previous years often bring 
their children for treatment when the permanent teeth 
have become unsaveable and are tender and aching. 
It is to be hoped that the object-lesson will benefit the 
younger children of these parents and that they will 
perceive that toothache is not a necessary evil, and that 
unsightly teeth may be a sign of parental ignorance and 
neglect. Mr. Jones considers that re-examination is 
necessary at intervals not longer than 12 months. 
“ Schemes involving treatment without re-examination 
largely represent a waste of time, skill, and capital 
outlay,” says Mr. Jones. The principle of “astitch in 
time” is certainly applicable in an especial degree to 
the care of the teeth; and this is well shown in the 
tables accompanying Mr. Jones’s report. 

Northamptonshire . 

In Northamptonshire the number of children exa¬ 
mined at the routine inspections in 1919 amounted to 
7338; this is exclusive of the urban district of Kettering, 


where elementary education is administered separately. 
Nutrition was either normal or excellent in 94*10 per 
cent., and in only six cases was it considered to be 
“bad.” This may be regarded as most satisfactory. 
The percentage of children with four or more decayed 
teeth was, however, 31'82. Until the date of this 
report no systematic dental treatment had been pro¬ 
vided for school children. This defect has now been 
remedied. Tuberculosis of the lungs was either found 
or suspected in 1*03 per cent., and non-pulmonary 
tubercle in an additional 0*28 per cent. These ratios 
are high, and it is noted by Mr. J. L. Holland, secretary 
to the Education Committee, that in the larger urban 
areas, where boot and shoe making is the chief industry, 
tuberculous infection is above the average, and “ shows 
itself in the large number of children kept away for 
long periods on medical advice on account of pre- 
tubercular conditions—debility, anaemia, and threatened 
lung disease.” In Wellingborough there are about 
70 such cases, and it has been decided to erect an 
open-air school for 150 children on the outskirts of the 
town, so that they may obtain their education as far 
as possible under ideal conditions. Organic heart 
disease was diagnosed in 157 children (2’14 per cent.), 
but only 9 were recommended for treatment, the 
remainder being considered fit to attend school “ under 
observation ” ; it is not stated whether it is the medical 
officer or the teacher who has the responsibility for 
determining the fitness for school life of these 104 
children with valvular disease. Vision testing was 
only carried out among the group of “ leavers.” The 

sight was found to be normal, | for each eye, in 

75*76 per cent.; this is very satisfactory, for in London 
the corresponding ratio was 48*3 per cent. Dr. 
C. E. Paget, medical officer of health for the county, 
who presents this report, states that approval has been 
obtained for the appointment of a school dentist, and 
that it is hoped that early in the current financial year 
a practicable scheme will be evolved for the provision 
of school nursing, with the cooperation of the County 
Association. 

Nuneaton. 

The results of school medical inspection at Nuneaton 
during 1919 are reported on by Dr. A. Middleton Hewat, 
who took over the duties of medical officer of health 
and school medical officer from Oct. 1st, previous to 
which date the work had been carried out by Dr. G. A. 
Wolfendale and Dr. Gray Maitland. The number of 
children examined in the code groups was 1247. The 
first point noticed is a very unsatisfactory condition as 
regards vaccination, only 43*3 per cent, of those inspected 
being protected against small-pox. In London small¬ 
pox just obtained a footing in 1918, but Dr. W. H. Hamer 
reported that the offer of vaccination was, as a rule, 
gladly accepted by the parents, and no cases of con¬ 
scientious objection were met with. If the general 
population could actually realise that prevention is 
better than cure there would be no difficulty, but 
at Nuneaton the anti vaccinationists are confirmed in 
their views. Dr. Hewat draws attention to the unsatis¬ 
factory condition as regards cleanliness in some of the 
schools in the town, especially among girls; in two 
schools the percentages found verminous—i.e., vermin 
or nits in the head present—were 64*4 (infant girls) and 
62*7 (girls) respectively ; two prosecutions were under¬ 
taken and both were successful. Goitre was found in 
18 children (1*4 per cent.); this disease is stated to be 
fairly prevalent in the town, but most cases are very 
slight, and cause no inconvenience. (It may be noted 
in this connexion that in the neighbouring county of 
Derby, where goitre used to be so prevalent as to be 
known as “ Derbyshire neck,” the disease is not even 
mentioned in the school medical officer’s report for 
1919). The condition of the children's teeth was by no 
means satisfactory ; 19*1 per cent, are stated to have 
had “ more than four”—which probably means “four 
or more”—decayed teeth; but of the 239 children 
included in this category only 16 were referred for 
treatment. Arrangements have been made to remedy 
this state of affairs. Only six children in the code 



The Lancet,] 


VITAL STATISTICS. 


[April 30,1921 931 


groups (1247) were found with suspicious pulmonary 
tuberculosis, and only five with organic heart disease. 
Stirling. 


6‘8 per cent, having more than five teeth defective. 
Nine cases of tuberculosis were discovered, two of these 
being of the pulmonary variety. 


During the year 1919-20 Dr. T. Adam reports that 
11,802 children underwent routine medical inspection. 
The attendance of parents was poor, only 9*5 per cent, 
being present. Out of 1047 children who had defective 
vision glasses were prescribed by the school oculist for 
399; 87 were taken to a private oculist, 96 had treatment 
other than glasses, and 238 were awaiting treatment. 
These cases involved 1543 nurses’ visits. Other defects, 
in number 1556, involved 1643 nurses’ visits. With the 
exception of the entrants, the children in Stirling are 
both heavier and taller than the Glasgow children. The 
13-year-old age group is about half a year under the 
normal standard both in height and weight. The 
figures for nutrition show only 3 per cent, of the 
children below the average. One child had very bad 
nutrition, while 56 per cent, were above the average. 
The county has now one full-time and one part-time 
dentist, accounting for a considerable increase in the 
amount of cases treated. 

Glasgow. 

This report is the first issued by the education 
authority of Glasgow since the reorganisation. Dr. 
E. T. Roberts deals with the steps taken to cope with 
the outbreak of small-pox in the schools in the early 
part of 1920. On receiving notice from the medical 
officer of health that two children, who had the day 
before been attending school, had contracted small-pox 
he at once decided to stop the ordinary medical work in 
the schools and set the staff to vaccinating those 
children whose parents gave consent. Accordingly, 
14,781 school children were vaccinated, including 6856 
revaccinations of children over ten years of age. During 
the year not one school was shut on account of infectious 
disease. The number of routine inspections made was 
38,047 and 63 per cent, of the parents attended the 
examinations. An interesting survey of heights and 
weights for each age is given. Each age-group is, 
roughly, one year behind the anthropometric standard 
both in height and weight. Signs of slight rickets were 
found in 1*8 per cent, of the children. Under “ marked 
rickets” are classified 1*8 per cent, with “ knock-knee,” 
2*4 per cent, with bow legs, 1*3 per cent, with curved 
tibia, 0*5 per cent, with pigeon breast. Non-rachitic 
deformities were found in 0*2 per cent, of children 
examined. Medical treatment is undertaken at six 
principal clinics and subsidiary clinics have been 
installed in 12 schools. Dr. Roberts pronounces this 
last arrangement unsatisfactory. 

Torquay. 

The opening of an up-to-date open-air school at Home¬ 
lands was the conspicuous feature of the year. This 
school, consisting of an admistrative block, a rest hut, 
and two open-air class-rooms, has accommodation for 
60 children suffering mainly from general debility, many 
of them with a tuberculous tendency. Dr. T. Dunlop 
reports that the difference in the children’s physique and 
mentality after a short attendance is remarkable ; they 
lose their listlessness and apathy altogether, and there 
is an appreciable change in their mental state. The 
children arrive at the school at 9 o’clock and have 
three good meals a day. The provision of orthopsedic 
treatment and advice is a problem to be tackled. At 
present the only way of dealing with these children is 
to send them to London or to one of the large provincial 
hospitals. The expense involved is great, and many of 
the parents are unable to afford even a fraction of the 
cost. An attempt has been made to get a decision from 
the Board of Education as to the authority’s power to 
pay the whole or part of the cost. The Board’s reply 
that the circumstances of each case must be submitted 
to them with an estimate of probable expenditure is 
not calculated to accelerate matters. 1317 children 
underwent routine examination and 36 per cent, of 
parents were present. Dental defects excluded, one 
child in four was found to be defective, and one in six 
was referred for treatment. 2*3 per cent, were suffer¬ 
ing from malnutrition, 51*9 per cent, had dental decay, 


VITAL STATISTICS OF ENGLAND AND WALES. 

Birth-rate, Death-rate , and Infant Mortality during 
the First Quarter of 1921. 

The provisional figures of births registered during the 
first quarter of 1921 show a decline of over 61,000 from 
the record of the corresponding period of last year. 
Compared with the first quarter of 1914, however, the 
drop in numbers is under 8000. Excluding the war 
years, the births are the fewest recorded in the first 
quarter of any year since 1872. The provisional rate 
per 1000 living is, with the exception of the war years 
1916-19, the lowest ever recorded for any first quarter. 

The deaths registered also show a decline in numbers 
from the very low record of 1920, and are, indeed, the 
smallest in number registered in the first quarter of any 
year since 1868. The provisional rate is the lowest ever 
recorded for any first quarter. 

The natural increase by excess of births over deaths 
was over 80,000 as compared with 133,000 in the March 
quarter of 1920, and 73,000 in 1914. 

The infant mortality was 101 per 1000 births. 


URBAN VITAL STATISTICS. 


(Week ended April 23rd, 1921.) 


English and Welsh Towns .—In the 96 English and Welsh 
towns, with an aggregate population estimated at 
18* million persons, the annual rate of mortality, which 
bad been 13 0, 12-5, and 12 5 in the three preceding weeks, 
was again 12-5 per 1000. In London, with a population of 
million persons, the death-rate was 12-6, or 0*2 per 
1000 above that recorded in the previous week, while among 
the remaining towns the rates ranged from 5*0 in Wimble¬ 
don, 6-1 in Oxford, and 6-4 in Southampton, to 18*3 in Wake¬ 
field, 18*5 in Grimsby, and 20*7 in Warrington. The principal 
epidemic diseases caused 235 deaths, which corresponded 
to an annual rate of 0-7 per 1000, and comprised 68 from 
infantile diarrhoea, 61 from diphtheria, 50 from whooping- 
cough, 40 from measles, 15 from scarlet fever, and 1 from 
enteric fever. Whooping-cough caused a death-rate of 1*1 in 
Oldham, 1*5 in St. Helens, and 1*7 in Wigan. There were 
3307 cases of scarlet fever and 2564 of diphtheria under 
treatment in the Metropolitan Asylums Hospitals and the 
London Fever Hospital, against 3345 and 2543 respectively 
at the end of the previous week. During the week ended 
April 16th 3 cases of encephalitis lethargica were notified 
in the County of London, and comprised 2 in Southwark 
and 1 in Fulham. The causes of 31 of the 4441 deaths in the 
96 towns were uncertified, of which 6 were registered in 
Birmingham, and 3 each m Stoke-on-Trqnt, Liverpool, and 


South Shields. 

Scottish Toums.—In the 16 largest Scottish towns, with an 
aggregate population estimated at nearly 2& million persons, 
the annual rate of mortality, which had been 15*5, 15*1, and 
14-6 in the three preceding weeks, was again 14*6 per 1000. 
The 327 deaths in Glasgow corresponded to an annual rate 
of 15-5 per 1000, and included 27 from whooping-cough, 
6 from infantile diarrhoea, 3 from diphtheria, and 1 each 
from measles and scarlet fever. The 138 deaths in 
Edinburgh were equal to a rate of 16’1 per 1000, and 
included 5 from measles, 2 from whooping-cough, and 
1 from scarlet fever. 

Irish Towns .—'The 149 deaths in Dublin corresponded to an 
annual rate of 18-4, or 2-4 per 1000 above that recorded in the 
nrevious week, and included 6 from infantile diarrhoea. 
The 144 deaths in Belfast were equal to a rate of 17*9 per 
1000, and included 8 from whooping-cough, 6 from infantile 
diarrhoea, 2 each from measles, scarlet fever, and diph¬ 
theria, and 1 from enteric fever. 


VITAL STATISTICS OF LONDON 
DURING MARCH, 1921. 

In the accompanying table will be found summarised 
statistics relating to sickness and mortality m the City of 
London and in each of the metropolitan boroughs. With 
regard to the notified cases of infectious diseases, it 
ippears that the number of persons reported to be 
suffering from one or other of the ten diseases notified in 
the table was equal to an annual rate of 9*6 per 1000 of the 
population, estimated at 4,531,971 persons in the middle of 
[ 920 ; in the three preceding months the rates had been 
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ANALYSIS OF SICKNESS AND MORTALITY STATISTICS IN LONDON DURING MARCH. 1921. 
(.Specially compiled for The Lancet.) 
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¥ Including membranous croup. 


11*9, 10*4, and 10-0 per 1000. Amcfng the metropolitan 
boroughs the lowest rates from these diseases were 
recorded in Kensington, Chelsea, the City of West¬ 
minster, St. Marylebone, the City of London, and 
Lambeth; and the highest in Hammersmith, Finsbury, 
Shoreditch, Bethnal Green, Poplar, and Woolwich. The 
prevalence of scarlet fever was about equal to that in 
the preceding month ; this disease was proportionally most 
prevalent in Hammersmith, Bethnal Green, Stepney, f*oplar, 
Bermondsey, and Woolwich. The Metropolitan Asylums 
Hospitals contained 3487 scarlet fever patients at the end of 
the month, against 4729, 4112, and 3799 at the end of the 
three preceding months; the weekly admissions averaged 
469, against 590, 489, and 464 in the three preceding months. 
Diphtheria was somewhat less prevalent—about 10 per cent.— 
than in the preceding month; the greatest proportional 
prevalence of this disease was recorded in Hampstead, 
Islington, Stoke Newington, Holborn, Finsbury, Bethnal 
Green, and Greenwich. The number of diphtheria patients 
under treatment in the Metropolitan Asylums Hospitals, 
which had been 2615, 2648, and 2766 at the end of the three 
preceding months, numbered 2652 at the end of March; 
the weekly admissions averaged 290, against 316, 319, and 333 
in the three preceding months. The prevalence of enteric 
fever was about equal to that in the preceding month ; of 
the 17 cases notified during the five weeks ended April 2nd, 
3 belonged to Finsbury, and 2 each to Paddington, Hamp¬ 
stead, Stepney, and Wandsworth. There were 10 cases of 
enteric fever under treatment in the Metropolitan Asylums 
Hospitals at the end of the mouth, against 15, 11, and 9 at 
the end of the three preceding months; the weekly admis¬ 
sions averaged 3, against 2, 3, and 2 in the three preceding 
months. Erysipelas was proportionally most prevalent in 
Paddington, Fulham, the City of Westminster, Hackney, 
Shoreditch, and Southwark. The 33 cases of puerperal 
fever included 4 in Paddington, 4 in Lambeth, 3 in Fulham, 
3 in Wandsworth, and 3 in Woolwich. The 14 cases of 
cerebro-spinal meningitis included 2 in Finsbury, 2 in 
Shoreditch, and 2 in Deptford ; while the case of polio¬ 
myelitis belonged to Wands worth. 

The mortality statistics in the table relate to the deaths 
of civilians actually belonging to the several boroughs, 
the deaths occurring in institutions having been distri¬ 
buted among the boroughs in which the deceased persons 
had previously resided. During the five weeks ended 


April 2nd the deaths of 5889 London residents were 
registered, equal to an annual rate of 13*6 per 1000; in 
the three preceding months the rates had been 14*2, 12*5, 
and 14 0 per 1000. The death-rates ranged from 10*6 in 
Deptford, 10*8 in the City of London, 11*1 in Wands¬ 
worth, 11*2 in Woolwich, 11*6 in Bermondsey, and 11*9 in 
Lewisham, to 15*4 in Islington and in Greenwich, 
15*8 in Southwark, 16*6 in Kensington and in 
Holborn, and 16*7 in Finsbury. The 5889 deaths from all 
causes included 294 deaths which were referred to the 
principal infectious diseases; of these, 13 resulted from 
measles, 30 from scarlet fever, 103 from diphtheria, 49 from 
whooping-cough, 5 from enteric fever, and 94 from diarrhoea 
and enteritis under 2 years of age. No death from any of 
these diseases was recorded in Chelsea, Holborn, or the City 
of London. Among the metropolitan boroughs the lowest 
death-rates from these diseases were recorded in Hackney, 
Lambeth, and Deptford, and the highest in Paddington. 
Kensington, Fulham, Shoreditch, Bethnal Green, and 
Bermondsey. The 13 deaths from measles were only one- 
seventeenth of the average number in the corresponding 
period of the five preceding years; of these 4 belonged to 
Islington, 2 to Hackney, and 2 to Stepney. The 30 fatal 
cases of scarlet fever exceeded the average by 15; of these 4 
belonged to Stepney and 3 to each of the boroughs 
of Fulham, Wandsworth, Camberwell, and Greenwich. 
The 103 deaths from diphtheria were 16 in excess of 
the average; the greatest proportional mortality from 
this disease occurred in Fulham, Hampstead, Islington. 
Stoke Newington, Shoreditch, Bethnal Green, and Ber¬ 
mondsey. The 49 fatal cases of whooping-cough were less 
than a third of the average number; of these, 8 belonged 
to St. Pancras, 7 to Islington, 6 to Kensington, 5 to Shore¬ 
ditch, and 3 to Woolwich. Five deaths from enteric fever 
were registered during the month, against an average of 6 ; 
these deaths belonged respectively to the boroughs of 
Bethnal Green, Stepney, Bermondsey, Wandsworth, and 
Camberwell. The 94 fatal cases of diarrhoea were 22 in 
excess of the average number; the greatest proportional 
mortality from this disease occurred in Paddington, Ken¬ 
sington, Hammersmith, St. Marylebone, Bethnal Green, 
and Woolwich. In conclusion, it may be stated that the 
aggregate mortality in London during March from these 
principal infectious diseases was 48 per cent, below the average 
in the corresponding period of the five preceding years. 
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Cornspcnfotue. 


" Audi alteram partem.” 

THE QUESTION OF A TRADE-UNION IN 
MEDICINE. 

To the Editor of The LANCET. 

SIR,—Your leading article of April 23rd on the trade- 
union as a factor in medical politics does scant justice 
to some thousands of medical men who have agreed to 
combine in this form of organisation. It also conveys 
a direct challenge to them to give reasons for the faith 
that is in them. This would be easy were it not that 
one must appeal to an audience very largely uninformed 
as to the nature of a trade-union, and consequently 
prone to believe that strikes and commotions are of its 
very essence, the truth being that if strikes were 
rendered illegal to-morrow trade-unions would remain. 
You are no doubt aware that if two or three persons 
agree together on any course of action (not necessarily 
a strike) whereby some other person might find his 
business interfered with, that other person can proceed 
against them for conspiracy in restraint of trade. It 
is not necessary that the conspiracy should be in any 
way aimed against him or his business, or that the 
“conspirators” should be in his employ. The parti¬ 
cular case prior to the Trade Union Acts was commonly 
that of a body of workmen agreeing together to ask for 
an increase of pay. It was not even necessary that 
they should threaten to stop work. So long as 
their request could be argued to operate in restraint 
of trade (as any demand for extra wages might 
well do) the conspiracy existed, and remedy could 
be had against them under the Common Law. Nor 
were the courts for many hundreds of years at all 
apt to exhibit any particular sympathy with the work¬ 
men. In these circumstances the State eventually 
interfered and legalised combinations of masters or 
workmen which had for their objects the improvement 
of the economic condition of either party. The State 
has never legalised combinations in restraint of trade 
which had other—e.g., political—objects. There can be 
no doubt in the minds of reasonable men that the State 
did right in this matter and that the first Trade Union 
Act was fully justified and was followed by an ameliora¬ 
tion of the lot of the working classes which had long 
been overdue. 

A later Trade Union Act did nothing to alter the 
nature of trade-unions, but it did legalise “peaceful 
picketing.” That this was a mistake may well be 
argued, and I should certainly not be concerned to 
oppose this view. The fact remains that except by 
registration under the Trade Union Acts immunity 
cannot be obtained for any concerted attempt to raise 
wages. So long as the medical profession remained 
almost entirely individualistic there was no need of 
combinations to raise wages and the B.M.A. was 
naturally registered under the comparatively un¬ 
restricted form of a limited company rather than 
under that of a trade-union. At this time and for 
long afterwards the position of the B.M.A. was 
unchallenged. But times changed. A great part of 
the profession became State servants in whole 
or in part. The B.M.A. began to press for standard 
rates of wages and its right to do so was 
challenged, notably at Coventry. The result was 
profoundly disquieting. Large damages were given 
against the Association and the “warning notice,” 
which was an essential part of the armament 
of the Association, had to be very much altered. It 
still remains, no longer a weapon but rather a weak 
spot in the armour of the profession. Fortunately the 
direct point of conspiracy in restraint of trade was not 
raised by the Coventry case or the result might have 
been far more damaging. There remained no doubt in 
the minds of those who had studied the subject that 
the activities of the Association and thereby of the 
profession were, and must be, seriously hampered by 
this difficulty about actions which might be held to be 


in restraint of trade. The Association considered that 
the best way out would be a trust fund able to operate 
in close touch with the Association but legally distinct 
from it. This fund has not had any very great measure 
of success, probably from doubts as to whether it was 
legally distinct. Certain members of the Association, 
on the other hand, thought that it would be better to 
register a separate body under the Trade Union Acts. 
It was hoped that the Association would cooperate 
with this body as far as it legally might. This hope 
was in vain and the Association embarked on a course 
of calculated hostility, its secretary freely making 
such remarks as that those who joined a trade-union 
had more money than sense. One may perhaps 
venture the further hope that the logic of events will 
eventually force an entente, not, however, of the nature 
of that subsisting between Jonah and the whale. 

Your leading article affects to consider it impossible 
that medical men could ever contemplate a refusal of 
service because this vrould mean a refusal of treatment. 
May I cite a case which should, I think, convince you. 
There recently arose a vacancy in the post of medical 
officer to the Post Office in Gravesend. The terms 
offered not being satisfactory, the local practitioners 
intimated to the authorities that they had agreed 
together not to apply until the terms were altered. 
Very soon satisfactory terms were offered. This was 
a combined refusal of service, but it did not involve 
any refusal to treat the sick, and it may be doubted 
whether the sick were ever aware of it. Similarly, the 
whole body of insurance practitioners might refuse to 
comply with some particular regulation—e.g., the keep¬ 
ing of record cards. This would be refusal of service, 
but the sick would still be treated. It seems to have 
escaped your notice that there have been a great 
number of local refusals of service of recent years. A 
strike against one’s patients is not thinkable in the 
present state of affairs, and one may hope that it never 
will be in this country. Yet our Austrian colleagues— 
not less humane than ourselves—were forced even to 
that extremity by the treatment to which they were 
subjected under the regime of Bela Kun. Necessity is 
the mother of more than invention, amongst other 
things of strikes and lock-outs. At present the necessity 
has not arisen, and there has been no general strike of 
medical men. But medical men as a whole are not 
particularly docile or easy to fool, nor do they lack a 
class consciousness. In all of which one may legiti¬ 
mately see possibilities of combined action on a scale 
undreamt of now so soon as the pressure of bureaucracy 
becomes sufficiently intolerable and not before. Action 
and reaction are equal and opposite. It is idle to 
suppose that the Bphere of medical politics is exempt 
from general laws, or that the profession are so un¬ 
tutored that they cannot arrange an adequate reaction 
without ill-treating the sick. 

It is not doubted by anyone that the editors of the 
British Medical Journal and of The Lancet are primarily 
actuated by a desire for the welfare of the profession 
and the progress of medical science. If they would but 
study that part of our industrial history which has 
witnessed the demand for and the growth of trade- 
unions, they might credit medical trade-unionists with 
motives not less worthy than their own and with at 
least as much knowledge of the possibilities of the 
bodies to which they belong. Tilting at windmills does 
no great harm to the mill, but it leads to involuntary 
antics which do little credit to the profession as a 
whole. And prejudice makes a poor weapon. 

I am, Sir, yours faithfully, 

Sevenoaks, April 24th, 1921. GORDON WARD. 


To the Editor of The Lancet. 

Sir,—I t was a happy thought to turn the attention of 
your readers to the question of a trade-union in medi¬ 
cine. If the history of the last 60 years has taught us 
anything, it is that contract work engenders trade- 
unionism. You very rightly say that medicine is not a 
homogeneous service in which common conditions exist 
for all workers. In this statement you give the reason 
why the older Association has failed, and cannot but 
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fail to conserve the interests of those who labour under 
a contract system. The “ Medico-Political Union” is 
the outcome of this system. You ask in what manner 
could any medical strike be directed against the 
Government unless it was primarily directed against 
the sick and suffering. Is this a serious question? 
When we had some years ago the Battle of the Clubs, 
in which The Lancet played so large a part, did the 
question of penalising the sick and suffering ever arise ? 
When advertisements asking for sweated medical 
labour were refused insertion in the medical press 
did the managers lay themselves open to the charge of 
inhumanity? Has any medical trade-unionist ever 
suggested a strike against the sick and suffering ? 

Is that language accurate which describes a strike 
against the Ministry of Health as a strike against the 
Government? Do you wish to imply that medical 
trade-unionists are potential anarchists? When the 
profession in 1911 refused service under the proffered 
capitation fee of 4s. was it suggested that we struck 
against the Government ? Week after week the medical 
press gives examples, not only of the dishonesty, but 
of the stupidity and impracticability of the regulations, 
but does one strike against the Government if one 
plainly says so ? Our quarrel is not with the sick and 
suffering, but rather on their behalf. These regulations 
are framed by men who have no knowledge of panel 
work or of local conditions. Once start rules and 
regulations and you begin a vicious circle. Officials 
and regulations multiply until the sick and suffering 
can receive only a small part of the practitioner’s 
attention. I am, Sir, yours faithfully, 

Exeter, April 24th, 1921. J. PEREIRA GRAY. 

GENERALIA ON THE LOUSE PROBLEM ON 
THE WESTERN FRONT. 

To the Editor of The Lancet. 

Sir,—M r. A. D. Peacock's article under this heading, 
which appeared in your issue of March 26th, calls for 
comment in several particulars. As I was Sanitary 
Officer to the Second Army, in which Mr. Peacock also 
served, I trust I may be allowed to bring the follow¬ 
ing remarks to notice. Mr. Peacock’s article is very 
properly termed “ generalia,” and sketching, as it does, 
so many points, does not admit of a completely “laid- 
outr” reply.. He treats of certain facts and offers divers 
opinions and criticisms. 

With regard to his facts as to the proportion of men 
infested with lice, I can speak only of front line troops, 
and I would like him to know that the army medical 
authorities always exercised a much simpler and more 
direct method of ascertaining the amount of infestation 
than he appears to have employed. This was by making 
direct inquiry from regimental medical officers and 
from officers in charge of medical units receiving sick 
and wounded men the amount and degree of prevailing 
infestation. I can think of no better method. 

As to the means at our disposal for disinfestation in 
the field, the list furnished by Mr. Peacock on p. 637 
under the heading “ Comparison of Types of Dis- 
infestor ’ ’ presents a picture which is not only incom¬ 
plete and historically inaccurate, it is so much out of 
perspective as to be distorted. Under the heading 
“Apparatus” he mentions six types in all, three of 
these being “ steam ” and the remainder “ hot-air.” In 
general, the list of apparatus mentioned fails altogether 
to give the relative capacities and use of each type 
named, likewise the length of use and date of intro¬ 
duction of each type is omitted. The uninitiated, I fear, 
might fail to gather from Mr. Peacock’s list the important 
fact that in so far as the Second Army was concerned— 
from the date of its formation in 1914 until its departure 
for Italy in November, 1917—none of the hot-air types 
of disinfestor was in use. From inquiry I have made 
as to the period between December, 1917, and the 
signing of the armistice in 1918, but few experimental 
types of hot-air disinfeBtors had been erected on the 
Western front. Certainly, in 1919, I saw none in Italy, 
and none in North Russia on the Murmansk front, 
where our troops came in close contact with cases of 
typhus and small-pox amongst the civil population. 


Experimental work on disinfestation carried out 
under laboratory conditions may be highly successful, 
given certain desiderata, and this applies to hot-air as 
to other types of disinfestor. It would be interesting 
to hear from Mr. Peacock how he overcame certain 
objections to hot-air disinfestation formulated by him 
in a report he furnished to the Second Army medical 
authorities. In that report Mr. Peacock stated that in 
his opinion, as the result of experimental work carried 
out in the Second Army, the objections to the use of 
hot-air disinfestation were as follows: (1) Danger from 
fire ; (2) the impracticability of raising the temperature 
of the walls and floor of the disinfestation chamber to 
the required degree; (3) the method failed when 
dealing with wet and muddy garments; (4) the low 
penetrating power of hot air. 

Mr. Peacock’s picture is incomplete because of the 
lack of reference to the use of the Clayton apparatus in 
which SO a , admixed with a small percentage of S0 3 , 
is generated as the disinfesting agent, the gases being 
made to circulate continuously in the disinfestation 
chamber as required, while the percentage of gases is 
under the control of the operator. One of these 
machines was provided for the use of each corps from 
the middle of 1915 onwards, and, in addition, there 
were fixed installations at other centres. No history 
of disinfestation is complete without mention of these 
machines, which, in addition to their prolonged use on 
the Western front—as, indeed, they were on all other 
fronts—are officially approved by the French Govern¬ 
ment. The British War Office also considered these 
machines of sufficient importance to warrant their 
inclusion in the D.G.M.S. Circular actually referred to 
by Mr. Peacock, and, in addition, some 10 pages are 
devoted to them in the official publication “ Notes for 
Sanitary Officers of the British Expeditionary Force in 
France. ” In my opinion no type of disi nf estor approaches 
the efficiency of the Clayton machine in dealing with 
verminous dwellings and their contents in situ. (In 
order that there may be no misconception, allow me to 
say that I have no interest in the Clayton apparatus 
whatever beyond its utility.) 

My experience of the working of all types of dis¬ 
infestor in the field was that when they failed to act 
the fault lay rather with the operator. The one out¬ 
standing exception was at the Laiterie, Poperinghe, 
where the construction of the steam chambers was at 
fault. Alterations on the lines laid down by Mr. W. A. 
Muirhead, chief sanitary inspector at headquarters, were 
carried out, and the installation became sufficiently 
successful as to serve as a model for other centres. 
Further, the local corps requirements were adequately 
met. 

With regard to the opinions and criticisms offered by 
Mr. Peacock, these, collectively, give the impression 
that the medical officers on the Western front neither 
realised nor appreciated the importance of combating 
lousiness amongst the troops. Mr. Peacock states: 
“ The discomfort of lousiness, its effect on men’s sleep 
and rest, and the resulting depression of their physical 
fitness w T ere never considered poignant reasons for dis¬ 
infestation, while the more apparent effect of skin 
diseases, directly and indirectly traceable to lice (as 
well as the scabies mite), did not make sufficient 
appeal,” and yet further on he writes the following: 
“The arrangements for the bathing of troops and the 
disinfestation and laundering of their underclothing in 
the front areas, though not adequate, were generally 
most creditable, but there still remained the gr^ 1 
problem of the disinfestation of the outer clothing.” 

Mr. Peacock rather laments the fact that, despite all 
his teachings and advice to officers in charge oI 
combatant troops and to others, as the sequel showed, 
was merely giving “counsels of perfection.” Is this 
not rather a confession of failure on the part of Mr. 
Peacock who had been given a free hand to conduct the 
necessary propaganda both at organised schools 
instruction and elsewhere? Personally, I think Mr- 
Peacock has seriously under-estimated both the result 
and value of his labours in the direction of disinfestation. 
I think he will agree with the latter view when he 
learns that, despite the ever-increasing concentration 
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of troops, there was little increase in lousiness. I 
would like him to realise the plain fact that in 
November, 1917, the Second Army had a ration strength 
of over 800,000 men, and was concentrated on a sinuous 
front having a diagonal measurement from north to 
south of only about 12£ miles! We have all appre¬ 
ciated Mr. Peacock’s research work and efforts to 
combat lousiness in the field, and hope he is continuing 
his studies as a peace problem—for even as there are 
lousy soldiers, so are there lousy families and lousy 
households, which some of us consider as the “ fons et 
origo ” of the trouble. 

Lastly, I respectfully suggest to Mr. Peacock, when 
next he feels inclined to indulge in melancholy mood 
and, peradventure, publishes further “ Generalia ” 
based on his individual views on the shortcomings of 
army authorities in the field, to bear in mind the 
significance of certain utterances made by another 
lay worker, Mr. Dan Jenkins, secretary of the Public 
Health Committee of the Labour Party, at a sectional 
meeting of the British Medical Association held last 
summer at Cambridge, who then stated: “ The Labour 
Party desires for the working man and his family, 
at home, the same standard of medical organisation, 
skill, and care as was shown fon the British armies in 
France. The Army Medical Service and the Royal 
Army Medical Corps have shown the way.” 

I am, Sir, yours faithfully, 

M. Coplans. 

The Jenner Institute Laboratory, Church-road, 

Battersea, S.W., April 20th, 1921. 

SKIN REACTIONS IN TOXIC IDIOPATHIES. 

To the Editor of The Lancet. 

Sir,—A number of colleagues, both laboratory and 
clinical, have been asking recently how one prepares 
the testing substance for skin reactions in diagnosis of 
asthma, eczema, urticaria, food idiosyncrasies, and so on. 
This shows that no one has been explicit enough in 
describing methods, and also that there is a demand 
for such information. I will give here without going 
into details some simple practical directions. 

The test substances (which I should like to call 
“idiopathophanes”—meaning that which demonstrates 
an idiopathy) may be prepared in a number of ways as 
follows:— 

1. The crude substance direct can generally be employed 
without any preparation; for example, any of the flours 
{such as barley or wheat), or white of egg, or the hairs of an 
animal (for an animal asthmatic), or even such things 
as uncooked meat or vegetables. There are three dis¬ 
advantages : The substance may give too strong a reaction, 
as, for example, grass pollen for diagnosis of hay fever; 
secondly, the substance may contain a strong acid in certain 
(e.g., fruit juices), which may reaot of its own accord quite 
apart from the proteid contained; thirdly, it is not very 
convenient to keep all the year round in the consulting- 
room a supply of, for example, pork or onions or straw¬ 
berries. 

2. Desiccated preparations are sometimes convenient; for 
example, desiccated white of egg or a desiccated serum will 
keep indefinitely, and may be conveniently stored in small 
bottles. 

3. The proteids may be extracted. The literature on the 
subject is full of demands that these proteids should be 
chemically pure, and then usually goes on to describe a 
method which could not possibly produce pure preparations. 
In practice I find that alcoholic precipitates from a watery 
solution work well, but are frequently difficult to collect and 
keep. 

4. Test paper preparations can be made from the precipitates 
of No. 3 bv filtering the 10 per cent, of water and 90 per cent, 
of alcohol containing the precipitate through filter paper 
over a vacuum. These impregnated filter papers can be 
kept dry in envelopes arranged on a card index system. 
Undoubtedly this is the handiest method of storage,"and is 
the one I employ in general. These idiopathophanes keep 
well; I am now using some I made over two years ago. 

5. O' raduated dilutions of a watery extract must be employed 
if patients react too powerfully to the undiluted substance. 
This is so with hay-fever people, for application of the dry 
pollen of grasses may produce not only a local reaction but 
also violent constitutional disturbances, asthma, cedema, 
swelling up of the glottis, &c. Suitable dilutions of the 
watery extract (lpart of pollen in 200 water, down to 1 part 
of pollen in 200,000 of water) have been put on the market 


for testing purposes by Messrs. Parke, Davis, and Co. for 
many years. Such graduated dilutions must, of course, be 
used if any quantitative estimate of the sensitiveness is to 
be made. 

6. Autolysed cultures of bacteria (e.g., from cases of bronchial 
asthma), after sterilising bv filtration, can either be used 
directly or precipitated by alcohol and used as in No. 4. 

The skin reactions are made by rubbing some pre¬ 
paration of the suspected material on to a scratched 
surface of skin. These scratches may be made any¬ 
where, but the forearm, or just above the knee, are 
convenient sites. Reactions are judged from urticaria 
at the site of the scratches and from surrounding 
erythema. With a new patient a control scratching 
with only water placed on it should always be made ; 
and with a new test substance a control scratching 
should always be made on a normal man—e.g., the 
practitioner. I am, Sir, yours faithfully, 

Devonshire-place, W., April 20th, 1921. J• FREEMAN. 

CONGENITAL WORD-BLINDNESS. 

To the Editor of The Lancet. 

Sir,—I n your issue of April 23rd you give on p. 890 a 
paper by Dr. Wallace Wallin on this subject which is 
of great interest. I wish he had paid more attention to 
the question of inheritance, which was first dealt with 
by Mr. Sydney Stephenson, for to my mind this line of 
investigation will lead to a better understanding of the 
disease. A striking thing about Dr. Wallin’s paper is 
the close similarity between his figures of incidence and 
those of colour-blindness, and also the fact that the 
sex-incidence is the same. This similarity of incidence 
would suggest strongly that it is hereditary, and it 
would be informing to follow cases to see if the 
method of transmission in word-blindness follows the 
same oourse as that of colour-blindness. There is one 
significant thing which I have noticed in two cases of 
partial word-blindness, and it is that both subjects 
were above normal at figures. 

I am, Sir, yours faithfully, 

Rugby, April 24th, 1921. ARTHUR WOOD. 

THE DIET OF THE WEANLING. 

To the Editor of The Lancet. 

Sir,—T he annotation in your last issue on the diet 
of the weanling will be of great service if it stimulates 
interest and inquiry into the special difficulties at this 
period of life. You rightly point out the lack of sound 
principles by which the prescription of food can be 
regulated. Until these principles are outlined and 
agreed upon the diet will continue to be directed by 
rules which too often express the idiosyncrasies of the 
physician or obediently conform to some tradition or 
school and escape critical examination for that reason. 
The infant at this age shows again and again how 
much its survival owes to the versatility of its digestion. 
Nevertheless there must be rules, could we but find 
them, which might spare the strain under which even 
this versatility so often breaks down. As you quoted a 
suggestion of mine that the young child may not be so 
dependent on cow’s milk for its health and physical 
development as is commonly thought to be the case, 

I should be glad if you would allow me to explain a 
little more fully what the suggestion implied. For it 
is, I believe, quite closely concerned with one of the 
principles of dietetics whose existence it is so important 
to get defined. 

It is a common recommendation by doctors that 
during the second year of life a child requires from a 
pint and a half to two pints of milk daily. Inasmuch 
as it is practically impossible for a yearling to assimilate 
more nourishment than two pints of milk afford, this 
order implies that milk-feeding is still the essential 
feature of diet at this age. It is impossible also to 
escape the implication that the cow is really perform¬ 
ing the function of foster-mother, and is continuing to 
the eighteenth or twenty-fourth month the task which 
the mother is usually told she should abandon about 
the ninth month. It is no good doctors saying they 
do not mean this or anything like it when they recom¬ 
mend a diet chiefly of milk. The denial merely means 
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they have never thonght about what they are ordering. 
To say cow’s milk is a convenient way of giving water 
to a child is about as rational as to say whisky is a 
convenient vehicle for prescribing soda-water. Until 
Mr. Ford has realised his ingenious idea of providing a 
mechanical cow, milk remains what it always has 
been—the food of the young mammal from birth 
until the age when it can digest the diet of the 
adult. That cow’s milk forms an ingenious addi¬ 
tion to our sources of fat and protein is an aspect 
of its utility quite separate from the point at issue. 
The question here is to decide when does the normal 
infant reach the stage at which milk-feeding stops? 
Has the human mother so far lost the power of lactation 
that she can only perform half her task, and that the 
cow must finish it for her ? Or has something befallen 
our babies that nowadays, after their mothers have 
done all that can be done in the way of breast-nursing, 
they need an extra 12 or 15 months’ milk diet before 
they reach digestive independence ? To many these 
questions may sound merely a quibble. It can be 
argued that milk is a valuable food, easy to procure 
and convenient to give. On the other hand, we must 
recollect that, whereas an adult can frequently select 
or modify his diet as his inclinations prompt, a yearling 
has virtually no choice in the matter. He has, at 
any rate, to fight for a pathetically long time before 
his dislikes are admitted to have a physiological 
foundaton. 

There are many reasons for supposing the child’s 
development undergoes changes which correspond very 
accurately with the adoption of a solid in place of a 
fluid diet. The appearance of teeth, the slowed and 
altered character of growth, coincide with a marked 
change in habits. The previously placid creature, mainly 
content to sleep and feed, becomes an energetic acrobat 
who takes an immense amount of physical exercise. 
There is, further, the interesting fact, often attributed 
to obstinacy or original sin, that about this age he 
stoutly refuses to be fed entirely on milk, and shows 
an almost unconquerable preference for solid food. 
Another piece of evidence, which your annotator con¬ 
siders unprofitable, but which I still think may carry 
conviction, is to be found in the very perfect physique 
of large numbers of children to be seen playing in 
the streets of this city, who have been reared on the 
primitive plan I have suggested may be the normal. 
They have in many cases been nursed entirely at the 
breast for six or seven months. After that small 
amounts of solid food were allowed, and a steady 
substitution by their parents’ meals for the breast 
milk has gone on up to the age of about 15 months. 
From that age milk, except in the preparation of food, 
ceased to be included in their diet; water was their 
drink. The parents, if patiently questioned, will reveal 
this manner of rearing their children, but with con¬ 
siderable misgiving if the questioner be a doctor, nurse, 
or official of any sort. For they have learned that their 
plan runs directly counter to medical approval, though 
they retain a shrewd feeling that their results justify 
their method. It may surely be well worth our while 
to inquire whether these parents have preserved many 
hints on diet, handed down by precept and word 
of mouth, which contain physiological and biological 
truth of great value. Obviously the method just 
outlined is open to abuse. But one fact has impressed 
me about its application—children who have developed 
well in their first months are very easily fed by this 
method, and the process of weaning is achieved very 
smoothly. 

To suggest that this is approximately the normal 
method is not to deny the value of cow’s milk for many 
infants—dirty a food as it unfortunately still is in this 
country. It can, with proper precautions as to cleanli¬ 
ness and modification, very conveniently replace the 
mother’s milk during the later months. But the 
amount given I believe need seldom exceed 10 or 15 oz. 
per diem for the normal child, and requires to be 
steadily diminished if the full ration of solid food is 
allowed. In caseB of delicacy or illness the value in 
much larger amounts is often, of course, unquestionable 
long after the age at which it would normally have been 


given up. But it must be a common experience to see 
children—and this is a final piece of evidence which I 
believe your annotator will accept—whose development 
is thwarted and disordered simply by virtue of having 
been fed excessively on cow’s milk. Once admit the 
rationality of these children’s dislike for their diet, 
allow them to satisfy their thirst with water and share 
their parents’ food, and their nutrition tends to swing 
back towards the normal at a rate which is often 
surprising. Provided—and it is a most important 
proviso—that their parents choose food of a suitable 
kind and prepare it in a suitable manner. Exactly 
what food and what amount should be given is, of 
course, another aspect of the subject altogether, full of 
its own difficulties, But my contention is that we have 
been greatly handicapped in our search for a suitable 
diet by the unnatural incubus which pints of cow’s milk 
place on infantile digestion. 

I am, Sir, yours faithfully, 

Harold Waller. 

Cheyne Gardens, Chelsea, S.W., April 25th, 1921. 


To the Editor of The Lancet. 

Sir, —Your annotation on the Diet of the Weanling 
seems a very fair summary of the position of oar 
present knowledge of the subject. May I refer to 
some points in it ? “ Proper development of mouth and 
jaw” and “nasal breathing” are surely promoted by 
good use of all the muscles of mastication. Further, 
that the mechanical and chemical nature of the food is 
a very important factor in dental caries is certainly 
accepted by Sir Frank Colyer in his chapter on the 
subject in the last edition of Dental Pathology. 

As to habits acquired in the nursery—though the 
infant in first attacking his crust swallows most in a 
finely divided form—he necessarily has to reject a few 
large pieces which come off in his mouth. This is to 
be encouraged rather than that he should learn to bolt 
it and is a necessary and unsightly stage in the process 
of his education. The stage does not last long we find. 
Personally, from an aesthetic point of view, I prefer to 
sit at table with a child of, say, 2 years old, who 
crunches a piece of hard toast with appetite rather 
than with one who passively and absent-mindedly 
allows a nurse to poke slop food into his open mouth. 
The first child is learning self-reliance, is a pleasanter 
table companion, and almost invariably has a better 
digestion than the one who passively allows the nurse 
or mother to feed him and to substitute other fluids for 
his salivary secretion. 

I am, Sir, yours faithfully, 

Marion Cockerell, 

Medical Officer, Argyle-square Infant Welfare. 

Letchwortb, April 26th, 192V 


SEPARATION OF BACTERIA BY ALKALI 
SOLUBILITY. 

To the Editor of The Lancet. 

Sir,—I n reference to the articles by Dr. David 
Thomson on the Biochemistry of Germs, in your issues 
of April 16th and 23rd, I think it might interest him to 
know that various bacteria are not only soluble in 
different strengths of alkali, but can be separated in ft 
living state by this means. The technique, which has 
been elaborated by Mr. W. J. Matthews, the assistant 
at the pathological department of the Bristol Royal 
Infirmary, for the rapid separation of organisms in the 
preparation of vaccines is, without entering into 
minutiae, as follows :— 

All Gram-negative organisms may be removed by deci- 
normal NaOH. The treatment of the deposit of bacteria 
left after centrifuging with normal NaOH will kill all the 
commonly found Gram-positive saprophytes and leave 
streptococci and staphylococci alive. These can be separated 
by still stronger alkali, the staphylococci being the more 
resistant. 

By employing different strengths of alkali combined witn 
subsequent growth in selective media rapid separations of 
bacteria can be effected and pure cultures obtained within 
24 hours. Acids can be similarly employed, but are not aa 
useful. 
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These devices were suggested by the preparation of 
detoxicated vaccines as described by Dr. Thomson, and 
have saved much time and trouble during the last year. 
Dr. Thomson believes the bacterial proteins to be 
similar to animal proteins. My observations lead me 
to believe that they differ much from both animal and 
vegetable proteins; for example, the alkaline solutions 
scarcely yield a biuret reaction. 

I am, Sir, yours faithfully, 

Clifton, Bristol, April26tb, 1921. J. R. KAY-MOUAT. 

JERUSALEM UNIVERSITY LIBRARY. 

To the Editor of The Lancet. 

Sir,—A t the Third Annual Conference of the Inter- 
University Jewish Federation, held at Oriel College, 
Oxford, on August 3rd, 1920, it was unanimously 
resolved, in response to a request of the Zionist Organisa¬ 
tion, to render every possible assistance to all efforts on 
behalf of the Hebrew University at Jerusalem. The 
most urgent need at the present juncture is an 
immediate and abundant supply of books for the 
Jerusalem University Library. We can conceive no 
cause more precious and commendable than the full 
development and firm consolidation of the intellectual 
and spiritual resources of the Jewish National Home. 
To this end books are the first requisite. In a scarcity 
of books the mind of a people is denied free expansion 
and healthy growth. To Jews with their love of 
learning the want of books is most distressing. In 
Palestine, unfortunately, there Is a real book famine, 
and even with help from all over the world it will need 
a great effort to build up the present University 
library of about 40,000 volumes into an up-to-date 
library worthy of the Jewish University. 

Serious works dealing with all branches of knowledge, 
standard works of fiction in any language, and more 
especially books which will be of use to university 
students are needed. Books on Hebraica, Judaica, and 
Semitica, mathematics, physics, chemistry, micro¬ 
biology, and medical research are, however, the most 
urgently called for, as the first departments of the 
University that are to be opened will deal in research 
in these subjects. Books on law, economics, history, 
and philosophy will also be much appreciated. Sets of 
scientific journals, transactions of learned societies, 
official reports, and other publications and works and 
pamphlets of permanent value are especially required ; 
good text-books of established repute will also be useful. 

Considering that this is an important step towards a 
spiritual revival of Palestine and that our credit as an 
enlightened people is at stake, we appeal to your readers 
to send all the books they can spare as a free-will 
offering to those who will treasure them in Palestine. 
A single book will be welcome; but it is hoped that 
donors will send as many as they can. Gifts of books 
may be sent either direct to “ The University Library, 
Jerusalem,’* or to the hon. secretary, Mr. D. B. Stanhill, 
B.Sc., F.I.C., 75, Great Russell-street, London, W.C. 1, 
who will, if necessary, arrange for the collection of the 
books. An artistically designed book-plate, the generous 
work of Mrs. L. PUichowski (Lena Pillico) will per¬ 
manently record the names of the donors. 

We are, Sir, yours faithfully, 

S. Alexander, chairman. 

ISRAEL M. SIEFF, Treasurer. 

D. B. STANHILL, Hon. Secretary. 

April 21st, 1921. HARRY DAGUT, Chairman, I.U.J.F. 

VENEREAL INFECTION IN RHINE ARMY. 

To the Editor of The Lancet. 

Sir,—W ith further reference to my letters 1 giving 
the American rate for January-October, 1920, as 142 per 
1000 per annum, and for November 1920-April, 1921, as 
114 per 1000 per annum, I now learn that the American 
rate has been still further reduced, the latest available 
figures being as follows:— 

Week ending April 1st .^ er 76-26 P * 

„ „ „ 8fch . 79*74 


1 The Lancet, March 26th (p. 666) and April 16th (p. 826). 


We are still without any better figures for the British 
Forces on the Rhine than those quoted recently in 
Parliament—viz., 168 per 1000 per annum—more than 
twice the present American rate. 

As the question of issuing directions with medica¬ 
ments is now under official consideration in England 
I quote the following from, a recent American Army 
report:— 

“The use of ointment or cream as a protective and 
lubricant before intercourse has been insisted upon by us 
for some time. The printed directions which are securely 
pasted to the container in which all individual prophylactics are 
issued are specific oti this point. It is without doubt a pre¬ 
ventive measure of great value. The principle has been 
made use of by mechanics in the preliminary preparation of 
their hands with soap before work. The soap fills the pores 
of the skin, thus preventing grease and dirt from penetrating, 
while subsequent cleansing is greatly facilitated. Our chief 
difficulty lies in getting men to use prophylaxis (either 
personal or at stations), and this in spite of the fact that all 
men who acquire venereal disease without having taken 
prophylaxis at stations are brought before courts martial.” 

This also was the chief difficulty with the Anzacs, 
but we overcame it very largely (1) by personal appeals 
for cleanliness for the sake of the women and children 
at home; and (2) by recommending disinfection with 
absolute confidence, and attributing failures not to the 
medicaments but to careless application—the individual 
responsibility of the man who incurred the risk of 
disease. I am, Sir, yours faithfully, 

Ettie A. Rout, 

April 26th, 1921. Late Hon. Sec., N.Z. Volunteer Sisters. 


HYPNO-NARCOSIS. 

To the Editor of The Lancet. 

Sir, —In your interesting leading article in 
The Lancet of April 16th on Professor Friedlander’s 
hypno-narcosis, you mention James Esdaile’s work on 
surgical operations under mesmerism. I would ask you 
to permit me to make a few additional remarks 
with reference to the latter. Esdaile was a 
surgeon in the Indian Medical Service ; he followed 
Thomas Wise 1 (another surgeon in that Service) as 
civil surgeon of Hooghly (near Calcutta) in 1839. 
He commenced operating under mesmerism on 
April 4th, 1845, at Hooghly, and in eight months he 
carried out 73 operations on patients, some of them 
being major operations, such as removal of scrotal 
tumours (one of which weighed 80 lb.), excision of 
the breast, amputations, &c. On receiving the record 
of these Government ordered a committee to report 
on further experiments carried out by Esdaile in the 
Calcutta Native Hospital. Of the first ten patients 
experimented on three could not be mesmerised; the 
other seven were mesmerised and operated on 
successfully, in four painlessly, in three the com¬ 
plete absence of pain was considered doubtful. The 
committee’s report being favourable, the Govern¬ 
ment sanctioned the opening of a mesmeric hospital in 
Calcutta in November, 1846, for one year. Into this 
hospital all kinds of surgical cases were admitted for 
operation under mesmerism. It was closed in January, 
1848. The public of Calcutta appealed to Government 
to keep the institution going ; the reply given was that 
this could be done by voluntary subscription. It was 
reopened under Esdaile on Sept. 1st, 1848, but only for 
another year. Shortly after this Esdaile was appointed 
as superintendent of a large dispensary in Calcutta, 
and continued to practise mesmerism in it until June, 
1851. I am indebted to Lieutenant-Colonel D. G. 
Crawford’s delightful “ History of the Indian Medical 
Service ” for some of these facts. 

The introduction of chloroform in 1847 by Sir James 
Simpson naturally militated against the widespread 
use of mesmerism to produce unconsciousness in opera¬ 
tions. If Esdaile had worked a century earlier, or the 
discovery of general anaesthesia had been delayed for a 
few generations he, like Sir James Simpson, would have 
been enrolled among the immortals. 


1 Wise was the author of one of the best accounts we possess of 
Ayurvedic treatment, entitled Commentary on the Hindu System 
of Medicine, Calcutta, 1845. 
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Regarding Esdaile’s work the late Mr. F. W. H. 
Myers 8 says:— 

“ His success was absolutely unique; it waB certainly 
(setting aside supernormal phenomena) the most extra¬ 
ordinary performance in mesmeric history. Had not his 
achievements been matters of official record the apparent 
impossibility of repeating them would probably by this time 
have been held to have disproved them altogether.” 

A further reference 3 to Esdaile’s work states that he 
performed “ upwards of 300 capital operations of every 
description, and many of them of the most terrible 
nature, without inflicting pain on the patients, and in 
every instance the insensibility was produced in this 
fashion.” 

The phenomena of hypnotism have long been known 
to almost all Oriental nations. The fakirs of India, the 
musicians of Persia, the priesthood of Egypt and Greece, 
the seers of Rome, the monastic recluses of the Middle 
Ages, and the ecstatics of the seventeenth and early 
eighteenth centuries, exhibited many symptoms attri¬ 
buted by religious enthusiasts to supernatural agencies, 
but explicable by what is now known of hypnotism. The 
Jogins, who appear to hibernate at will; the Dandins, 
who become cataleptoid by 12,000 repetitions of the 
sacred word “Om,” might be instances of auto¬ 
hypnotism. Hue and Hedwald tell us of hypnosis in 
Buddhist monasteries and convents in Thibet, and 
Sperling speaks of the postures of dervishes at Con¬ 
stantinople as due to auto-hypnotism. Many strange 
stories are related of Indian fakirs; if the incidents 
described are not jugglers’ tricks, they are possibly 
connected with self-induced hypnosis. 

I am, Sir, yours faithfully, 

P. Hehir, 

April 16th, 1921. Major-General. I.M.S. (ret.). 


ANTITYPHUS VACCINATION. 

To the Editor of The Lancet. 

Sir,—I think it is of importance to correct an 
inexactitude in the article by my friends Dr. J. M. 
Mitchell and Dr. G. P. N. Richardson, dealing with the 
preparation of antityphus vaccine, in The Lancet of 
April 9th (p. 742). I acquainted them with details of 
the preparation of vaccine which I used at the time 
when I was testing the result of the addition of carbolic 
acid; this addition was rejected, as it produced , even in 
very small quantities {0“J5 per cent.) secondary coagu¬ 
lation of blood during inactivation. The addition of 
carbolic acid after inactivation was considered 
dangerous. The conditions under which the work was 
done were very unfavourable. There was no available 
laboratory; all instruments and apparatus were 
improvised from kitchen jars, wine bottles, &c., as it 
was impossible to obtain proper materials in Russia. 
The blood was inactivated in stoppered bottles com¬ 
pletely immersed in water; superfluous opening 
for addition of any preservative was considered 
dangerous under the existing conditions of preparation. 
Moreover, in about 500 cases where injections were 
given during the epidemic of November and 
December, 1919, mentioned in the article, I observed 
no complication. 

I am, Sir, yours faithfully, 

Dr. I. N. ASHE8HOV, 
i/c of Government Bacteriological Laboratory, 

April 17th, 1921. Dubrovnik (Rugusa), Yugoslavia. 

THE ANTENATAL CLINIC AND PLACENTA 
PR.EVIA. 

To the Editor of The LANCET. 

Sir,—I t will be distinctly advantageous when the 
antenatal clinic is advised and carried out by the 
medical profession as a routine practice in the case of 
every woman during the last month of pregnancy. By 
this means the following would be known beforehand:— 

(1) Whether a natural labour may be expected. 

(2) If all organs are working properly. 

(3) Whether the pelvic measurements are normal. 


2 Human Personality, and its Survival of Bodily Death. 1., p. 160, 
quoted by D. G. Crawford in History of the Ind. Med. Service, 
ii., p. 156. * Medical PresB. vol. cxlvii., Oct. 3rd, 1888, p. 336. 


(4) Whether labour is obstructed, and by what. 

(5) The position of child and probable presentation. 

(6) The site of the placenta. 

If the placental souffle can be easily heard when the 
stethoscope is placed on the abdomen over the fundus 
uteri, all anxiety on this subject may cease, but if not 
heard the cervix must be investigated, when a thickened 
feeling will confirm the suspicion of the presepce of the 
placenta. For the purpose of further investigating a 
solid wooden instrument has been made, consisting of 
a smaller end which is passed up to the os uteri, while 
to the larger end which’ projects a binaural stethoscope 
can be applied. Thus, through a good conductor is 
conveyed the sound of placental circulation, and if 
present, the diagnosis of placenta prsevia may be con¬ 
sidered certain and Caesarean section called for. 

I am, Sir, yours faithfully. 

Deal, April 15th, 1921. THOMAS H. MORSE, F.R.C.S. 


UNIVERSITY OF BIRMINGHAM: LECTURESHIP 
IN PSYCHOTHERAPY. 

To the Editor of The LANCET. 

Sir,—M ay I correct an error that has crept into the 
announcement of the lectureship in Psychotherapy at 
Birmingham University in your advertisement columns 
of April 16th ? I am there wrongly described as lecturer 
in Psychotherapy at King’s College, whereas my position 
is the more humble one of lecturer in Psychology. The 
announcement has naturally given rise to some mis¬ 
apprehension. I am, Sir, yours faithfully, 

Harley-street, W. April 17th, 1921. J. A. HADFIELD. 

*,* We make the correction gladly, adding that the 
wording of the advertisement was precisely as received 
from the University of Birmingham.— Ed. L. 

THE INFLUENCE OF AERATION ON THE 
ANTISCORBUTIC FACTOR. 

To the Editor of THE LANCET. 

SIR,—I have just noted the article by Dr. S. S. Zilva 
which you published in your issue of March 5th on this 
subject. I have thought that your readers might be 
interested in the fact that this is a confirmation of work 
which I reported before the meeting of the British 
Medical Association last summer, and of which the 
following is a short account. You will see that Dr. Zilva’s 
work confirms mine.—I am, Sir, yours faithfully, 

Alfred F. Hess. 

West 86th-street, New York, April 2nd. 1921. 

[. Enclosure .] 

The Destructive Effect of Oxidation on Akti 
scorbutic Vitamin . 1 

BY ALFRED F. HESS AND LESTER J. UNGER. 

[From the Department of Pathology. College of Physicians and 
Sn r aeon a. New York City.) 

As stated elsewhere (Hess, A. F. : Brit Med. Jour., 1920. 
ii., 147), the antiscorbutic vitamin is destroyed by oxidation. 
Such was found to be the case when 4 c.cm. of a normal 
solution of hydrogen peroxide were added to a litre of raw 
milk, which was then placed in the incubator overnight. 
Bacteria did not develop in the incubator under these con¬ 
ditions. When 80 c.cm. per capita of this milk was fed to 
guinea-pigs, in addition to oats, they all developed scurvy 
in about three to four weeks, a result similar to feeding 
experiments with milk which had been autoclaved for 
one hour at 120° C. The addition of orange juice to the 
dietary served either to protect or to cure animals on this 
dietary. 

Orange juice subjected to oxygen for a short period was 
likewise found to have lost some of its potency. Previously 
we had found that milk or tomato juice which had been 
shaken had lost some of this vitamin. Probably this 
deleterious action is partly due to the effect of oxidation. 
The harmful effect of “ageing” may also be interpreted in 
this way. 

Ab foodstuffs undergo oxidative processes frequently in 
the course of various manipulations, no doubt this factor 
plays an important rdle. This action probably explains 
the differences in the antiscorbutic potency of foodstuffs 
which have been treated in apparently similar ways, for 
example, of milk which has been heated in open pans or in 
hermetically sealed bottles. 


1 Reprinted from the Proceedings of the Society for Experi¬ 
mental Biology and Medicine, 1921, xviii., p. 143. 
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Cfu Strfrirts. 


INDIAN MEDICAL SERVICE: CIVIL 
EMPLOYMENT PAY. 


The following communique has been received from 
the India Office :— 


1. With effect from Jan. 1st, 1920, the new scales of pay for 
officers of the Indian Medical Service in civil employment 
are as follows:— 

(a) The rates of pay for officers of the Indian Medical 
8ervice in civil employment, who hold one of the following 
appointments, are as specified below:— 

Director-General, Indian Medical Service, Rs.3500. 
Sorgeons-General, Rs.3000. 

Inspectors-GeneraI of Civil Hospitals, Rs.2750. 

Sanitary Commissioner with the Government of India, 
Rs.2500, rising bv annual increments of Rs.100 to 
Ra.3000. 


Inspectors-General of Prisons, Rs.2300, rising by annnal 
increments of Rs.50 to Rs.2500. 

Sanitary Commissioners, Bengal, Bihar and Orissa, 
United Provinces, Punjab, Madras, Burma, Bombay 
and Central Provinces, Rs.2100, rising by annual 
increments of Rs.60 to Rs.2400. 

Sanitary Commissioner, Assam, Rs.1950, rising by 
annual increments of Rs.50 to Rs.2300. 

Principal, Medical College, Calcutta, Rs.2350. 

Superintendent, Campbell Medical School, Calcutta, 
Rs.2350 for a Lieutenant-Colonel and Rs.1950 for a 
Major. 

Senior Medical Officer, Port Blair, Rs.1950. 

Surgeon Superintendent, Presidency General Hospital, 
Calcutta, Rs.2350. 

Surgeon Superintendent, St. George’s Hospital, Bombav, 
Rs. 2350. 

Superintendent, General Hospital, Rangoon, Rs.2150. 

M The rates of pay of officers of the Indian Medical 
Service in civil employment, who do not hold any of the 
appointments specified in the other clauses of this paragraph, 
are shown in the following statement:— 


Overseas Total 
Pay. pay. pay. 


Bank and Service. Rupee. 

Lieutenant. 500 

Captain— 

ii.) During the first 3 years' service as 

Captain. 650 

ii. ) With more than 3 and less than 

6 years’ service as Captain. 750 

tii.) With more than 6 years’ service 

as Captain. 850 

Major— 

(i.l During the first 3 years' service as 

Major . 950 

(ii.) With more than 3 and less than 

6 years’ service as Major .1100 

iii. ) With more than 6 years’ service as 

Major .1250 

Lieutenant-Colonel— 

li.) Until completion of 23 years total 

service.1500 

ui.) During the 24th and 25th years’ of 

service ... ... .1600 

(iii.) After completion of 25 years' total 

service.1700 

•iv.) When selected for increased pay ... 1850 


per 

150 

month. 
... 650 

150 

... 800 

200 

... 950 

200 

... 1050 

250 

... 1200 

250 

... 1350 

250 

... 1500 

250 

... 1750 

250 

... 1850 

250 

250 

... 1950 
... 2100 


(<•) The rates of pay in columns (3) and (5) of the statement 
in clause ih) are increased by Rs.250 a month for all officers 
of the Indian Medical Service who hold one of the following 
appointments: (1) Professorial appointments, Bengal, Punjab, 
Tnited Provinces, Madras, and Bombay; (2) Principal, 
Lahore Medical College; (3) Principal, Lucknow Medical 
College ; (4) Surgeon to Gokuldas Tejpal Hospital, Bombay; 
■5) Imperial Serologist; (6) appointments in the Bacterio¬ 
logical Department; (7) Chemical Examiners; (8) Deputy 
Sanitary Commissioners; (9) Port Health Officers at Bombay, 
Calcutta, Rangoon, and Aden; (10) Health Officers, Simla, 
Imperial Delhi, and Delhi Municipality; (11) Plague Medical 
Officers;. (12) Deputy Director-General, Indian Medical 
Service; (13) Assistant Directors-General, Indian Medical 
Service (Sanitary), and (Stores); (14) Surgeon to His 
Excellency the Viceroy; (15) Police Surgeon, Rangoon; 
16) Superintendents, Central Lunatic Asylums; (17) Super¬ 
intendent, X Ray Institute; (18) Superintendent, Royal 
Botanical Gardens, Calcutta. 

id) The rates of pay in columns (3) and (5) of the statement 
in clause (b) are increased by Rs.200a month for all officers 
of the Indian Medical Service who hold one of the following 
appointments: (I) First and Second Resident Surgeons, 
Presidency General Hospital, Calcutta; (2) Resident 

Surgeon, St. George’s Hospital, Bombay; (3) Surgeons to 
Their Excellencies the Governors of Bombay, Madras, and 

Bengal. 


(e) For Superintendents of 1st class Central Jails and the 
Second Medical Officer, Port Blair, the rates of pay in 
columns (3) and (5) of the statement in clause (/>) are 
increased Dy Rs.150 a month. 

(/) For personal assistants to Snrgeons-General the rates 
of pay in columns (3) and (5) of the statement in clause (ft) 
are increased by Rs.100 a month. 

(jj) For Superintendents, 2nd class Central Jails, the rates 
of pay in columns (3) and (5) of the statement in clause [b) 
are increased by Rs.50 a month. 

(h) In addition to the above rates of pay officers of the 
Indian Medical Service who hold one of the following 
appointments draw in addition the duty allowances 
mentioned : (1) Officers of the Bacteriological Department 
who are directors of 1st class Central and Provincial 
Laboratories, Rs.200 a month. (2) Officers of the Bacterio¬ 
logical Department who are Directors of Pasteur Institutes, 
Rs.100 a month. (3) Deputy Director-General, Indian 
Medical Service, Rs.400 a month, subject to a maximum of 
Rs.2500 a month for the total pay and duty allowance 
combined. (4) Assistant Directors-General, Indian Medical 
Service (Sanitary) and (Stores), Rs. 250 a month, subject to a 
maximum of Rs.2500 a month for the total pay and duty 
allowance combined. 

Xote .—The appointment of Additional Assistant Director- 
General, Indian Medical Service, will, for the present, 
continue to grade for the purposes of pay as a Deputy 
Assistant Director, Medical Services, Army Headquarters. 

2. The rates of overseas pay specified in Para. 1, clause (b), 
apply only to the officers of the Indian Medical Service in 
civil employment who fall under Para. 1, clauses (6) to (h). 
This overseas pay will be drawn by all such officers who 
were in permanent service on Dec. 1st, 1918, and by all such 
British officers who have joined or may join the service after 
that date. Such Indian officers who have joined or may 
join the permanent service after Dec. 1st, 1918, will not be 
allowed to draw this overseas pay, unless they are already 
drawing pay at a higher rate than is admissible without 
overseas pay, in which case they will continue to enjoy the 
benefit oi that higher rate for so long as they would other¬ 
wise have done; but they will not receive any further 
increment until it is due to them under the scales now 
sanctioned. 

3. Exchange compensation allowance is withdrawn with 
effect from Jan. 1st, 1920. 

4. In bringing officers at present in service on to the revised 
rates of pay, Articles 156 to 158 of the Civil Service Regula¬ 
tions will not apply. A personal allowance is, however, 
sanctioned for all existing incumbents of offices, who are 
drawing a salary greater than that admissible under the 
scales now sanctioned so as to bring their emoluments up to 
the amount now enjoyed. These personal allowances will 
be absorbed as increments are earned. 

5. Subject to the provision in para. 4, the initial pay of the 
scales now sanctioned in the c£se of an officer who holds an 
appointment on a time-scale of pay specified in para. 1, 
clause (a), will be regulated according to the number of 
years he has held the appointment permanently, and the 
broken period of a year of service which such an officer has 
put in before Jan. 1st, 1920, will remain at his credit for the 
next increment. 

A r of<\ The rates of pay in para. 1, clause lb) apply to all 
appointments held by officers of the Indian Medical Service 
in civil employ which are not specified in the remaining 
clauses of that paragraph. These include, amongst others, 
the following appointments: Civil Surgeons; Agency 
Surgeons; Presidency Surgeons, 1st and 2nd Districts, 
Bombay; Police Surgeou, Calcutta; Senior Surgeon and 
ex-officio Sanitary Commissioner, Mysore Darbar ; Medical 
Officer, Kathiawar Political Agency; Ophthalmic Surgeon, 
General Hospital, Rangoon; Medical Officer, Seistan; 
Director, Medical Department, Bikanir; Medical Officer, 
Mewar Bhil Corps, Kherwara; Superintendent of Mahablesh- 
war; Superintendent of Matheran; Resident Surgeon, 
Medical College, Calcutta; Resident Physician, Medical 
College, Calcutta; Resident Surgeon, Eden Hospital, 
Calcutta; Resident Medical Officer, General Hospital, 
Madras; and Assistant Superintendent, Government 
Maternity Hospital, Madras. 


ROYAL NAVAL MEDICAL SERVICE. 

Surgeon Rear-Admiral C. S. Woodwright, placed on Retired List 
at own request. 

The following appointments have been made: Surg. Cmdrs. 
H. Huskinson, W. S. H. Soqueiro. S. F. Dudley, and S. Roach, to 
President, additional, for three months’ hospital course; and 
H. W. B. Shewed to ltrveno<, as Squadron Medical Otlicer; Surg.- 
Lieut. Cmdr. M. S. Moore to the President, additional, for three 
months’ hospital course. _ 

ARMY MEDICAL SERVICE. 

Col. S. A. Archer is placed on retired pay on account of ill-health 
contracted on active service. 
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ROYAL ARMY MEDICAL CORPS. 

Major J. Mackenzie to be temporary Lieutenant-Colonel whilst 
specially employed. 

Capt. R. Ellis retires, receiving a gratuity, and is granted the 
rank of Major. , . 

Temp. Capt. M. Bates relinquishes the acting rank of Major. 

Capt. C. B. Hogg is placed on the half-pay list on account of 
ill-health. 

Temporary Captains relinquishing their commissions and retain¬ 
ing the rank of Captain: W. B. Wilson, B. A. Cheadle, W. L. 
Young, R. S. Dollard, J. G. M. Sloane, and W. F. Gardener. 

Lieut, (temp. Capt.) M. F. D. Graham resigns his commission and 
is granted the rank of Captain. 

SPECIAL RESERVE OF OFFICERS. 

The undermentioned Captains relinquish their commissions and 
retain the rank of Captain : H. Smith and G. Day. 

DEFENCE FORCE. 

To be temporary Major: J. A. Clark. To be temporary Captains: 
B. Coplans, T. P. Cole, C. H. Carlton, G. F. Hardy, and A. M.. 
Johnson. To be temporary Lieutenants : O. G. Misquith, C. S 
Atkin, and P. Lloyd-Williams. 

West Riding Field Ambulance (D.F.):—To be temporary Lieu¬ 
tenant-Colonels: J. Mackinnon, F. Whalley, and W. Lister. 

TERRITORIAL FORCE. 

Lieut.-Col. A. H. Vernon to command the 3rd S. Casualty Clearing 
Station. 

Capt. (Bt. Major) A. Walker to be Major. 

Major M. White. R.A.M.C., to be Adjutant of the R.A.M.O. School 
of Instruction. Welsh Division (T.F.). 

Major J. Ward vacates the appointment of D.A.D.M.S. 44th 
(Home Counties) Division. 

Capts. D. S. Sutherland and E. L. Rowse to be Majors. 

Capts. A. E. Chisholm (late R.A.M.C.) and J. McKay (late 
R.A.M.C., S.R.) to be Captains. 

Capts. B. G. Goodwin and E. G. Anderson resign their 
commissions and retain the rank of Captain. 

1st London (C. of L.) General Hospital: Major (Bt. Lieut.-Col.) 
W. McA. Eccles is restored to the establishment. 

1st London (C. of L.) Sanitary Company: Capt. H. Holroyd resigns 
his commission and retains the rank of Captain. 

2nd London Sanitary Company: Capt. R. O. Sibley resigns bis 
commission and is granted the rank of Major. 


ROYAL AIR FORCE. 

R. J. Monahan and J. Craig are granted temporary commissions 
as Flight Lieutenants. 



ALEXANDER WYNTER BLYTH, M.R.C.S. Eng., 
L.S.A., F.C.S., F.I.C., 

BARRISTER-AT-LAW; PUBLIC ANALYST FOB MARYLBBONE. 

The death on March 30th, in his seventy-seventh 
year, of Mr. Wynter Blyth has removed a medical man 
of wide scientific attainment. Bom in 1845 at 
Woolwich, where his father was in practice, Wynter 
Blyth was educated at King's College, London, of 
which he later became an associate, qualifying in 
1870. He studied law at Lincoln’s Inn, being called 
to the Bar in 1889. Starting in general practice in 
Devon, he was soon drawn to the preventive side of 
medicine, first becoming medical officer of health for 
the North Devon Combined District, and analyst for 
the county, and then for over 25 years medical officer 
of health to the Metropolitan Borough of Marylebone, 
to which body at the time of his death he was still 
public analyst. Wynter Blyth’s literary work met the 
needs of a large circle of readers. His Dictionary of 
Hygione and Public Health, frankly based upon the 
model set by Tardieu, became a standard work of 
reference in sanitary science, and helped to bring 
about much-needed measures of reform. Other large 
books followed : Foods, their Composition and Analysis; 
Poisons, their Effects and Detection; Diet in Relation 
to Health and Work; and a Manual of Public Health. 
In 1893 he issued his Lectures on Sanitary Law, 
founded upon a course delivered at the old College of 
State Medicine, where he was professor of hygiene, 
and the sound advice to medical officers contained in it 
enabled many of them to secure more effective hygienic 
administration in their districts. A friend and colleague 
writes of him:— 

Wynter Blyth was well known among the fellows and 
members of the Royal Sanitary Institute, to which he had 
given long and devoted service. He was twice chairman of 
its Council and for 35 years a member of its board of 
examiners, on which his cheery manner did much to 
enliven the arduous duties. About 12 years ago he resigned 


his position as M.O.H. for Maiylebone and oonflned his 3 
energies to analytical work. His ability in this direction ' 
soon considerably increased his practice, and he enjoyed in 
the later years of his life the perfect freedom of thought and ! 
action which is not always possible with a municipal officer. : 
Always a hard worker, he recognised the value of recreation, 
and in recent years he pursued a hobby of farming, on a 
small scale, at Kintbury, which his technical knowledge 
helped to make a success. He was a keen automobilist and 
chess-player. A scientist himself of no mean calibre, he was 
extremely modest of his own attainments, and remained a 
student to the end. 

With these qualities and attainments Wynter Blyth 
was called upon to make many public engagements. 
He presided over the Society of Medical Officers of 
Health, and he was a Fellow of the Soci6t6 Frang&ise 
d’ Hygiene and of the Italian Society of Hygiene at 
Milan. His death occurred suddenly while he was at 
work in his laboratory. 
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NOTES ON CURRENT TOPICS. 

Public Health ( Tuberculosis) Bill. 

The Public Health (Tuberculosis) Bill was considered by 
Standing Committee B of the House of Commons on 
April 21st, Sir Watson Rutherford in the chair. 

On Clause 1, which makes further provision with respect 
to arrangements for treatment, Mr. Grundy moved an 
amendment to secure a review of all existing schemes. His 
object, he said, was to provide that schemes which might be 
inadequate might be brought up to the standard of efficiency 
necessary for dealing with tuberculosis.—Sir A. Mohd 
(Minister of Health) resisted the amendment. It was 
impossible, he said, to accept in Committee an amendment 
which changed entirely the character of an agreed Bill, and 
which, instead of putting matters forward, made what was 
now much clearer rather more obscure.—Major Farquharson 
said he could not help feeling admiration for the enthusiasm 
which certain honourable Members displayed towards what 
they described as the inadequacy of tuberculous treatment, but 
when that sentiment was placed vis-a-vi* to the best scientific 
opinion, and the results of sanatorium treatment bo far, he 
suggested that they should calm their enthusiasm for 
extensive and expensive schemes of treatment until the 
experimental stage of these treatment methods had been 
passed. Scientific opinion at the present time had great 
doubts as to the effect of sanatorium treatment in doing 
anything more than palliating for a short time the un 
fortunate position of the tuberculous person. Only the 
other day a magnificent book was published written by one 
of America’s greatest physicians, who had made tuberculosis 
a special study. The sum and substance of the conclusions 
of this very distinguished American scientist was that a 
tuberculous free population in this country would be abso¬ 
lutely unequipped for existence. In other words, if they 
took a group of 20 or 25 children and reared them until they 
were of adult age under conditions which precluded the 
possibility of tuberculous infection, and the time came when 
they would have to go out into the world free of the restric 
tions which had kept them tuberculous free, they would 
inevitably succumb, one after the other, to the infection, 
which would be so extreme that it would sweep them away 
in a state of tuberculosis in no time. Therefore ne asked the 
Committee not to seek to impose standards of adequacy 
upon local authorities, but to accept the position as 
it was now. The more he read up-to-date science, 
and the older he became, the more he was thrown 
back on the wisdom of our grandmothers and grandfathers 
The average grandmother knew that a child was to havf 
measles, scarlet fever, and all the rest of the zymotic 
diseases, and very properly and very scientifically sh» 
exposed her children to those diseases, because the occur 
rence of that disease gave them immunity. Precisely th< 
same thing happened in regard to tuberculosis. It was par 
of Nature’s freely given immunity to the population of thi 
country that the small doseBof tuberculous infection thatw 
did get acted as a protection against a more severe attach 
and gave us in a measure the physical equipment to stan 
what Mr. Mantalini described as the “ demnition climate 
of this country. We could not expect, and in fact it woul 
not be wise economically, scientifically, or in any othe 
way, for our people to seek to become tuberculous free. Tb 
Committee would do well not to alter the Bill, whiohwe 
a really good equipment for the purpose in view.—Captai 
Elliot said he would vote in favour of the Bill as it stoo 
because, although he did not agree with some of tt 
speeches that had been made, he thought the essentia 


The Lancet,] 


PARLIAMENTARY INTELLIGENCE. 


[April 80,1991 941 


thing was to get the cooperation of the local authorities. 
It would cause the greatest injury to public health if it came 
to be supposed that a policy was being dictatorially settled 
at Whitehall and forced upon a reluctant set of local 
authorities.—On a division the amendment was rejected by 
23 votes to 10. 

Sir R. Thomas moved an amendmeht, the purpose of 
which was to acknowledge in the Bill the King Edward VII. 
Welsh National Memorial Association, which is the 
approved authority in Wales at the present time.—Sir A. 
Mono accepted the amendment which was agreed to. 

Sir H. Nield moved an amendment under which a 
council shall not be deemed in default as a result of the 
withdrawal of or diminution in the rate of the Exchequer 
contributions. It would be a monstrous thing to have the 
whole expense transferred to the councils. It had been 
known in other Departments—he excluded any reference to 
the present Ministry of Health—that work had been done 
on the basis of a contribution from the Exchequer, and as 
time went on they had managed very skilfully to withdraw 
their own contribution, and to leave the unfortunate rate¬ 
payer to bear the whole burden of the work which the 
Government had induced.—Sir A. Mond said that although 
he felt that this amendment was of an ultra precautionary 
nature, in order to allay any anxiety he would accept it.— 
The amendment was agreed to. 

On Clause 3, which gives power to councils to act through 
committees, Mr. T. Thomson moved an amendment to make 
obligatory the codption of persons specially qualified. He 
hoped that the Minister would see his way to redeem the 
given by his predecessor that the members of 

jially nominated and 
tajor Farquharson said 


isurance Committees should be si 
codpted on tg the local authority.—Id 
h« had every respect for the members of these committees, 
but after all they had merely a pen-and-ink experience of the 
administration of tuberculosis. Instead of the legislature 
seeking to strike at the autonomy of the local authorities it 
ought really to strengthen them. The local authority that 
had a certain measure of confidence reposed in it to use its 
own discretion in these matters was one from which they 
would get far more effective work than if they imposed all 
sorts of trumpery conditions.—The amendment was 
negatived. 

Mr. Tyson Wilson moved a new clause providing for 
after care of tuberculous patients by counoils.—Sir A. Mond 
said that although he could not bind himself to accept the 
exact wording of the clause he would agree to the principle.— 
The new clause was agreed to. 

Dr. Nathan Raw moved a new clause providing that the 
Seamen’s National Insurance Society should be deemed to 
have the same status, powers, and duties as any council of 
any county or county borough. He said seamen arriving at 
any port in this country were no longer able to receive 
sanatorium benefits under the Insurance Act. He wished 
to ask the Minister if he would consider the question of 
setting up some central committee which would be able to 
deal with all seamen at any port of entry in this country and 
allow them to receive sanatorium benefit.—Sir Kingsley 
Wood said this society had done very excellent work on 
behalf of the seamen. But only half of the seamen of the 
country belonged to the society, and, of course, the other 
half under the Insurance Act got their benefits one way or 
another through the Insurance Committees. The Minister 
recognised the considerable difficulty these men had in 
obtaining benefit, and he would confer with Dr. Raw and 
others interested to see if anything could be done. The 
Minister would do all he could in connexion with this 
excellent society.—The Chairman said the clause was out 
of order and he could not put it to the Committee. He had 
allowed a few remarks upon it in order to elicit some state¬ 
ment from the Government on the matter. 

The Committee stage of the Bill was completed and the 
measure as amended was ordered to be reported to the 
House. 


HOUSE OF COMMONS. 

Wednesday, April 20th. 

Bonus to Tuberculous Ex-Service Men. 

Mr. Myers asked the Minister of Pensions whether local 
war pensions committees had, for many months past, been 
asking for a ruling with regard to the payment of bonus to 
ex-Service men suffering from tuberculosis admitted as 
attributable to or aggravated by service who had completed 
a course of training arranged by local insurance committees; 
and whether he would state the reason why these men were 
deprived of benefits enjoyed by’ all other ex-Service 
trainees.—Mr. Alfred Davies asked the Minister of Health 
whether he was aware that ex-Service men suffering from 
tuberculosis accepted as attributable to or aggravated by 
service, who underwent a recognised course of training 
arranged by the local insurance committees, were unable to 
obtain payment of the bonus paid on termination of courses 


of training arranged by the Ministry of Labour, or, in the 
case of concurrent training and treatment, by the Ministry 
of Pensions; whether he could explain why these men 
should be thus penalised; and whether he would take steps 
to ensure that these trainees should enjoy the same benefits 
as other disabled ex-Service men.—Mr. Ian Macpherson 
(Minister of Pensions) replied: The training bonus is payable 
in cases where a disabled man, who is obliged in con¬ 
sequence of his disability to change his pre-war occupa¬ 
tion, has satisfactorily completed a course of training which 
is certified by representatives of the trade as adequate 
to equip him for his new occupation. It is the practice 
of my Department and of the Ministry of Labour to secure 
trade approval both of the course of training and of the 
individual trainee in order to provide the man with the best 
chance of securing regular and permanent employment in 
the new trade he has selected. So far as men suffering from 
tuberculosis have received training of this character m any 
class of institution the bonus has been paid. Difficulty has, 
I understand, been experienced by the Ministry of Health 
with regard to the provision of courses of instructions in 
technical trades, and in such trades the training at present 
given is, for the most part, of an elementary kind and 
cannot be regarded as regular vocational training. I am, 
however, in communication with the Ministry of Health 
on the matter, 

Anatomical Study in Great Britain. 

Sir Harry Brittain asked the Minister of Health whether 
he was aware that there was the greatest difficulty with 
regard to the proper prosecution of anatomical study m this 
country, and that, in consequence, a large number of 
British medical students were forced to prosecute or 
complete their studies in foreign hospitals or universities; 
whether this difficulty was mainly due to the inadequate 
supply of dead bodies for anatomical purposes ; and whether 
he would consider appointing a Select Committee to inquire 
into the matter.—Sir A. Mond replied : Although it is 
the case that owing to the difficulty in obtaining subjects 
British students have occasionally gone abroad to seek 
facilities for the study of anatomy in foreign sohools; this 
state of affairs has now been remedied by the action taken 
by my predecessor. There is still a shortage in the case of 
certain provincial medical schools, but this is being 
remedied. 

Shell-shock and Tropical Climates. 

Sir Walter de Frece asked the Minister of Pensions 
whether he was aware that many ex-officers and men who 
went out to the tropical parts of the British Empire to 
seek their livelihood were being sent home or were 
returning home suffering from the effects of shell-shock 
which apparently manifested itself seriously in hot 
olimates; whether many of these men were now seriously 
embarrassed financially; and whether he would give 
instructions that all such cases were to be dealt with 
as expeditiously and sympathetically as possible.—Mr. 
Macpherson replied: I am not aware of the circumstances 
referred to in the first part of the question, but special 
consideration is given to all cases in which there is 
urgency in order that there may be no delay in providing 
whatever benefits are admissible under the Royal Warrant. 
If my honourable friend has any particular case in mind 
I shall be glad to investigate it. 

Medical Examinations for the Navy. 

Sir Thomas Bramsdon asked the Secretary to the 
Admiralty whether, in view of the stringent medical exa¬ 
mination applied to new entries in peace time, which should 
make attributability more pronounced in the case of death 
or invaliding, some form of independent appeal board would 
be instituted to deal with any post-war cases in dispute, 
observing, for instance, that pneumonia might be clearly 
due to the service on which the man was employed, but 
that there was no machinery for recording or giving due 
consideration to the circumstances attending each case, nor 
for bringing them to the notice of the medical officers 
concerned whose duty it was to decide this important 
matter at present.—Mr. Amery (Parliamentary Secretary to 
the Admiralty) replied: As my predecessor informed the 
honourable Member in reply to his question of March 21st, 
it is not considered that any form of independent appeal 
board is necessary. I cannot agree with the statements in 
the latter part of the honourable Member’s question. From 
the time a man enters the Royal Navy to the time he 
leaves it a careful record is kept of his medical history, and 
before any man is invalided for injury or disease all the 
details of such injury or disease are fully known to the 
board of survey, who definitely give their opinion as to 
attributability on special forms provided for the purpose. 
Such a disease as pneumonia might well in exceptional 
cases be definitely given as attributable to service. The 
surveying officers are medical men intimately acquainted 
by personal experience with the conditions of life at sea, 
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and the Admiralty consider that no more efficient machinery 
could be devised for deciding the question of attributability. 
The same considerations apply to the death of a man or 
officer. 

Rules mule r Nurse* Registration Acts. 

Mr. Frederick Hall asked the Minister of Health 
whether he was aware that, though Acts to provide for the 
registration of nurses received the Royal Assent on Dec. 23rd, 
1919, the English Act had, so far, not been carried into 
effect, and that efforts were being made departmentally to 
coerce the General Nursing Council of England and Wales 
to agree to provisions incorporated in the rules framed 
under the Scottish Act, of which that council did not 
approve; whether such provisions, if adopted, would have 
the effect of reducing its authority in certain important 
directions to that of a recording body under the Scottish 
Board of Health, without power of discrimination; and 
whether he would inquire into this matter with a view to 
satisfactory regulations being brought into force without 
further delay.—Sir A. Mond replied: The honourable 
Member is under a misapprehension. The General Nursing 
Council submitted a. rule purporting to give them a discre¬ 
tion to refuse to admit to their register nurses already on 
the Scottish and Irish registers. I am advised on the 
highest authority that this is ultra vires, and I am bound to 
ask the Council to amend the rule in question so as to bring 
it into conformity with the Act. Subject to the submission 
of an amended rule to give effect to the reciprocity pro¬ 
visions of Sections 6 (3) of the Act, I am prepared to sanction 
at once the rules for the admission of existing nurses. I 
cannot accept the suggestion contained in the latter part of 
the question, but in any case I have no power to sanction a 
rule in the form desired by the Council. 

Mr. Hollomby's Pension Appeal. 

Mr. Ronald McNeill asked the Attorney-General if he 
would explain the reason for the decision of the appeal 
tribunal or the Ministry of Pensions in the case of Mr. E. G. 
Hollomby in which it was decided that two medical boards 
were wrong in stating that the disability of the pensioner 
was due to his military service; and what medical authority 
was responsible for the advice on which the decision was 
based.—Sir G. Hewart replied: I am informed that the 
decision of the Pensions Appeal Tribunal deputed to hear 
and decide this appeal was based upon the whole of the 
evidence put forward, both oral and documentary. Each 
tribunal is composed of three members, a legal member as 
chairman, a doctor as medical member, and an ex-Service 
man or non-commissioned officer as Service member. The 
decision of a tribunal is by a majority of votes. In the case 
under notice the decision was unanimous. 

Thursday, April 21st. 

New Government Light Metal IAmh. 

Major Cohen asked the Minister of Pensions if he would 
state the price of the new Government light metal limb, 
both as supplied by Messrs. Vickers and also when com¬ 
pletely fitted with bucket, &c.— Mr. Ian Macpherson 
replied: It would not be expedient at this stage to publish 
details of the contracts placed with the limbmakers in con¬ 
nexion with the new light metal limb. I may, however, 
inform my honourable and gallant friend that for the first 
issue of 500 the total cost per limb will not exceed £30. 
These limbs are, of course, provided free to the pensioner. 

House of Lords Pension Appeals. 

Mr. Alfred T. Davies asked the Minister of Pensions 
whether he was aware that there were some thousands of 
cases of ex-Service men waiting to be heard before the 
House of Lords Appeal Court, of which only about 40 cases 
per week were now being dealt with ; and whether, if it was 
not possible under existing regulations to set up additional 
courts of three justices of the peace in various centres to 
deal with the urgent need for speedy decisions in these 
cases, he would consider an amendment of the existing law 
so as to deal with this urgent matter in the interests of 
ex-Servicemen during the present session.—Sir G. Hewart 
(Attorney-General) replied : I have been asked to reply. I 
am informed that there are at the present time about 8,500 
appeals waiting to be dealt with by the Pensions Appeal 
Tribunals established by the War Pensions (Administrative 
Provisions) Act, 1919. The 12 tribunals now sitting deal 
with over 600 appeals per week. Of the cases listed, some 
have to be adjourned often owing to the failure of appellants 
to appear in response to the notices of hearing. Steps are 
being taken to ensure as far as possible that there shall be 
no unreasonable delay, and to this end additional tribunals 
are being set up. 

Sir Thomas Bramsdon asked the Minister of Pensions 
what would be the total jiension on demobilisation at the 
end of four and a half years’ war service of an able seaman, 
called up, who had previously been invalided with tubercu¬ 
losis after ten years’ service; how much of thiB pension 


would be in respect of his war service; and what pension an 
able seaman with only one year’s service, and invalided 
during the war with tuberculosis, would receive on dis¬ 
charge; and would he take steps to rectify any inequality 
that might exist in dealing with these cases.—Mr. 
Macpherson replied: The general position regarding men 
invalided and pensioned before the war who were called up 
for service was indicated in the reply given to the honour¬ 
able Member on March 17th. The pension of a seaman, re¬ 
assessed on demobilisation, would not ordinarily be increased 
in respect of a total of less than 15 years’ service, unless 
during his mobilised service he had been advanced to 
leading rate or had earned additional good conduct badge. 
As regards the seaman invalided during the war, if the 
disability was attributable to or aggravated by service, 
he would receive a pension in accordance with the 
degree of disablement so long as the disablement or aggrava¬ 
tion persisted, but when this was no longer the case, com¬ 
pensation would cease. The pensioner called up has, 
however, in any case a permanent pension. I may add that 
the question of specially increasing pre-war life disability 
pensions in the cases of men who served again in the Great 
War is under consideration, and it is hoped that it maybe 
possible to make an announcement at an early date. 

Supply of Meals to Children in Mining Areas. 

Mr. Forrest asked the President of the Board of 
Education how many educational authorities were now 
supplying meals to the children in the mining areas; and 
what was the aggregate number of children thus aided.— 
Mr. Fisher replied: The returns which I have received 
from local education authorities as to the action taken 
by them under the Education (Provision of Meals) Acts do 
not enable me to distinguish between those portions of 
the authorities’ areas which are mining districts and the 
remaining portions. However, during the week ended 
April 9th, 1921, the latest week for which complete 
returns have been received, meals were being provided by 
35 local education authorities in whose areas mining is 
one of the predominant industries; the number of children 
fed was, approximately, 12,000. From the returns for the 
week ended April 16th, which are not yet complete, it is clear 
that there was a substantial increase in tne number of 
children being fed. 

Medical Equipment in Irish Auxiliary Force. 

Mr. Henry (Attorney-General for Ireland), replying to 
Captain Redmond, said that he was satisfied that the 
arrangements at present in operation were sufficient to 
ensure the maintenance of the highest standard of dis¬ 
cipline in the Auxiliary Forces in Ireland.—Lieutenant- 
Colonel Guinness: Apart from the question of discipline, 
would it not be an advantage to this gallant force to be 
directly under the Commander-in-Chief, as at present no one 
seems to be in a position adequately to arrange for their 
medical necessities or administrative needs?—Mr. Henry: 
There are many difficulties in the way of bringing a force of 
this kind under military control. In the martiallaw areas they 
are under military control.—Lieutenant-Colonel Guinness': 
Is the right honourable and learned gentlemen aware that 
they have no medical staff of any kind, and that when men 
get'wounded they have to undergo great and unnecessary 
suffering inconsequence?—Mr. Henry : The military medical 
system is at their disposal and I have promised to' have the 
matter dealt with.—Captain Elliot : Will the right 
honourable gentleman remember that during the war 
every force, however small, had to have a medical equip¬ 
ment, even small infantry units; and can he say how it is 
that these units under active service conditions take the 
field without any medical equipment whatever ?—No answer 
was given.—Sir J. D. Rees: Will the right honourable 
gentleman arrange to use some of the redundant doctors in 
the Health Department for this service ?—No answer was 
given. 

Local Authorities (Disqualification Removal) IhU. 

Mr. Ormsby-Gork presented the Local Authorities (Dis¬ 
qualification Removal) Bill, a measure to relieve members 
of local authorities from disqualification for office by reason 
of the receipt of medical or surgical relief in cases of sudden 
or urgent necessity. The Bill was read a first time. 

Monday, April 25th. 

Public Health ( Tuberculosis) Bill. 

The Public Health (Tuberculosis) Bill, as amended in the 
Standing Committee, was considered on report, when Major 
Henderson moved a new clause in similar terms to that 
moved by Dr. Nathan Raw in Committee, delegating certain 
powers to the Seamen’s National Insurance Society. He 
moved it to find out whether the Government were 
prepared to meet him in any way.—Captain Elliot 
seconded the clause. He agreed that perhaps as it 
stood the clause would not commend itself either to 
the House or to the Minister in charge of the Bill. 
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They were intending, in conference with the officials 
of the Ministry, to work out a new clause which might be 
more suitable, and they had arrived at one which they 
thought had met the opinion of the Minister. But there had 
not been time to get the new clause on the order paper for 
that debate. He hoped that the Minister would give a 
pledge that in the House of Lords he would, if possible, 
incorporate a clause of this character in the Bill.—Sir A. 
MoND, Minister of Health, said he was quite ready to under¬ 
take that the agreed clause should be inserted when the Bill 
reached the House of Lords in order to meet a very long- 
felt want.—Major Henderson said that in view of what Sir 
A. Mond had said he would withdraw the clause.—The 
report stage was concluded, and the Bill was read a third 
time. 

Tuesday, April 26th. 

Training of Men Disabled in FoYmer Wars. 

Mr. William Graham asked the Minister of Labour 
whether his attention had been called to the fact that men 
disabled in former wars, and particularly in the Boer War, 
had within recent years found it impossible to continue in 
their usual callings on account of ill-health or partial 
breakdown arising from their disablement; and whether, 
in view of the fact that the number of such men was com¬ 
paratively small and that they had suffered great hardship, 
he would! take steps to secure for such cases as were 
suitable the training for another trade or occupation which 
was accorded to men disabled in the late war and under 
conditions similar to those which governed that training.— 
Sir Montagu Barlow (Parliamentary Secretary to the 
Ministry of Labour) replied: I am informed that one or two 
applications of this sort have been received. We have no 
power to provide training for such men and in view of the 
aifficulty of providing training for the substantial number 
of men disabled in the late war who yet remain to be 
trained, I regret I do not see my way to accepting my 
honourable friend’s suggestion. 

Killamey Motor Ambulance Commandeered. 

Mr. Acland asked the Secretary for War whether the 
troops at Killarney still needed a motor ambulance ; and, if 
so, whether one would be provided by the War Office, so 
that the ambulance commandeered some months ago from 
the local health authority might be restored, as its absence 
was causing suffering to sick and infirm people.—Sir L. 
Worthington-Evans replied: I am informed that the 
military authorities took possession of the ambulance in 
question, as it had not been used for any lawful purpose for 
a long time and no permit for it had been applied for. It was 
last used for the unlawful conveyance of rebels to Killorglin 
Fair, where it was damaged. It is not proposed to hand it 
back to the local authorities. 

British Seafarers and Venereal Disease. 

Mr. Simm asked the Minister of Health if he was aware 
that British seafarers still suffered under disabilities 
unshared by their fellow-countrymen or by foreign seamen 
in being penalised if they sought treatment for venereal 
disease, and that the British representatives at the meeting 
of the health section of the League of Nations were 
advocating international facilities for the free treatment of 
seafarers; and, if the Government would consider the 
desirability of amending the Merchant Shipping Act, 1906, 
Section 34, Subsection (1), as desired by all interests con¬ 
cerned.—Sir Alfred Mond replied: I apprehend that the 
honourable Member is referring to the treatment of British 
seamen in foreign ports. I am aware that the same facilities 
as are provided in British ports for the treatment of seamen 
suffering from venereal disease are not available in many 
foreign ports. This matter is under consideration by the 
Committee of the Office International d’ Hygiene Pubfique, 
and will in all probability be dealt with by the International 
Health Organisation which is now being* established under 
the League of Nations. I will consult with my right 
honourable friend the President of the Board of Trade in 
regard to the last part of the question. 


People’s League of Health.— Sir George 
Newman received a deputation on April 20th of representa¬ 
tives of the medical members of the People’s League of 
Health. The deputation was introduced by Sir Bruce 
Bruce-Porter, and included Lieut.-Colonel F. E. Fremantle, 
M.P., Sir G. Sims Woodhead, Dr. A. Latham, Sir Harry 
Baldwin, and Professor Edgar Collis. Miss Olga Nethersole, 
hon. organiser, was also present. The deputation discussed 
with Sir George Newman the past and future work 
of the People’s League of Health. Sir George Newman 
concurred in the views of the deputation as to the great 
importance of public education in hygiene, and said that 
he would be glad to cooperate at any time with the medical 
representatives of the League in providing them with infor¬ 
mation as to the work of the Ministry. 


iStebiral Setos. 


University of Manchester.— The following 
appointments have been made by the Council: Mr. A. G. 
Lobley, Header in Electro-Chemistry; Mr. E. D. Telford, 
Lecturer in Practical Surgery; Dr. [John Sutcliffe, Clinical 
Lecturer in Mental Diseases] Dr. David Orr, Lecturer in 
Mental Diseases. 

University of Glasgow. — The following degrees 
were conferred on April 26th 
Doctor of Medicine. —John C. Young. 

Bachelors of Medicine arid Bachelors of Suroery. —Annie M • 
Alexander, Marjorie M. Anderson, Adam Barr, Rosa Bass, 
Elizabeth M. V. H. B. Bird, Elizabeth E. Brown, Murdoch 
Brown. Ellen B. Cowan, Douglas R. F. Davidson, Peter A. 
Faiehney, Elizabeth J.Findlay, ColinjM. Forbes, Agnes M.Gibson, 
Francis D. Gillespie, Mary A. Grant, Brunnliilde M. Grieve, 
William M. Hamilton, George Harvey. Nora G. Henry, Marion 
P. Hogg, Tom O. Howie (with commendation), Peter Hutchison, 
Thomas H. Irvine, Walter Jope, John Leishaman (with com¬ 
mendation), William L. Kennedy, William M. Kennedy, Jane S. 
Knight, Alexander L. M'Adam. Moira E. N. MaeAlpine, James 
Macdonald, James Macfarlane, William M. MacFarlane, Samuel 
W. M’Ghee, Donald L. Macintyre, Kenneth Mackenzie. Donald 
M. Macmillan. Joseph C. M'Naught, Laura M. D. Mill, Alexander 
M’Callum Millar, John M. L. Mitchell, Neil M'Eachran Mont¬ 
gomery, George W. Murray, John S. M’Laren Ord, David Roid, 
James Reid, Andrew M. Robertson, Ian C. Robertson, Kenneth 
M. Rodger, Kathleen E. H. Rutherford, John Y. Scott, Henry 
E. Seiler, John Shanks, Jack Shulman, Alexander W. Sinclair, 
Louis Sive, Elizabeth H. M. Slimmon, Christina S. Stoddart, 
William R. P. Templeton, Goorge Tudhope, Richard J. Watson, 
Lilian J. Taylor White, Robert H. Williamson, George S. 
Wilson, Peter A. Wilson, and Elizabeth Young. 

University of London.— A course of eight 
advanced lectures in Physiology will be given in the 
Physiological Laboratory, St. Bartholomew’s Hospital, at 
4.30 p.m., on Tuesdays, beginning on May 3rd, when Pro¬ 
fessor W. D. Halliburton, F.R.8., will lecture on Cerebro¬ 
spinal Fluid. Subsequent lectures will be delivered by 
Professor M. S. Pembrey on the Secretion of Milk 
(May 10th); Dr. J. Barcroffc, F.R.S., on Alpinism (May 17th); 
Professor W. M. Bayliss, F.R.S., on the Reaction of the 
Blood (May 24th); Professor J. B. Leathes, F.R.S., on 
Tyrosine (May 31st); Professor E. H_ Starling, F.R.S., on 
the Heart m Exercise (June 7th); Dr. H. H. Dale, F.R.S., on 
Anaphylaxis (June I4th); Dr. Leonard Hill, F.R.S., on the 
Capillary Circulation (June 21st).—A course of eight lectures 
on Reception of Sensory Stimuli will be given by Professor 
H. E. Roaf in the Physiology Theatre, London Hospital 
Medical College, at 4.30 p.m. on Thursdays, beginning on 
May 12th. Attendance at these courses is recognised in 
connexion with the B.So. (Honours) Degree in Physiology. 
The lectures are addressed to advanced students of the 
University and to others interested in the subject. Admis¬ 
sion is free, without ticket. 

Royal College of Surgeons in Ireland.— At a 
meeting of the President, Vice-President, and Council it 
was unanimously resolved to confer the Honorary Fellow¬ 
ship of the College upon the following American surgeons : 
W. J. Mayo and C. H. Mayo, Mayo Clinic, Rochester, U.S.A.; 
Geo. E. Brewer, New York; Geo. W. Crile, Cleveland, 
Ohio; Richard H. Harte, Philadelphia; W. W. Keen, 
Philadelphia; John M. T. Finney, Baltimore; A. J. 
Ochsner, Chicago. It is hoped that the ceremony will 
take place in the early autumn. 

Ulster Eye, Ear, and Throat Hospital, 
Belfast.-— The annual meeting of this institution was 
held on April 22nd, Alderman Davison, High Sheriff of 
Belfast, presiding. The annual report showed that the 
patients were drawn from all the Ulster counties, the 
in-patients numbering 531. The total number of opera¬ 
tions was 642. The attendances of new and old patients 
numbered 6966. Various improvements in the internal 
arrangements of the hospital have been effected and others 
are in contemplation. The financial statement is highly 
satisfactory. There has been a substantial increase in 
subscriptions and the hospital has paid its way. Regret 
is expressed at the death of Mr. John Atkinson, who 
as hon. treasurer gave many years of devoted service 
to the institution. A part-time paid secretary has been 
appointed. Dr. W. M. Killen, the senior surgeon to the 
hospital, mentioned that the negotiations between the 
hospital and the Belfast Ophthalmic Hospital for the 
amalgamation of the two hospitals has not yet borne 
fruit, but he hoped that such an amalgamation would 
come in the future. A cordial vote of thanks to the 
chairman was passed on the motion of the Dean of Belftst. 
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gUfcital JHarj. 

SOCIETIES. 

BOYAL SOCIETY. Burlington House, London, W. 

Thursday. May 5th.—4.30 p.m., Croonian Lecture:—Dr. H. 
Head: The Release of Function in the Nervous System. 

ROYAL SOCIETY OF MEDICINE, L Wimpole-ftreet W. 

MEETINGS OF SECTIONS. 

Monday. May 2nd. 

SECTION OF TROPICAL DISEASES AND PARASITOLOGY : 

&t 8 30 p.m. 

Papers: Dr. A. F. MacCallan: The Ankylostomiasis Campaign in 
Egypt, 1913-1915. 

Sir Leonard Rogers: The Mortality and Prognosis of Cholera 
treated by the Author's Hypertonic Saline Method, based on 
2000 Cases. _ „ __ 

Tuesday. May 3rd. 

SECTION OF SURGERY: SUB 8 ECTION OF ORTHOPAEDICS: 
at 5.30 p.m. (Cases at 5 p.m.) x 

Casts: Cases of Special Interest or demonstrating Special Methods 
of Bone Grafting will be shown by Mr. E. W. Hey Groves, 
Mr. O. L. Addison, and others. 

Ordinary cases of successful bone grafting will not be shown. 

Thursday, May 5th. 

SECTION OF OBSTETRICS AND GYNECOLOGY: at 8 P.M. 

Annual General Meeting—Election of Officers and Council for 
1921-1922. (Names already circulated.) , , „ , 

Short Communication : Mr. Henry Curtis: Angioma of the Vagina 
Spontaneously Evacuated. , . 

Specimen: Dr. Russell Andrews: Carcinoma originating in an 
Adenomyoma of the Uterus. . „ . . 

Discussion : On The Causes and Treatment of Sterility,” to be 
opened by Dr. A. E. Giles. 

Friday, May 6th. 

SECTION OF LARYNGOLOGY: at 4.45 p.m.. (Cases at 4 p.m.) 
Annual General Meeting—Election of Officers and Council for 
1921-1922. (Names already circulated.) 

Cases will be shown by— 

Mr. Layton, Dr. A. J. Hutchison, Dr. Kelson, and others. 

SOCIETY OF MEDICAL OFFICERS OF HEALTH (NAVAL, 
MILITARY, AND AIR FORCE HYGIENE GROUP), at the Royal 
Army Medical College, Grosvenor-rood, S.W. 

Friday, May 6 th.—4 p.m.. DemonstrationLieut.-Col. P. S 
Lele&n: Sanitary Appliances of Interest to all Health Officers. 

LECTURES, ADDRESSES, DEMONSTRATIONS, Ac. 

BOYAL COLLEGE OF SURGEONS OF ENGLAND. Lincoln's Inn 
Fields, W.C. 

Museum Demonstrations in the Theatre of the College for 
Advanced Students and Medical Practitioners:— 

Monday, May 2nd.—5 p.m.. Prof. Shattock: Atrophy. 

WEST LONDON POST-GRADUATE COLLEGE, West London 
Hospital, Hammersmith, W. „ _ ., „ _ . 

Monday, May 2 nd.—2 p.m.. Dr. S. Pinchin: Medical Out¬ 
patients. Dr. Simson: Diseases of Women. 2.30 p.m.. Dr. 
A. Saunders: Visit to Medical Wards. Mr. Baldwin: Visit 
to Surgical Wards. 

Tuesday.— 10 a.m., Mr. Steadman: Dental Department. 2 p.m. l 
Dr. Bnrnford: Medical Out-patients. Mr. Banks Davis: 
Diseases of the Throat, Nose, and Ear. 2.30 P.M., Mr. 
Addison: Visit to Surgical Wards. 

Wednesday.— 10 a.m., Mr. MacDonald: Genito-Urinary Depart¬ 
ment. 2 p.m., Mr. D. Armour: Visit to Surgical Wards. Mr. 
Sinclair: Surgical Out-patients. Mr. Gibb: Eye Department. 
Thursday.— 2 p.m., Mr. B. Harman: Eye Department. Mr. 
MacDonald: Surgical Out-patients. Mr. Baldwin: Ortho¬ 
pedic Department. Mr. D. Armour: Operations. 

Friday.— 10 a.m.. Dr. Robinson: Gynecological Operations and 
Visit to Wards. Dr. McDougal: Electrical Department. 

2 p.m., Mr. T. Gray: Surgical Out-patients. Dr. Morton: 
X Ray Department. Dr. Peraet: Skin Department. 2.30 p.m.. 
Dr. Pritchard: Visit to Medical Wards. 

Saturday.— 10 a.m.. Dr. A. Saunders: Medioal Diseases of 
Children. 2 p.m.. Dr. Owen: Medical Out-patients. 

Daily:—10 a.m. Ward Visits. 2 p.m.. In-patient, Out-patient 
Clinics and Operations. 

NORTH-EAST LONDON POST-GRADUATE COLLEGE, Prinoe 
of Wales's General Hospital, Tottenham, N. 

Special Intensive Course. . , 

Daily:—10.30 a.m. and 11.45 a.m.. Demonstration on Clinical and 
Laboratory Methods. 2 p.m. and 3 p.m.. Groups of Illustra¬ 
tive Cases. 4.30 r.M., Clinical Lectures (free to medical 
practitioners). Full Syllabus printed in Bulletin of Fellow¬ 
ship of Medicine. 

NATIONAL HOSPITAL FOR THE PARALYSED AND 
EPILEPTIC, Queen-square, W.C.l. 

MEDICAL SCHOOL. 

Monday. May 2 nd.—2 p.m., Out-patient Clinio: Dr. Hinds Howell. 
3.30 p.m.. Lecture:—Dr. Saunders: Subacute Combined 
Degeneration of the Spinal Cord. 

Tuesday, May 3rd.— 2 p.m., Out-patient Clinio: Dr. Grainger 
Stewart. 3.30 p.m.. LectureDr. James Taylor: Myasthenia 
Gravis. , ^ „ 

Thursday, May 5th.— 2 P.M., Ont-patient Clinio: Dr. Farquhar 
Bussard. 3.30 P.M., Dr. Tooth: Lecture Room. Demonstra¬ 
tion of Cases. , _ „ , 

Friday, May 6 th.— 2 p.m.. Out-patient Clinio: Dr. Gordon 
Holmes. 3.30 p.m. Lecture:—Dr. Oollier: Hemiplegia. 

Fee for Post-Graduate Course £7 7s. C. M. Hinds Howell, Dean 


BT. MABYLEBONE GENERAL DISPENSARY, 77, Welbeck-street, 
Cavendish-square, W. 

Poet-Graduate Course on Infant and Child welfare. 

AOourseof Twelve Practical Demonati^ldoM on ttie Manage- 
ment and Feeding of Infants and Young Children by Dr. B. 
Pritchard to Qualified Practitioners. w 

Tuesday, May 3rd.—10.30 a.m., Demonstration IX., The Tuber¬ 
culous Mother and Her Child. Q . . 1tH w A i.>. a . 

Thursday.— 3 p.m.. Demonstration X.. The Syphilitic Mother 
and Her Child. 

LONDON HOSPITAL MEDICAL COLLEGE (University of 
London), Turner-street, Mile End, E. 

^M^AY.^avtodT-B p.m., Dr. W. M. Feldman: Ante-natal 

A Courae ^F^urmenLeotures on Pvecbo-Neoroeej will be glvoo 
by Dr. M. Culpin in the Clinical Theatre of fch ® 
to Students of the Hospital and to Members of toe Profession. 
Tue8Day.-5.15 p.m., Lecture I.:— InBtinct and Emotion. 
Friday.— 5.15 p.m.. Lecture II.:— Dissociation. 

ST. BARTHOLOMEW'S HOSPITAL (University of London), 

Court^oV^Eight Advanced Lectures in Physiology, to 
in the Physiological Laboratory, to Students of the University 

and others interested in the subject. 

Tuesday, May 3rd.-4.30 p.m Lecture I.:-Prof. W. D. 
Halliburton: Cerebro-spinal Fluid. 

TNRTITUTE OF PATHOLOGY AND RESEARCH, St. Mary s 
Hospital, in the Lecture-room of the Bacteriological Deportmen^ 
A Course of Lectures on Pathological Research in its 

Medicine, open to all Members ofibheProfession and Studente. 
Thursday, May 5th.-4.30 p.m.. Dr. Leonard Hill: Capillary 
Blood Pressure and (Edema. 

ROYAL INSTITUTION OF GREAT BRITAIN. Albemarle-etreet, 

TUE D^ln>Th^^f Man's O^n^in^iT^ht ot P^t 

Thursday.— 3. m. , LectureDr. oliL d Myer8 : PyBchol0gical 
Studies—(1) The Localisation of Sound. 

MANCHESTER ROYAL INFIRMAJBY ^ST-GRADUATE OLINIO. 
TPuesday, May 3rd.—4.30 p.m., Lecture:—Dr. W. Dyson. 

Tuberculosis of the Skin. _ 

1IANCHESTBB FBENCH HOSPITAL POST-GBADOATE LBO- 
TUBES, 24, Acomb-street, Whitworth Park. 

Course of Lectures in QynsBcoloBy• ., 

8 W^nesday, May 4th.—11 a.m., Demon^tion Oj^tions^ 
Thursday.-4.30 P.M., Lecture IV.:-Dr. A. O. Magian . utenne 
Tumours. _ _ 


Berry. W. A., M.D. Lond.. has been appointed Medical Officer of 
Health for the City of Bloemfontein, South Africa. 

Knioht A E . M.B B 8.R.U.I., to combined poet of Regional 
Director and Commissioner of Medical Services in the Ulster 

Telford!*e! D* FJiXL&Eng., Lecturer in Practical Surgery, 

YEL^^RtH^MT h FrF.P.S.Glasg.,^ Superintendent 
of The Retreat. York. (From March, 1922.) 

Certifying Surgeons under the Factory and Workshop Acte: 
Kirkpatrick, W., M.D. Dub. (8herborne),RooEB8C^, C. J., 
M.R.C.S., L.R.C.P. Lond. (Canterbury). Henry, J. B.. M.B., 

Nation'^' iospiW 1 f?*Se , 'PamlyBed Mid BpUepHo, Queen-,qu*re, 

W c *Tooth H M.D. Cantab., F.R.C.P., Consulting Physician, 
W&IE?W G,M.B., Cb.B. Edin., and Martin. J. P., House 
Physicians. _____ 


Uacantits. 


For further information refer to the advertisement columns. 
Abergavenny. Monmouthshire Asylum.— Jun. Asst. M.O. £400. _ 

Acton Urban District Council Education Aural Surg. 

£2 2s. per session for Aural Inspection and £2 12s. 6d. per session 

BetMcmBoyal 01 Ho8pit^. Lambst^rood, S.E.—Jun Asrt^P^. 4350^ 
Birmingham General Hospital.-Thxee H.S.’s. £100. Also H.B. to 

BrarSsStl^pnfsrSrS George's Sanatorium for Sailors— Med. 

Bristol Royal infirmary.— Clin. Path. £250. 

Bristol University.— Demonstrator of Path. £200. 

Cambridge, Addehbrooke's Hospital — H.S. 

Cardiff, King Edward VII. Hospital.— Ophth. H.8. £200. 

Cardiff. University College of South Wales *nd Monmouth 

Welsh National School of Medicine— Prof, of Med. and Prof, of 

Cate?lmm £ MenUd 0 Ho8pital, Caterham, Surrey.- Sec. Asst. M.O. 

cJrirtg Cross Hospital. Agar-street. W.C.-T. in Charge Depart¬ 
ment of Radiology and Electro-therapeutics. 

Chester Royal Infirmary.—Asst. H.S. £175. 

Colchester. Essex County Hospital.— H.S. £200- _ 

Cornwall Education Committee.—Temp. Asst. Bch. M.O. £500. 

Dreadnought Hospital. Greenwich.—Spxg. . n 

mW>wav Sanatorium, Virginia Water. Surrey.-Jun. Asst. M.O. 
£400 

Hong-Kong, Port Health Officer.- Sec. Health O. £600. 

Hospital for Sick Children, Great Ormond-street, W.C. H.S. s. 
£50. Also Radiographer. 
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Huddersfield Royal Infirmary.— Two Jun. H.S.'s. £200. 

Inverness District Asylum.—Asst. M.O. £300. 

Isleworth. West Middlesex Hospital.— Asst. Med. Supt. £300. 
Johannesburg , Univ. College.— Sen. Lecturer in Physiology. £516. 
Leicester, Victoria Park Orthoprrdic Hospital. —Jun. M.O. £350. 
Liverpool.— Asst. Port M.O. £700. 

Liverpool, Bootle Borough Hospital, Derby-road. —Hon. S. 

London Temperance Hospital, Hampstead-road, 2V.ir.—Hon. Asst. P. 
Manchester County Asylum, Prestwich. —Asst. M.O. £572 18*. 

Also Locum Tenons. £8 8*. per week. 

Middleton-in-Wharf'dale Sanatorium, Tlkley — Asst.Res. M.O. £325. 
Miller General Hospital for South-East London, Greemvich-rtxul. 

S.E.- M.O. for X RayDopt. £75. Res. Cas. O. £150. 

Mount Vernon Hospital for Tuberculosis and Diseases of the Lungs 
and Heart, 7, Fitzroy-square, TV.—Asst. Res. M.O. £200. 
National Hospital for the Paralysed and, Epileptic, Queen-square, 
W.C. —M.O. in charge of Electro-Therapeutic Dept. £100. 
Also Res. M.O. £200. 

Newark Hospital and Dispensary. —Res. H.S. 

Newport, Mon., Boyal Gwent Hosjntal. —H.S.'s. £200. 

Oldham Royal Infirmary. —Throe H.S s. £250 and £200 
respectively. 

Oswestry, Shropshire Orthoptedie Hospital .—H.S. £250. 

Oxford City.— Asst. M.O.H. and Sell. M.O. £500. 

Peamo»nt Sanatorium, Hazelhatch, Co. Dublin.— Res. Med. Supt. 
£600-£700. 

Portsmouth Royal Hospital.—H.S. £150. 

Preston and County of Lancaster Royal Infirmary.— H.S. £180. 
Queen Mary's Hosjntal for East End, Stratford, E.—ll.V. and H.S. 
Queen's Hospital for Children, Hackney-road, Bethnal Green, E.— 
Asst. P. 

Rhondda Urban District Council.— Asst. M.O.H. and School M.O. 
£600. 

Rotherham Hospital.— Jun. H.S. £150. 

Royal Ear Hospital.— Amesth. and H.S. 

Royal Free Hospital, Gray's Inn-road, W.C .—Sen. Res. M.O. £200. 

H.S. £50. Obstet. H.S. £50. 

St. Helens Borough.— M.O.H. £900. 

Salford Royal Hospital.—H.S.’s £150. Cas. H.S. £150. Also 
An instil. £50. 

Sheffield, Jessop Hospital for Women. —Asst. H.S. £100. 

South London Hosjntal for Women, South Side, Clapham Common, 
S. W— Female Asst. S. Also Clin. Assts. 

South Mimms, Barnet, Clare Hall Sanatorium and Hospital .— 
Asst. M.O. £350. 

Staffordshire General Infirmary, Stafford— H.P. £200. 

Taunton and Somerset Hospital. —Sen. H.S. £200. 

Vrntnor, Isle of Wight, Royal National Hospital for Consumption.— 
Asst. Res. M.O. £300. 

West Bromwich awl District Hospital.— Res. Asst. H.S. £200. 
Whipps Cross Hospital, Whipps Cross-road, Leyton-stone, E .—Fifth 
Asst. M.O. £350. 

Win an Education Committee.— Female Asst. Sell. M.O. £500. 
Winchester, Boyal Hampshire County Hospital .—Sec. Res. M.O. £150. 
Windsor, King Edward VII. Hospital .—H.S. £200. 

Worcester County and City Mental Hospital, Powick.— Sen. Asst. 
M.O. £450. Also Jun. Asst. M.O. £350. 


$ir%, Ularriagts, aifo geatjrs. 

BIRTHS. 

Kelly.— On April 25tli, at Malta, to Honor, wife of Major W. D. C. 
Kelly, R.A.M.C., D.S.O.—a hoh. 

Marshall.— On April 18th. at St. Mary Abbotts-terrace, Kensington, 
the wife of Geoffrey Marshall. M.D., M.R.C.P., of a son. 

Marshall.— On April 19th, at Dnrtmouth-plaee, Blacklieath Hill, 
the wife of R. P. Marshall, M.R.C.S., L.R.C.P.. of a daughter. 

Whahry.— On April 17th, at Chester-terrace, Regent’s Park, London, 
the wife of H. M. Wharry, M.R.C.S., of a daughter. 

MARRIAGES. 

Atkinson—Hamkrton.— On April 20tli, at Hampstead. Arthur E. 
Atkinson (Major, late R.A.M.C.), to Mrs. G. A. Hamerton, of 
Belsi/.b-park-gardenH, N.W. 

Cox— Harris.— On April 26th, at Cholmeley Hall, Higligate, Hedley 
(Jliftve Cox, M.R., R.S., M.Ii.C.S., to Frances Maude Mary, 
younger daughter of Mr. and Mrs. Harris, of Whetstone. 

Fikhf.h — Havtiiornthwaitk.— On April 20th, at All Saints Church, 
King's Langley, Reginald Fisher, M IT.. B.C., to Grace, younger 
daughter of the Rev. and Mrs. T. P. Haytliornthwaite, of King's 
Langley. 

Wkheh—U xr; kr-LaibsTiE.—O n March i7tli. Dr. Frederick Parkes 
Weber to Hedwig Unger-Laissle, M.D. 

DEATHS. 

Burton-Brown. —On April 21st, at li.4, Tonbridge-road, Maidstone, 
Gerald Burton Burtou-Brown, M l)., retired, R.N., youngest son 
of the late T. E. Burton-Brown, M L)., C'.I.Iv 

Cookson.— On April 22nd, at lVndower, Cheltenham, Surgeon- 
Major Henry Cookson, F.R.C.S., late Indian Medical Service, 
aged 88. 

Gkkayks —On April 24th, at Friar-gate, Derby, Charles Augustus 
Greaves, M.B., LL.B., aged 79. 

Hawkins. On April 21st. at the Military Hospital. Belfast. Captain 
Wilfred F. Hawkins, K.A.M.C., aged 29 years. 

Ji i.kk. On April 23rd, at Alexandra Court, Queen s Gato, Henry 
Edward Juler. F.R.C.S. 

Lauki k. On April 22nd, at the Red Bungalow, Wadebridge, Corn¬ 
wall, Caspar Robert Laurie, Lieutenant-Colonel, K.A.M.C. 
■ T.F.). M.R.C.S.. L.R.C.P.. L.S.A.. aged 64. 

Mann. On April 25th, at Edenderry, Hhos-on-Sea, William Slingsby 
Mann, M.U.C.S., formerly of Edgbaston, in his 80th year. 

N. B.—A fee q f 7s. 6d. is charged for the insertion of Notices of 
Births, Marriages and Deaths. 
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Jhrtes, Sjfffrt Comments, sift ^nstoers 
to Correspondents. 

QUALITY OF PROTEIN IN NUTRITION. 1 
By R. H. A. Plimmeb, D.Sc. 


Of the three main groups of compounds composing our 
normal dietjprotein is the only one which shows any marked 
variation. The carbohydrates and fats are converted during 
digestion into a few simple compounds, such as grape sugar, 
glycerine, and fatty acids. Protein is also converted during 
digestion into simple compounds, but their number and 
variety is large, and different amounts of them arise from 
the different proteins. We can thus speak *of quality of 
protein, but not of quality of carbohydrate and fat. 

Our usual classification of proteins already indicates their 
differences, but the variety is really far greater. We need 
only refer to their chemical analysis. Fischer and Kossel 
and their pupils have shown that proteins on hydrolysis 
break down into some 18 or 20 amino-acids. These numerous 
products can be arranged for convenience into eight 
groups 


1. Simple Mono-amino-acids. 
Glycine, 

CHs(N T Ha).COOH. 

Alanine, 

C-Hs.CH(KHa).COOH. 

Valine, 

■'CHs*. CH.CH(NH 2 ).COOH. 
Leucine, 

'CHshi: CH.CH2.CH (NHa).COOH. 
» Isoleucine, 

CHsKCaHc): CH.CH(NH2). 
COOH. 

3. Hydroxy-amino-acids. 
Serine, 

CHsOH.CH(NH-2).COOH. 

Hydroxyglutainic acid, 
HOOC.CH 2 .CHOH.CH(NHa). 
COOH. 

5. Mono-amino-acids with 
Aromatic Nucleus. 
Phenylalanine, 

C'iHs. CHa.C: H(NH‘ 2 ). COOH. 
Tyrosine, 

HO.C 6 H 4 .CH* 2 .CH(NH‘i).COOH. 

7. Rezone Bases , or Di-amino- 
acids. 

Lysine, 

H2N.CH2.CH2.CH2.CH2.CH 

(NHa).COOH. 

Arginine, 

NHa 

/ 

HN = C 

S 

NH.CH2.CH2.CH2.CH 

(NHa).COOH. 

Histidine 

CH 

/ \ 

N NH 

I I 

CH - C—CH 2 .CH(NH 2 ).COOH. 


2. Mono-amino Dibasic Acids. 
Aspartic acid, 

HOOC.CH 2 .CH (NHa).COOH. 
Glutamic acid, 

HOOC.CHa.CH2.CH(NH2).COOH. 


4. Heterocyclic Acids. 
Proline, 

CH 2 -CH 2 

1 I 

CH 2 CH.COOH 

\ / 

NH 


Hydroxyproline, 
HO.CH-CHa 

I I 


CH 2 CH.COOH 


\ / 


NH 


6 . Monc-amino-acid with Indole 
Nucleus. 

Tryptophan, 

C—CH2.CH(NHP.COOH. 
/ X 

CeH4 CH 
\ / 

NH 


8 . Thio-amino-acid. 
Cystine, 

HOOC.CH(NH 2 ).CH 28 —SCHs. 
CH(NH2).COOH. 


Chemical Analysis of the Proteins, 

The chemical analysis of the proteins shows that the 
various proteins yield different amounts of the amino- 
acids. Some of the data are shown in Table I. The chief 
peculiarity is pointed out by usihg italic figures. In general, 
the albumin group of proteins contains all the amino-acids, 
except glycine, in various proportions. The globulin group 
is similar, but contains glycine and has in addition a higher 
Amount of glutamic acid, especially those globulins of 
vegetable origin. The phosphoproteins resemble the 
albmnins, with no striking preponderance of any single 
amino-acid. The gliadin group of cereal proteins is peculiar 
in its high content of glutamic acid and proline. The 
members of the scleroprotein group (horn, hair, gelatin) are 
heterogeneous; and here we may note that silk fibroin is 
composed mainly of three mono-amino-acids and is the very 
antithesis of sturin (the protein of fish sperm), which is 
made up of the three hexone bases, with no or very little 
mono-amino-acids. Gelatin lacks cystine, tyrosine, and 
tryptophan. Hair is richest in cystine. These are simply 
some of the most obvious differences. Proteins thus diner 
markedly in quality. 


1 Being an abstract of a lecture delivered to the Royal Institution 
on April 8th, 1921. 


Our analytical data are far from complete: in no case do 
the totals of the amino-acids add up to 100. The incomplete¬ 
ness is chiefly due to the great difficulty of separating and 
estimating the individual amino-acids. There may be still 
Borne unknown amino-acids in small quantities; hydroxy¬ 
glutamic acid has been discovered recently by Dakin by a 
new extraction method, which may yet lead to further 
results; once again it has proved that every new process in 
connexion with the chemistry of the proteins has given a 
valuable result. Rather too much stress has been laid upon 
the analytical figures. The methods hardly give exactness 
as far as the decimal figure, and it would have been better if 
the data had been returned to the nearest whole number. 
Many workers still give their data to two places of decimals, 
so that an entire! v wrong impression is given of the accuracy 
of the method. Fischer pointed out that his method was 
not quantitative, but others have neglected this important 
statement. 

The figures for the hexone bases are more accurate; it is 
still not sufficient to express results to two decimal places. 
Kossel considers that the hexone bases form a special 
nucleus on account of their presence in all proteins. We 
might value a protein by its content of hexone bases, but it 
is not sufficient because their total only tells us about a 
third or less of the whole molecule. Tryptophan, discovered 
by Hopkins and Cole, is perhaps the most important unit in 
the protein molecule. It is not estimated except by direct 
isolation, a method which is laborious and requires con¬ 
siderable skill. Its amount is not known except in casein 
and a few other proteins. By its distinctive colour reaction 
with glyoxylic and sulphuric acids, it can readily be proved 
to be a constituent of most proteins. The amount of 
cystine in proteins is only known in a few cases, but its 
amount can be gauged by the sulphur content of the 

E rotein. It is the one unit known which contains sulphur, 
ut there are indications that there is another sulphur- 
containing unit. 

The differences in proteins are not confined to such 
quantitative data; they are still more involved. Fischer’s 
synthetical work with the amino-acids has proved that they 
are combined together in a polypeptide form—i.e., the 
amino group of one amino-acid is combined with the 
carboxyl group of another, the amino group of this acid 
being united with the carboxyl group of still another. We 
therefore consider a protein molecule to be a chain of amino- 
acids. thus: 

HN.CH.CO—NH.CH(CH3).C0—HN.CH(C4H7).C0—HN.CH(C8H5).CO,* 
This method of combination allows theoretically of endless 
variation. If we take three amino-acids we can arrange 
them in six different ways— 

glycyl-alanyl-tyrosine alanyl-glycyl-tyrosine tyrosyl-glycyl-alanine 
glycyl-tyrosyl-alauine alanyl-tyrosyl-glycine tyrosyl-alanyl-glycine 

With 18 or 20 amino-acids the number of arrangements is 
almost infinite. Differences in arrangement may be the 
cause of differences in proteins. Two proteins may, perhaps, 
have exactly similar amounts of amino-acids and yet be 
different. The interchange of one amino-acid would express 
a difference. We may imagine the proteins of the blood or 
milk of different species to differ in the arrangements of 
the units. The one may have the arrangement such as 
a-b-c-d-e-f, the other d-a-b-f-e-c. 

Another important difference may be in the so-called 
tantomerism of the amino-acids and polypeptides. With 
the same arrangement of the' amino-acids we may have 
several formulae representing the polypeptide structure 

H 2 N.CH 2 .COOH. 

H 2 N.CH 2 .CO—HN.CH 2 .CO—HN.OH 2 .COOH. 
H 2 N.CH 2 .CO—HN.CHt.0 (OH): N.CHi.COOH. 
H2N.CH2.C(OH) : N.CH 2 .CO—HN.CH 2 .COOH. 
H 2 N.CH 2 .ClOH): N.CH 2 .C(OH) : N.CHi.COOH. 

H 3 N.CH 2 .COO. 

1_1 

HsN.CHa.CO-HN.CH- 2 .CO-HN.CH 2 .COO. 

HsN.CH2.CO—HN.CH2.C(0H): N.CH 2 .COO. 
HsN.CH 2 .C(OH) : N.CH2.CO—HN.CH 2 .COO. 
H8N.CH2.C(OH) : N.CH2.C(OH) : N.CH-2.COO. 

Certain of the properties of the polypeptides can be explained 
on this basis. 

Digestion and Assimilation of Protein. 

Fischer’s and Kossel’s work has revolutionised our con¬ 
ception of protein nutrition. We 110 longer think, like 
Liebig and later investigators, that the protein of the food 
becomes directly the protein of the body, for it has been 
demonstrated by the physiologists that the protein of the 
food undergoes hydrolysis during digestion to amino-acids, 
that the amino-acids circulate in the blood, and that the 
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tissues receive amino-acids from which they build up their 
protein. Proteins must be regarded as a mixture of 
amino-acids. 

We can look upon a protein as we look upon the contents 
of a box of assorted biscuits, arranged in rows and in layers 
of various kinds. Each biscuit should be connected to its 
neighbour so that we have a continuous chain. The general 
appearance of the contents of two boxes is different: in 
one box we may find sugary biscuits on the top, in another 
plain ones. 

In the process of digestion the protein is acted upon by 
acid in the stomach with the formation of metaprotein. No 
great chemical change occurs, but we can imagine that the 
ohange consists in a tautomeric rearrangement in prepara¬ 
tion for the action of the pepsin. Pepsin hydrolyses the 
protein at certain junctions, forming proteoses and peptones. 
Their formation can be compared to the separation of the 
layers of the biscuits. Pancreatic and the further digestion 
which follow in the intestine separate the individual amino- 
acids or biscuits entirely. The separate parts circulate to 
the tissues; the tissues select the ones they require and 
form another arrangement of the units, or simply replace 


Table I. 



Ox-muscle 

protein. 

Casein. 

Lact¬ 

albumin. 

Gelatin. 

Wheat 

gliadin. 

Wheat 

glutenin. 

Maize zein. 

Maize 

glutenin. 

Edestin. 

4 

3 

QQ 

Glycine. 

21 

0 

0 

193 

0 

0*9 

0 

0 3 

3*8 


Alanine ... 

37 

1*5 

2*5 

3*0 

2*0 

4*7 

9*8 


3*6 


Valine . 

0‘8 

7*2 

0*9 


3*4 

0*2 

1*9 


-1- 


Leucine. 

117 

9*4 

194 

6*8 

6*6 

6*0 

19'6 

6*2 20'9 


Phenylalanine . 

32 

3*2 

2*4 

1*0 

2*4 

2*0 

6*6 


3*1 


Tyrosine . 

2*2 

4*5 

0*9 

0 

1*2 

4*3 

3*6 

3*8 

2*1 


Serine . 


0*5 


0*4 

0*2 

0*7 

1*0 


0*3 


Cystine. . 


? 


0 

0*5 

0*02 



0*3 


Proline. 

5*8 

6'7 

4*0 

10'4 

132 

4*2 

9*0 

5*0 

4*1 


Hydroxyproline. 


0*3 


6*4 





2*0 


Aspartic Acid . 

45 

14 

1*0 

1*2 

0*6 

0*9 

1*7 

0*7 

4*5 


Glutamic Acid . 

155 

15*6 

10*1 

1*8 

43'7 

234 

26'2 

12*7 18'7 


Tryptophan. 

+ 

1*5 


0 

1*0 

+ 

0 

+ 

+ 


Arginine. 

7’5 

3*8 

3*2 

9*3 

3*2 

4*7 

1*6 

7*1 

14'4 

58*2 

Lysine . 

76 

60 

92 

5*0 

0*2 

1*9 

0 

3*0 1*7 

12*0 

Histidine . 

18 

2*5 

2*1 

0*4 

0*6 

1*8 

0*8 

3*0 

2*4 

12*9 

Ammonia . 

! ii 

1*6 

1*3 

°’ 4 

5*2 

4*0 

3*6 

2*1 



Total. 

j 67*5 66‘5 

57*0 

65*4 

83*0 

59*72 

85*4 

46*7 

81*9 

83*1 


those which have been used in their metabolism. Digestion 
and metabolism are a sort of reshuffling of the units. In the 
absence of any particular unit the tissue can no longer 
rebuild its substance, and consequently suffers. The old 
example of the inadequacy of gelatin is now explained. The 
tissues require tryptophan, tyrosine, and cystine; gelatin 
cannot provide them. 

In nutrition there are essentially two problems to study— 
the formation of new tissue, as in the growth of young 
animals, and the maintenance of tissue, which undergoes 
so-called wear and tear, in adult animals. In the latter case 
we have ultimately to ascertain if every unit of the molecule 
breaks down, or certain selected units only. If these are in 
the middle of a chain it would follow that the whole 
molecule would undergo metabolism and not units at the 
ends alone. The problem resolves itself into ascertaining 
the function of each amino-acid. 

Experiments on Animals. 

Since the practical difficulties of feeding animals with a 
mixture of pure amino-acids are far too great, advantage 
may be taken of feeding incomplete proteins and adding to 
them the missing unit or units. Wilcock and Hopkins made 
the ffrst experiment of this kind in 1906. They selected 
zein as protein and fed it to mice, in one set alone, in 
another set with the addition of 2 per cent, of its amount 
of tryptophan. Young mice on zein alone immediately 
began to lose weight and generally died in 16 days; decline 
in weight also occurred in the other set, but with the 
added tryptophan death did not occur till the thirtieth day. 
Adult mice lived 27 days without tryptophan, 49 days with 
tryptophan. Tryptophan had thus an appreciable effect on 
the survival period of the animals. Zein is incomplete in 
respect of other units, and death was probably on this 
account. The experiment was repeated in 1916 by Ackroyd 
and Hopkins under different but better conditions. The 
animals were first given ,a mixture of amino-acids from 


casein (i.e., without tryptophan, which is destroyed in 
hydrolysis by acid) to whioh tryptophan was added; on the 
twelfth day the tryptophan was omitted, and included onoe 
more on the thirty-fifth day. There was growth during the 
first period, decline in weight during the second period, 
followed by growth on inclusion once more of the tryptophan. 

Similar experiments have been made by Osborne and 
Mendel in America. They used gliadin of wheat as protein. 
This protein is a complete one, but it contains very little of 
certain amino-acids, especially lysine. Adult rats were 
maintained for quite long periods—as long as 500 days—bat 
young rats capable of growth, though maintained for long 
periods, failed to grow. We may here notice that though 
the growth of the animal may be suppressed and it reaches 
maturity in age, the capacity to grow is not lost. Osborne 
and Mendel illustrated this by a photograph of a rat whioh 
had failed to grow for 273 days, but resumed growth on being 
given a suitable diet. The small amount of lysine in gliadin 
led the authors to regard this unit as essential for growth. 
In a later experiment they added lysine at intervals; growth 
occurred with* the lysine, but not without it. The effect of 
lysine on growth was again demonstrated by Buckner, 
Nollau, and Kastle in the case of chickens living under the 
natural conditions of a poultry-farm. The birds were fed 
upon grain mixtures of nigh and low lysine content. As 
their photographs showed, more rapid growth took place on 
the mixture of high lysine content. 

The element sulphur is present in proteins in the form of 
cystine, though, as before mentioned, another sulphur- 
containing unit is possibly present. Little or no cystine in a 
protein has also an effect upon the growth of rats. This has 
been most clearly demonstrated in the case of the protein, 
phaseolin, of the navy bean. There was slow growth 
with this protein, but normal growth if the protein were 
supplemented with 2 per cent, of its amount of cystine. 
Casein is deficient in cystine. Less casein is required in a 
diet for producing normal growth if extra cystine be 
included. 15 per cent, oasein was required by itself, but 
only 9 per cent, if cystine were added. The amino-acids 1 
containing aromatic nuclei are probably essential units of 
the protein; but it is difficult to carry out a decisive experi¬ 
ment, since all proteins contain phenylalanine, though they 
may lack tyrosine. There is plenty of evidence that 
phenylalanine can be transformed in the body by oxidation; 
both tyrosine and phenylalanine yield homogentisic acid in 
cases of alkaptonuria. Totani has shown that the almost 
complete removal of tyrosine from the mixture of units 
yielded by casein made no difference to the growth of rats. 
There was evidently enough phenylalanine for all purposes. 

The two hexone bases—arginine and histidine—as shown 
by Ackroyd and Hopkins, are inter-related in nutrition. 
Absence of both causes loss of weight; absence of either 
alone lessens the rate of growth. These two workers further 
showed that these amino-acids are connected with the 
production of the purine ring in the animal body—i.e., with 
the production of uric acid. 

The function of* the whole group of mono-amino-acids has 
yet to be determined. Are they all necessary ? Of glycine 
we can say that it is not essential as it is the only amino- 
acid which the animal can synthesise. These results remind 
us of the well- known experiments on the need by plants of 
all the inorganic elements. Sir Daniel Hall, in his book on 
Fertilisers and Manures, gave a striking picture of barley 
grains grown on a full food and foods lacking one constituent. 

We may thus correlate the amino-acid content of proteins 
for growth of animals with the set of inorganic elements 
needed for the growth of plantB. 


Relative Value of Proteins in Food. 

The relative value of various proteins in nutrition has 
been studied by Osborne and Mendel. In their experience 
lactalbumin is superior to casein and casein to edestm. 
They found that 50 per cent, more casein and 90 per cent, 
more edestin were required to produce the same gain in 
weight; in other terms, a food containing 9 per oent. 
lactalbumin was equal to one with 12 per cent, casein and 
15 per cent, edestin. 

Suitable mixtures of proteins have also been tested, and 
attempts are being made to find out the most suitable 
addenda for making the proteins of cereals more 
adequate for the growth of animals—that is, adding 
what we may call “good” protein to “bad” protein to 
make the latter efficient as food. Leaf and seea proteins 
are good as a mixture. Economically, it may be better to 
use an expensive protein as food for animals and produoe 
rapid growth than to feed for longer periods on poor proteins 
and get slower growth. A simple calculation brings out the 
problem to be solved. We may wish to build up the casein 
of milk with 16 per cent, of glutamic acid, and we are 
provided with wheat gliadin with over 40 per cent, of this 
unit. There is waste of glutamic acid. Gliadin further 
oontains 0-2 per cent, of lysine, whilst casein contains 
6 per cent. To produce this amount we require 30 times as 
muoh gliadin, and consequently the waste of glutamic is 
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be simple to transfer en bloc the names of telephone sub¬ 
scribers in the London section of the Medical Directory. In 
passing it may be remarked that the convenience of inser¬ 
tion in the Buff Book to subscribers now on the Langham 
Exchange is mitigated by the fact that their numbers appear 
wrongly in the Buff Book, whereas thev appear correctly in 
the new issue of the official Telephone Directory. 

LYSOL AS A GARGLE. 

To the Editor of The Lancet. 

Sir,— Our attention has been drawn to the report of an 
inquest held by the Fulham coroner upon a woman who was 
held to have died as a result of using a solution of lysol as a 
gargle. So far as our records show, no fatality has yet been 
recorded caused by swallowing lysol in diluted form. It 
has been proved that lysol is only one-eighth as poisonous 
as carbolic, but it does not follow that toxic results may 
follow the size of the dose. In the case above mentioned 
the quantity swallowed is not indicated ; we should surmise 
it was not very large and apparently it was diluted. 
Recovery has been reported in two cases where the quantity 
taken exceeded three ounces undiluted. 

The following extract from a letter received just recently 
may be of interest to your readers : “ I have recently under¬ 
gone a rather serious operation for cancer of the breast, and 
since then have been taking about 14 drops of lysol in a 
small tumbler of lukewarm water; this I have done for 
twice a day for about a month.” 

We are, Sir, yours faithfully, 

April 25th, 1921. LYSOL, LIMITED. 

THE BLOOD PRESSURE IN MENSTRUATION. 

To the Editor of The Lancet. 

Sir, —I should be greatly obliged if you or one of your 
correspondents could direct me where to find some'full 
information as to the changes in the blood pressure in 
women during menstruation. I seem to have heard that 
the pressure rises during a week or so preceding the com¬ 
mencement of menstruation, that as soon as the flow begins 
the pressure commences to fall, and that at the end of the 
three or four days during which it lasts the pressure is 
below the ordinary blood pressure of the woman. If these 
statements are true, estimations of the blood pressure in 
women lose much of their value unless the relation of the 
observation to the catamenia is known. 

I am, Sir, yours faithfully, 

April 19th. 1921. F.R.C.S. 

BURGLARIES IN FLATS. 

Paragraphs in the newspapers stated recently that a flat 
in London, the residence of a medicai practitioner, had been 
entered at night and robbed by burglars who were said to 
have forced open the front door. No further particulars 
have been given and there is no mention of the thieves 
having been caught, but as a certain number of members of 
the medical profession live now in flats and many of them are 
absent, at their consulting rooms, during the day, it may not 
be out of place to indicate the conditions which render flats 
easy to enter by night or day by any thief who takes the risk 
of being intercepted by the hall porter. In the first place, 
by day flats are often left empty, either because no servants 
are kept or because they are allowed to go out when their 
employers also are absent. Flats are also left empty when 
their occupants go away for a holiday, the fact of a porter 
living on the premises being considered to be a sufficient 
protection. That they are thus left unprotected may become 
known to thieves by the collusion of servants and in various 
other ways, or a man who has sufficient audacity and thinks 
that the coast is probably clear walks boldly upstairs, ready 
to deliver an imaginary message, and knocks and rings 
until he is sure that there is no occupant to interfere 
with him. Having got so far he is fairly safe, but only 
if he can enter without making enough noise to disturb 
the dwellers above or below, and without doing enough 
damage to attract immediate attention if any one should 
pass the door. He also has, of course, to take his chance 
of some inmate of the flat coming home. Probably, how¬ 
ever, as has been suggested, the thief ascertains the habits 
of his victim (male or female) and of the servants, if any, 
before he commences his enterprise. The principal point 
in his favour, however, lies in the ease with which a large 
number of flats can be entered, owing to the unsubstantial 
nature of their front doors. These in a great number of 
cases have upper panels of glass and not of plate glass, 
but of small panes of coloured glass joined together 
by “leading.” Everyone can see how quickly one or 
two such panes can be taken out without any great skill 
on the part of the house-breaker, and how easily he can 
then pass his hand through, turn the handle, and enter. He 
will make practically no noise in doing this, so that it is not 


impossible for him to do it safely at night with someone 
actually at home at the time; and he can replace the glass 
so that his interference is not likely to be noticed during 
his visit. There is, at least, one precaution open to the 
flat-dweller, and one not often taken owing to the pre¬ 
judice against carrying the rather large latch-key 
required. Anyone who lives in a flat will do well to 
consider the advisability of seeing that his front door is 
fitted with a strong lock capable of being “double locked” 
from outside or inside. Tne same applies to many small 
houses. By double locking is meant the extra turn of the 
key which renders the handle impossible to turn until the 
key has been used again to release it. When the lock is good, 
forcing open with a “jemmy” or making a hole in a panel 
large enough to admit a man’s body will make bo much 
noise and render the breaking-in so conspicuous that 
neither is likely to be attempted. 

THE EFFECT OF THE COAL CRISIS ON 

ATMOSPHERE. 

Mr. W. Thomson, chairman of Manchester and Salford 
Sanitary Association, by means of a special recording instru¬ 
ment, has studied the' atmospheric impurities during the 
coal crisis, and compared his results with those obtained 
when domestic fires and works’ chimmeys are in full blast. 
The difference is most striking. Under normal conditions— 
i.e., no coal strike—the particulate mechanical impurities 
are most abundant on Monday and Tuesday, and smallest in 
amount on Sundays, when factories and city offices are 
inactive. Under present conditions everyone is struck by 
the obvious improvement of the atmosphere, of the visibility, 
and the increased supply of the sun’s rays—a striking 
confirmation, if such be needed—of the maleficent effects of 
a smoky atmosphere. 

THE INSCRIPTION ON GUY’S HOSPITAL WAR 
MEMORIAL. 

In the editorial and correspondence columns of Guy's 
Hospital Gazette recently the question of a suitable 
incription for the arch which is being erected as a war 
memorial has been freely discussed. The final decision 
of the War Memorial Committee is that on the outside of 
the arch should be the words, “ Erected by the friends of 
110 Guy’s men who gave their lives in the Great War,” and 
on the inside the inscription :— 

“ To the honour of those who came through, 

To the memory of those who died. 

1914-1919.” 

In addition, over each panel bearing the names of those 
who died, should be the words, “ In Memoriam.” 

Objection has been taken in certain quarters to these 
words on the grounds that those who came through alive 
merely did their duty, and that sacrifice only should be 
memorialised. But it should not be forgotten that some 
medical students—for example, those who broke away in 
the middle of their studies to be naval surgeon-probationers 
— sacrificed not only time but the effects of practice and 
settlement, regarded as important by our modern psycho¬ 
logists, to such an extent as to affect their whole future 
careers. Others sacrificed limbs, others mental stability. 
It is a question of degree rather than of kind. 

PUBLIC HEALTH OF MAURITIUS. 

According to a report prepared by Mr. L. Kcenig, 
Assistant Colonial Secretary, the birth-rate in 1919 was 
35-2 and the death-rate 64*9 per 1000. The population on 
Dec. 31st of the same year was estimated at 364,493. The 
abnormal mortality was attributable to a violent outbreak 
of influenza which prevailed in the island in the months of 
May, June, and July; it is believed that the deaths from 
this epidemic numbered more than 11,000. The mortality 
was especially high in Port Louis and was chiefly due to 
the poverty and decreased power of resistance of the people. 
Malaria continues to take a large toll of human life and 
a still larger toll of health and capacity. Increased 
attention is being devoted to measures of prevention 
and no expense is being spared. Phthisis and other forms 
of tuberculosis appear to be on the increase. In the public 
general hospitals tiiere are altogether 975 beds. During 
1919 25,073 patients were treated, and the deaths in hospitals 
numbered 1905. Attendance was given in the public dis¬ 
pensaries to 78,546 patients. In the St. Lazare Leper 
Asylum there were b7 inmates on Dec. 31st, 1918, and 14 
were admitted during 1919; 2 patients absconded, 8 were 
discharged, and 19 died. Mauritius ha^a warm climate, 
but is seldom too hot for comfort. The temperature even 
during the warm season is never excessive, and during the 
winter months from May to September the climate in the 
elevated plateau is often bracing and generally delightfully 
cool. 
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Lecture I. 

I wish, first of all, to express my thanks to the 
Royal College of Physicians for the great honour which 
it has done me in selecting me to be Goulstonlan 
lecturer for this year. Secondly, 1 wish to com¬ 
memorate the name of Theodore Goulston, a Fellow of 
this College, who in 1632 bequeathed some property in 
Essex in order to found this lectureship. The first 
lecture was given in 1639, and, except for a few 
breaks owing to wars and other causes, it has been 
given annually since that time. When Dr. Goulston 
died in 1632 the study of diabetes was still in its infancy, 
as Thomas Willis was then only a boy of 12, and it was 
not until 1674 that he observed that the urine of diabetic 
patients had a sweet taste. Willis was not the 
Goulstonlan lecturer, and, as far as I can ascertain, 
diabetes has only been the subject of these lectures on 
three occasions—by Dr. F. W. Pavy in 1863, by Dr. W. C. 
Bosanquet in 1905, and by Dr. E. P. Poulton in 1918. 

Although it is only three years since my friend 
and co-worker on other subjects, Dr. Poulton, was 
Goulstonian lecturer, 1 do not feel that 1 owe you any 
apology for talking about diabetes again, as Dr. Poulton 
was chiefly concerned with the questions of acidosis 
and ketosis, while I shall approach the subject by 
considering the fate of the sugar which is present in 
the blood. In the second lecture I shall speak of the 
different types of diabetes, and in the third describe 
the principles on which the modem treatment is based. 

The Fate of the Suoar Present in the Blood. 

The presence of sugar in the blood was demonstrated 
by Claude Bernard, and the amount of sugar which is 
normally present in the blood has been estimated by 
many observers and by many methods. Pavy's state¬ 
ment, 1 that for animals, dogs, &c., the usual amount 
varied from “0*06 to 0*10g. or a little more ” has been 
substantiated by recent workers using much simpler 
methods. The figure given for the amount which is 
usually present in the healthy fasting adult is 0*08 
to 0*12 g. per cent. 

One great question which concerned Paw * was why this 
sugar was not excreted in the urine. He showed that as 
a matter of fact sugar was excreted in the urine of all 
healthy adults in very small amounts. He estimated that 
it was present in a concentration of less than 0 03 per cent. 
8uch an amount is not sufficient to give a positive result 
with Fehling's solution or with Benedict’s solution, aB the 
latter only gives a positive result in a concentration of 
008 per cent. Recently Benedict and Osterberg* have 
found that BUgar is always present in the urine in small 
amounts up to 0*01 per cent. In two oases which were very 
oarefully investigated the total amounts excreted were 
1 g. and 0*5 g. per day. Pavy sought to explain the absence 
of sugar in the urine in appreciable amounts by supposing 
that the sugar was carried by the leucocytes. Others have 
supposed that the sugar was present in a colloidal combina¬ 
tion and not as a crystalloid. 

In 1908 Michaelis and Rona 4 found that the sugar could be 
diffused away from the cells and that the sugar must be in a 
state of solution. This was confirmed in 1914 by Abel, 
Rowntree, and Turner, 8 who showed that if the blood was 
allowed to circulate through a celloidin tube inserted into 
the general circulation of the animal the sugar diffused out 
from the blood into the fluid surrounding the celloidin 
tube. The sugar is therefore present in the blood as a 
crystalloid. 

tJutil 1908 it was accepted that sugar was present in the 
plasma and not in the corpuscles, but in that year Michaelis 
and Rona,° working on dogs, found that the sugar was 
No. 5097. 


shared in unequal and inoonstant amounts between the 
corpuscles and plasma. They repeated and extended their 
observations, which were confirmed by all other workers on 
this subject exoept Lyttgens and Sandgren 7 and Bang. 8 
Bang and his pupils were unable to prepare an osazone 
from the corpuscles and challenged Michaelis and Rona to 
prepare one. It was also very extraordinary that in some 
animals—the dog, cat, and man—the sugar was apparently 
shared between the corpuscles and plasma, while in the 
rabbit it was all in the plasma. 

In 1919 Falta and Richter Quittner 9 re-investigated the 
question and found that if they prevented coagulation of 
tne blood by the addition of hirudin all the sugar was 
present in the plasma. If, however, other methods prevent¬ 
ing coagulation were used— e.g., the addition of potassium 
oxalate or sodium citrate—or if the blood was denbrinated, 
the sugar was shared between the corpuscles and plasma. 
Falta found that this was true of the blood of all the usual 
laboratory animals. Confirmation of this work is forth¬ 
coming in the independent work of Brinkman and V. 
Davis, 1011 which was published almost simultaneously. 
Brinkman was working on frog’s blood, and with the use of 
hirudin he found that the sugar was always present in the 
plasma. When he extended his work to human blood he 
was not so successful as the hirudin he was using did not 
completely prevent the onset of coagulation. If any strands 
of nbrin were present the corpuscles contained sugar. 
However, by chilling the blood and bubbling an indifferent 
gas through the blood he was able to prevent any coagulation 
taking place and to demonstrate that all the sugar was 
present in the plasma. 

The Hematocrit Method . 

These observations are of great importance in the 
estimation of the sugar in the blood. The amount of 
sugar is always given in grammes per 100 c.cm. or per 
100 g. of blood. But if the sugar is only present in the 
plasma this mode of presentation may be very mis¬ 
leading, as Falta points out, unless a simultaneous 
estimation is made of the respective volumes of 
plasma and corpuscles by the hsBmatocrit method. 
This observation may affect the accuracy of determina¬ 
tions which are made from the blood obtained by 
pricking the finger when any squeezing is necessary to 
obtain the blood. It can be overcome by (1) warming 
the hand in hot water beforehand ; (2) always pricking 
the finger deeply ; and (8) correcting the result by doing 
a hsematocrit determination. Unfortunately hirudin 
is unobtainable at present, and potassium oxalate must 
therefore be used instead in making the hsematocrit 
determinations. A correction of 1-2 per cent, must be 
made, as the potassium oxalate gives too low a reading 
for the volume of the cells. 

I have recently compared the blood from the vein 
with that obtained from the finger with the help of 
Dr. A. E. Gow. The figures for the red cells lay within 
the limits of experimental error, those for the 
hsBmatocrit were identical, the figures for the blood 
sugar lay within the limits of experimental error. 
There is, therefore, no appreciable error in collecting 
blood from the finger. A more serious source of error 
may be variations in the volume of cells and plasma. 
Eppstein’* found that the volume of plasma and 
corpuscles was not a constant one as it varied after a 
meal. He always made a hsematocrit determination in 
order to correct for this variation. Recently Dreyer, 
Bazett, and Pierce 18 have shown that the proportion of 
plasma and corpuscles varies in a surprising way and 
makes it still more necessary to check the results with a 
hsBmatocrit determination. The diurnal variations may 
be as much as 80 per cent., and a 10 per cent, change is 
quite common. The changes did not seem to bear any 
relation to meals. 

The Nature of the Filter . 

The mechanism by which the sugar is prevented 
from being excreted by the kidney still remains un¬ 
explained. According to Cushny’s view of kidney 
functions, the sugar is passively filtered off from the 
blood together with the other constituents of the urine, 
and is reabsorbed lower down in the kidney tubules. 
On this hypothesis a great deal of work has to be done 
by the kidney in reabsorbing these substances, and as 
in some cases of diabetes, of which I shall speak later, 
the level of the blood sugar may rise to 0.30 g. per cent, 
without any sugar being excreted in the urine, the 
kidney must do a great deal of extra work. 

t 
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Hamburger and Brinkman u have done some suggestive 
work on this point. They found that when they perfused 
the frog’s kidney with ordinary Ringer’s solution containing 
glucose all the sugar was excreted in the urine. By varying 
the potassium and calcium in the solution the excretion of 
the sugar ceased to be a quantitative one. By making the 
H.-ion concentration of the perfusing fluid correspond with 
that of frog’s blood they found that the kidney did not allow 
any sugar to pass even if the concentration was over 
0*10 per cent. The addition of lactose to the perfusing fluid 
was always followed by the excretion of lactose in the urine, 
although*no glucose was excreted. These experiments at 
present lack confirmation, and the possibilities of error 
have not been exhaustively excluded, but they do offer an 
explanation of the different* levels of the leak-point for sugar 
inn uman beings, to which I shall refer later. 

Pavv 15 and all other workers on this subject up to 1911 
believed that there was no increase of sugar in the blood 
after a heavy carbohydrate meal. It was believed that the 
liver was the organ which prevented the sugar from in¬ 
creasing in the general circulation. Pavy thought that if 
the liver failed to do its duty and allowed an increase of 
sugar in the blood, the sugar would instantly be excreted in 
the urine. 

In 1911 Baudouin 16 examined his patients one hour after a 
meal and found that there was a slight increase in the 
amount of sugar. Frank, 17 Reicher and Stern 18 confirmed 
and slightly extended his observation. A. Th. B. Jacobsen 19 
in 1913 pointed out that the rise in the blood sugar occurred 
much earlier than one hour, and might be present within 
five minutes of a dose of sugar. It usually reached its maxi¬ 
mum 15-30 minutes after the sugar, and in 7 cases was back 
at its original level after 60 minutes. In 7 cases the fasting 
value was not reached until two to three hours afterwards. 
In 7 cases sugar was excreted, but the greatest amount 
excreted was 1-38 g. These observations have been confirmed 
by Bang and many others, including myself. 

Variations in Individual Response to a Dose 
of Sugar. 

The response of each individual to a dose of sugar is 
probably slightly different, and varies from time to time 
according to his state of health. I 20 have made six 
experiments on myself at different times, immediately 
before and after a holiday, and the variations are some¬ 
what remarkable. All the estimations of the blood 
sugar were made by Bang’s 21 method, which with 
slight modifications in technique I have found very 
satisfactory when the difficulties over the impurities 
of the chemicals have been surmounted. The differ¬ 
ence between the blood curves (Figs. 1 and 2) is very 
striking, and makes it much easier to understand 
why a diabetic passes sugar when he is upset by quite 
trivial ailments or troubles. 

In considering the changes which take place in the 
percentage amount of sugar in the blood the total 
amount of sugar should also be considered. The volume 
of the blood is about ^th of the total weight of the 
body, according to the recent work of Keith, Rowntree 
and Geraghty. 22 In the case of a man who weighs 
65 kilos, or 10 st. 31b., the volume of the blood will be 
5000 g. Since the average percentage amount of sugar 
In the blood is about 0T0 g. per 100 g. blood the total 
sugar circulating in the blood is 5 g. An increase in 
the blood sugar from 0T0 g. to 0‘20 g. would mean that 
an extra 5 g. was circulating in the blood. A diabetic 
with a blood sugar of 0’40 g. present would have an 
extra 15 g. of sugar in the blood. The amount of sugar 
which can be stored in the blood is therefore very 
small, and this emphasises the delicacy of the 
mechanism by which sugar is absorbed into the 
body. 

The increase in the blood sugar after each meal, 
which contains a fair amount of carbohydrate, shows 
that the liver does not prevent sugar from entering 
the peripheral circulation, and it is of interest to con¬ 
sider how much sugar the hepatic veins may contain. 
The blood in the portal vein after a meal is rich in 
sugar, but in its passage through the liver it is diluted 
with the blood from the hepatic artery. The blood 
leaves the liver by the hepatic veins, which join the 
inferior vena cava at once. The liver blood is there 
diluted at once with the blood from the lower limbs. A 
further dilution takes place almost immediately after¬ 
wards as the blood mixes in the heart with the blood 
in the superior vena cava. It is clear that the blood in 


the hepatic veins must contain more sugar than the 
diluted blood in the peripheral circulation, but it is not 
possible to say how much more, as measurements of the 
vessels after death are difficult to do, and no account is 
taken of the velocity of the blood flow. 

The Destination of Blood Sugar. 

The fact that the increase in the blood sugar takes 
place after each carbohydrate meal which is eaten 
arouses interest as to the destination of this sugar. 
None of the sugar is excreted in the urine so longjtsthe 
amount of sugar does not rise above the “leak point” 
for the individual, and after circulating in the blood for 
a variable length of time the sugar disappears from the 
circulation. Some of the sugar is burnt at once aB the 
respiratory quotient rises immediately after a carbo¬ 
hydrate meal and remains about 1*0 for some time, and 
then gradually falls. The rise and fall in the blood sugar 


In each of the charts the figures at the left side indicate 
grammes of sugar in 100 g. blood. 
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The figures at the foot of the chart represent minutes after meal. 


Fio. 1 shows the effect of a carbohydrate meal consisting of 
60 g. porridge, 60 g. bread, 150 c.cin. milk, on my blood 
(a) before and (b) after a holiday. Before the holiday the 
fasting value was O'13 g. per cent., and 30 minutes later the sugar 
had increased to 018 per cent. The amount of sugar gradually 
decreased and reached 0T2 24 hours later. After the holiday the 
fasting value was 0 095 g., and the rise in the blood sugar which 
took place 4 hour after the meal was small, and reached it* 
maximum 0T1 g. after 1 hour. In this case the rise was 0015, 
whereas before the holiday it was 0‘05 g. 



In Charts 2, 3, and 4 the figures at the foot represent minutes 
after injection of sugar. 

Fig. 2 shows the effect of a dose of 100 g. of gluoose six weeks 
and one week before another holiday. Six weeks before the 
holiday (continuous line) the rise in the blood sugar was 0'03 g. 
in 1 hour. One week before tho holiday (dotted line) it was 0 07. 
On neither occasion when I was taking the holiday was I suffer¬ 
ing. so far as I knew, from any illness, although on each occasion 
I had been working long hours in the laboratories and wards. 

is usually over in about one hour even if 100 g. is taken 
at one time. If all the sugar which disappears from the 
circulation in the hour were burnt in that time it would 
mean that 400 calories had been used in one hour from 
carbohydrates alone. As the subject of these experi¬ 
ments is usually a laboratory worker, and as he sits 
fairly still during that period it is hardly possible that 
all this amount of sugar could be burnt up. Moreover, 
Johanson 23 has shown that the increase in the output of 
carbon dioxide which occurs after a dose of sugar 
persists for a period of five to seven hours. Hence some 
of the sugar must be stored elsewhere in the body—i.e.. 
in the liver, muscles, or elsewhere. 

The amount of glycogen which is stored in these 
places may be considerable. Thus Schondorf 24 
estimated the amount of glycogen in th© muscles and 
liver of seven dogs. In three dogs the muscles 
contained more sugar than the liver; in two dogs the 
muscles and liver contained about the same amount of 
sugar; in two dogs the muscles contained less glycogen 
than the liver. 
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As the muscles contain so much glycogen it is 
possible that the “extra” sugar which is seen in the 
blood after a carbohydrate meal is on its way to the 
muscles. De Fillipi 28 has investigated the effect of 
shutting out the liver from the portal circulation by 
means of an Eck’s fistula. He found that there was a 
small decrease in the tolerance for dextrose, but a 
larger decrease in the tolerance for lsevulose. 

Tolerance to Different Sugars . 

Jacobsen 96 repeated these experiments on three dogs, 
making careful determinations of the tolerance for 
dextrose, lsevulose, and saccharose before and after the 
operation. 

Before After 

operation. operation. 

Tolerance for— 

Dextrose. 115 g. 80 g. 

Saccharose . 170 ,, . 15 ,, 

Laevuloae. 90 „ . 9 „ 

The decrease in the tolerance for dextrose is therefore 
small as compared with the decrease for lsQvulose. 

Effect on the Liver . 

De Fillipi did not make any pathological report on 
the state of the liver, but Jacobsen stated the liver in 
his dogs appeared small, hard, and tough; on micro¬ 
scopical section there was atrophy of the centre of the 
lobule and fatty degeneration. The effect of removing 
the liver from the portal blood flow, although it does 
diminish the tolerance for sugar, does not upset the meta¬ 
bolism as much as might be expected. Both De Fillipi 
and Jacobsen suggest that the muscles can assimilate 
the dextrose but that they cannot store the IsBvulose. 

De Fillipi determined the amount of glvcogen which was 
present in the liver and muscles of the £ok's fistula dogs. 
The figures show that the liver of the Eck’s fistula dogs 
contain very little glycogen and resemble those for the liver 
of Pfliiger’s dog which had fasted for 28 days. The muscle 
contained a good deal of glycogen, and the amounts corre¬ 
sponded with those found in the muscles of dogs which had 
been well fed. 

The tolerance for dextrose has been tested in diseases in 
which the liver has been grossly diseased, as in cirrhosis of 
the liver. Strauss ** found that 90 per cent, of patients with 
diseases of the liver, such as cirrhosis, excrete IsBvulose 
after a dose of 100 g. of IsBvulose. Only 10 per cent, of 
healthy people excreted lasvulose. The amounts of lamilose 
excreted are always small, usually about 1 per cent, of the 
dose. In acute phosphorus poisoning about 85 per cent, of 
the cases showed a diminished tolerance after a dose of 
100 g. of sugar; the amount of dextrose excreted varied from 
22 g. to mere traces. 

The experiments in which the liver has been cut out of 
the portal circulation, and those in which the liver is 
seriously damaged in disease, show that the muscles play an 
important part in the storage of glycogen, and it is possible 
that the “extra sugar” in the blood after a carbohydrate 
meal is on its way to the muscles. 

The effect of lsevulose on the blood sugar in man was 
observed by Bergmark, 28 who found that practically no 
rise occurred after doses of 50 g. 

This has been repeated by McLean and de Wessolow,* 
who gave similar doses. A dose of 50 g. caused a rise from 
010 to O il, which is almost within the limits of experi¬ 
mental error. I had observed the effect of a still larger dose 
of lasvulose, 100 g., as I have done most of my experiments 
on myself with that dose of dextrose. (Fig. 3.) The initial 
figure for the blood sugar was 0*095, and 30 minutes after 
the IsBvulose it had risen to 0*15; at the end of one hour it 
was still 0*145 g., at the end of two hours 0*115 g., at the end 
of three hours 0*125 g. At this point 100 g. of dextrose was 
taken; at the end of 15 minutes the sugar had risen to 0*15, 
at the end of 30 minutes to 0 ? 195 g. During the first 
40 minutes after the Imvulose 0*15 g. of a reducing substance 
was excreted in the urine. This substanoe was Irovorotatory 
and was probably lsevulose. In the next 2 hours and 
40 minutes 0*07 g. of a similar lsevorotatory substance was 
excreted in the urine. In the hour after the dextrose no 
reducing substance was excreted in the urine. Using a 
dose of 100 g. of IsBvulose the rise in the blood sugar was 
0.055 g. compared with the rise of 0*01 observed by Bergmark 
after 50 g., and is only a little smaller than the rise after 
the dextrose of 0*075 g. The significant point is that the 
IsBvulose was excreted, although the blood sugar was never 
Above 0*15 g., whereas the dextrose caused a rise to 0*195 
without causing any excretion of dextrose. On another 
occasion 100 g. of IsBvulose caused a similar rise and the 
reducing substance gave Seliwanow’s test for lsevulose. 


Woodyat, Sansun, and Wilder 80 have also made 
experiments which show the difference between 
lsevulose and dextrose. 

By means of an ingenious apparatus they have injected 
sugar solutions continuously into veins. They were able to 
inject dextrose at the rate of 0*8 to 0*9 g. per kg. per hour 
into dogs and men without causing any glycosuria. In the 
case of a man of 65 kg. 52 g. of dextrose could be injected 
each hour. For lsevulose the figures are much lower as 
only 0T5 g. per kg. per hour or 9*7 g. for a man of 65 kg. 
could be injected without causing glycosuria. The difference 
between the dextrose and lsevulose is therefore very great, 
and coupled with the other work suggest that the lsevulose 
is normally dealt with in the liver, but that if there is any 
appreciable escape into the peripheral blood some sugar is 
excreted by the kidneys. On this hypothesis lsevulose 
occupies the position that dextrose held in the mind of Pavy. 

Pavy 81 pointed out that the blood in the peripheral 
circulation contained very little more sugar after hydrolysis 
with sulphuric acid, whereas the blood in the portal vein 
showed a considerable increase. He considered that the 
liver prevented the entrance of this hydrolysable sugar into 
the peripheral blood. Cammidge M has recently confirmed 
these observations and he believes that this substance is 
similar to a dextrin. 



The especial functions of the liver seem to be : 
(1) preventing the hydrolysable sugar from entering 
the general circulation ; (2) storing up the lsevulose. 

Ivan Bang 88 has made many experiments to try and 
discover the fate of the extra sugar which is seen in the 
blood after a carbohydrate meal. He fed rabbits with sugar 
and also injected sugar intravenously. The rabbits were 
killed half to two hours afterwards and the total amount of 
sugar and glycogen which was present in the body was 
determined. In these experiments, in which the sugar was 
given through a stomach tube, the total amount of sugar or 

g lycogen found in the liver, blood, and lymph varied from 
•2 per cent., 22*9 per cent., 28*7 per cent, of the sugar which 
had been absorbed. After intravenous injections of sugar 
Bang found that although the animal was killed at once the 
amount of sugar in the liver immediately after the injection 
was only 8-12 per cent, of the injected sugar. The blood 
contained 7*5-11 per cent, of the injected sugar and the 
muscles only 5 per cent. Although Bang examined the 
whole body he was unable to recover more than 48-75 per 
cent, of the sugar which had been injected. In the experi¬ 
ment in which 75 per cent, was recovered, 30 per cent, of 
the sugar was still in the blood. 

The Liver Not the Chief Storehouse for Sugar . 

These experiments confirm the other experiments 
which I have quoted and show that the liver is not the 
chief storehouse for sugar in the body. The complete 
disappearance of 25-50 per cent, of the sugar which has 
been injected is most remarkable and suggests that the 
sugar has been converted into another compound which 
escapes detection. 

This work has been repeated by Kleiner, 84 who found that 
he could not recover the sugar injected. He also injected 
dead animals and found that the sugar disappeared from the 
blood in the same way as it does in live animals. In dead 
animals, however, the sugar was present in the body fluids 
and muscles and could be recovered. In living animals he 
found some evidence that a condensation of the sugar took 
place in the muscles. The work of Cohnheim 85 on the 
effect of muscle juice on sugar in the presence of pancreatic 
juice bears on this point. He showed that if suitably 
prepared muscle juice was allowed to act on sugar under 
strictly aseptic precautions a small amount of sugar dis¬ 
appeared. The addition of pancreatic extract in suitable 
amounts increased the effect of the muscle juice, but excess 
of pancreatic extract prevented the action. The pancreatic 
extract did not act like a ferment as it was not destroyed 
by heating and could also be extracted with alcohol. These 
results were contradicted by ClauB and Emden, 88 but 






954 The Lancet,] 


DR. G. GRAHAM: GLYOEMIA AND GLYCOSURIA. 


CMat 7, 1921 


Cohnheim repeated his experiments with many preoantions 
and obtained a similar result. These experiments have been 
confirmed by de Witt 87 and others, but they are especially 
supported by Hall’s 3 ® work. He found that the best results 
were obtained when the alcoholic extract of the pancreas 
was used, and that 25 per cent, of the sugar might dis¬ 
appear. The mixture of muscle juice and pancreas extract 
could only act on dextrose, and could not attack arabinose, 
ltevulose, or lactose. Levene and Meyer 89 confirmed Hall’s 
results, and showed that the sugar which had disappeared 
could be recovered by boiling the mixture with hydrochloric 
acid for an hour, tfhis experiment showed that the sugar 
had not been used but stored away. They were also able to 
isolate a biosazone from the mixture. Their work is good 
evidence that a condensation product had been formed by 
the interaction of the muscle juice and pancreatic extract. 
Cohnheim’s substance must therefore be accepted as an 
important agent in the storage of sugar in the muscle. This 
work suggests that the sugar which Bang 88 was unable to 
recover after the injection of sugar into animals has been 
stored as a condensation product in the muscle. 

The problem has also been investigated by perfusing 
the living heart muscle with solutions containing 
sugar. The work is difficult, as the experiments may 
be invalidated by the amount of glycogen which the 
heart muscle contains and by bacterial action, &c. 

Owing to some of these causes the earlier work is un¬ 
reliable, but Cruikshank and Paterson 40 were able to show 
that the heart of a healthy dog burnt sugar at the rate of 
1*87 mg. per kg. of heart muscle, whereas the heart of the 
diabetic dog burnt sugar at the rate of 0 9 mg. per kg. 

8tarling and Lovatt Evans 41 found that the resDiratory 
quotient of the diabetic heart was 0*71 instead of 0 85 for the 
healthy heart, showing that there was a depression or 
abolition of the power of the diabetic muscle to use carbo¬ 
hydrate. They found that an acid extract of the pancreas 
very occasionally enabled the diabetic heart to use more 
sugar and sent up the respiratory quotient. More recently 
Clark 4 a has repeated this work, using special precautions to 
prevent the destruction of sugar by bacterial action in the 
perfusing fluid. He found that on perfusing the healthy 
heart very little sugar disappeared in the first two hours, 
but that in the third and fourth hours a considerable amount 
of sugar disappeared. If, however, the pancreas was brought 
into the circulation the sugar began to disappear at once. 
The sugar could not be recovered by heating with hydro¬ 
chloric acid, as in Levine and Meyer’s work. Perfusion 
through the pancreas did not seem to alter the sugar in any 
way, and it is suggested that the perfusing fluid picked up 
something from the pancreas which enabled the muscle to 
use the sugar. Since the perfusing fluid lost its power after 
boiling or standing it seems probable that the active 
substance is a ferment. 

Hedon 43 made some important observations on the 
diabetic animal. If large amounts of healthy blood are 
given to a diabetic dog there is a decrease of the sugar 
output and a fall in the level of the blood sugar, but the 
effects were very transient. The effect of connecting the 
pancreas of a healthy dog with the peripheral circulation of 
the diabetic dog was next investigated, but did not cause 
more effect than the transfusion of blood had done. If, how¬ 
ever, the healthy pancreas was connected with the portal 
circulation the results were very striking, as the glycosuria 
disappeared and the blood sugar decreased. These effects 
persisted for a little while after the transfusion had ceased. 
This observation suggests that the pancreatic hormone can 
only act if it has passed through the liver, and it is of 
interest to remember that all the opposing group of glands 
discharge into the peripheral circulation. 

The Relations of Liver and Pancreas. 

Cammidge 44 has recently made some experiments 
which bear on the relations of the liver and pancreas. 

He estimated the amylolytic ferment in the blood—the 
increase in the reducing power of the blood—after hydro¬ 
lysis, which he called the “difference value” and the blood 
sugar. The effect of a carbohydrate meal was observed on 
all these substances in patients with diseases of the 
pancreas and in dogs which had had varying amounts of the 
pancreas removed. 

In patients with disease of the pancreas and in dogs in 
whom two-thirds or less of the pancreas had been removed 
there is a great increase in the “difference value” and of the 
amylolytic ferment of the blood of the fasting patient or 
dog. The carbohydrate meal causes a great fall in the 
“difference value,” but an increase in the amylolytic 
ferment and in the blood sugar. This lasts for some 
hours and then the “difference value” rises again and the 
others fall. If the whole of the pancreas is removed the 
“difference valne” is low, but the amylolytic ferment and 
blood sugar are higher than ever. 


These experiments show that the amylolytic ferment is 
not secreted by the pancreas, as it was present in the 
greatest amount when the pancreas was completely 
removed. It is, therefore, suggested by Cammidge that 
the amylolytic ferment is formed in the liver and that its 
production is under the control of the panoreas. A diminu¬ 
tion in the pancreatic function allows either an increase in 
the production or perhaps an escape of the amylolytic 
ferment into the blood. This part of the work agrees 
therefore with Hedon’s observation on the necessity of the 
perfusing blood passing through the liver. 

The significance of the “ difference value 99 is much 
more difficult to appraise. It is present in the fasting 
blood in the largest amount when the pancreas is 
slightly damaged and in smallest amount when the 
pancreas is intact or absent. It decreases with the 
increase in the amylolytic ferment and increases with 
the fall of the amylolytic ferment, and is therefore in 
some way dependent on the activity of this ferment. 

The work of Dakin and Dudley 48 on glyoxalase is also 
very important. They found that the liver, muscles, 
and blood of all animals contain a thermo-labile 
ferment called glyoxalase which is capable of converting 
methyl glyoxal into lactic acid. The pancreas, how¬ 
ever, contained a ferment which could inhibit the action 
of the glyoxalase. This antiglyoxalase is water-soluble 
and thermo-labile, is present in pancreatic extracts and 
also in the pancreatic juice. The blood of muscles of 
diabetics, however, had less glyoxalase than usual. 

If this work of Cohnheim, Clark, Dakin, and Dudley 
is correct the problem is an extremely complicated one. 
We know at present three substances which seem to 
play an important part. Cohnheim’s substance, which 
is thermo-stabile, soluble in alcohol, and inhibited by 
trypsin, is apparently necessary for the storage of sugar 
in the muscles. Dakin and Dudley’s substance, which 
is thermo-labile, water-soluble, unaffected by trypsin, is 
apparently necessary to prevent th* conversion of the 
muscle sugar into lactic acid. Clark’s substance, which 
is thermo-labile, water-soluble (and in diabetic animals 
must pass through the liver as well) is neoessary to 
enable the muscles to burn the sugar. The three 
substances are here shown in tabular form:— 


Cohnheim'8 Sub¬ 
stance. 

T hermo-stabile. 
Soluble in alcohol. 
Inhibited by 
trypsin. Neces¬ 
sary f or storage of 
sugar in muscles. 


Dakin and Dudley's 
A nti-Glyoxalabe. 

T hcrmo-labile. 
Soluble in water. 
U naff ectod by 
trypsin. Necessary 
to prevent conversion 
of muscle sugar into 
lactic acid. 


Clark's Sub¬ 
stance. 

Thermo-lab ile. 
Water sol able. 
Necessary to 
enable the 
muscles to burn 
sugar.' 


The evidence which I shall bring forward in my next 
lecture from the consideration of the effect of a small 
dose of sugar on mild cases of diabetes suggests that the 
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Fio. 4.—Showing the effect of 50 g. sugar on the level of the blood 
sugar and the Bugar excreted per hour. 

diabetic is unable to store the sugar readily, and that it 
circulates in the blood for a much longer period than 
usual. This -effect may perhaps be ascribed to the 
absence of Cohnheim’s substance in adequate amounts. 
(Fig. 4.) The fact that the respiratory quotient in 
diabetes is low shows that the body is not burning 
sugar, and this may be ascribed to the absence of 
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Clark’s substance in adequate amounts. The per¬ 
sistence of hyperglycffimia in severe diabetes, in spite 
of starvation, may perhaps be due to absence of Dakin’s 
substance. 

The Mechanism Regulating the Amount op Sugar 
in the Blood. 

The mechanism by which the amount of sugar 
in the blood is regulated must next be briefly con¬ 
sidered. The sugar in the blood seems to remain 
at a fairly constant amount, except when it is 
raised after a meal or when it is decreased after 
the effect of the meal has passed off. The decrease 
is sometimes quite marked, but after one or more 
hours the level of the blood sugar returns to its 
original level or a little lower. The mechanism 
by which this is achieved is a complicated one, 
as there are four ductless glands—the suprarenal, 
the thyroid, the pituitary, and the pancreas—which 
exert an influence on it. The suprarenal, thyroid, and 
pituitary all seem to belong to one group, as an increase 
in their activity causes a rise in the blood sugar and 
perhaps glycosuria. A decrease in their activities 
may cause an increase in the sugar tolerance. The 
pancreas must be placed in the opposing group, as a 
decrease of its functions causes a diminution of the 
sugar tolerance. 

The methods by which these glatids produce their 
action are still difficult to understand, but considerable 
information has accumulated. 

The mode of action of the suprarenal gland is 
especially interesting. The injection of adrenalin 
causes an increase in the blood sugar and may there¬ 
fore cause glycosuria if the level of the blood sugar 
rises above the leak point. Further confirmation is 
obtained from observations on patients as anxiety may 
cause a temporary glycosuria—e.g., the strain of an 
examination (Cannon); the anxiety of either playing 
or looking on at a football match (McLeod 46 ). More¬ 
over, I have found the fasting value for the blood sugar 
raised to O’16 or 0*18 g. per cent, on two occasions when 
I have tested the sugar and tolerance of patients with 
diabetes innocens. On repeating the test the fasting 
value has always been within the normal limits. If it 
be accepted that adrenalin plays a part in regulating 
the amount of sugar in the blood the method by which 
the necessary amount of adrenalin is settled is not 
known. The adrenalin is believed to act by con¬ 
verting the glycogen of the liver into sugar, as most 
sugar is excreted when the liver contains most 
glycogen. But if the liver contains little glycogen 
the adrenalin causes an increase in the amount of 
glycogen in the liver. The adrenalin is excreted in 
the general circulation and reaches the liver by the 
hepatic artery as well as by the portal vein, and it is 
possible that it also mobilises the sugar in the muscles 
and brings that to the liver. 

The old work of Kulz 47 bears on this point. He 
made some observations on the time at which the 
liver of rabbits contained the maximum amount 
of sugar. He found that 4 hours after a dose of 
21 g. of glucose the liver contained very little sugar, 
but that it began to accumulate in the liver after 
10 hours, reached its maximum after 16 hours, and 
was nearly all gone after the 24th hour. The 
adrenalin may therefore be the active agent which 
helps to keep the sugar content of the blood 
constant, but the method by which the amount 
of adrenalin required is determined is not yet clear. 
The suprarenals are under the control of the 
splanchnic nerves, and stimulation of these nerves 
causes an increase in the output of adrenalin and a rise 
in the blood sugar. Further, it is through the splanchnic 
nerves that the impulses pass from the fourth ventricle. 
The excretion of sugar which Claude Bernard produced 
by puncturing the floor of the fourth ventricle can be 
abolished by cutting the splanchnic nerves or by 
removing the suprarenal glands. At this stage the 
question seemed relatively simple, but later it was found 
that after division of all the nerves of the hepatic 
plexus stimulation of the splanchnic nerves did not 
produce any hyperglycsemia. 48 Also stimulation of 


the hepatic plexus could produce hyperglycffimia 
by itself, but not if the suprarenals had been 
removed. 

There are therefore two factors at work : (1) presence 
of adrenalin; (2) an intact hepatic plexus. It seems 
possible that the need for the sugar reacts in some 
way on a centre in the brain and that the impulses 
pass to the Buprarenals via the splanchnic nerves, and 
this produces more adrenalin and hence more sugar in 
the blood. 

The evidence for the influence of the thyroid is less 
complete. In exophthalmic goitre the sugar tolerance 
may be much reduced and sugar may be excreted. 
The opposite is the case in myxoedema, as the sugar 
tolerance is much increased. Treatment with thyroid 
extract lowers the sugar tolerance and may cause 
glycosuria even in healthy people if a large enough 
dose be taken. 

The pituitary is still less understood. Glycosuria 
may occur in the early stages of acromegaly, but 
whether this is due to a secretion from the anterior 
lobe or is due to pressure on the floor of the fourth 
ventricle is not clear. After destruction of the posterior 
lobe, on the other hand, the carbohydrate tolerance is 
much increased. Feeding with posterior lobe will 
reduce the sugar tolerance. 

How the work of regulating the blood sugar is shared 
between the three glands is at present quite unknown. 
The pancreas is the only gland in the opposing group 
as far as we know. The effects of an excess of 
pancreatic excretion are unknown. The defects of the 
pancreas are, however, well known. Since the day of 
von Mering and Minkowski a great deal of work has 
been done on the effects of removal of the pancreas, 
notably by Starling and Allen. Allen has shown that 
if one-eighth to one-ninth of the whole gland is left 
intact the diabetes will be of a mild type, but if less 
than one-ninth is left the disease is of a severe type. 
These observations show that the pancreas supplies a 
secretion which is essential for the metabolism of sugar. 
I have already described the evidence of its mode of 
action. 

This completes my review of the physiological 
aspects of diabetes mellitus. The whole subject of 
diabetes bristles with difficulties, as I have tried to 
show throughout this lecture. The more we advance 
our knowledge the more complicated the problem 
becomes, and the more there is to learn. 
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A SIMPLE 

QUANTITATIVE SERUM-REACTION FOR 
THE DIAGNOSIS OF SYPHILIS 

AND THE EXPBESSIONJoF RESULTS IN STANDARD UNITS. 1 

By GEORGES DREYER and HUGH KINGSLEY 
WARD. 

(From the Department of Pathology, University 
of Oxford.) 

Qualitative and Quantitative Tests. 

Ever since the application of the Bordet and 
Gengou phenomenon of complement fixation to the 
diagnosis of syphilis by Wassermann, Neisser, and 
Brack in 1906, this reaction, generally known as the 
Wassermann reaction, has been our most valuable aid 
in the diagnosis of syphilis. During these years .the 
technique has undergone a series of modifications with 
the object of enhancing the specificity and the delicacy 
of the reaction. The result has been that in the 
Wassermann reaction we now possess a practical 
and reliable qualitative test for the diagnosis of syphilis. 
If the reaction fulfils the conditions laid down by 
Wassermann (total absence of haemolysis), it is for all 
practical purposes specific, save, perhaps, in the acute 
stages of malaria, in pellagra, and in yaws. On the 
other hand, an incomplete or negative reaction by no 
means excludes syphilitic infection. 

The disadvantages of the method are briefly as 
follows:— 

1. The rather complicated technique, with its many 

pitfalls, requires very considerable skill and experience in 
the handling of the various more or less unstable reagents 
That this does not interfere, for all practical purposes, with 
the qualitative value of the test in the hands of highly 
skilled and experienced pathologists is clearly brought out 
by the experiments of McIntosh,- Harrison, and Browning 2 
who tested 104 serums independently and arrived at nearly 
identical results. J 

2. The reaction cannot be properly standardised owing to 
the number of variants in it—complement and red cells 
varying from day to day, amboceptor and antigen varying 
from month to month. For this reason any attempt to 
determine from one time to another the titre of the serum 
in any given case is bound to be only approximately accurate. 
That this is so was clearly proved by the careful quantita¬ 
tive determinations of Thomsen, 8 who compared the same 
serums, kept under ideal conditions, at intervals of a few 
days. These serums did not give the same results on three 
different occasions. 

3. Because titration is only approximately accurate and 
also involves very considerable labour the routine usually 
adopted is to use one fixed quantity of serum (0T c.cm) 
for the test, and to express the results in terms of 
+, ++» +:#;+, and + -f+ -f-, with a view of indicating the 
strength of the so-called Wassermann substance. The result 
of this procedure is that the reaction remains +4- + + until 
near the borderline. Thus if the serum is strong the 
Wassermann reaction gives no indication of how the 
case is progressing unless and until the reaction approaches 
the borderline, where it may disappear altogether, or 
perhaps fluctuate between positive and negative, according 
to the delicacy of the reaction on the particular occasion. 
If the serum is weak the reaction may become negative and 
remain negative, or again, as before, fluctuate between 
positive and negative over a prolonged period. 

It may be said that these fluctuations, frequently 
observed, are due to actual changes in the strength of 
the serum, but as similar fluctuations also occur when the 
same serum is tested on different occasions, it is, in our 
opinion, probable that these fluctuations are largely due to 
variations in the sensitiveness of the Wassermann reaction 
—and are not true changes in the strength of the serum. 
The procedure adopted by some workers of using two 
different amounts of complement with the fixed amount of 
syphilitic serum gives little or no help in this respect. 

For the reasons here given the physician may receive 
very little guidance from the Wassermann reaction as 

1 Report to the Medical Research Council. 

* Medical Research Council, Special ReportSeriee No. 21, “ The 
Diagnostic Value of the Wassermann Test." 

8 Thomsen Oluf: Die quantitative AusfUhrung der Wassermann - 
chon Reaktion, Zeitschrift f. kmnun. und Exper. Therap., 1910, 


to the result of treatment, and will often find it difficult 
to correlate his clinical observations with the result of 
the reaction. 

Attempts to Dispense with the Heemolytic System. 

Owing to the complicated technique of the Wasser¬ 
mann reaction attempts have been made from time to 
time to devise a simpler reaction by doing away with 
the haBmolytic system. The first test of this type was 
the Hermann and Perutz flocculation reaction. In this 
the property of syphilitic serum to flocculate a sus¬ 
pension in saline of sodium glycocholate and choleaterin 
was made use of. Most observers seemed to agree that 
it was less delicate than the Wassermann reaction, and 
also gave a considerable number of false positive 
results. Of subsequent flocculation reactions the Sachs- 
Georgi is the one that has yielded diagnostic results 
that compare most favourably with those given by the 
Wassermann reaction. As a test fluid Sachs and 
Georgi made use of a saline suspension of a mixture 
of alcoholic heart extract and cholesterin. To 0*5 c.cm. 
of this test-fluid they added 1*0 c.cm*. of serum diluted 
1/10, incubated for two hours at 37° C., left the tubes at 
room temperature for another 20 hours, and read the 
results. Most observers in Germany seem to agree that 
this reaction gives almost as reliable results as the 
Wassermann reaction as carried out in Germany. On 
the other hand, opinions so far expressed in this 
country seem less favourable. 

We have for years tried to standardise the Wasser¬ 
mann reaction and to devise a unit system for expressing 
its results, but in vain. An analysis of the results 
obtained by the flocculation test of Sachs and Georgi 
indicated the possibility of evolving a simple quantitative 
test that conld be standardised. With this in view it 
was obvious that the use of an unstable heart extract 
such as that of Sachs and Georgi would defeat our 
aims, but fortunately Bordet and Ruelens 4 have recently 
shown that it is possible to prepare (for the Wfl.aHflrm fl.nn 
reaction) a heart-extract antigen that is stable and at 
the same time very sensitive. 

To us the ideals to be aimed at in a diagnostic 
reaction of this kind are: (1) that the technique should 
be simple and accurate; (2) that it should be possible 
to reproduce the same experimental conditions from 
time to time, and that there should only be one variant 
—i.e., the substance to be estimated; (3) that it should 
be possible to determine the amount of this substance 
and express it in standard units per c.cm., no matter 
whether absolute quantities or relative proportions are 
made use of in the test; (4) that the standard unit 
should be easy to maintain and check. 

Technique. 

The technique which we have evolved with these 
requirements in view will now be described in detail. 

A. Reagents and Apparatus Required . 

Outline. —(I) Two standardised saline suspensions of 
different concentrations made from a mixture of 
alcoholic heart extract and cholesterin; (2) serum to 
be tested; (3) normal saline solution for making the 
suspension and diluting the serum; (4) agglutination 
tubes, dwarf test-tubes, and stands; (5) graduated 
pipettes, measuring cylinder, and dropping pipette; 
(6) an apparatus for delivering drops of saline at a 
constant rate; (7) two water-baths; (8) an artificial 
light arrangement for reading the tubes against a dark 
background; (9) a six-magnification hand lens. 

Detail. —1. The following solutions are necessary for 
making the two heart-cholesterin saline suspensions:— 

(a) The alcoholic heart extract is prepared according 
to the method of Bordet and Ruelens 4 : 100 0 g. calfs 
heart muscle, freed from fat, is cut up finely, mixed with 
125 0 c.cm. ordinary alcohol (94-96 per cent.) and left at room 
temperature in a glass-stoppered bottle for five days, shaking 
occasionally. The alcohol is then filtered off. The residue 
is dried in the incubator at 37° C. for 24 hours, 200*0 c.cm. of 
pure acetone is added, and the mixture kept in a glass- 
stoppered bottle in an incubator at 20° C. for seven days. 

4 J. Bordet et G. Ruelens: “L’Antigdne Syphilitique de l'lnstitut 
Pasteur, Bruxelles,” Comptes Rendus de la Soci4W de Biologie. 
T. Ixxxii., Feb. 2nd, 1919. 
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Tbe acetone is then filtered off, and the residue is again 
treated in a similar manner with 100*0 c.cm. acetone at 
20° C. for one day. The acetone is again filtered off, the 
residue is dried in the incubator at 20° C. for two hours, and 
2000 c.cm. ordinary alcohol (94-96 per cent.) added. This 
mixture is put in a glass-stopoered bottle in the incubator 
at 20° C. for 10 days, and then filtered through filter paper. 
The filtrate thus prepared, limpid and golden yellow in 
colour, is now ready for use. It contains the acetone- 
insoluble alcohol-soluble substances of the heart muscle. 
Kept in the dark at ordinary room temperature in a tightly 
stoppered glass bottle, it will remain limpid and keep 
unchanged for a very long period. 

ih) The alcoholic solution of cholesterin is prepared by 
dissolving 1*0 g. of pure cholesterin (preferably Kablbaum’s) 
in 100*0 c.cm. absolute alcohol. It should be kept under the 
same conditions as the heart extract. 

(c) The sterile normal saline solution is prepared by dis¬ 
solving 9*0 g. of pure sodium chloride in a litre of freshly 
distilled water and immediately sterilising in the auto¬ 
clave. 

The two heart cholesterin saline suspensions are 
prepared from these solutions (a, 6, c) in the following 
manner:— 

Measure 5*0 c.cm. of the heart extract (a) and 0*25 c.cm. of 
tbe cholesterin solution ( b) into a clean dry tube and mix. 
Measure out 1*0 c.cm. of this mixture into a clsan dry 
100*0 c.cm. measuring cylinder, taking care that the point of 
the pipette is placed on the bottom of the cylinder before 
letting the fluid run out. Sterile normal saline (c) is now 
allowed to drop at a constant rate from a constant height 
directly on to the fluid at the bottom of the measuring 
cylinder without touching the sides of the cylinder as it 
drops. The saline should drop at a rate which will deliver 
34*0c.cm. in 4 min. 30 sec. The saline should drop a distance 
of 36*0 cm. on to the fluid. 

Two suspensions of different concentrations are 
prepared:— 

a suspension—1*0 c.cm. of the heart cholesterin mixture, 
into which 10*7 c.cm. of saline are dropped. 

0 suspension—1*0 c.cm. of the heart cholesterin mixture, 
into which 34*0 c.cm. of saline are dropped. 

The resulting suspensions are mixed by gently inverting 
the cylinder. They should not be shaken. 

a suspension is naturally more opaque than (3 suspension. 
The easiest way to measure the saline is to allow the saline 
to drop into the cylinder for 1 min. 25 sec. in the case of 
a suspension and for 4 min. 30 sec. in the case of 
£ suspension (at the rate indicated above). 

A convenient and readily made dropping apparatus for 
delivering the saline at this rate is described below. 

Unfortunately, all attempts to make permanent 
standard saline suspensions that will keep indefinitely 
have so far met with no success, and therefore the 
suspensions must be freshly prepared immediately 
before use. Such suspensions, if made exactly accord¬ 
ing to the above directions, with the same heart extract 
and cholesterin, are identical from day to day in opacity, 
size of suspended particles, and sensitiveness, and thus 
permit of standardisation. 

2. To obtain serums that will give reliable results it is 
essential that the blood should be withdrawn with due 
aseptic precautions and the serum kept free from 
infection. To carry out a full test 4-5 c.cm. of blood 
should be drawn. For routine purposes we have found 
that the most satisfactory technique to secure sterility 
and an ample supply of serum is as follows:— 

To place the blood directly into a 6 c.cm. centrifuge tube 
lined with sterile saline agar (as described by A. D. Gardner 5 ) 
and closed with a sterile indiarubber stopper. The serum is 
transferred bv a Bterile Pasteur pipette into a dry, sterile, 
dwarf tube plugged with cotton-wool. If the clot does not 
contract satisfactorily—a rare occurrence—the tube should 
be centrifugalised. If the syringe or needle for withdrawing 
the blood is kept in alcohol, the alcohol should be removed 
with ether and the syringe or needle dried before use, as we 
have found that alconol particularly, and also ether to a less 
extent, is highly detrimental to this reaction, and even more 
so to the Wassermann reaction. The presence of .eveD a 
marked amount of dissolved haemoglobin in tho serum does 
not interfere with the reaction so long as the serum is fairly 
clear. A moderate degree of turbidity of the serum, if it is 


5 Gardner, A. D.: A Device for Insuring Spontaneous Separation 
of Blood-clot from the Walls of the Containing Vessel, The Lancet, 
1917, ii., 51. 


not caused by infection, does not interfere with the reaction- 
Before testing, the serum must be heated to 53°-54° C. for 
90 minutes in a water-bath. 

3. The sterile saline solution for dilution of serums 
is made up in the manner already described above. 

4. The agglutination tubes 6 employed are identical 
with those used for the agglutination of standard 
cultures. The inside diameter of these tubes is 
5*5-6‘2 mm., the outside diameter is 6*6-7*3 mm., the 
length is 5*8 mm., the lower end is conical, and the 
upper end flanged to facilitate filling. 

Dwarf test tubes measuring 7 cm. x 1 cm. should be 
used; all tubes should be cleaned in acid and thoroughly 
rinsed with distilled water to remove all traces of 
acid. The tubes are allowed to drain and are then 
dry sterilised without plugging. 

Agglutination stands. Where only a small number of 
serums are to be tested the agglutination stands used 
in the standard agglutination technique can be employed. 
If larger number of serums are tested it is more con¬ 
venient to use a stand with three rows of holes, 
each row holding four holes for dwarf test tubes and 20 
holes for agglutination tubes, as shown in Fig. I. 7 

Fig. 1. 
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5. Two pipettes are required, a 5*0 c.cm. pipette 

graduated in tenths of a c.cm., and a 1*0 c.cm. pipette 
graduated in hundreths of a c.cm., together with 
a 100*0 c.cm. measuring cylinder graduated in c.cm., a 
dropping pipette as used in the standard agglutination 
technique (total length 19 cm., length of capillary 
portion 2*8 cm., outside diameter of the body of 
pipette 5'0-5*4 mm., outside di *" ~ 

portion 2*36-2*41 mm., bore 
0*5 mm.). 

6. The simple apparatus for 
delivering drops of saline at 
a constant rate, which is here 
illustrated (Fig. 2), was devised 
for this purpose by Mr. H. F. 

Pierce, a co-worker in the 
laboratory. 

The principle of the apparatus 
is a floating syphon. The syphon < 
is carried on a glass bulb, counter- j 
weighted with mercury, and 
floating in a cylindrical glass 
vessel containing the saline solu¬ 
tion. The height of the syphon 
above the floating bulb is adjust¬ 
able by means of a glass rod in 
order to be able to vary the head y 
of fluid, and therefore the rate of 
dropping. The chief dimensions of the apparatus are as 
follows:— 1 

Cylindrical glass vessel: height 12 cm., diameter 9 cm. 

Glass float: height 10 cm., diameter 6*5 cm. 

Glass syphon tube : outside diameter 6 mm., drawn out at 
the delivery end into a short capillary; outside diameter 
2 mm. 

The saline solution is poured into the cylindrical vessel, 
the syphon placed in position, and the flow started by 
8Uction. The height of the syphon tube determines the 
head of fluid and therefore the rate of delivery. Once fixed 
it will deliver the saline solution at a constant rate, provided 
the float is never allowed to touch the bottom of the 
cylindrical vessel. The delivery end of the syphon is held 
in position by a loop of wire, through which it glides as the 
level of the fluid falls. The apparatus, being all glass, is 
easy to clean. 

7. Two properly regulated water-baths, one to be 
kept at 37° C., the other between 53° and 54° C. 


ameter or capmary 
Fig. 2. 



6 Agglutination tubes and dropping pipettes can be obtained from 

Messrs. Baird and Tatlock, Hatton Garden, London, E.C., or from 
Messrs. R. B. Turner and Co.. Eagle-street, Southampton-row, 
London, W.C. , , _ . 

7 These stands can be obtained from The Oxford Scientific 
Instrument Co.. Wheatsheaf-yard. High-street. Oxford. 
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8. An artificial light arrangement for reading the 
tubes is essential. 

The artificial light should be used in a darkened room. 
The simplest arrangement is an adjustable table-lamp fitted 
with an ordinary plain conical shade, covered on the outside 
with dull black paper. The end of the electric bulb should 
not project appreciably beyond the edge of the shade. For 
use the lamp should be tilted to such a degree that the 
observer does not look into the light. The tubes to be read 
are held against the edge of the shade, the lower end tilted 
towards the observer, and the meniscus of the fluid in the 
tube should be slightly above the edge of the shade. It is 
desirable to place a dull-black cardboard on the table and 
another resting against the further edge of the lamp-shade. 
A frosted bulb of 30 c.p. is used. 

Where the observer has had no previous experience, and 
it is desirable to compare the different degrees of flocculation 
in the tubes to be read, an apparatus * for illuminating a 
number of tubes held in a fixed position is convenient. 
(Fig. 3.) It consists of a small box with a sloping front, lined 

FIG. 3. 



inside with black velvet, and containing a long frosted 
electric window-light. The latter illuminates a slit in the 
front of the box and the tubes are placed in front of the slit. 
The tubes are placed in such a manner that the meniscus of 
the fluid is sligntly above the upper edge of the slit. Again, 
the observer should be so placed that he cannot look into 
the light, which is placed just behind the upper edge of the 
slit. 

9. A 6-magniflcation hand lens, which should be of 
reputable make and give a good depth of focus. 

B. Method of Setting Up the Test. 

Place nine of the agglutination tubes in the stand 
together with one dilution tube—i.e., a dwarf test tube. 

Table I. 


No. of 
tube. 

Drops of 
saline 
solution. 

Drops of 
serum 1/x. 

Drops of 
suspension. 

Total dilu¬ 
tion in 
which serum 
acts. 

1 

0 

201/1 

6 (a suspension) 

1/1*25 

2 

0 

10 .. 

15 (0 suspension) 

l/2’5 

3 

5 

5 

15 

1/5*2 

4 

8 

2 

15 

1/13*1 

5 

9 

1 

15 

1/26*4 

6 

0 

101/20 

15 

1/46 

7 

5 

5 „ 

15 

1/92 

8 

8 

2 „ 

15 

1/232 

9 

9 

1 .. 

15 

1/462 


It is convenient also to place tho dwarf tost tube con¬ 
taining the serum in the hole arranged for it in the 
stand. With the proper dropping pipette held verti¬ 
cally measure out into the nine agglutination tubes 
the following number of drops of saline solution, 
serum, and standard suspensions. (Table I.) The total 
dilutions given in the table arc calculated by taking into 

H The apparatus can be obtained from the Oxford Scientific 
Instrument Co., Wheatsheaf Yard. High-Btrcet, Oxford. 


account the relative volumes of the drops in the case of 
serum, saline, and suspension. To make up the 1/20 
dilution of serum add 19 drops of saline solution to the 
dilution tube (when adding the saline solution to the 
agglutination tubes) and one drop of pure serum to the 
dilution tube (when adding the pure serum to the 
agglutination tubes). Thus a 1/20 serum dilution is 
obtained. 

A control tube containing 20 drops of saline solution 
and 6 drops of a suspension, and another containing 10 
drops of saline solution and 15 drops of 0 suspension, 
should always be made up and placed in the stand. 
It is important to note that one and the same 
pipette must be used throughout the whole 
operation. 

At each stage of the procedure the pipette should be 
carefully washed out with distilled water and either dried 
out with successive quantities of acetone or dried out with 
successive quantities of absolute alcohol followed by 
successive quantities of ether. The use of an ordinary 
suction pump will greatly accelerate the washing and drying 
of the pipette. When the reagents have been added to the 
tubes, shake each tube thoroughly in order from right to 
left—i.e., beginning with the tube containing the highest 
serum dilution, place the stand in a water-bath at 37° C. 
(not in dry air) and leave it for seven hours. It is very 
important to arrange the level of the water in the bath so 
that not more than the lower half to two-thirds of the 
column of fluid in the tubes are immersed. Flocculation is 
greatly accelerated by this arrangement, and sharper 
readings are obtained. In the case of unknown serums, or 
of syphilitic serums previously found to give a weak 
reaction, and in the case of cerebro spinal fluids it is suffi¬ 
cient to put up the first five tubes. If the limit of floccula 
tion is not reached within the five tubes, the 1/20 dilution 
must be carried out. With very rare exceptions the floccula¬ 
tion will stop witfiin this range of tubes. If not, a further 
dilution of 1/400 should be made. 

Should a more precise determination of the limits of 
flocculation be required it can be obtained by using a stand 
of 12 tubes with a series of quantities given in the table 
contained in the Directions for Preparation and Standardisa¬ 
tion of Agglutinable Cultures. 1 * The tubes are examined 
after the seven hours’ incubation in the water-bath at 37° C., 
followed by 5-10 minutes’ standing at room temperature. 
The inconvenience caused by a seven-hour incubation can be 
overcome by adding the serum and saline solution to the 
tubes, leaving them overnight in the ice-box, adding the 
freshly made-up standard suspension in the morning, and 
incubating for seven hours. 

C. Beading of Results. 

The tubes are read in the manner already indicated 
under heading A. 8. The principal terms employed in 
describing the different degrees of flocculation met with 
are: total (t), standard (S), trace (tr), and nil (0). 

Total flocculation (t) indicates a condition where the fluid 
in the tube has become nearly clear, with the bulk of the 
large flocculi settled down at the foot of the tube. This 
degree of flocculation is rarely seen. 

Standard flocculation (S) is tho degree of flocculation that 
can readily be seen with the naked eye. The fine flocculi 
are evenly distiibuted, of uniform size, and definitely 
separated from one another. The fluid accordingly shows 
some degree of clarification. 

Trace (tr) is the term applied to a very fine flocculation, 
not visible with certainty to the naked eye by most persons, 
while readily visible with the 6-magniflcation lens. 

Nil (0) indicates that no flocculation is recognisable b\ 
means of the 6-magniflcation lens, and should therefore be 
identical with the control tube. 

Naturally, there are degrees of flocculation which fall in 
between total, standard, trace, and nil. For these the 
following terms are used : Total minus (t—), where there is 
marked clarification of the fluid ; the flocculi are large, well 
separated, and some have settled down at the foot of the 
tubes. This degree of flocculation is as common as total 
flocculation is rare. On each side of standard flocculation 
we find standard plus (s -h> and standard minus (s —). In the 
former the flocculi are larger than those seen in standard 
flocculation ; they are uniformly distributed, and clarifies 
tion is more marked : in the latter is seen a finer flocculation 
than standard and a correspondingly less marked clarifica¬ 
tion. Similarly, we recognise a trace plus (tr +) and a trace 
minus (tr —), the former representing something more than 


9 Issued on behalf of the Medical Research Council •y the 
Standards Laboratory, Department of Palhologs-, Univer Ity of 
Oxford. 
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trace but less than standard minus is -), being on the limit 
of naked-eye visibility for most persons, while, of course, 
easily detected with the 6-magnification lens. The latter, 
trace minus (tr -), is a very fine degree of flocculation that 
can only be detected by means of the 6-magnification lens. 
Finally! on occasions it maybe difficult, even by means of 
the 6-magniflcation lens, to decide with certainty whether 
flocculation is definitely absent, the term query trace (tr ?) is 
then applied. Any tube showing less than trace should for 
safety be compared with the control tube showing no 
flocculation. 

To secure uniformity in readings by various observers 
tubes exhibiting two degrees of flocculation—viz., 
standard and trace—and a control tube without floccu¬ 
lation have been prepared and made permanent by 
means of formalised gelatin. A permanent tube 
exhibiting total or total minus flocculation is not 
necessary, as this reading is obvious from the 
description. 

D. Expression of Results in Standard Units. 

All readings should be expressed in terms of standard 
flocculation units. The number of standard flocculation 
anits in a serum is arrived at in the following manner:— 

The amount of serum which, when made up to 1*0 c.cm. 
volume with normal saline solution, causes standard 
flocculation on being mixed with 1*5 c.cm. of a particular 
S suspension and maintained at 37° C. at seven hours, is 
assumed to contain four (4) units. 10 On this basis the 
strength of a serum—whether measured by absolute 
quantities or relative quantities as indicated here—can be 
expressed in terms of standard units per c.cm. All that is 
required is to multiply the dilution in which standard 
flocculation occurs by a factor representing the sensitiveness 
of the particular suspension used. This factor will hereafter 
be called the “ suspension factor.” 

Example .—If a serum acting in a total dilution of 1/46 
'tube 6) causes standard flocculation, then 46 (total dilution) 
•< 1*6 (suspension factor) = 73*6 units. Therefore this par¬ 
ticular serum contains 73-6 units per c.cm. For these 
standard units we propose to adopt the term 2 units (Sigma 
units), and shall refer to them in future as such. 

As heart extracts prepared at different times and 
places may vary, it is essential to compare the relative 
sensitiveness of their suspensions with the original one, 
as otherwise a uniform standard for different workers 
conid not be maintained. It is obvious that the more 
sensitive a particular suspension is the smaller will its 
suspension factor become, and vice versa. When such 
a comparison is carried out a long series of tubes, with a 
very gradual increase of dilution, should be used, as in 
the case of the standardisation of agglutinable cultures. 
Owing to the great increase in dilution of the syphilitic 
serum in successive tubes, it will commonly happen 
that no tube in the series exhibits standard flocculation. 
Nevertheless, results of sufficient accuracy for ordinary 
purposes can be calculated by means of an interpolation 
table (Table II.) constructed for this purpose. 

Table H. 


t- = 200 
s+ = 1-35 
8 = 100 


s- = 0-86 
tr-f = 0*68 
tr = 0*58 


tr- = 0-50 
tr? = 0-37 
0 - 0*25 


The readings from s 4- to tr are in general the 
readings giving the most accurate results. The table is 
used as follows :— 

Supposing no tube in the series shows S flocculation, and 
tube o shows s -f flocculation and tube 7 tr + flocculation, 
then the number of units in tube 6 = 46 (total dilution) 
* 1*35 (interpolation figure) x 1*6 (suspension factor] 
- 99-4 2 units, and the number of units in tube 7 = 92 
(total dilution) x 0*68 (interpolation figure) x 1*6 (suspension 
factor) = 100 2 units. The average is 99 75 2 units, or 
l'0c.cm. of the serum contains practically 100 2 units. 

On the other hand, one may find quite considerable 
discrepancies between two readings, as in the following case, 
where tube 3 gives s — and tube 4 tr - flocculation. The 
number of units in tube 3 = 5-2 (total dilution) x 0*86 
interpolation figure) x 1*6 (suspension factor) = 7-2 2-units, 
while the number of units in tube 4 = 13T (total dilution^ 
v 0*5 (interpolation figure) x 1*6 (suspension factor) 
~ 10*4 2 units. The average is 8-8 2 units, or 1*0 c.cm. of 
the serum contains approximately 9 2 units. 


Kl It is to avoid the expression of positive results in fractions of a 
Mngle unit that four units are taken instead of one unit as the 
'Janie of this unit system. 


The subsequent table, Table III. (total dilution 
x interpolation figure), is computed with the aim of 
minimising the labour in calculating the nnit-content 
per c.cm. It must be clearly understood that the 
figure given in this table must always be multiplied by 
the suspension factor for the given heart extract to 
arrive at the number of standard units. 

Table HI. 


Degree of 
flocculation; 

1 

2 

3 

Nun 

4 

ber of 

5 

tube. 

6 

7 8 

9 

t- 

25 

50 

104 

26*2 

52'85 

920 

184*0 464 0 

924*0 

8 + 

17 

3‘4 

70 

17*7 

! 35*7 

62*0 

124*0 313*0 

623*0 

s 

125 

2*5 

5*2 

13*1 

1 26*4 

46*0 

92*0 232*0 ! 462 0 

s — 

11 

2*1 

4*5 

11*3 

I 21*8 

40*0 

79*0 j 200*0 

398*0 

tr + 

09 

1*7 

3*5 

8*9 

1 18*0 

31*0 

63*0 158 0 

3140 

tr 

0 75 ! 

14 

30 

7*6 

1 15*3 

27*0 

53*0j135 0 

268*0 

tr- 

06 

12 

2*6 

6*5 

| 13*2 

23*0 

46*0 1 116*0 

231*0 

tr •> 

04 

0*9 

I 1*9 

4*8 

9*8 

17*0 

34*0 86*0 

171 0 


- 

0*6 

I 1*3 

3*3 

! 6*6 

■ 

12*0 

23 0 ! 58*0 

115*0 


In the calculation of the unit-content of a given 
serum it must be borne in mind that inhibition zones 
are a very frequent occurrence in this reaction. By 
inhibition zones we mean the phenomenon, exhibited 
by certain serums, of showing in high concentrations a 
distinctly weaker flocculation than when more dilute. 
This phenomenon is in no way peculiar to this reaction, 
but is frequently encountered in other serum reactions 
—viz., agglutination, bacteriolysis, haemolysis. The 
inhibition zone frequently extends from tube 1 (total 
dilution 1/1*25) as far as tube 5 (total dilution 1/26*4), 
but not often further than that. It is on the whole 
most marked in cases of secondary syphilis, though 
occasionally present in other serums showing a high titre. 
In weak serums, fortunately, it is in general much less 
pronounced, thus not interfering with the diagnostic 
value of the reaction. The treatment of the serum 
before testing has a very marked influence on this 
phenomenon. An unheated serum or a serum heated 
to 53°-54° C. for a short time (5-10 minutes) will usually 
show a much more pronounced zone of inhibition than 
the same serum heated to 53°-54° C. for 60-90 minutes. 
In fact, if the serum is unheated or heated for only a 
short time the reaction may be almost entirely masked 
by the inhibition, while the same serum properly 
heated will give a sharp and clear reaction. For the 
above reasons it is essential to examine at least the 
first five tubes before pronouncing a serum negative. 

In using Table III. for calculating the unit strength 
of a serum the inhibition zone should be entirely 
ignored and the unit calculated only from those tubes 
showing a definite fall in degree of flocculation with 
progressive dilution of the serum, as otherwise the 
strength of the serum would be underestimated. To 
illustrate this a serum recently tested gave the following 
readings: tube 1 (1/1*25), tr?; tube 2 (1/2*5), tr?; 
tube 3 (1/5*2). tr?; tube 4 (1/13*1), tr + ; tube 5 
(1/26*4), S ; tube 6 (1/46), tr - ; tube 7 (1/92), 0. This 
serum contains 40 2 units per c.cm. 

E. Certain Precautions to be Observed. 

1. If a serum obviously infected gives a negative 
reaction the reaction may be accepted as valid, as in 
our experience we have never found a positive serum 
which has become infected give a negative reaction. 
On the other hand, all positive reactions in infected 
serums must be discarded and new specimens examined. 
For we have found that a positive serum may show twice 
the number of units as the result of Infection, and 
occasionally a negative serum may give a positive 
reaction. 

2. No preservatives, such as phenol, formalin, Ac., 
should be added to any of the reagents, as experiments 
have shown that they either interfere with the reaction 
or canse false positive reactions. 

3. All tubes must be scrupulously cleaned with dis¬ 
tilled water after soaking in acid in order to free them 

T 2 
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from all traces of the latter, as acid produces a floccula¬ 
tion in the serum-suspension mixture. 

4. The temptation to increase the delicacy of the 
reaction by incubating for 18-24 hours must be resisted. 
This prolonged incubation encourages bacterial growth, 
which in many cases causes false flocculation. This 
prolonged incubation, as a matter of fact, does not 
make the reaction more delicate than incubation for 
seven hours in a water-bath, where the water-level is 
properly adjusted (see under heading B). 

F. Interpretation of Remits, 

1. Cases with no definite history of syphilis. —Serums 
containing less than one unit are considered to give a 
negative reaction. Serums containing four or more 
units are considered to give a positive reaction. Serums 
containing from one to four units should not be definitely 
accepted as positive until the test is repeated and con¬ 
firmed, owing to the fact that infection of the serum 
may have been overlooked at the time of setting up the 
test. False positive results are very rare, but the 
responsibility of declaring a non-syphilitic case to be 
positive is so great that we have adopted this precaution 
to minimise the danger of making such a mistake, with¬ 
out at the same time lowering the diagnostic value of a 
weak reaction. Further experience may lead to the 
raising or lowering of these limits. 

2. Cases with a definite history of syphilis. —Serums 
containing less than one unit are considered to give a 
negative reaction. Serums containing more than one 
unit are considered to give a positive reaction. 

3. Cerebrospinal fluids. —These fluids, if containing 
less than one unit, are considered to give a negative 
reaction. Cerebro spinal fluids containing more than 
one unit are considered to give a positive reaction. 
Infection in cerebro-spinal fluids is so rare, and so easily 
seen when present, that the danger of making a mistake 
does not exist. 

In general we have found that untreated cases in the 
secondary stage, untreated tertiary cases with gum- 
raata, and untreated cases of congenital syphilis show a 
high unit-content in the serum—i.e., from 50 up to even 
a 1000 or more - units. While, on the other hand, 
untreated early primary cases, or treated late primary, 
secondary, and tertiary cases show a low unit-content in 
the serum, or are negative. Cerebro-spinal fluids show 
a comparatively low unit-content as compared with 
serums. 

Results. 

By the method described above in detail we have 
examined 1077 serums and cerebro-spinal fluids from 
definite cases of syphilis, from cases of suspected 
syphilis, and from patients suffering from various other 
diseases, including a large number of cases of tuber¬ 
culosis with tubercle bacilli present in the sputum, as 
well as a number of known healthy normal persons. 
The results are tabulated in Table IV. All the serums 
and cerebro spinal fluids referred to have been tested 
by the Wassermanu reaction either by ourselves or in 
tho pathological departments of Sheffield University, 
Guy’s Hospital, King’s College Hospital, Brorapton 
Hospital, and the Kadcliffe Infirmary, Oxford, by means 
of one or other of the accepted methods described 
in the special report on the Wassermann reaction 
issued by the Medical Research Council. 

As one of our aims has been to compare the results 
obtained by the reaction here described with those of 
the Wassermann reaction, the table has been arranged 
with this object. In order to secure as clean-cut a 
comparison as possible we have eliminated doubtful 
reactions in the Wassermann reaction by calling 
t H 1 , -f -f t , + ; positive, and +, ±, and - nega¬ 
tive. In our own reaction, which we propose to 
call the 2 reaction (Sigma reaction), we have drawn 
the line between positive and negative reactions 
as described under heading F. To secure unbiased 
results it is important, as in all tests of this kind, that 
the observer should be ignorant of the origin of the 
serum. Therefore all readings have been made by one 
of us, observing these conditions. 


From Table IV. it is seen that out of the 1077 cases 
63*6 per cent, gave a negative reaction by both methods; 
out of 386 cases with definite evidence of syphilis the 
Wassermann reaction gave a positive result in 327 cases, 
while the 2 reaction gave a positive result in 
381 cases. Thus the 2 reaction gave positive results 
in 18 per cent, more cases than the Wassermann 
reaction in this series of tests. It only failed in 5 cases 
to reveal the presence of sy philis, while the Wassermann 
reaction failed in 59 cases. In 5 cases with no history 


Table IV. 


No. of 
cases. 

History of Cases. 

Wa. B. 

SR. 

686 

These include normal cases, cases suffer¬ 
ing from other diseases, treated cases of 
syphilis which no longer give a positive 
reaction, and one case of very early 
primary syphilis. 



322 

These include cases where there was a 
definite history or clinical evidence of 
syphilis, and a few where the diagnosis 
was based on a -f + + + Wassermann 
reaction. 

+ 

4- 

6 n 

Cases where there was a definite history 
or clinical evidence of syphilis. 

* - 
) + 

- 

4 l 

1 * 

Cases where there was no definite history 
or clinical evidence of syphilis. 

; i + 

1 - 

- 


or definite evidence of syphilis the Wassermann gave 
a ++ reaction in 4 cases, and the 2 reaction gave a 
reading of 2*4 2 units in one case (negative 2 reaction 
on repetition). Among the cases examined were 
58 cases of tuberculosis with tubercle bacilli present in 
the sputum. Of these 52 gave a negative 2 reaction and 
also a negative Wassermann reaction, while 6 gave a 
positive 2 reaction, and also a -f + -f + Wassermann 
reaction. Two cases of scarlet fever were negative by 
both methods. Eighty-two cerebro-spinal fluids were 
examined. 

It has been our experience that in the case of 
cerebro-spinal fluids the Wassermann reaction is as 
delicate as the 2 reaction. This, no doubt, because 
more cerebro-spinal fluid than serum is employed in 
the Wassermann reaction. In the case of serum, 
however, the Wassermann reaction has proved les* 
sensitive. This is readily explained by the fact that 
relatively larger quantities of serum can be used in the 
2 reaction without danger of obtaining false positive 
reactions. Accordingly, a treated case of syphilis will 
sometimes continue to give a positive 2 reaction after 
the Wassermann reaction has become negative. But, 
of course, a negative 2 reaction does not necessarily 
indicate cure. 

Up to the present moment we have not had many 
opportunities of following the 2 unit-content in the 
serum of cases under treatment, but the following 
table (Table V ) will illustrate some of these. These 


Table V. * 


Case 1. 

Case 2. 

Case 3.* j Case 4. 

Date. 

Sigma 

unit. 

Date. 

Sigma ! 
unit, j 

| Date. 

Sigma J n , Kigni' 

unit. 1 1 ftU * unit. 

8/12 20 

54 

1/2/21 

117*0 

23/12/20 

9'4 j 4 12 20 269 0 

16/12/20 

4 3 

12/2/21 

48*0 

28/12/20 

3'8 I 7/12/20 242 0 

23/12/20 ! 

3‘2 

19/2/21 

40*0 

19 1 21 

4*0 ! 21/1'21 610 

31/12/20 

2*2 

4/3/21 

24*0 

23/1/21 

3*0 j 21/2/21 19 2 

8/1/21 

2*9 


i 

. . _ 

1 

23/1/21 

1*4 

With tho exception of Case 1, these gave + + - ~ 
Wassermann reactions throughout. 

* Cerebro-spinal fluid. 


cases all show a gradual decrease in their 2 unit 
content dining treatment, corresponding with improve 
ment clinically. It would, however, be premature to 
generalise from only a few cases as to a definite correla¬ 
tion between clinical improvement and fall in 2 units. 
Only observations on a great number of cases can 
settle this point. 
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Where in the same case the result of the Wassermann 
reaction has fluctuated between positive and negative, 
such fluctuations have so far not been observed in the 
case of the - reaction. 

Remarks on the Flocculation Reaction of Sachs 
AND GEORGI AND SUBSEQUENT WORKERS. 

In our opinion the reasons why the Sachs-Georgi 
reaction, with its subsequent modifications, has not 
come into general favour in this and other countries 
are 

1. The fixed quantity of serum—viz., 0'1 c.cm. acting in a 
total dilution of 1/15—does not give the maximum number 
of positive reactions, because the quantity of serum used is 
insufficient. If the quantity of serum is increased to over¬ 
come this disadvantage a certain number of strong serums 
will give a negative reaction, owing to the inhibition zone 
phenomenon. Obviously the logical method of improving 
the technique should have been to set up a series of tubes 
with falling quantities of serum and constant quantities of 
suspension, though this procedure [seems not to have been 
adopted. 

2. In order to enhance the delicacy of the reaction Sachs 
and other workers increased the time of incubation from 
2 hours at 37° C. to 18-24 hours at 37 c C. This modification 
certainly increased the delicacy of the reaction, but unfortu¬ 
nately gave a certain number of false positive reactions. 
These were, in our opinion, almost certainly due to bacterial 
growth encouraged by prolonged incubation, and leading to 
false flocculation. 

3. The technique does not lend itself to standardisation 
because (a) the heart extract is unstable, and (b) the method 
of making, the suspension from the heart extract is not 
automatic, and so the suspension will vary, as regards 
opacity and size of suspended particles, with different 
workers. 

Some Theoretical Aspects of the 2 Reaction. 
Having found that the Wassermann reaction and 
the 2 reaction gave, in most cases, closely identical 
diagnostic results, it became of interest to try to ascer¬ 
tain whether the active substance in both w as the same 
or different. It is well known that a syphilitic serum 
before heating usually gives a much stronger Wasser¬ 
mann reaction than the same serum after heating to 
56°C., and that the longer the serum is heated the less 
active it becomes. It was therefore important to 
ascertain whether heating produced the same weakening 
of syphilitic serum when tested by the 2 reaction. A I 
strong syphilitic serum unheated, and heated at 54° C. 
for 5 min., 10 min., 20 min., 30 min., 60 min., 120 min., 
240 min., was tested quantitatively by both reactions. 
In the Wassermann reaction the active substance 
apparently lost half its .strength when heated for 
30 min., and three-quarters of its strength when heated 
for 240 min., whereas heating produced no change in 
the strength of the active substance as measured by 
the 2 reaction save in the higher concentrations, where 
the inhibition zone was definitely diminished by the 
more prolonged heating. 

The following seems to us a simple interpretation of 
the connexion between these divergent results 

1. That in the case of the Wassermann reaction two 
substances act simultaneously, the one a thermostable 
substance (“ x ” substance) present only in syphilitic 
8emms and tlfe other a thermolabile substance (“y” 
substance) present in normal serums to a greater or 
lesser degree. 

2. That also in the case of the 2 reaction these two 
substances take part in the reaction, the “ x ” substance 
causing the flocculation and the “y” substance causing 
the inhibition zone in the higher concentrations, but not 
influencing the end-titre of the serum. 

3. That as the Wassermann reaction is in reality a 
negative reaction (i.e., prevention or reduction of 
haemolysis) it is natural that an inhibitory substance in 
the serum should enhance the reaction by aiding in the 
inhibition of haemolysis. It is then easy to see why, 
when a syphilitic serum is heated and the thermo¬ 
labile inhibitory “y” substance is weakened, the 
Wassermann reaction is reduced in strength, while the 
2 reaction, being a positive reaction and depending on 
the thermostable “ x ” substance alone, is not reduced 
iu strength by heating. This explanation is also in 
Agreement with the observation that the serums from 
persons suffering from certain diseases other than 


syphilis may give a positive Wassermann reaction when 
unheated ( ,T y ” substance present), but a negative 
reaction after heating (“ y ” substance reduced or 
destroyed). 

A further support to this view was obtained by the 
examination of four serums supplied by Dr. W. d’Esfce 
Emery. We tested these serums, and found them all 
to contain 6*4 2 units. Subsequently we learned from 
Dr. Emery that he had divided one serum into four 
parts, and heated the first part at 55 c C. for 10 min., 
the second for 20 min., the third for 30 min., and the 
fourth for 40 min. He had then tested them quantita¬ 
tively by the Wassermann reaction, and found their 
respective strengths to be 14’6, 8*1, 8, and 4*2 of his 
units. 11 

In testing a large number of syphilitic serums we 
have found a certain number of cases where the 
Wassermann reaction was strongly positive, while the 
2 reaction gave comparatively few units, and on the 
other hand, cases where the Wassermann reaction was 
only weakly positive or negative, and the 2 reaction 
gave a comparatively large number of units. This 
discrepancy in results is, in our opinion, due to the 
varying amount of “ y ” substance in different syphilitic 
serums. A still further support of this contention is 
that most of the serums that give a positive 2 reaction 
and a negative Wassermann reaction show no inhibition 
zone in the 2 reaction. 

Conclusions . 

1. The reaction for the diagnosis of syphilis described 
here has yielded in our hands diagnostic results that 
compare more than favourably with the Wassermann 
reaction as carried out in this country. 

2. The results obtained are quantitative as well as 
qualitative. 

3. The reaction can be standardised, and the results 
can therefore be expressed in standard units, thus 
allowing direct comparison of the results obtained by 
various workers. 

4. It is, therefore, possible to follow accurately the 
changes in the unit-content of the serum in a case of 
syphilis under treatment, and in this way to ascertain 
whether clinical improvement is regularly accompanied 
by a fall and an exacerbation by a rise in the unit- 
content of the serum. 

6. This important point once settled, it will be possible 
to compare accurately the relative merits of different 
methods of treatment. 

Our best thanks are due to Professor J. 8. C. Douglas, 
Sheffield University; to Dr. E. F. Skinner, Royal 
Hospital, Sheffield; to Mr. D. Green, Royal Infirmary, 
Sheffield ; to Mr. W. W. King, Jessop Hospital for 
Women, Sheffield; to Dr. C. P. Symonds aud Dr. R. 
Hearn, Guy’s Hospital; to Dr. W. d’Este Emery, 
King’s College Hospital; to Dr. A. C. Inman, 
Brompton Hospital; to Dr. T. E. Osmond and Dr. H. K. 
Hamilton, St. Thomas’s Hospital; and to Dr. A. G. 
Gibson, Radcliffe Infirmary, Oxford, all of whom 
have helped us with material, clinical and patho¬ 
logical reports. Our special thanks are due to Miss 
Jorgensen, Dr. F. G. Hobson, and to Dr. P. H. Jones, 
all of the Department of Pathology, University of 
Oxford, for the great assistance they have rendered 
us in this work. 


11 Incidentally we may mention tb&t these serums had been 
kept (or two years in glass phials at room temperature. Dr. Emery 
carried out the quantitative Wassermann reaction, referred to 
above, two years ago. 


British Spa Federation.—A notice has been 
issued on behalf of the Federation—comprising the Spas of 
Bath, Buxton, Cheltenham, Droitwich, Harrogate, Llan¬ 
drindod Wells, Leamington, Woodhall, and New Zealand— 
which emphatically contradicts all statements giving the 
impression that these spas are closing on account of lack of 
fuel. There is no truth in such statements; the fuel- 
supply arrangements at all the spas named are such as 
to enable them to carry on for some time to come. The 
opposite impression is widespread, as proved by the 
numerous letters and telegrams now arriving at the spas, 
but there is no fear of any such disastrous position. 
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A REPORT ON THE FIRST YEAR’S WORK OF A 

CLINIC FOR SYPHILITIC CHILDREN.* 

By REGINALD C. JEWESBURY, M.A., M.D.OXON., 
F.R.C.P. Lond., 

PHYSICIAN IN CHARGE OP THE CHILDREN'S DEPARTMENT AT 
ST. THOMAS’S HOSPITAL, LONDON. 


Rather more than a year ago it was decided to form 
a special clinic in the Children’s Department of 
St. Thomas’s Hospital for children suffering from 
syphilitic infection. One morning a week has been 
set aside for this clinic, which draws its cases from the 
rest of the children’s department and other special 
departments, including that for venereal disease, under 
the direction of Colonel L. W. Harrison, D.S.O. 

I wish to confine my remarks to the findings of this 
clinic. During the first 12 months a total of 145 children 
were seen whose mothers were known to be syphilitic. 
Of these, 9 mothers became infected after the births 
of their children, hence the disease in these children 
was acquired. Of the remaining 136 mothers, infectod 
before the birth of the child, 47 had treatment before 
or during pregnancy. In 89 cases the mothers had 
received no treatment previous to the birth of the child. 


Incidence. 


First with regard to the incidence of the disease in 
families as it affects the children bom of syphilitic 
parents; in about 50 per cent, of the cases the disease 
was most marked in the earlier pregnancies, and 
appeared to become gradually attenuated, apparently 
healthy children coming at the end of the family 
(Regular type). But in just as many cases children 
apparently free from infection cropped up irregularly in 
the midst of definitely syphilitic children and mis¬ 
carriages (Irregular type). 

Examples of Regular Type of Family. 

A. (i.) 

1, 2, 3. Healthy children. 

Infection — 

4, 5. Premature child, lived one day. 

6. ,, ,, stillborn. 

7, 8. Stillborn. 9. Miscarriage. 

10, 11. Apparently healthy children. W.R. negative. 

A. (ii.) 

1. Died at 18 months. “ Fits.” 

2. Miscarriage at 4} months. 

3,4. „ „ 6 weeks. 

5* 1 T w i na J D, syphilitic child: Wassermann positive. 

6. f ‘ i M, apparently healthy; „ negative. 

In this case the syphilitic twin showed obvious clinical 
signs of disease, whilst the other one was free from all such 
signs, and the Wassermann reaction was repeatedly negative 
up to 6 years of age. 


Examples of the Irregular Type of Family. 

B. (i.) 

1. Seven-months’ child; died at 3 days. 

2. Eight „ „ „ 7 „ 

3,4. Stillborn. 

5. Now living, aged 19 years; healthy. 

6* »» »» m 17 i, ,, 

7. Stillborn. 8. Died at 7 days. 

9. Stillborn; macerated foetus. 10,11. Miscarriage. 

12. Now living, aged 9 years; W.R. +; interstitial 
keratitis. 

13,14. Miscarriage. 15. Twins, stillborn. 16. Miscarriage. 


B. (ii.) 

1. Died at 9 months. 

Then six miscarriages. 

8. Died at 3J years (“ heart disease”). 

9. Now living; W.R. + + -|-. 

10. Died at 2 years. 

11. ,, ,, 11 weeks (“bronchitis”). 

12. ,, ,, 24 years (“wasting”). 

13. Now living, aged 4 years; apparently healthv; W.R. 
negative. 

14. Died at 14 months (blind). 

15. Now living, aged 1 year; W.R. -f- 4 - 4 -. 

Mother, W.R. + + + +. 

Treatment begun since birth of last child. 


Signs in the Child . 

(1) A few children of syphilitic mothers who had 
received no treatment were quite free from any signs, 
and have given negative Wassermann reactions even 
up to the age of 10 to 14 years. 

(2) Many children showed the usual signs seen in 
typical congenital syphilis, in whom rash and snuffles 
appeared two to eight weeks after birth. 

(3) In a certain number of children seen, in whom 
there was no history of previous symptoms, symptoms 
developed late, after the fifth or sixth year—i.e., 
“ lues tarda.” This group amounted to 10 per cent, of 
all cases examined. 

In these children lesions of the following structures 
were present: bones—periostitis; joints—synovitis; 
eyes—interstitial keratitis; brain—particularly affecting 
mental condition; ears—deafness; and teeth. 

Cases Illustrative of Late Changes. 

Case 1.—E. F., boy, aged 12 years. Family history : two 
stillborn children previous to birth of this child. The latter 
healthy at birth; fulltime; no rash or snuffles; apparent lv 
normal child up to 5 years. First changes were mental, 
lack of concentration, loss of memory, &c. Boy much under¬ 
sized ; no definite physical stigmata. Skin, teeth, and bones 
—no signs. Eyes: pupils sluggish to light, equal. No 
keratitis; fundi normal. Viscera: spleen and liver not 
enlarged; reflexes normal; no ataxy. W.R. of blood and 
cerebro-spinal fluid ++. 

Case 2.—J. R., boy, aged 11J years. Family* history a? 
follows : (1) Died soon after birth ; (2) stillborn; (3) died at 
birth; (4) stillborn ; (5) the patient, W.R. + + -f +; (6) living. 
W.R. + + + ; (7) living, W.R. + + + ; (8) living, W.R. -. No 
definite notes of mother’s treatment; said to have had 
some treatment five years before birth of this child. Child 
full time, no signs during infancy. “Meningitis” at 
2 years, very ill for two months, good recovery, well up to 
9 years, then complained of frequent headaches, became 
dull and stupid. At 10 years became clumsy and began to 
lose use of limbs. Sight good. Not deaf. A big, well 
developed boy, coarse features, high palate, very dull. 
Slight glandular enlargement. No other signs. Fundi 
normal. Reflexes normal. W.R. reduced after seven 
injections N.A.B. and mercury by mouth. 

Wassermann Reaction as a Means of Diagnosis. 

This has been found to be a very valuable and 
reliable test. In the case of syphilitic infants, the 
reaction is often negative during the first few months 
of life and later becomes positive. In cases where the 
test is negative at first it has been repeated every six 
months until the child is 2 years old. The reactions 
have been carried out in the Pathological Department 
under the direction of Professor L. S. Dudgeon. 

Effect, on Child in Untrea ted Syphilitic Mother . 

Seventy-seven families investigated; total number of 
pregnancies, 322. Of these 97 (30 2 per cent.) resulted in 
miscarriage or stillbirth, 73 (22*8 per cent.) resulted in 
death in infancy or early childhood, and 152 (47*0 per cent.) 
were still alive at time of investigation. Mortality of 
children bom alive = 32*4 per cent. 

Effect on Child when the Mother was Treated Before or During 
Pregnancy. * 

Number of cases investigated, 43. Treatment varied 
from three courses of N.A.B. and mercury down to 
a few doses of mercury as late as the ninth month of 
pregnancy. Number of cases treated effectively before or 
during the early stages of pregnancy, 39. Total number of 
pregnancies, 5o. Of these, 1 resulted in miscarriage, 6 in 
death in infancy, 46 in living children. There were therefore 
87 per cent, of li ving children at time of examination. Actual 
mortality of this series of children was 11*5 against 32*4 of 
the former series. It was found that where the treatment 
of the mother was not begun until the seventh month or 
later of pregnancy that the child usually showed well- 
marked evidence of syphilis, but in the majority of mothers 
who had received treatment not later than the fifth month 
of pregnancy the children were born apparently healthy and 
gave negative Wassermann reactions. 

Case 1.—Mother treated two N.A.B. injections at eighth 
month and Hg by mouth. Child showed syphilitic lesion- 
at 3 months. 


A summary of this work formed a contribution to the recent 
discussion on congenital syphilis held by the Children s Section of 
the Royal Society of Medicine. 


* Case 2.— Mother treated six N.A.B. injections at seventh 
and eighth months and Hg by mouth. Child syphilitic and 
W.R. * -f at 4 mouths. 
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Case 3.—Mother treated sixth, seventh, and eighth month | 
with seven N.A.B. injections and Hg injections. Child 
healthy and W.R. negative up to 10 months. 

Case Mother, who had had four miscarriages and four 
children dying early in infancy with strongly positive W.R., 
was treated fourth to eighth month with five N.A.B. injections 
and Hg by mouth. Child bora healthy; under observation 
for one year and nine months, remaining healthy, and W.R. 
negative. 

Effect of Treatment on the Child. 

Method. —In most cases novarsenobillon was given intra¬ 
muscularly into the buttock. Dose 0 015 g. per kilo of body 
weight, with gradually increasing doses, at intervals of one 
week, for six injections. In some cases a second course has 
been given at an interval of about three months. Simul¬ 
taneously, mercury in the form of hydrarg. cum oret. in 
i-lgr. doses by the mouth t.d.s.,this being kept up regularly. 
In a few severe cases mercurial inunction has been ordered. 
In the majority of cases the N.A.B. injections have caused 
no kind of ill-result. A few cases were followed by pain for 
some time after, and induration at the site of injection. No 
case has been followed by suppuration. In a few cases a 
slight general reaction was set up, with headache, drowsi¬ 
ness, and vomiting, usually not lasting longer than 12 hours. 
In theolderchildren the N.A.B. has beengiven intravenously. 

Takiny blood from child for Wa&sermann reactions.—( 1) From 
vein of scalp or arm or internal jugular vein depending on 
age; (2) from heel into capillary tube ; (3) from longitudinal 
smus through anterior fontanelle. (This method only in a 
few cases.) 

Effect of Treatment on U'assermann Reaction in the Child. 

In 30 cases receiving full course of N.A.B. and Hg and 
kept under observation the W.R. has been changed from 
“positive” to “negative.” In some a strongly positive 
reaction has been reduced. In some the reaction has not 
been affected after a course of six injections of N.A.B. and 
Hg. The cases benefiting least bv treatment with regard to 
the Wassermann reaction and physical signs are those of 
the late manifestations affecting children from 5 to 10 years, 
and especially those cases in whom the central nervous 
system is involved. 

Effect of Treatment on Clinical Signs of Disease in the Child. 
Early signs quickly cleared up, especially rashes and 
condylomata. Rhinitis less easily cured. Usually rapid 
improvement in general condition, with steady gain in 
weight. Liver and spleen reduced in size. 

Late cases. —No case of disease of the central nervous 
system affected. Interstitial keratitis; some definite 
improvement of vision in several cases. Periostitis 
definitely improved. 

The number of cases is rather small so far, but I hope 
this analysis of them will be considered worthy of 
recording. I am indebted to several kind assistants in 
this work, but particularly to Dr. J. C. Spence, who has 
kept very careful notes of every case seen and has also 
helped with the clinical work. 

SIMILARITY OF EFFECTS PRODUCED BY 

ABSENCE OF VITAMINS 

AND BY EXPOSURE TO X RAYS AND RADIUM. 

By W. CRAMER, D.Sc. Edin., Ph.D. Berl., M.R.C.S., 
A. H. DREW, D.Sc. LOND., 

AND 

J. C. MOTTRAM, M.B. Lond., D.P.H. 

(From the Imperial Cancer Research Fund , and from the 
Radium Institute , Londoti.) 

From the fact that the absence of vitamins from the 
diet leads to a gradual decline of the higher animals, 
and if sufficiently continued is incompatible with 
maintenance of life in these animals, the important 
generalisation has been drawn that vitamins are 
essential for the life of the cell. Histological investiga¬ 
tions of the tissues and organs of animals kept on such 
a diet have so far failed to reveal any lesion sufficiently 
gross and affecting a vital organ which would account 
for the decline or the death of the animals. Our own 
observations on mice and rats kept on a diet completely 
free from vitamins have, with the one exception 
presently to be mentioned, given the same result. Even 
the finer cytoplasmic structure, as expressed in the 
condition of the mitochrondria, is not altered 
deeply enough to account for the condition of 


decline and the death of the animals. Nor does 
the general condition produced by the absence of 
vitamins help to an understanding of the manner in 
which they act. For the general condition of these 
animals is simply one of inanition, and many of the 
changes described as occurring in the tissues of animals 
kept on a vitamin-free diet are similar to, or identical 
with, those produced by chronic starvation. The 
hypertrophy of the adrenals may be quoted as an 
example. 1 a 

It appears to 11 s that this hypertrophy of the adrenals 
in the absence of vitamins is an argument against the 
generalisation that vitamins are essential to the life of 
every cell. They do not appear to be essential to the 
life of either the cortical or the medullary cells of the 
gland. Subsidiary assumption would have to be made, 
for instance, that this organ is distinguished by a large 
store of vitamins. But such an assumption is negatived 
by the experimental test, 3 at least as regards the fat- 
soluble vitamin, and has never been demonstrated for 
the water-soluble vitamin. In mice and rats kept on 
a vitamin-free diet very active growth changes, as 
evidenced by the occurrence of mitoses, have alBO 
been observed in the cells of Lieberkuhn’s follicles, 
even in the last stages of avitaminosis. Similarly 
transplanted tumours show active growth in animals 
kept on a vitamin-free diet and suffering severely as 
the result of the absence of vitamins. 

Vitamins Unnecessary for Life of Individual Cells. 

The generalisation that vitamins are necessary for 
the life of the cell has been extended so as to cover 
even the lower forms of life, plants, bacteria, yeast 
cells, &c. The recent work of Lumi£re 4 has shown 
that so far as these lower forms of life are concerned 
this view was based on faulty experimental observa¬ 
tions. It is therefore important to realise that what 
has been experimentally established is the fact that 
vitamins are essential for the maintenance of life of 
a highly differentiated animal as a whole, but not 
necessarily , or probably , of its individual cells . 

There Is, however, one tissue which is specifically 
and profoundly affected by the absence of vitamins 
from the diet—namely, the lymphoid tissue. In mice 
and rats kept on a diet completely free from vitamins 
there is a great atrophy of the lymphoid tissue, which 
is obvious even to the naked eye. The spleen is shrunk 
to a narrow ribbon; the thymus, which even in adult 
rats and mice remains relatively a large organ filling the 
upper part of the thorax and covering the base of the 
heart, becomes so small as to be hardly visible. The 
Peyer’s patches, which are prominent in normal 
animals, are difficult to identify with the naked eye. 
Microscopically these organs, especially the spleen, are 
found to contain very few leucocytes. The ordinary 
lymph glands may not be macroscopically smaller than 
normal, but under the microscope are found to be 
almost bare of lymphocytes. They consist almost 
entirely of endothelial cells and large empty lymph 
spaces. The blood picture, as shown by a differential 
count, shows a reduction in the number of lymphocytes 
and an increase in the number of polymorphonuclear 
leucocytes. 

Extreme Reduction of Number of Lymphocytes. 

As an example of the degree to which the lymphocytes 
may be affected, the following extreme figures obtained 
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in a mouse and a rat in the final stages of avitaminosis 
may be given. These animals did not suffer from any 
intercurrent infection. The differential counts give 
figures varying a good deal for different individual 
animals, and the examples given represent the extreme 







964 The Lancet,] 


CLINICAL NOTES. 


[May 7, 1921 


change so far as the lymphocytes are concerned. The 
figures for the normal animals are taken from Eyre’s 
Bacteriological Technique (second edition, p. 374), and 
represent the average of a large number of counts. 
Our own observations on normal animals agree with 
these figures within narrow limits. 

Similarity with Action of X Hays and Radium. 

This condition of the lymphoid tissue is practically j 
identical with that produced by exposure to X rays and 
radium. These agents, if given in appropriate dosage, 
not only have the same effect as regards the lymphoid 
tissue, but they also produce the same general effect 
on the animals—they lose weight and die in a state of 
emaciation. Incidentally, it may be recalled that in 
this condition there are also degenerative changes in 
the semiferous tubules of the testis similar to those 
observed in avitaminosis. 

Why two such apparently dissimilar causes should 
produce the same effects is a problem which we propose 
to investigate further. It is a remarkable fact that the 
specific atrophy of lymphoid tissue, whether produced 
by exposure to radiations or resulting from the absence 
of vitamins from the diet, should be associated with 
such a profound general effect on the nutrition of 
the animal. This fact indicates that lymphoid tissue 
fulfils a more important function in connexion with 
the nutrition of the animal than is generally 
recognised, and that the effect produced on the 
general nutritive condition of the animal by these 
different agencies may be due to their selective action 


Clraital Stoics; 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 

- 4 — 

A NOTE ON 

ARTIFICIAL RESPIRATION IN THE NEW-BORN. 

By W. Osborne Greenwood, M.D. Leeds, 
B.S. Lond. 

(From the Acomh Nursing Home, Harrogate.) 


The method of artificial respiration described below 
has proved, in my experience, more certain and effec¬ 
tive than any of the methods now in vogue. I was led 
to investigate it by noting that a new-born infant who 
had inspired liquor amnii and was held head down¬ 
wards emitted a sigh. This I supposed to bo due to 
the pressure of the abdominal viscera on the diaphragm. 
As this is equivalent to expiration, I concluded that to 
hold the child in the reverse position would initiate 
inspiration. 

To use the method the infant should be held in the 
following way: — 

The back of its neck lies on the palmar surface of the 
operator’s left hand, the occiput being supported in the 
hollow between the thumb and forefinger, so that the 


Three Positions of the Infant in the Method of Artificial Respiration described by Dr. Greenu'ood. 



First position, for’movement downwards Second position, for movement downwards 
to imitate inspiration. to imitate expiration. 


Rest position between movements. 


on the lymphoid tissue. This suggestion finds confirma¬ 
tion in the following facts. It is known 5 that lympho¬ 
cytes are concerned in the absorption and assimilation 
of fat, and experimental evidence has been presented 6 
to show that the assimilation of protein from the 
intestinal canal is brought about partly by the agency 
of leucocytes. In certain marasmic conditions in 
children not due to interference with the food-supply 
there is an atrophy of the thymus and of the Peyer’s 
patches, and no other lesion has so far been found to 
account for the condition. 7 In inanition the spleen is 
stated to be the organ showing the greatest atrophy. 8 
This and an almost complete disappearance of the 
thymus has also been reported recently 9 as occurring 
in pigeons both in inanition and in experimental 
beri-beri. A systematic examination of the lymphoid 
organs generally in these various conditions does not 
appear to have been made. 

(Continued at foot of next column.) 


thumb and fingers grasp the mastoids. The right hand 
holds both ankles of the infant firmly from behind, so that 
the ulnar side is at the calves, the radial side at the ankles. 
The infant is held nearly vertical, say at an angle of 15°, and 
is then allowed to move quickly by its own weight down¬ 
wards, feet first, about 2 feet. The abdominal viscera move 
down, the diaphragm is depressed and inspiration is at once 
initiated. The infant is now lifted, feet first, upwards and 
to the right of the operator and is therefore head downwards 


Mcrenos -l. McCarrison, R. : Indian Jour. Med. Research, 
VU, co' H 8 ' 2 ' Aud Hollenberg : Proc. Physio]. Soc., 

P n- 8 ? : r i our * °L£ hy81ol V 1921 ’ liv 3 - Emmett and Luros: 
Joui Biol Chom., 1919, xxxviii., p. 441. 4. Lumidre: Annale* de 
1 Inst. Pasteur, 1921, xxxv., p. 102. 5. Schftfer : Text-book of Micro¬ 
scopic Anatomy, 1912, p. 541. 6. Cramer: Jour, of Physiol 1908 

xxx\n., p. 146; Cramer and Prinfile: Ibid., p. 158. 7. Patterson’ 
D H.; Private communication. 8. Weiske: Z. Physiol. Chemie 
1896, xx li., P-485: see also SchJtfer: Text-book of Physiology, 1898 
vol. i., p. 890. 9. Findlay: Jour, of Path. Rnd Bact. 192lf xxiv ’ 
p. 175. ’ 
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at an angle of 15° to the vertical. It is then moved quickly 
downwards, head first, about 2 feet. The abdominal contents 
fall against the diaphragm which is now pushed upwards 
(relatively to the child) and fully arched, and expiration is 
completed. The series of movements should be repeated 
some fifteen times a minute and the first attempt will often 
elicit a sigh if not a more pronounced response. Needless 
to say, any semblance of violence must be avoided. 

As compared with Schultze’s method it achieves 
exactly the same object—i.e., the abdominal viscera 
are made to arch and flatten the diaphragm alternately 
and to stimulate the heart as massage would do. 
Advantages over it are: As the infant is held firmly at 
each pole he is not so liable to slip; since the range of 
movement is not as great the cooling of the body 
sarface must be less; it is not as violent; the gentle¬ 
ness of the movements are entirely under the control 
of the operator. Byrd’s method and Marshall Hall’s 
method consist in alternately flexing and extending 
the infant’s body to the full extent: the former actively 
by holding both poles, then flexing and extending the 
spine; the latter passively by holding the infant 
horizontally on the palm of one hand, ventral surface 
downwards, then on the palm of the other hand, dorsal 
surface down, the head and lower limbs accomplishing 
flexion and extension by their own weights. Both 
methods are excellent for the milder grades of respira¬ 
tory inhibition, but not as effective as the above for 
the severer ones. 

Harrogate. 


Apart from the treatment applied, the result may 
have been due to the presence of the other ingredients 
in the tablets, or the child may not have swallowed the 
large number alleged, although on this point the mother 
is quite Arm in her belief. 

Liverpool.___ 

A CASE OF ABERRANT HERPES. 
ByG.de Bec Turtle, M.D. Durh., M.R.C.P. Lond. 


The differential diagnosis between varicella and 
herpes occasionally presents difficulty, and the following 
case appears of interest in this connexion : 

A gentleman, aged 71, consulted me for pain in the back 
and a skin eruption which had only been noticed a few 
hours. On examination there was a well-marked patch of 
herpes zoster on the right buttock and in addition a few 
vesicles were distributed over the body generally. There 
was no constitutional disturbance of any kind. On the 
following day there were four patches of herpes extending 
from the right buttock to the ankle, down the back of the 
thigh and knee. He was also covered with a distinct 
vesicular eruption very closely resembling that of varicella, 
several of the vesicles being umbilicated. For the sake of 
interest the vesicles were counted : they numbered 266 and 


A CASE OF 

ACETANILIDE POISONING 


RECOVERY. 


By Hassan el Arculli, M.B. Liverp., 
M.R.C.S., D.P.H. 


A girl, aged 2 years, was brought to me on Sept. 4th, 
1919, by her mother with the history of having ingested 
about 30 anti-influenza tablets some two hours before. 
It appeared that while the mother was engaged in 
some household duty the girl and her brother, aged 
3 years, got hold of a box of these tablets. The boy 
sucked the sugar coating, and what remained was given 
to the girl, who swallowed it. 

On examination the child appeared prostrated and some¬ 
what cyanosed, especially around the mouth. Pulse feeble 
and irregular, its rate being 120; respirations 20. There was 
profuse sweating; temperature was 97° F. in the axilla. A 
provisional diagnosis of poisoning by some coal-tar derivative 
was made. An emetic of mustard and water was given 
and a saline purgative administered; these acted well, and 
the child when seen four hours later appeared less blue. 
The mother was instructed to keep , her near a fire, and 
liq. strychnine was given—n\ i. every two hours. 

On the 7th the mother said that the girl was very 
irritable the night before and was inclined to arch her 
back. She reported that the cyanosis came in spasms; 
sometimes the colour was quite good, while at other times 
the face would be blue; the periods of cyanosis varied in 
duration from a few minutes to an hour. The knee-jerks 
were -f. 

Professor R. J. M. Buchanan was called into con¬ 
sultation and he gave a hopeful prognosis. 

Acting on his advice the strychnine was temporarily 
stopped and brandv-and-soda given in its place. A couple 
of days later the child seemed quite normal between the 
spasms of cyanosis. When examined during an attack 
tne heart sounds were found to be weak but regular; 
respiration was also regular. Strychnine was again 
exhibited, m i. every four hours. 

Meanwhile it had been ascertained from the manu¬ 
facturing chemists that the tablets were made from: 
acetanilide, gr. i. ; quinine sulphas, gr. ss ; podophyllin, 
gT. &; camphor, gr. 

On Sept. 11th bronchitis developed, and a measly rash 
appeared. The temperature, which had become normal on 
the day following the taking of the poison, rose to 101° F., 
and it was a question whether the rash was due to measles 
or to the effects of the acetanilide. It was, however„thought 
wiser to err on the safe side, so the child was isolated and 
she got over the complication in a few days. It was quite 
seven weeks before the cyanosis and sweating disappeared 
altogether. At no time was there any sign of meihaemo- 
globinuria. 


c ? l 
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were distributed as follows : 12 over the face and scalp, 108 
on the trunk anteriorly, 90 on the trunk posteriorly, 14 on 
the right arm, 11 on the left arm, 12 on the right leg, and 
19 on the left leg. There was none apparent on any mucous 
membrane. 

The diagnosis rested between an attack of varicella 
occurring at the same time as the outbreak of herpes 
zoster in the leg and generalised or aberrant herpes, 
which I think the condition undoubtedly was. Ihis 
view was shared by Dr. Graham Little, who saw the 
case in consultation with me. The condition cleared 
up quite quickly in a few days, simultaneously with the 
original patch of herpes zoster. There was no evidence 
of any case of varicella either before or after in the 
patient’s house. 

Cambridge-terrace, Hyde Park, W. 


Presentation to a Medical Man.—Oii Apnl 26th 
a presentation was made by the staff of 
Building of the Post Office to Dr. S. B. Pennington_onhis 
transfer from the E .C. District Office to the Western District 
l dice. Dr. Pennington was medical officer for the staff at 
King Edward’s Building for seven years, and during that 
time earned the esteem of all grades of the manipulative 
staff for his considerate, sympathetic, and courteous treat¬ 
ment. The presentation consisted of a suit case and a 
cheque. The medical officers present included Dr. B. O. 
Connelly, Dr. A. Benson, Dr. H. Palmer, and Dr. H. H. 
Bashford. 
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UtebitaJ Sflrieties. 


BRISTOL MEDICO-CHIRURGICAL SOCIETY. 


At a meeting held on April ISth, with Dr. L. E. V. 
Every-Clayton, the President, in the chair, Mr. C. A. 
Joll (London) gave an address on the 

Surgery of the Thyroid Gland , 
based on 432 cases operated on by himself and illus¬ 
trated by a number of epidiascope pictures. 

Discussing the Aetiology of various forms of thyroid 
disease, he objected to the septic theory of the origin of 
exophthalmic goitre on the ground that there was no 
evidence to support it. He spoke of various forms of 
thyroiditis, alluding to the chronic “ ligneous ” thyroiditis of 
Riedel, and the possibility of mistaking it for malignant 
disease. The occasional association of adenomata with 
thyrotoxic symptoms, and the formation of adenomata 
within simple parenchymatous goitres, as well as the 
possibility of malignant changes within the latter, were 
touched upon. Turning to Graves’s disease, Mr. Joll gave it 
as his opinion that it was to be distinguished from “ non¬ 
hyperplastic toxic goitre,” a distinction of importance in view 
of the smaller surgical risk of cases in the latter group. 
He laid stress on the relation between Graves’s disease 
and progressive myocardial degeneration, speaking of the 
value of electrocardiography in tracing the course of the 
latter. Operation is, he said, indicated for any simple goitre 
causing pressure symptoms unless it respond quickly to 
other forms of treatment; also for simple goitre causing 
toxic symptoms and other forms of chronic ill-health. He 
claimed, further, that Graves’s disease was curable only by 
early operation: saying, however, that patients with this 
disease, who did not wish to undergo operation, should not be 
pressed to do so, as such patients did not do well. The 
technique of operation was demonstrated by an admirable 
series of line drawings, and something was said as to the 
value of ligation of the superior thyroid artery as an 
alternative to thyroidectomy in certain cases. Local 
anesthesia. Mr. Joll thought, was indicated only in the 
presence of much stridor or cardiac disease, or where the 
Xiatient feared a general anaesthetic. On the other hand, 
general anaesthesia should never be deep, not more than 
enough to stop involuntary movement. Some of the 
difficulties and dangers of operation were discussed. Acute 
post-operative hyperthyroidism was, in the speaker’s experi¬ 
ence, a rare complication. He claimed that surgical treat¬ 
ment resulted in a cure of Graves’s disease in 75 per cent, of 
the cases operated on. Recurrence of symptoms after 
operation was due to failure to remove enough of the gland. 

The paper was followed by a discussion, in which the 
President, Mr. E. W. Hey Groves, Professor F. H. 
Edgeworth, Dr. C. F. Coombs, Mr; Stuart V. Stock, 
and Mr. J. Lacy Firth joined.—In his reply Mr. Joll 
said that he had never seen myxeedema follow 
thyroidectomy for Graves’s disease. 


NORWICH MEDICO-CHIRURGICAL SOCIETY. 


Exhibition of Cases and Specimens. 

A clinical meeting of this Society was held at the 
Norfolk and Norwich Hospital on April 6th, Sir 
Hamilton Ballance, the President, in the chair. 

Dr. 8. H. Long showed a child who had had splenectomy 
performed for splenic anaemia, with excellent results. He 
also exhibited the spleen removed. 

Dr. F. W. Burton-Fanning read notes of a case of 
Rat-hite Fever , 

and demonstrated the points of interest on the patient. He 
remarked on the rarity of the disease, onlv 15 cases having 
been recorded in the British Isles, two of* which had been 
under his care. The fever always followed on the bite of a 
rat or of an animal, such as a ferret or cat, which had been 
bitten by a rat. There was an incubation period after the 
bite, when the wound became re-inflamed and sloughy, but 
there was no formation of pus. The patient shown was 
bitten on tho thumb, and an unhealthy sloughing wound 
was seen. Lymphangitis was a conspicuous feature and 
was followed by a rash which veij much resembled a 
papular secondary syphilitic rash. The disease was caused 
by a spirochsBte, which, however, had not been found on 
direct examination of the patient’s blood, but was dis¬ 
covered when some of his blood had been injected into a 
white mouse. The fever was of intermittent type. As 


to treatment, quinine was found to be quite useless, and the 
only treatment of any value was the intravenous injection 
of novarsenobillon. 

Mr. A. J. Blaxland showed the Pedunculated Intra-vesical 
Middle Lobe of a Prostate causing urinary obstruction, 
without hypertrophy of the lateral lobes, which he had 
removed from a man of 56 with complete relief to the 
symptoms. He also exhibited three specimens of the 
Pyloric Half of the Stomach, which he had excised for 
chronic ulceration. In his opinion thiB operation was more 
satisfactory than the usual one of excision of the ulcer 
by itself. It was easier to perform, there was practically 
no shock at the end of the operation, and the immediate 
after-results in his cases had been excellent.—The President 
said that Mr. Blaxland had raised a very important surgical 
question. He agreed as to the comparative simplicity of this 
operation, but he considered that for most small ulcers in ao 
accessible position local excision did all that was required. 

The President exhibited an Ovarian Tumour, weighing 
10 lb., with a twisted pedicle, which he had removed from a 
woman of 51. A peculiar feature of the case was that he 
found an extensive thrombosis of the veins in the omentum. 
In order to deal adequately with this thrombosis it would 
have been necessary to remove several feet of the small 
intestine and its mesentery, and he decided not to interfere. 
No bad symptoms had occurred, and he therefore concluded 
that after the removal of the large twisted tumour the 
thrombosed condition of the veins subsided. 

Dr. A. Burton showed a specimen of Tubal Mole from 
a case of Ectopic Gestation of less than two months’ 
duration. 

Dr. A. J. Cleveland brought forward a case of Occupation 
Neurosis in a man, aged 28, who had worked in a boot factory, 
and developed a condition of pseudo-chorea. The right arm 
was chiefly affected. When the patient extended the arm 
to do anything it developed iucoordinated movements, 
and the condition was so severe that the man was quite 
unable to work. Treatment seemed to have no effect, and 
in Dr. Cleveland’s opinion the prognosis was very bad. 


DEVON AND EXETER MEDICO-CHIRURGICAL 
SOCIETY. 


A meeting of this Society was held at the Royal 
Devon and Exeter Hospital on April 21st, Dr. W. GORDON 
in the chair. 

Dr. F. A. Roper read a paper on the 

Nature and Treatment of Surgical Shock. 

He, first acknowledged the great help given to all who had 
specially to deal with this condition during the war by the 
reports of the Medical Research Committee and Third Army 
Shock Committee. After differentiating between primary 
and secondary shock, he went on to describe the blood 
changes in the latter condition found experimentally in 
animals by Dale, Laidlaw, Trevan, and Bainbridge, and also 
found in man. ■ These were due to leakage in the capillary 
area, and accompanied by fall of blood pressure, cold being 
a further important factor in producing stagnation. An 
invariable result of this stagnation, leading to deficient intra¬ 
cellular oxidation, is acidosis. The defect of the adrenalin 
theory of shock is that shock is often fully developed long 
before sympathetic adrenalin exhaustion can have occurred. 
This leads to the consideration of other possible factors, first 
and foremost the respiratory exchange. The automatic com¬ 
pensating acidosis postulated by the acapnia theory might 
well be at least a considerable additional factor, in view of 
the well-known observation that acids dilate peripheral 
vessels. Cannon’s experiment of clamping the aorta and 
observing the resulting acidosis and shock on removal of the 
clamp was corroborative and should be remembered in using 
the tourniquet. There was, lastly, considerable similarity 
between the reaction of the body towards infection and 
towards injury by violence. Dr. Roper showed that, as 
regards treatment, it was important to draw a sharp dis¬ 
tinction between haemorrhage and shock, best distinguished 
in doubtful cases by the use of the haemoglobinometer. 
Dr. Roper advocated the method of “forced fluids’* 
in the treatment of shock, and spoke of the advan¬ 
tages of Bayliss’s 6 per cent, gum acacia solution 
in normal saline in largely obviating leakage from the 
circulation. No striking results seemed to be obtained 
by use of alkaline solutions, but the consensus was that 
these were of benefit in acid-forming toxemias resembling 
shock. Blood transfusion was of great value in shock, 
but resutts were not so striking as in haemorrhage. In Dr! 
Roper’s opinion the citrate method was to be preferred. He 
urged the advantages of nitrous oxide and oxygen anes¬ 
thesia in obviating further shock due to fall of blood pressure 
during or after operation, and envisaged the possibilities of 
future progress in successful treatment on the hues of keeping 
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up the CO„ tension in the blood by administering a propor¬ 
tion of CO B in the respired atmosphere at least equal to 
its normal alveolar tension. In judging as to fitness for 
operation the estimation of the blood pressure was a valuable 
gnide. 

Discussion. 

The President asked Dr. Roper what opinion he had 
formed as to the value of pitmtrin in these cases and as to 
the maximum period of time that it was possible to keep the 
patient under with N fl O + O as the sole anaesthetic. 

Mr. A. L. Candler discussed the apparently contra¬ 
dictory statements with regard to acidosis, which was 
stated to be a stimulant to the respiratory centre, and the 
giving of soda, which also had a beneficial effect in cases of 
shock. In regard to shock from loss of blood (where 
the treatment was obviously different from that called 
for in shock caused by other conditions) Mr. Candler 
emphasised the importance of the rate of flow rather 
than the volume of blood lost as the causal factor 
in the production of shock. He also advocated the 
cleaning of burns under an anesthetic as soon as possible 
and the removal of destroyed tissues, thereby diminishing 
the liability to subsequent absorption of a large amount of 
toxin. Shock following the removal of a tourniquet was to 
him a clear indication of what happened when the patient 
was not safeguarded from a sudden rush of toxin into the 
circulation. Mr. Candler had seen no benefit from pituitrin 
in the treatment of shock, although he recognised its value 
as a promoter of intestinal activity. 

Dr. J. Shirley Steele-Perkins advocated gas and oxygen 
as a general anaesthetic, given a reliable apparatus with an 
efficient regulator. 

Dr. R. V. Solly discussed the question of acidosis and its 
production in chloroform narcosis. 

Mr. Norman Lock considered that the condition of shock 
was far more complicated than a mere acidosis, as soda was 
of little more use than saline. Given an increased viscosity, 
as by gelatin injections, the saline does not rush in and out 
and tension is repaired in the circulation. 

Dr. Roper, in his reply, considered that there was no 
practical time limit in the giving of NaO and oxygen 
as a general anaesthetic. He was not in favour of an 
anaesthetic such as ether in burns where shock was often 
present. He also spoke of the reducing effect on the 
haemoglobin content of the red blood cell when either 
chloroform or ether were employed as anaesthetics. Boyle’s 
apparatus had proved very serviceable at the C.C.8. to 
which he was attached in France. Replying to Mr. Lock, 
histamine was the acid substance actually causing 
acidosis. 


ROYAL MEDICO-CHIRURGICAL SOCIETY OF 
GLASGOW. 


A meeting of this Society was held in the Faculty 
Hall, Glasgow, on April 1st, when Dr. James H. Martin 
made a communication on 

A Series of 50 Consecutive Caesarean Sections without 
Fatality . 

Dr. Martin opened by referring to his technique in this 
operation, which was a modification of that introduced by 
Professor Murdoch Cameron. His incisions are made about 
an inch and a half to the right of the middle line, two-thirds 
being above the level of the umbilicus. This utilisation of 
the rectus and its sheath prevents a subsequent hernia. 
There is the further advantage that as a rule this abdominal 
incision brings the operator right down oa the middle line 
of the uterus. In making the uterine incision Dr. Martin 
always uses a metal pessary, oval in shape and slightly 
ooncave, as suggested by Professor Cameron. In removing 
the placenta and membranes he turns the uterus inside out. 
Thus the uterine arteries are kinked and the loss of blood is 
infinitesimal. The wall of the cavity of the uterus is now 
rubbed thoroughly with gauze, which may be termed a 
curettage. The difficulty in removing the membranes in 
the region of the os is lessened by sweeping the finger round 
beyond the internal os while the patient is being prepared 
for operation. 

In suturing the uterine wound the lowest suture is inserted 
and tied before the uterus is turned inside in, and this seems 
to lessen the hsBmorrhage while the other Butures are being 
inserted and tied, particularly if the uterine arteries are not 
well compressed. The sutures are of silk and interrupted. 
If the patient is not sterilised mattress sutures of catgut; are 
usually inserted along the uterine incision, the peritoneum, 
and to some degree the superficial muscle, being included in 
these mattress sutures. The peritoneum and posterior 
sheath of rectus muscle are sutured together with a fine 
continuous catgut suture, and five or six silkworm gut 
sutures are inserted through skin and anterior sheath of the 


rectus, but not tied. The anterior sheath of the rectus 
muscle is now sutured with a continuous catgut suture and 
the skin approximated by another continuous catgut suture. 
After cleansing the wound and surrounding skin a gauze pad 
is applied and anchored by tying the five or six silkworm gut 
sutures referred to above. Gamgee tissue is applied and fixed 
with 6 in. bandages. After the operation the patient is 
propped up in the sitting posture before being completely 
round from the anaesthetic. The advantage of this posture 
is that the lochia when shed flows through the cervical 
canal into the vagina and on to the pad, and is not retained 
in the uterus. Further, micturition ana defsBcation are not 
difficult in this position. 

Dr. Samuel J. Cameron made a communication on 
the Surgical Treatment of Uterine Prolapse. 


Hdritfos anlr Halim of ^oafes. 


Collected Papers of the Mayo Clinic. 

Edited by Mrs. M. H. Mellish. Yol. XI., 1919. 

London and Philadelphia : W. B. Saunders Company. 

1920. Pp. 1331. £3. 

In reviewing the eleventh annual volume of the 
collected papers of the Mayo Clinic, Rochester, 
Minnesota, it is tempting to discuss, instead of the 
contents of the book, the organisation of the great 
clinical machine which produced it. The methods of 
the Clinic are, however, too well known to need farther 
publicity, and the matter in the book covers such an 
enormous field that to attempt to appraise its value is 
quite a sufficient task. A volume of miscellaneous papers 
by numerous contributors can with difficulty avoid 
the imputation of “ scrappiness,” but in the present 
case the number of papers is large enough to permit 
of their being to some extent grouped under regional 
headings, so that each division gives a more or less com¬ 
prehensive view of the lessons that have been learnt 
during the year. 

The first and most important section deals with the 
surgery of the alimentary canal, and is restricted chiefly 
to problems connected with the stomach, duodenum, 
and gall-bladder. The cause of gastric and duodenal 
ulcers is sought for by means of an anatomical study of 
the arteries supplying them, and the conclusion is 
reached that the disposition of the vessels along the 
lesser curvature and the first inch of the duodenum is 
such as to favour the occurrence of thrombosis. There 
is no conclusive evidence that ulcers are in this way 
“explained,” but* the demonstration is suggestive. 
Another paper deals with the estimation of the 
“operability” of carcinoma of the stomach by means 
of the X rays, but in view of the difficulty in any early 
case of making a definite diagnosis of the presence of 
the disease it is evident that this determination of 
operability admits only of a limited application. Dr. 
C. H. Mayo discusses the technique of the surgical 
treatment of carcinoma of the stomach by gastrectomy, 
and brings up to date his survey of the work done; his 
results show a recent increase in the percentage of 
three-year cures obtained and are so far satisfactory. 
Another important paper deals with the subject of 
the diagnosis of gastro-jejunal ulcer following treatment 
by gastro-enterostomy, and the opinion is expressed 
that it is usually due to a mishap in the operative tech¬ 
nique, thus confirming the conclusions of other 
surgeons. The most interesting paper of all on the 
stomach is by Dr. D. C. Balfour, who discusses the 
treatment of the “bleeding type” of ulcer. He seeks 
to demonstrate that haemorrhage commonly occurs 
after a curative operation has been performed, and 
believes that the treatment should always include the 
removal of the ulcer, preferably by excision with the 
cautery. The remainder of this section deals chiefly 
with biliary problems, special attention being given to 
the anatomy and functions of the sphincter of the 
common bile-duct or papillary muscle of Oddi. 

The second section, on the urogenital organs, contains 
papers on most of the current problems of this 
region—the dangers of pyelography, the prognosis of 
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renal tuberculosis, the removal of stones from the 
ureter, and other subjects too numerous to mention. 
This section also contains, somewhat unaccountably, 
several papers on the thyroid gland and its functions, 
and one on the effect of splenectomy on the thymus. 
It is, at any rate, an indication of the trend of opinion 
that these organs should be classed as “urogenital.” 
The papers on the thyroid gland include an elaborate 
investigation of the chemical properties of its active 
principle, thyroxin, and an important contribution 
towards the understanding of the clinical value of the 
“ basal metabolic rate ” in exophthalmic goitre. With 
this valuable method of gaining precise knowledge 
as to the results of operative treatment we dealt 
in some detail last week (pp. 915 and 921). A smaller 
section on the blood contains an extremely interest¬ 
ing account of an attempt to determine the length 
of life enjoyed by transfused corpuscles by means 
of differential agglutination of mixed corpuscles 
belonging to more than one blood group. This is one of 
the most scientifically satisfying of all the papers in 
the book. 

The remaining sections deal with a somewhat hetero¬ 
geneous collection of subjects, which it is impossible 
to summarise in a few words. They range from tuber¬ 
culosis of the spine and epithelioma of the lip (this is 
an instructive study based on 537 cases), to the surgical 
treatment of bunions and the best method of sharpen¬ 
ing a scalpel. There is matter here for everyone and, 
if some of the papers are so slight as to have been 
hardly worth reprinting, many more are really solid 
contributions to surgical science, and the book as a 
whole bears eloquent testimony to the activity and to 
the admirably scientific attitude of the workers in the 
Mayo Clinic. _ 


Medicine and Disease. 

Die Konstitutionelle Disposition zu Inneren Krank - 

heiten. Second edition. Von Dr. Julius Bauer. 

Berlin : Julius Springer. 1921. With 63 illustrations. 

Pp. 650. M.88. 

Modern advances in medical science have altered our 
conception of aetiology, and causative factors of disease 
have occupied an increasing share of medical interest. 
Particularly in those morbid processes that result from 
specific bacterial infection, the aetiological riddle has 
seemed to be solved when a microbe, more or less 
obeying Koch’s postulates in relation to the disease, has 
been isolated. The host’s susceptibility and resistance 
to infection have not indeed been forgotten, as the 
important mass of work on the subject of immunology 
bears witness; nevertheless the soil has been somewhat 
neglected for the seed. In terms of practical medicine 
it may be said without much exaggeration, that interest 
has shifted from the patient to his disease, and this 
tendency has been strengthened by modern discovery 
in specific therapy; thus treatment has tended to make 
the same change in direction, and diphtheria, for 
instance, is treated with serum and the patient with 
contempt. 

In the present volume Dr. Julius Bauer creates 
a new departure in medicine in presenting an instruc¬ 
tive and important systematic treatise on the part 
played by constitutional states in the pathogenesis of 
disease, a thesis which he carries to the length of 
defining a “ konstitutionspathologie.” The opening 
chapters deal with the broader aspects of the subject 
and define the words employed; there is thus intro¬ 
duced an interesting discussion on diathesis, dyscrasia, 
and Inheritance. Infantilism, precocity, senility, and 
progeria are other matters of interest discussed in these 
chapters, and the author crystallises his ideas so far as 
to give illustrations in diagram of the several recognised 
constitutional types—namely, the respiratory, digestive, 
muscular, and cerebral constitutions; photographs of 
patients illustrating these types are also given. It is 
impossible to describe at all adequately the great mass 
of information assembled in respect of the constitutional 
aspects of clinical disorders, diseases, abnormalities, 
and developmental defects. The rarest curiosities 
naturally claim a rather disproportionate notice, but 


some idea of the scope of the work is indicated by the 
fact that there are more than 4000 references to the 
literature. 

We have no hesitation in recommending this book as 
a valuable work of reference, both on account of the 
information it provides and on account of the weight it 
adds to the constitutional aspect of disease. 


The Medical Treatment of Disease. By Robert Dawson 
Rudolf, C.B.E., M.D. Edin., F.R.C.P. University 
of Toronto Press. 1921. Pp. 457. 

This book, written for students and young practi¬ 
tioners of medicine, is presented in a readable and 
attractive form. The general arrangement of the 
subject-matter is good and systematical, so that it is 
easy to find at once any information required. An 
author incurs a great responsibility in advising definite 
forms of treatment to students and young practitioners 
unless the treatment advocated is well known and well 
tried. On this account the book is open to some 
criticism, for it includes reference to treatment that 
has hardly passed beyond the experimental stage. 
For instance, auto-serum therapy (intrathecal injection) 
is mentioned in the treatment of chorea, though the 
advisability of tonsillectomy is not discussed in either 
chorea or rheumatic fever ; in the treatment of gastric 
ulcer it would have been better to give the Lenhartz 
diet in detail than to discuss duodenal feeding at rela¬ 
tive length; it is possible that scarlet fever is due to 
a streptococcal infection, but, if it is, the type of 
infecting streptococcus has not yet been established, 
and it is premature to advise students to use vaccines 
as a prophylactic against this disease. These examples 
could be multiplied. Dr. Rudolf has made too great 
sacrifices in the effort to make the book up to date. In 
the doses of drugs recommended the author shows 
good judgment. Exception must, however, be taken 
to the dose of adrenalin chloride advised for hypodermic 
injection in the treatment of a paroxysm of asthma; 
8 to 15 minims is too large an initial dose, since some 
persons are susceptible to the drug. 

A simple book on treatment is sure of a place in the 
general practitioner’s library, and the second edition of 
this book may fill that place. If it were revised by 
someone engaged in general practice certain of the more 
common and difficult aspects of medicine might be 
expanded and space found in the section on insomnia, 
for instance, for the sleeplessness that results from 
acidity, flatulence, or constipation. 


Principles of General Physiology. 

Third edition, revised. By William Maddock 
Bayliss, M.A., D.Sc., F.R.S., Professor of General 
Physiology in University College, London. With 
261 illustrations. London: Longmans, Green and 
Co. 1920. Pp. 862. 28*. 

Our opinion, expressed when this work was first 
published, that it is “ a most interesting, erudite, and 
comprehensive treatise” is unchanged, and we are 
glad to offer an equally cordial welcome to its 
third edition. The number of pages in the present 
edition only exceeds that in the first by a dozen 
or so. In the sections rewritten for the second edition 
(published in 1917)—e.g., activity of muscle, kidney 
and the visceral system, and transport of carbon 
dioxide in the blood—no great changes have been 
found necessary. But a notable addition is a section 
on the capillary circulation (p. 704 et seq.), with regard 
to which important work has recently been published. 
Krogh (1919 and 1920) gave experimental evidence that 
the capillaries can be affected independently of the 
arterioles, while more complete proof of the independent 
contractility and dilatation of the capillaries was 
given by Dale and Richards in 1918, including the 
observations of Dale and Laidlaw on the effects 
of the base histamine. In the same section “wound 
shock and traumatic toxemia” is dealt with. Wounded 
men in the late war often showed the signs of 
great loss of blood, although the actual haemorrhage 
may not have been at all severe. Evidence of various 





The Lancet,] 


BE VIEWS AND NOTICES OF BOOKS. 


[May 7, 1921 969 


kinds pointed to the probability that the injured tissues 
were producing some toxic substances. Although the 
toxic products from injured tissue have not been 
actually identified, they have the same physiological 
action as histamine—that is, a widespread dilatation 
of the capillaries leading to a pooling of blood and its 
withdrawal from the effective circulation, with all the 
serious results of a failure of blood-supply to vital 
organs. Experience has shown that the maintenance 
of a normal blood volume is of the greatest moment. 
Dilution of the blood up to very wide limits is of com¬ 
paratively little significance so long as its volume is 
normal (p. 707). 

Professor Bayliss utters a timely observation that 
in regard to medical education “ there is some need to 
guard against too narrow an interpretation of what is 
supposed to be of direct application to clinical practice. 
What is at the present time looked upon as pure 
abstract or academic science may turn out next week 
to be of vital importance. Take, for instance, the 
electrical phenomena of cell activity and their applica¬ 
tion in the electrocardiograms.” Without undervaluing 
what is done under the direction of another mind, 
Bayliss points out that the greater number of the 
fundamental discoveries in physiology were made by 
men who were able to direct their work in the way 
suggested by its actual progress. 


Diagnosis. 

Diagnostic he Winke fur die tdgliche Praxis. Second 

edition. Von Dr. E. Graetzer. Berlin : S. Karger. 

1920. Pp. 264. M.16. 

The object of this handbook is to give a short descrip¬ 
tion of the atypical forms in which common diseases 
frequently appear in general practice. It is recognised 
that disease often fails to don its text-book garb, and 
thus may escape recognition by those without much 
clinical experience. The diseases are arranged in 
alphabetical order and there is a good index. A short 
account is given of the onset and of the cardinal signs 
and symptoms of each disease. Then follows a brief 
description of the various courses it may take, a list of 
atypical and occasional symptoms, and finally the 
differential diagnoses. The object is admirable, but 
the subject is too difficult for compression into so small 
a compass. The cardinal signs are not always well 
chosen, and in the case of rheumatic fever, for instance, 
there is no mention of valvular disease in the typical 
picture. The only method that a practitioner has of 
recognising atypical forms of disease is to know the 
whole of medicine thoroughly, and a book which Bets 
out to describe only the less common forms which 
disease may take cannot be of much assistance to him. 


Lehrbuch der Differentialdiagnose innerer Krankheitcn. 
Second edition. Von Professor Dr. M. Matthes, 
Direktor der Medizinischen Universitats-Klinik in 
Kdnigsberg. Berlin: Julius Springer. 1921. With 
106 plates. Pp. 621. M.68. 

This book is written for recently qualified practi¬ 
tioners with the object of providing a bird’s-eye view 
of differential diagnosis. The subject is arranged in 
sections. The first two deal with fevers, and one or 
more are allotted to diseases of the respiratory, circula¬ 
tory, alimentary, and renal systems; diseases of the 
spleen, liver and gall-bladder, blood, joints, and bones 
are dealt with in separate sections. Apart from the 
differential diagnosis of meningitis and meningism 
and of neuralgia the central nervous system is 
not included, being reserved for a separate volume. 
The book is written from a strictly clinical stand¬ 
point, and the author makes his attitude clear 
in the statement that a man’s clinical experience 
may be judged by the history he takes of his patients’ 
cases. The several sections are similarly dealt with on 
the following lines; thus in disease of the alimentary 
tract the disorders of this system that complicate 
disease elsewhere are referred to; a discussion of the 
major symptoms of gastro-intestinal disorders follows ; 
and lastly the differential diagnosis of clinically recog¬ 
nised complaints is dealt with. Methods of clinical 


investigation are discussed and reviewed, and here the 
author sometimes passes beyond the limits of ordinary 
clinical practice, and includes methods that are only 
possible in the hands of experts in an institution where 
the necessary facilities are provided. In certain direc¬ 
tions purely academic problems are considered at 
length ; for instance, much information on the classifica¬ 
tion of the several forms of nephritis has been collected, 
but a want of discriminative criticism mars the value 
of this part of these sections. German authors are 
frequently mentioned, but no references are given, and 
though a few American and English workers are named 
it is evident that the author is not familiar with their 
writings. 

The value of Professor Matthes’s book to those for 
whom it is actually intended lies in the simultaneous 
discussion of a subject from the point of view of 
symptoms, clinical syndromes, and methods of clinical 
examination ; there is a good index guiding the reader 
quickly to the desired context. But it is likely to prove 
of most interest to those who are engaged not in the 
practice alone but also in the teaching of medicine. 


Notes on Midwifery. 

Second edition. By J. M. Munro Kerr, M.D., 
and James Hendry, M.A., B.Sc., M.B. Glasgow: 
Maclehose, Jackson, and Co. 1920. Illustrated. 
Pp. 156. 10*. 6 d. 

This book consists of a synopsis of notes of lectures 
delivered at Anderson’s College Medical School. It is 
interleaved so that the notes may be amplified and 
added to by the student. Necessarily short and some¬ 
what compressed, it yet forms a sound basis for the 
student to ground his reading upon and a ready 
reminder to the teacher of the main heads of the 
subject. Dr. Munro Kerr’s authority gives the book a 
considerable value, and we need hardly add that the 
teaching is thoroughly practical and sound. If used as 
it is intended, the book should prove of value to the 
student, both in giving the main outlines of the subject 
in a clear form and in enabling him to revise and 
coordinate his knowledge from the point of view of 
examinations. 


The Practice of Medicine. 

Fourteenth Edition. By Professor James M. 
Anders, M.D., Ph.D., LL.D., with the assistance 
of Dr. John H. Musser, Jun., B.6., M.D. London 
and Philadelphia : W. B. Saunders Company. 1920. 
Pp. 1284. 45*. 

New editions have followed each other in quick 
succession since the original publication in 1897 of 
this text-book, and in bringing out this, the fourteenth 
edition, Professor Anders has had the assistance of Dr. 
J. H. Musser. The subject-matter is brought well up to 
date and contains several entirely new sections ; those 
describing bronchial spirochsBtosis, trench nephritis, 
disordered action of the heart, epidemic encephalitis, 
and botulism deserve mention, while the references to 
the estimation of basal metabolism in exophthalmic 
goitre and to splenectomy in pernicious anaemia afford 
further evidence that recent advances have not been 
ignored. The article on focal sepsis is suggestive, and 
new and important points are considered in the sections 
on pneumonia, pellagra, scurvy, haemolytic jaundice, 
Banti’s disease, and asthma. The methods of examina¬ 
tion of the efficiency of the stomach, intestines, and 
kidneys are discussed, and in view of the increasing 
need in accurate diagnosis of these clinico-pathologic 
aspects of investigation we hope that sufficient advance 
will have been made to justify a separate description of 
hepatic and pancreatic function tests in the next 
edition. With regard to renal function tests reference 
might have been made to globulinuria in functional 
proteinuria and to the diastase test. Professor Anders 
has succeeded in maintaining the position of his work 
as a first-class standard book of reference in practical 
medicine, and the reader will find in it the assistance 
he requires for the detailed study and diagnosis of 
disease. 
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Man’s Descent from the Gods. 

The Complete Case against Prohibition. By Anthony 

M. Ludovici. London: William Heinemann. 1921. 

Pp. 254. 14#. 

This is a most amusing book; it contains a good deal 
of sound sense, and also, we must add, a good deal of 
nonsense. The author holds that the myth of Prometheus 
is a tradition of an actual event in the history of the 
ancestors of the ancient Greeks. These ancestors (who 
were the gods of the ancient Greeks) were probably the 
Cro-Magnon race; they were acquainted with fire and 
its uses, but it was only used under certain restrictions. 
Prometheus obtained the secret of making fire and 
demonstrated it to the inferior races—i.e., the men 
with whom the gods mingled. Hence arose all the 
appalling consequences due to the cooking of food, and 
not until Dionysus the Saviour arose with his fermented 
liquors were these deleterious consequences checked. 
Prometheus versus Dionysus is thus the theme of the 
book. Now, putting aside the fancifulness of this thesis, 
it is perfectly true that cooking certain kinds of food 
does damage their value, and thrice-cooked food may be 
worse than once-cooked food. It is also true that liquors 
prepared from fermented and germinated cereals have 
an antiscorbutic property—a property which is found 
in old-fashioned ale and to a less extent in modern 
beers. But cooking has its virtues, and. even Mr. 
Ludovici agrees that meat should be cooked—that 
is to say, lightly roasted or grilled; it is cheering to 
think that the immortal essay on Roast Pig is still to be 
a watchword for epicures— 

“ There is no flavour comparable, I will contend, to that of the 
crisp, tawny, well-watched, not over-roasted cracklirto , as it is well 
cjllod—the very teeth are invited to their share of the pleasure at 
this banquet in overcoming the coy brittle resistance. ” 

Ale, too; as we read Mr. Ludovici’s praise of ale we 
seem transported to the age of good Bishop Still, who 
wrote that feeling passage— 

" I cannot eat but little meat 
My stomach is not good. 

But I do think that I can drink 
With any that wears a hood; 

Back and side go bare, go bare, 

Both hand and foot go cold, 

But belly, God Bend thee good ale enough 
Whether it be new or old.” 

So far we can go with Mr. Ludovici, and we also agree 
with his strictures upon some of the evils of industrialism, 
which came to their zenith in the first half of the 
last century. But his chapter on Eve and Pandora is 
a mistake. If some women are fools, have no taste, 
and have a lust for petty power, the same things may 
be said of some men. If some women mate with 
undesirable men, so also do some men mate with 
undesirable women, but to say, in Mr. Ludovici’s 
words, that woman “ becomes associated with a 
decent man only by accident” is silly. 


Quaker Aspects of Truth. 

By E. Vipont Brown, M.D. Lond. London: The 

Swarthmore Press. Pp. 156. 5s, 

This book consists of a series of addresses designed 
to show the superiority of the Quaker system of religion 
over other systems of Christianity. With the author’s 
contention that all forms of orthodox Christianity have 
departed from the principles of primitive Christianity, 
or, at least, do not carry them out, we can agree, but 
we should say that even the Quakers do not carry out 
primitive Christianity in its entirety. It is no business 
of ours to decide for or against Quakerism as opposed 
to other forms of religion, but we must point out one 
or two places where Dr. Brown is inaccurate. For 
nstance, in his chapter upon Christianity and War he 
insists upon saying that “ during the first two centuries 
of our era Christians consistently refused to carry 
arms.” Some Christians undoubtedly did, and that 
because their religion forbade them to kill. But the 
chief reason why Christians refused to serve was on 
account of the impossibility of so doing without recog¬ 
nising, or seeming to recognise, the divinity of the 


heathen gods. All the same, there were many 
Christians in the army, as such stories as that of The 
Thundering Legion, under Marcus Aurelius, circa a.d. 
169, and the martyrdom of the Thebeean Legion, at the 
order of Maximian, a.d. 285, show. We say nothing 
for the truth or otherwise of the story of the 
miraculous thunderstorm, or of the martyrdom, but the 
mere fact of the existence of the legends shows that 
Christianity in the army was quite common. Again, 
on p. 60 Dr. Brown is arguing as to the uselessness of 
creeds, confessions of belief, and so on, and in men¬ 
tioning other denominations, says of creeds, “When 
these have been understood and believed and 
accepted as true, then salvation is assured; the 
end of religion has been attained.” This statement 
is simply not correct. 


JOURNALS. 

Brain. Vol. XLIII., Part IV.—Left-hande dnes s and 
Mirror-writing, especially among Defective Children, by 
Hugh Gordon. A record of tests carried out on children in 
‘‘special schools” in London and Middlesex. The tests 
described were found to be those giving the most con¬ 
sistent results. It was found that whereas in the ordinary 
elementary schools the percentage of left-handedness was 
7-3, in the special schools it was 18-2. In those schools 
defects of speech occur more frequently in left-handed 
than right-handed children. In the case of twins, when 
one is left-handed and the other right-handed, the former is 
frequently backward or even in a “special” school, the 
latter normal. Among normal children the left-handed 
are frequently the most efficient and capable; among 
the mental defectives it is exactly the reverse. The 
percentage of mirror-writers is much higher in special 
schools and in them among the left-handed (30 per 
cent.) than the right-handed (2-2). The percentage of 
mirror-writers among left-handed children who write with 
the right hand is found to be: boys, 32 per cent.; girls, 
62 per cent. Many other interesting observations on 
mirror-writing are given, and the author suggests, as the 
only possible hypothesis at present, that in these children 
“something has occurred which has interfered with the 
proper functioning of the dominant hemisphere.”—Tonus 
and the Reflexes, by J. K. A. Wertheim Salomonson. A 
description of a part of the author’s investigations by means 
of Einthoven’s string galvanometer of the nature of 
| muscular contraction. Three groups of contractions can 
be differentiated: (1) the simple muscle twitch, character¬ 
ised by its short duration and by its being preceded by a 
double-phase action current; (2) those characterised by a 
current of action in the form of a rather irregular alternating 
current with a frequency of about 50 periods per second— 
e.g., all voluntary contractions, epileptic convulsions, and 
all cutaneous reflexes; (3) all kinds of muscular action in 
which no electric current of action can be detected—all 
changes in muscle tone occur in this way, as also all spasms 
of spastic muscles. The method applied to the reflexes 
shows that these are much more complicated than is 
generally supposed to be the case. The complication arises 
from the fact that every simple or tetanic reflex is in itself 
the cause of a secondary tonic reflex, and most are governed 
by more than one centre. The simple twitch of the 
knee-jerk is often succeeded by a ‘tonic contraction, 
which the author holds is conditioned by a reflex 
path through the sympathetic and Boeke’s fibres. In 
addition, the varieties of knee-jerk seen in chorea and in 
Westphal’s “pseudo-knee-jerk” can only be explained by 
assuming the existence of a third cerebral centre. The 
cutaneous reflexes have two centres, one spinal, the other 
cerebral. In man the latter is much the more important. 
The plantar response is fully considered; toe-extension is 
the primary, protective, spinal reflex; toe-flexion is a late 
developed, cerebral reflex, needed for standing and walking, 
which in the adult supplants the former. When the 
pyramidal tract is affected, not only is the cerebral centre 
put out of action, with consequent reappearance of the toe- 
extension (spinal) reflex, but the irritability of the spinal 
centre governing the secondary tonus reflex is increased 
which produces ample extension of the toe.—Aphasia: An 
Historical Review (the Hughlings Jackson Lecture for 1920), 
by Henry Head. The first serious contribution to our know¬ 
ledge was furnished by Gall at the beginning of the nine¬ 
teenth century; he localised six forms of memory in separate 
“organs” or “centres ” in the frontal lobes. In 1861 Broca 

S ublished the case which was to become classical; he 
ivided central affections of speech into the two groups 
“aphcmia” and “ verbal amnesia.” and localised the lesion 
causing the former in the third frontal convolution. In 
1864 Hughlings Jackson published his first paper. The basis 
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of his treatment of the subject was that it is the power to 
form propositions that is affected, and not the memory of 
words or faculty of language; the higher the propositional 
value of the task the patient is asked to carry out the less 
he will be able to respond. The teaching of Jackson 
remained without fruit, first, owing to the profundity of 
its thought; and secondly, owing to the rise of a succession 
of brilliant dogmatists, led by Bastian, who propounded 
schemes and diagrams which gave apparently simple 
explanations of the phenomena. Recognition of the fact 
that it was only by twisting of the clinical findings that a 
case could be fitted into any particular scheme resulted in 
the publication in 1906 by Pierre Marie of his “ Revision 
of the Question of Aphasia.” He maintains that the 
aphasia of Broca was a combination of two distinct 
troubles, anarthria and aphasia, the former being simply 
inability or difficulty of articulating words without any 
defect of internal language, the latter corresponding to the 
“sensory aphasia” of Wernicke, which term should dis¬ 
appear. There followed the great discussion at Paris in 
June, 1908, which resolved itself mainly into a verbal battle 
without any real advance. Having' closely studied the 
writings of Jackson, devised a new method of examination, 
and applied it to a large number of cases, Head propounds a 
new classification of these “ disorders of symbolic thinking 
and expression,” claiming that the observed facts show 
disturbance of these higher psychological processes and not 
of particular physiological functions subserving speech. 
The diagram makers worked on the assumption that we 
think in words ; Jackson and Head maintain that we think 
in symbols, ranging from simple matching of two sensory 
patterns to recognition of abstract propositions.—The number 
closes with a discussion on Aphasia at the Royal Society 
of Medicine, in which Dr. J. Collier, Sir James Purves 
Stewart, Dr. Kinnier Wilson, Mr. Herbert Parsons, Dr. 
Stanley Barnes, and Dr. Head took part. 

In the Military Surgeon for March Lieutenant-Colonel 
E. E. Irons, Medical Corps, U.S. Army, discusses in 
a long and valuable paper the pneumonia which, in 
the last four months of 1918, followed influenza in 
the camps in the United States. There were more than 
366,000 cases of influenza, and some 20,000 deaths. The 
case mortality of this pneumonia varied between 6 and 
11 per cent. In one camp of 55,000 men the mortality 
during seven weeks was 5 per cent, of the total force. 
Influenza, also the complicating pneumonia, attacked 
more heavily the recruits and men from country districts. 
To struggle against the disease, or to attempt to carry on in 
spite of it, was dangerous. Hence non-commissioned officers 
and regular army nurses had a high mortality. On the 
other hand, there was little pneumonia amongst patients 
already in hospital who were attacked with influenza. The 
essential pathological condition produced in the lung by 
influenza was an enormous oedema with little consolida¬ 
tion, and many haemorrhages due to necrosis of the 
interalveolar capillaries. No bacillus was at this stage 
recognised, but influenza lowered resistance and gave 
opportunity to the infections already in the naso-pharynx 
to develop, and so set up pneumonia. The microbic 
character of the pneumonia varied from camp to camp 
and period to period. Colonel Irons describes the morbid 
anatomy of the pneumonia, differing as it was due to 
pneumococcus, streptococcus, Pfeiffer, or staphylococcus. 
Tuberculosis as a sequel was rare. The best treatment 
proved to be early rest in bed, good nursing, and the pre¬ 
vention of complicating infection. No routine treatment 
could be advised. Convalescence was prolonged. Con¬ 
valescents got double rations, and being still hungry were 
given bacon and beans additional. They were put through 
graduated exercises, beginning with a short five-minute 
walk twice a day, and went on to games and hard work. 
Care was taken that they were not discharged too soon, for 
their resistant powers had been severely taxed. A paper by 
Captain Ivy A.Pelzman discusses the high venereal rate of 
the U.8. Army in China. Of 100men, 89 risk infection and 23 
get it. Why ? Prophylactic treatment in Tientsin is a long 
way from the centre of the town, and it is therefore proposed 
that tolerated houses be established on the U.8. Concession. 
The women would be kept clean, and prophylactic measures 
would be close at hand for the men, and there would be 
a lower venereal rate.—There is a most entertaining article, 
Doctors in Uniform, by Dr. H. W. Dana, of Boston, Massa¬ 
chusetts, giving account of the experiences and training of 
cml practitioners called up for the war. He tells of the 
thfflculty there was in getting special chances of leave and 
the excuses that were not accepted. “Grandmothers’ 
funerals did not go,” he says. One doctor who arrived 
with a black umbrella was induced to travel three miles to 
exchange it with a quartermaster for another in a regulation 
khaki shade. The drill was beneficial, the discipline was 
improving, and the post-graduate special courses were 
wonderful. One candidate for a commission asked to 


mention intestinal parasites could only mention two— 
typhoid and paratyphoid. Dr. Dana is certain that no 
man who went to the Medical Officers’ Training Gamp 
left camp without getting vast benefit physically and 
professionally. Many officers have apparently been writing 
at Christmas from the United States to Sir John Goodwin, 
the Director-General of the Army Medical Service, and he 
has sent them a letter of thanks addressed to Surgeon- 
General M. W. Ireland, at Washington, recalling how 
generously their service supported us in 1917, and how much 
the support and help of those 1000 medical officers and 
700 nurses meant to our armies. 


Etta fnkittions. 


A URETHRAL AND SINUS DRAINAGE BOUGIE. 

Being interested in the treatment of gonorrhoea as 
practised by the Australian medical officers at Codford 
Camp I have had made for me a drainage bougie with 
a view of improving the technique. It is simply a 
tubular mesh of white silk closed at one end (see figure) 
through the centre of which runs a thin vegetable fibre. 
Its length is about 8 inches, the central core being 
several inches longer and its flexibility allows easy 
insertion into the urethra or sinus. Its mode of 
application is painless. The urethra being cleared by 
urination a sterilised urethroscope tube with the pilot 
is inserted; the pilot is then withdrawn and the 
diainage bougie saturated with any desired solution, 
such as permanganate of potash, protargol, acri- 
flavine, and so forth, is introduced. The urethroscopic 



tube is now withdrawn leaving the drain in situ. 
Finally, the central core is pulled out, leaving the 
drainage-tube in the urethra. The drain gives no 
discomfort and is well tolerated. The advantage of 
this form of treatment is that all parts of the mucous 
lining come into contact with the antiseptic employen 
and there is no risk, as in syringing, of driving the pus 
into the posterior urethra, which I believe is a common 
cause of cystitis, prostatitis, and orchitis. I can 
conceive no more rational treatment of gonorrhoea thad 
by the employment of this method. I have treates 
several cases with excellent results, but the number is 
too small for statistical purposes. I am having a glas, 
endoscopic tube made for introducing the drainage-tube 
which could be used by the patient. This method 
might also be employed for the drainage of small 
sinuses, flstulae, and for other purposes. 


The silk bougies have been made for me by the 
Aurorascope Go., Ltd., Fulwood House, Fulwood-place, 
Holbora, W.C. „ _ 

Henry Dutch, 

Berkeley-street, W. M.D., M.R.G.S., L.R.C.P.Lond. 


A TUBE FOR BLADDER DRAINAGE. 

It has always appeared to me that the methods of 
bladder drainage commonly employed after cystotomy 
are a reproach to surgery, and that if the care exercised 
in the modern theatre was extended to the obtaining of 
a water-tight and aseptic bladder the results of vesical 
surgery would be much improved. The usual method 
of placing a stout tube in the bladder and sewing the 
incision around it permits the bladder to retract into 
the pelvis, and invariably allows leakage around the 
sides of the tube, and contamination of the prevesical 
space. In some cases the tube presses painfully on 
the trigone and tenesmus results. In a few, I imagine, 
the bladder withdraws itself over the end of the tube; 
in any case prevesical infection is common and 
ammoniacal decomposition and deposit of phosphates 
occur in a large proportion of cases. 
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withdrawal of the tube, the intravesical flange crumpling up 
and passing through the wound without any difficulty. I 
do not know how long the bladder remains adherent to the 
abdominal wall, but certainly not for any long period. Iu 
all cases I have found that it* functions perfectly when the 
suprapubic wound is healed. I have also proved that the 
upper wall of the bladder descends properly by observing it 
as it empties itself through an irrigating cystoscope. 

In order to make sure that the bladder is not held in posi¬ 
tion for too long my stay sutures are of medium or fine 
ten-day catgut. Another, and perhaps a better, method is 
and one below the tube, hold the bladder up against the : to use two sutures of silkworm-gut, which are passed right 
rectus muscle. In this way I found that I got a perfectly through the abdominal wall and support the bladder, pretty 
water-tight joint, not a drop of urine escaping into the much in the same way as tension sutures are used to support 
wound, and that union per primam was invariable. Yet the the sheath of the rectus after a laparotomy; these are 
method seemed to me to present three grave defects. In the removed when the bladder-tube is withdrawn. * 
first place, drainage was good enough in uncomplicated The tube should be placed in the upper angle of the 
cases; yet wherever postoperative bleeding might occur, as j bladder wound and should emerge about the middle of the 
for instance after prostatectomy, I could foresee grave I skin incision. If it is placed too near the pubes there is a 
riBk of a clot obstructing the 


A French Method. 

In search for improved methods I came first on a pro¬ 
cedure used by French surgeons. A de Pezzer catheter of 
large size (say, 32 French) is introduced into the upper angle ; 
of the wound and the remainder carefully sewn up so as to 
allow of no leakage. A purse-string suture is placed around 
the tube to keep the bladder wall in constant apposition with 
it. The expanded end of the tube is drawn up so as to sit 
firmly against the mucous membrane around the margin of 
the bladder incision. Two tine cat cut sutures, one above 


small eyes of the catheter, and a 
dangerous clot-retention occurring. 
In the second place, irrigation 
could only be performed by means 
of the tedious and meddlesome 
method of syphonage, which is 
intermittent, inefficient, and dis¬ 
turbs the patient, besides alter¬ 
nately distending and collapsing 
the bladder and so tending to 



Fio. 1.—The bladder drainage and irrigation tube. Total length 16 inches, diameter nearly 
£ inch. The flange appears more solid than it actually is, and its backward curve is 
better seen in Fig. 2. 


produce leakage. Thirdly, it is the topmost point of the 
bladder which is drained. 

Modification of the de Pezzer Method. 

To obviate these three faults I have h^d a tube 
prepared for me by Messrs. Allen and Hanburys 
(Fig. 1). It is a de Pezzer catheter, in which the end 
has been altered into a flange as shown in Fig. 1. This 
flange is curved slightly backwards towards the tube, 


danger of adhesion occurring between the bladder wall and 
the os pubis, and formation of a fistula. An excellent 
reservoir for lotion is a thermos flask fitted with a 
Souttar’s syphon, and suspended above the patient’s bed. A 
flask of two quarts capacity can be obtained. The speed of 
the flow can be regulated oy a cock on the syphon. It is a 
good plan to run the fluid alternately fast and slow, as when 
it is running fast it creates a disturbance in the bladder 
sump and cleanses it efficiently. 

As regards the lotion to be used, I think that boric acid 


so that when drawn up into position in the bladder 
wound there is a degree of elastic tension which makes 
a secure joint. The size of the exit provided by this 


\ 


Fig. 2.—Represent¬ 
ing the tube in 
situ. Note the 
watertight joint, 
the point of inlet 
of lotion, and the 
position of the 
bladder, which is 
sutured to the 
rectus muscle. 




CPP*' 


tube is sufficient to preclude any likelihood of a clot 
obstructing it. Vulcanised against the side of the 
larger tube is a smaller one, which passes through the 
flange; when in position, this projects into the bladder 
base, its external end is connected to a reservoir of 
lotion, through which constant irrigation of the bladder 
is effected, the flow leading into the bladder at its lowest 
point. There is thus a constant flow of fluid through 
the bladder, and no stagnation can occur in the bladder 
sump. 


(sat. sol.) or oxy-cyanide of mercury ft-6000) is the most 
generally useful, but medication of the bladder can be 
applied with ease to suit varying circumstances; for 
instance, in the case of hemorrhage, adrenalin or silver 
nitrate can be used; in the case of pain, phenacetiu, 
novocaine, or stovain. It is generally well to keep the 
bladder fairly acid, and the addition of some acid sodium 
phosphate to the lotion can be recommended. 

The temperature of the lotion in the thermos must be 
higher than that at which it is desired it should be when it 
reaches the bladder, as about 4° to 8° F. will be lost in 
passing down the tube according to the speed at which it is 
running. I find that patients experience comfort from this 
irrigation, especially if the lotion reaches the bladder at 
about 100° F. and when the flow is fairly quick. 

I have treated this subject from the point of view of 
surgical cleanliness and the avoidance of leakage and 
of phosphatic deposit in the wound ; but there is another 
aspect of the question which is probably of equal 
importance, and which I consider does not receive the 
attention which it deserves. A considerable proportion 
of cystotomy cases, especially among elderly prostatics, 
are on the verge of uraemia, which the operation 
accelerates or precipitates, not infrequently with a 
fatal issue. It seems to me reasonable to believe that 
a considerable share is played in this mortality by the 
absorption of toxic urinary bodies from the prevesical 
space. It is well known that if urine is injected into 
healthy rabbits a lethal dose is soon reached. How 
much more shall a dose prove lethal to a patient whose 
blood urea has already reached the danger zone, when 
urine is extravasated into the prevesical space—that 
excellent absorption area—especially when the effects 
of the operation are superadded •? I hope to return to 
this subject. In the meantime I refer to it in order to 
emphasise the importance of a dry cystotomy wound. 

J as. B. Macalpine, F.R.C.S., 

Honorary Surgeon and 8urgeon-in-Charge of Genito¬ 
urinary Department, Salford Royal Hospital, Arc. 


Details of Method. 


Bv this method I have been successful in obtaining a LITERARY INTELLIGENCE.— Messrs. Kegan Paul 
perfectly dry wound in practically every case, the first j and Co. announce the decision to enlarge the scope of The 
dressing being allowed to remain in position until the tube Psychic Research Quarterly and to transform it into a general 
is removed. I allow the tube to stay in for upwards of a review of applied and general psychology under the title of 
week, considering that it is a valuable asset to have healing Psyche. Education, psycho-analysis, industry, religion, 
well advanced and the prevesical space firmly shutoff before social and personal relationships, psychical research, ,tc., 
taking it out; after that the urine in drained into a Hamilton will come within the scope of the new series, the first 
Irving suprapubic dish. Simple traction serves for the | number of which will appear on July 15th. 
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METHODS OF HYSTERECTOMY. 

By E. DOUAY, 

CHEF PKS TKAVAUX, GYNECOLOGICAL DEPARTMENT, MARITAL 
BltOCA (PROFESSOR J. L. FAUUK). 


When the surgeon takes up his bistoury to perform 
abdominal hysterectomy for flbromyoma of the uterus 
or salpingo-ovaritis he cannot know beforehand what 
procedure he will adopt. If the cervix uteri is so 
affected that ablation appears to be necessary, he will 
perform total hysterectomy. The cervix uteri can 
usually be conserved, and its conservation holds more 
advantages than inconveniences. Subtotal hysterec¬ 
tomy is, in the opinion of J. L. Faure, the routine 
operation, established by 25 years of gynaecological 
surgery. Total hysterectomy remains an exceptional 
operation; in difficult cases it is advantageous first to 
perform the subtotal operation, and thus, when the 
pelvis is largely emptied, to remove the cervix, thus 
converting subtotal into total hysterectomy. 

Only after the abdomen is opened, when the lesions 
are apparent, can the surgeon select his operation ; his 
choice must be made in a few seconds of time and is 
of capital importance. It must be remembered that 
personal habit is to be considered; such and such a 
procedure, excellent under some anatomical conditions, 
becomes difficult and impracticable under others. 

There are several guiding principles of use in assisting 
a judicious choice. 

1. To discover the uterns amidst the lesions which 
obstruct the false pelvis, the first task is to separate 
the intestinal and epiploic adhesions and to disengage 
the fundus uteri; only when this preparatory work is 
finished can the attack on the utero-adnexal lesions be 
attacked. 

2. To deal with the easier side first, leaving the 
more septic and more dangerous lesions until last. 

3. Removal of the adherent adnexal mass must be 
done from the inner side and from below. Separation 
of adhesions at the lateral wall of the pelvis is a 
difficult and dangerous undertaking if begun from the 
external side and carried out from above downwards. 
It is made singularly easier if, after having found 
the inferior pole of the ovaro-salpingitic mass, the 
operator works from below upwards. 

4. When traction is applied to the uterus, that organ 
is only held in place by the cervix and its connexions 
with the vagina. Once the cervix is divided, the uterus 
may be withdrawn, and the pelvic cavity thus relieved. 
In difficult cases it is therefore well to perform section 
of the cervix as soon as possible during the operation. 

To sum up—the surgeon should follow the shortest 
and least obstructed route to reach and perform section 
upon the cervix uteri in order to deal with the lower 
pole of the adnexal masses. As this shortest and least 
obstructed way is not always the same, different pro¬ 
cedures are necessary according to circumstances. The 
whole art of the operator is to know how to adapt his 
method of attack to the lesions met with, and to employ 
the procedure most suited to the case in hand. 

In easy cases all methods are suitable. H. A. Kelly’s 
operation (Fig. 1), still described as the “ American 
method,” is one of those most used; the less affected 
side is first taken, and after section of the cervix the 
thick utero-adnex&l mass is approached at its lower 
extremity and separated from below upwards. This is 
the method of choice for double salpingitis with a large 
unilateral adnexal mass. In fibromas without salpingitis, 


or with a slight form of salpingitis, Kelly’s method is 
again preferable. As soon as possible after division of 
the cervix the uterus is drawn aside, leaving space 
to secure and cut the second uterine artery and 
easily to separate the adherent adnexa from below 
upwards. 

Amongst operations suitable for easy cases, that of 
posterior decollation (J. L.Faure’s method) (Fig. 2) is 
particularly rapid. In this procedure, the uterus is 
drawn forward and its posterior surface displayed ; the 
isthmic portion of the cervix is severed with curved 
scissors from behind forwards. The uterus is then 
raised, the uterine arteries are cut, and the finger is 
inserted through the breach in the broad ligament to 
separate the corresponding adnexa. When inflamed 
adnexa are very adherent to the pelvic wall, but leave 
the edge of the uterus free, it is useful to perform 
section of the broad ligament between the adnexa and 
the uterus; this is Terrier’s method—in such a case 
the most direct way of approach for division of the 
cervix. The uterus is first raised, and through the 
breach thus made the adnexal masses are successively 
dealt with. 

In other cases, the adnexa on one side are found to 
have adhesions in every direction, whilst the other, 
less voluminous, adhere to the pelvic wall and prevent 
the use of Kelly’s method, but leave between them¬ 
selves and the uterus sufficient space to admit of 
performance of the first stage of Terrier’s operation. 
(Fig. 3.) The only available route to the cervix is then 
employed; the latter is cut and the adnexa on that side 
raised, together with the uterns, to which they are 
adherent. This combined Kelly-Terrier’s method of 
operation is concluded by simple ablation of the 
remaining adnexa. 

Turning now to lesions still more pronounced—adnexal 
masses on both sides, adherent to the pelvic wall and 
to the uterus, so that it is impossible to pass round or 
behind them—what is to be done? Faure’s method 
must be followed, and the incision made at the centre 
of the uterus, the operation of hysterectomy by uterine 
hemisection. (Fig. 4.) The fundus uteri being recog¬ 
nised and secured by two traction forceps, the uterine 
cavity is laid open by an exactly median incision with 
scissors, section being prolonged to the isthmus. The 
first half of the cervix is transversely divided, the 
uterine artery being secured and the adnexa separated 
according to routine; the other half of the uterus is 
then removed in the same way. For hemisection to be 
possible, the posterior face of the uterine body mast be 
free or easily liberated. If this face be covered by the 
adnexal mass and unapproachable—an exceptional 
state of affairs—anterior decollation still remains to 
the operator's hand. (Fig. 5.) 

It is very seldom that the vesico-uterine peritoneal 
cul-de-sac is not free ; when free it permits sight of the 
isthmic portion of the cervix, which is cut by the 
scissors from before backwards, division being per¬ 
formed in sight. Division of the cervix completed, the 
way to the base of the broad ligaments lies open, and 
after section of the uterine arteries separation of the 
adnexal masses may he proceeded with. 

In certain exceptionally difficult cases, the uterus is 
fixed in retroversion and retroflexion in the midst of 
the adherent masses. In order to disengage the organ, 
anterior decollation (Fig. 6) can be employed, and then 
hemisection (from below upwards) of the cervix 
already transversely divided towards the fundus uteri. 
By following round the uterine cavity the operator 
retains an excellent gnide, permitting enlargement of 
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Diagrams Illustrating Various Methods of Hysterectomy. 



Fio. 1.—H. A. Kelly’s method, admitting of 
approach, from behind and below, the 
most adherent form of adnexitis, thereby 
facilitating its decollation. 
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Fig. 2.—J. L. Faure’s method of pos¬ 
terior decollation. When the cervix 
uteri is dissected the uterus can 
be removed and access gained to the 
adnexal mass. 



Fig. 3.—Combined Kelly-Terrior method. 
The cervix is reached through the space 
between the left adnexa and the uterus. 
After section it becomes possible to 
approach from below the right adnexa, 
presumably very adherent in all directions. 
The operation is terminated by separate 
removal of the left adnexa. 



Fro.4.—J.L. Faure'smethod of hemisection. Fig. 5.—J. L. Faure’s method of anterior Fig. 6.—J. L. Faure's method of retrograde 
As the adnexa completely fill the space ‘decollation. As the uterus is in retroversion, decollation and hemisection. Aftersection 

between uterus and pelvic wall, median the fundus being completely masked by of the cervix the uterus cannot be sepa- 

soction of the uterus allows the cervix to adherent adnexal masses, the first section of rated from the pouch of Douglas; hemi- 

be reached and dissected in order to the cervix permits recognition and compres- section, following the uterine cavity, is 

approach the adnexa in turn. sion of the nterine arteries, and then without danger and facilitates liberation 

approach to the adnexa from below. of uterus and adnexa. 

the route of approach without any risk. This method 
is described as anterior decollation with retrograde 
hemisection. 

Lastly, there is the condition where the positions of 
lesions are supremely inconvenient for the operator— 
flbromyoma of the uterus, blocked in the pelvic cavity 

by a double salpingitis adherent in all directions. In , _ , _ __ 

this ease, hemisection cannot be performed ; anterior ! Hysterectomy by Hemisection. 

decollation is also impossible because the cervix uteri 1 Hemisection is the most remarkable of the less 
is not approachable from in front—between the fibroma common operations of hysterectomy. It was per- 
and the bladder (crowded against the os pubis) there ; formed for the first time by J. L. Faure in September, 
is not room to use the scissors. Evidement by morcella- , 1897, and is now practised throughout the world; 
tion must be performed, and as the flbromatous masses ; there are even surgeons who wish to extend its indica* 
are removed, the pelvis will become less congested, j tion to all cases of hysterectomy for double salpingitis, 
The region of the cervix uteri is finally reached, and but it must remain an exceptional procedure, of 
the operation is concluded as in hysterectomy by considerable value in exceptional cases. The opera- 
hemisection. This method of evidement is that of tion is indicated chiefly in bilateral salpingitis, with 
Professor P. B6gouin of Bordeaux. double adhesions to the pelvic wall on one side and to 


SUBTOTAL HYSTERECTOMY: 

FAURE’S OPERATIONS OF HEMISECTION AND 
DECOLLATION. 

BY E. DOUAY. 
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Diagrams Illustrating Six Stages in the Operation of Subtotal Hysterectomy. 



the uterus on the other. It is also indicated in certain 
adnexal tumours which All the pelvis. Such cases are 
not rare ; in salpingitis, for example, they are found 
in about one case out of every four. According to 
the statistics of the Hopital Broca, hemisection has 
been performed in 24 per cent, of hysterectomies for 
salpingitis. 

The procedure admits of following a method—sure, 
easy, and without danger—of section of the cervix 
uteri, ligature of the uterine arteries, and decollation 
of the adnexa. The uterine cavity is opened with 
the first cut and serves as a mark by which to continue 
median section to the isthmus; it is impossible to 
follow a false route, and division, if performed strictly 
in the median line, cannot involve any important 
artery (Fig. A). With regard to the possible disadvan¬ 
tages of opening the uterine cavity, danger of infection 
by the uterine mucus is not usually to be feared. 
Even in suppurating salpingitis, the uterine mucus is 
generally healthy and practically aseptic. In every 
case, however, it is well to thermocauterise the 
cavity as soon as the latter is opened, on condition 
that this cauterisation is done carefully and without 
hurry. 

To perform hemisection, the necessary and sufficient 
condition is to locate the fundus uteri, which is not 


always easy amidst the adhesions which form 
obstructions in the pelvis. Two fixation forceps are 
placed symmetrically on the fundus uteri, leaving the 
middle of the organ free. The uterine cavity is then 
opened with scissors, and through the opening the 
large blade of the thermocautery is introduced several 
times, as far as the guard will allow it to penetrate. 
Median section is then prolonged to the isthmus. 

The easier side—i.e., the side on which the adnexal 
lesions appear to be less extensive—is selected; 
before attacking (transversely, with curved scissors) 
one of the two halves of the cervix uteri, it is vitally 
necessary to grip the isthmus with traction forceps, 
as shown in Fig. B; this permits balance from 
outside, on the external side, of the hemi-uterus 
after section of the cervix, and also permits sight of 
the uterine artery, which must be compressed with 
forceps (Fig. C). 

After section of the uterine artery, decollation of the 
adnexa begins; a finger is placed at the root of the 
broad ligament to separate the adnexum at its lower 
pole, whilst traction applied to the uterus is transmitted 
by the adhesions to the adnexal mass. It is sometimes 
useful to prolong the incision of the vesico-uterine peri¬ 
toneum as far as the round ligament, as this facilitates 
separation of the anterior part of the adnexal mass. 
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The mass once freed, a clamp is fixed upon the utero- 
ovarian pedicle, division of which completes the first 
half of the operation. The other and more affected 
half is then proceeded with; the latter operation is per¬ 
formed more easily, since half of the pelvis is already 
freed (Fig. D). 

2. Hysterectomy by Decollation . 

J. L. Faure first performed this operation in 1900. 

In the same year, he gave an account of the technique 
and explained the different indications for each variety 
—posterior decollation for easy cases, anterior decolla¬ 
tion for very difficult cases. 

Posterior decollation. —If posterior decollation were 
to be reserved for easy cases, and considered as a 
rapid and dexterous procedure, it is probable that its 
technique would have fallen into disuse; but there 
are rare cases in which this method can be of great 
use beyond all question of technical skill—cases of 
fibroma of the uterine body with double salpingitis not 
involving the pouch of Douglas. The uterus and its 
fibroma are drawn towards the os pubis in order to 
disengage the posterior sac (Fig. E). Division of the 
cervix uteri, at the level of the isthmus, is carried out 
with one movement of powerful curved scissors. 
Section at this level does not endanger the bladder 
or the ureters. When the cervix is cut, the fibroma 
can be drawn away a few centimetres, thus dis¬ 
engaging the superior attachment. The uterine arteries 
are sometimes so close to the cervix that it is impossible 
to avoid dividing them at the same time, but it is easy 
immediately to compress them. Sometimes they lie 
more externally and remain intact on either side of the 
divided cervix. They are easily compressed and cut. 
Sometimes, however, they stretch and tear, and if 
bleeding they should immediately be secured; at other 
times, they are prevented from bleeding by having been 
stretched before tearing; in that case, their ligature 
can be left till the end of the operation. 

Through the breach created by the separation of 
surfaces on division of the cervix, the finger can easily 
be introduced and the vesico-uterine peritoneum 
broken open. It then only remains to raise the 
adnexa and compress the utero-ovarian pedicle and 
the round ligament, section of which terminates the 
operation. 

The total duration of this operation (including incision 
of the abdominal wall), as performed by Professor 
Faure, does not exceed from three to five minutes. 

Anterior decollation. —This operation has not the same 
indications as posterior decollation, being reserved for 
very difficult cases, such as double adnexitis wich many 
adhesions in all directions, and filling of Douglas’s 
pouch. The posterior face of the uterus is not free, 
which hinders hemisection, but the vesico-uterine 
cul-de-sac is accessible after liberation of the epi- 
ploical or intestinal adhesions, if such liberation is 
necessary. 

The cervix, being seen and found with the finger at 
the bottom of the cul-de-sac, is gripped transversely, at 
the level of the isthmus, with strong forceps; when thus 
rigidly fixed it is dissected transversely beneath the 
point where it is held, as shown in Fig. F. This dis¬ 
section is made carefully by short cuts from in front 
backwards; during this procedure the cut edge of the 
oervical cavity is seen; the cutting is continued until 
the cervix is completely divided, but is not carried too 
far backwards for fear of involving the rectum, which, 
however, is generally separated from the cervix by the 
adnexal mass filling the pouch of Douglas. 

The cervix uteri once dissected, the arteries appear 
on each side ; if they are not seen, it is known where to 
look for them, this fact being one of the great advan¬ 
tages of the procedure. The ovaries having been cut, 
the finger may be admitted by the breach thus made 
in order to separate the posterior surface of the uterus 
and reach the adnexa by their bases. The operation 
may then be concluded without difficulty. It is 
advisable, after division of the cervix, to prolong the 
incision of the peritoneum on the sides as far as the 
round ligaments, which are compressed and cut. This 
procedure admits more readily of access to the adnexal 
masses. 


ENDOWMENT OF MOTHERHOOD IN 
FRANCE. 

(From an Occasional Correspondent.) 

Those Socialist Members of the French Parliament 
who refUBe to follow the somewhat extensive movement 
in favour of Bolshevism are now specially concerned in 
schemes which they consider will promote the material 
welfare of the masses. They are urging extensions of 
the laws on compulsory insurance against sickness, 
accidents, old age, and we are even promised something 
that seems very like the endowment of motherhood. 
Indeed, child welfare with the population question 
holds a very large place in the public mind, for it is 
not only a public health but also a military problem. 

No one has more pertinaciously insisted on the popu¬ 
lation problem than the former anti-nationalist, revolu¬ 
tionist, the creator of La Guerre Social? y Gustave Herve. 
He strove hard to persuade nations, but especially the 
French and the Germans, to meet a declaration of war 
by a general strike and to throw down their arms. When, 
however, he found that the Germans, in spite of their 
talk of internationalism, would fight to a man, Gustave 
Herv6 changed the name of his paper to La Victoire, 
and urged that the first step towards assuring the 
peace of the world was to give the Germans a good 
sound thrashing. Having evolved thus far, he soon 
made the further discovery that, while the population 
of Germany increased rapidly and that of France 
remained stationary, Germany ultimately must pre¬ 
dominate. Therefore every effort must be made to 
preserve the life and vitality of the existing population 
and to encourage its increase. Unfortunately, these 
efforts to increase the population have not yet met with 
any success. The first census returns just received 
show that there has been a decrease in the 
number of births in 10 out of 12 departments when 
compared with the census of 1911. Even where there 
has been an increase this is due to exceptional 
circumstances—for example, in the Alpes Maritimes, 
where so many strangers flock to the fashionable 
winter stations. But it is not only the birth-rate that 
has decreased; though the population was already 
almost stationary, the marriage-rate has not increased 
since the war in anything like the same ratio as in 
Germany. Thus the German press recently published 
statistics stating that the number of births in Berlin, 
which amounted to 40,832 in 1914, fell to 18,178 in 1917, 
but had risen again to 33,398 in 1920. Even more 
significant is the fact that the number of marriages 
had augmented from 38,919 in 1914 to 53,631 in 1920. 

It is facts such as these that stimulate the patriotic 
Socialist to attack the rich dwellers of, for instance, 
the Champs-ElysGes district of Paris, because they 
have much fewer children than the poor. Also 
for one child that dies in the Elysees quarter six 
children die at M6nilmontant. If the children of the 
poor cannot live it is because they have insufficient 
air, food, clothes, and warmth. Then l’Abbe 
Lemire, who represents in Parliament such Socialist 
tendencies as exist in the Roman Church, proposes 
the endowment of motherhood. Already the law of 
July 14th, 1913, grants public relief to numerous 
families, but the war has rendered necessary a wider 
measure; so l’Abbe Lemire recently proposed to the 
Chamber of Deputies that every mother of French 
nationality, belonging to the working classes, 
entitled to receive Fr.360 per annum for each child 
under 16 years who is not working and earning wages. 
This will prevent children working too early, as well as 
lessening the burdens of parentage. The proposal was 
accepted by the Chamber. If French money had 
retained its normal value, this would be the same as u 
a law had been approved by the House of Commons 
endowing every workman’s child with an income or 
£14 a year up to the age of 16. What the Senate has to 
say to the project has still to be seen. The fact* 
however, that such a measure has been widely 
approved in the Lower House is in itself a proof of tne 
acute stage reached by the population problem. This 
is a large measure which should encourage eariy 
marriage among the wage-earners. 
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Safe Conduct of Labour. 

In no department of onr science and art has 
preventive medicine produced so small a result in 
recent years as in midwifery. While it is true that 
there has been in this country, what is not true for most 
other countries, some diminution in the percentage 
of deaths from puerperal sepsis, yet there has been 
hardly any diminution in the number of deaths 
from the accidents of childbirth. This is the more 
striking when we remember that nearly all these 
deaths in childbirth are due to preventable causes ; 
and that the incidence of septic infection is 
extremely small in lying-in hospitals, while it is 
but little less in private practice at the present 
day than it was 20 or 30 years ago. The cause for 
this remarkable state of things has been pointed 
out by various writers, and is to be found mainly in 
the fact that in ordinary general practice the pre¬ 
cautions taken against the occurrence of puerperal 
infection are largely inadequate, and the measures 
necessary for the prevention of the accidents of 
childbirth are often neglected. Thatcases of puerperal 
septicaemia of autogenous origin occur from time to 
time is due to conditions present in the patient's 
own body at confinement; yet in the great majority 
of cases the infection is introduced from without, 
in most instances by those attendant upon the 
patient. 

It has been urged with great propriety that 
every case of labour should be regarded as of the 
nature of a surgical operation, and that precautions 
should be taken as if the patient were under¬ 
going surgical procedure. This is the practice in 
lying-in hospitals, and the good results are to be seen 
in the almost complete immunity from puerperal 
infection that patients confined in these institu¬ 
tions enjoy. At the present day, unhappily, the 
voice of the obstetrician teaching the doctrine 
of midwifery as a surgical art <( is that of 
one preaching in the wilderness ”; and although 
most would concede the justice of the argument, 
few are prepared to carry it to its logical con¬ 
clusion, and to treat their lying-in cases as they 
do their patients who are to undergo some surgical 
operation. Certainly surgical cleansing of the vulva 
is a difficult procedure, and in ordinary conditions the 
external genitalia swarm with organisms possessing 
pathogenic properties. We must admit, further, that 
most cases of infection owe their origin to the intro¬ 
duction of Buch organisms into the genital tract as 
a result of the manipulations carried out in con¬ 
ducting the case, and in many instances infection 
takes place during vaginal examinations. The 
danger is naturally increased the more frequently 
vaginal examinations are made. There is a story 
current of a well-known obstetric teacher who used 
to tell his students the best thing a young practi¬ 
tioner could do when called to a case of labour 


was “ to leave his midwifery bag at home and 
to keep his hands in his pockets," and in 
this dogmatic assertion there is more than a 
spice of truth. It would be no exaggeration to 
say that meddlesome midwifery kills as many 
patients as it saves. It is appalling to remember 
that in these days over 3000 women die every year 
in England and Wales as a result of pregnancy and 
childbirth, and that the great majority of these 
deaths are due to preventable causes. Besides 
this, we must remember that the morbidity of 
childbirth in private practice amounts to some¬ 
thing like 15—20 per cent, of all cases, and that 
many of these women suffer in after-life from 
various disabilities due to the mild grades of infec¬ 
tion comprised under this term. The prevention 
of septic infection in childbed can be effected in 
one of two ways : either by the recognition of the 
principle that childbirth is really analogous to a 
surgical operation and requires just as much 
care to avoid infection, or by not practising those 
manoeuvres which are likely to lead to infection 
namely, vaginal examinations or unnecessary inter¬ 
ference with the normal course of labour. 

The acquisition of a right judgment in deciding 
whether or no to interfere is mainly dependent 
upon the proper teaching of the student. The avoid¬ 
ance of vaginal examinations is a simpler matter 
and more readily attained. Abdominal palpation, 
combined if necessary with rectal examination, will 
give practically all the information that can be 
obtained by vaginal examination, and these two 
methods have the great merit that they entail no 
risk of infection. Abdominal palpation is the more 
important of the two, and sufficient information 
can be obtained by this method of examination for 
the safe conduct of the great majority of cases of 
labour. It requires only the necessary perseverance 
on the part of the student to familiarise himself 
with the procedure. By abdominal palpation every¬ 
thing can be determined in an ordinary case of 
labour except the degree of dilatation of the cervical 
canal and the presence or absence of prolapse of 
the cord, and the diagnosis of either of these two 
conditions can readily be made through the rectum. 
It should be considered gross neglect on the part of 
a practitioner, who undertakes to attend a woman 
in her confinement, if he does not carry out a careful 
examination of the abdomen four to six weeks 
before full term, combined in a primipara with a 
careful pelvimetry, and in all cases with the 
examination of the urine. The proper teaching of 
ante-parturn examination of the patient is just as 
important, and in many ways more important, than 
the proper teaching of the conduct of a labour, and 
has the great value that the instructed practitioner 
in many cases may foresee and avoid accidents 
and complications which would otherwise occur. 
In our view every student should be well grounded 
in the proper methods of practising abdominal 
palpation in cases of pregnancy, and we would lay 
great stress upon the importance of teaching the 
use of rectal examinations during labour and the 
avoidance as far as possible of all intra-vaginal 
manipulations. The increased impetus which has 
been given lately to the setting up of ante natal 
clinics will, we hope, have some influence in this 
direction, but much remains to be done, as we 
think that the importance of conducting cases 
of labour without any vaginal examinations at all, 
a procedure which in most cases it is quite easy to 
carry out, is not sufficiently emphasised by teachers 
of midwifery either to students or to midwives. 
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Industrial Morbidity. 

The Society of Industrial Engineers, which held 
its Spring Convention at Milwaukee last week, dis¬ 
cussed Industrial Leadership, the note of the dis¬ 
cussion being that men and women do not work 
for wages alone, nor are elaborate welfare organisa¬ 
tions, lunch-rooms, and bonus plans per se sufficient 
to call forth the best that is in them. The genius 
of such men as Watt and Arkwright made Great 
Britain birth-place of that modern industrialism 
which has transformed civilised life; with us also a 
hundred years later, owing to the initiative of Farr 
and Simon, public health medicine first saw light. 
But the close application of public health medi¬ 
cine to industrial life waits yet to be effected. 
When it is, we may hope for the dawn of 
greater contentment in the industrial world. 
Already there are signs, even though as yet 
no larger than a man’s hand, appearing across 
the sea. Other nations before have copied 
and often improved upon what we have started. 
Many writers in this country, especially since the 
comprehensive reports of Greenhow 70 years ago, 
have drawn attention to the effect of industry upon 
health. For the most part appeal in proof has 
been made to mortality data, often scanty and 
imperfect; evidence based on morbidity, which 
provides more plentiful material, is needed, but 
has not been forthcoming. While we are waiting 
the United States are moving, and during the last 
18 months, in their public health reports, 1 there 
have appeared no less than eight publications 
dealing with the subject. A committee re¬ 
ported upon the need for investigation and 
upon a standard method of classification of 
sickness; that adopted is based on the Inter¬ 
national List of Causes of Death. Next the Public 
Health Service offered to devise standard forms and 
analyse in its statistical office records submitted. 
Then followed the analysis of records for 1919 of a 
manufacturing company employing 6700 workers. In 
December, 1920, there appeared an analysis of siok- 
ness frequency among industrial employees for the 
first half of that year, based on figures supplied by 
sick benefit associations which are cooperating with 
the Public Health Service. Then came a paper deal- 
ing'with the diseases among steel workers studied 
by investigating the records during a two-year 
period ending May 31st, 1920, of a large employees’ 
sick benefit association. In March of this year the 
analysis of sickness frequency for 1920 is carried 
forward for a further three months. Only cases of 
sickness incapacitating from work for seven days 
or more are included. 

The occurrence of epidemics of influenza abnor¬ 
mally swells the total amount of sickness expe¬ 
rienced, but, omitting this unusual feature, certain 
interesting facts emerge. Among the steel workers 
at the head of the order of frequency were 313 
cases of bronchitis, 212 of rheumatism, 164 of 
pneumonia, 121 of rupture, 98 of gastritis, 95 of 
appendicitis, and 92 of infected injuries, after 
which no one cause provided more than 75 cases. 
The general frequency of sickness, based upon 
information received from 27 reporting asso¬ 
ciations, is stated month by month as the 
number of cases per 1000 persons per year; here, 
again, respiratory diseases (including influenza) 
lead with 243 cases in February, falling to 10 
in July; digestive troubles come second with 24 


Public Health Report-. Government Printing Office. Washing¬ 
ton, August 30th, 1918: Oct. 17tli. 1919: April 9th, 1920' Sept. 10th 
1920; Nov. 19th. 1920; Dec. 3rd. 1920: Dec. 31st, 1920; March 4th. 192l' 


in January and March, falling to 14 in September, 
general diseases accounted for 18 in January 
and 7 in September, and nervous diseases for 
8*5 in February and 4 in July and August. “When 
it is considered,” to quote the Public Health 
Reports, “ that cases incapacitating for less than 
one week are not included, the frequency rates 
seem surprisingly high. Even in September, the 
month of lowest incidence in the months under 
review, the annual case rate was 56 per 1000—in 
February it was 326. This is true in spite of the 
fact that the members of a large proportion of the 
associations are selected workers.” The almost 
entire absence of industrial poisonings as a cause of 
disability is noted. Clearly they do not bulk largely 
in the field of industrial medicine. Great differences 
are reported in the case incidence in different 
associations. “In February the frequency for 
Association A was 118 per 1000, while for Associa¬ 
tion B it was 585 per 1000. In July the rate for 
Association S was 191 per 1000, while Association K 
in the same city, and having about the same 
number of members (approximately 1150 in either 
association), reported only one case occurring in 
July, making the rate only 10 cases per 1000 per 
year.” The reason of these wide variations awaits 
further data and information. 

We see here the foundations being laid for the 
science of industrial medicine, a science which 
cannot fail to throw light on the influences which 
reduce vitality. We take the opportunity of calling 
attention now to a conference of medical men 
associated with industry which is being called on 
June 2nd by the Industrial Welfare Society.* 
It is intended at this conference to coordinate the 
individual efforts made by firms in different parts 
of the country to deal with their own peculiar 
medical difficulties. This is work which we recom¬ 
mend to the attention of the reconstructed Industrial 
Fatigue Research Board; no work is more needed, 
and in no way can they better prove the wisdom of 
those who have maintained their activities and 
widened their scope. 

■ — + 

Pruritus Ani. 

Pruritus ani, as a distressing and persistent 
symptom with a varied and often obscure origin, 
has always been a stumbling-block to the practi¬ 
tioner and a fruitful source of revenue to the 
vendor of patent ointments. The recent discussion 
held by the Subsection of Proctology of the Royal 
Society of Medicine 8 should help to place the 
pathology of this nerve-racking complaint on a 
firmer basis. There was general agreement with 
Mr. J. P. Lockhart-Mummery, who opened the dis 
cuss ion, that in the great majority of cases the 
irritation is due to a chronic infective dermatitis, 
and that lesions of the anal canal producing a 
chronic discharge are the main factors in causation. 
Warmth, moisture, and organisms held up in 
puckered folds of skin, with inadequate attention 
to cleanliness, seem to be the essential factors in 
a chronic infection of a cutaneous area richly 
supplied with nerve-endings, a condition which is 
kept up and aggravated by persistent scratching 
It is a noticeable fact in support of this contention 
that pruritus is far more common among hospital 
patients than in the well-to-do. 


* We are asked by the director of this Society, Rev. Robert R 
Hyde, to state that lie will be glad to hear from any doctors wit" 
are definitely and primarily concerned with the medical affair* "• 
industry. The offices of the Industrial Welfare Society art' ^ 
51, Palace-street. Westminster, Loudon, S.W.l. 

The Lancet, April 23rd, p. 859. 
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Although in the majority of cases some lesion of 
the anal canal will be found, in others a weak 
sphincter or slight prolapse of the mucosa will 
explain the discharge. Sir Charles Gordon - 
Watson called attention to the frequency with 
which hypertrophy of the anal papillse, the sense- 
organs of the rectum, is met with in cases of 
pruritus, and mentioned that over a period of 
18 months in the out-patient department of 
St. Mark’s Hospital he found hypertrophy of the 
papillas, with or without other lesions, in 53 out 
of 86 cases suffering from pruritus. The significance 
of these observations was confirmed by the excellent 
results which followed cauterisation of these 
papillse. He pointed out that many cases of 
supposed functional pruritus, with little or no 
visible dermatitis, can be cured by cauterisation 
of the papillse when these are obviously hyper¬ 
trophied. And in this view Mr. Ernest Miles, 
the President of the Section, concurred, attributing 
papillary hypertrophy to constipation. Evidently 
the rdle of Morgagni’s papillse has not received the 
attention it merits. It may be regretted that no 
pathologist came forward in this discussion to 
confirm or confute the work of Dr. Dwight Murray 
in America, who has made out a strong case for the 
Streptococcus fc&calis as the important agent in the 
skin infection, and who advocates vaccine therapy. 
Vaccine therapy for pruritus has not found much 
favour in this country; it may not have received an 
adequate trial. Research in this direction is needed. 
Treatment directed to the cure of the rectal com¬ 
plaint leads to a speedy cure of the dermatitis in 
the early stages, when the latter is treated on 
aseptic lines with special attention to dryness 
and the use of non-greasy preparations. If the 
dermatitis is of long standing, and if the skin has 
lost its elasticity and has become fibrous and friable, 
the difficulties of effecting a cure become greatly 
increased, so that resort to ionisation, high- 
frequency current, X rays and radium, are often 
necessary. Opinions vary as to the permanent 
value of X-ray8,anda note of warning was sounded 
at the discussion as to the dangers of an overdose in 
this region with the appalling condition of skin that 
may result. Dr. N. S. Finzi was of opinion that, 
on the whole, radium was of more permanent 
value than X rays in obstinate cases and he spoke 
well of high-frequency. 

In the last resort surgeons at present favour the 
operation, devised by the late Sir Charles Ball 
(1851-1916), of dissecting up the perianal skin so as 
completely to divide all the nerve-endings in this 
region. In doing so it is important to undercut 
the lining of the anal canal as well as the 
perianal skin. The test of an adequate operation 
is complete anal anaesthesia after operation, with 
return of sensation within about six weeks. 
Success without recurrence has been claimed for 
the great majority of such operations; other 
8nrgeons are less confident of permanent cure. 
It is generally agreed that when pathological 
lesions of the anal canal, general diseases such 
88 glycosuria, and intestinal parasites, especially 
the oxyuris, in adults as well as children, have 
been excluded, there remains a small residue 
with no definable cause. For the most part these 
cases occur among neuropaths and must be 
regarded as neurotic rather than neuritic. As 
Mr. Miles put it in his concluding remarks, they 
remain to remind us that there is a limit to 
medicine and surgery. Future research should be 
directed towards removing this limitation. 


Annotations. 


“Ne quid nimis.’ 


THE SEVEREST AN/EMIAS. 

That changes may occur in the circulating blood of 
workers with X rays and radium has been recognised 
for some time, and a case of fatal anaemia in a prac¬ 
titioner of this branch of medicine was recently reported 
in The Lancet. Now that the danger is realised there 
is no doubt that adequate measures will bo taken to 
meet it, for no one would be willing to relinquish so 
powerful a therapeutic weapon. Further, it is apparent 
that a fresh means has become available for the experi¬ 
mental study of the obscure conditions grouped together 
under the name of the severest anaemias. Nowadays the 
conception of a primary idiopathic pernicious anaemia is 
no longer held. Certain cases of severe or fatal anaemia 
are idiopathic in the sense that their aetiology remains 
unknown, but it is generally recognised that the term 
pernicious anaemia includes a variety of conditions which 
are alike in that their chief symptoms are diminution in 
the number of red blood cells, associated with a relative 
increase in amount of haemoglobin and a leucopenia. It is 
still uncertain, however, how this condition is brought 
about, whether it is due to destruction of the red blood 
cells, or whether the fault lies in the haemopoietic 
organs. The invariable presence of large quantities of 
iron in the organs of patients dying from pernicious 
anaemia suggests that an abnormal destruction of 
erythrocytes is an important factor in the production 
of the anaemia, but it is not a proof of the presence of a 
haemolytic toxin ; it may merely mean that unhealthy 
cells are produced by the bone marrow. The presence 
of megaloblasts in the blood stream in pernicious anaemia 
points to a pathological condition of the marrow, for 
the small normoblasts rather than the large nucleated 
forms are characteristic of normal regeneration, and the 
neutrophile leucopenia so commonly.seen in this disease 
is further indication that the haemopoietic system is at 
fault. Throughout life the cells of the blood, in common 
with almost all the other cells of the body, are constantly 
dying and being replaced, and the haemopoietic tissues 
possess such remarkable powers of compensation that 
a considerable destruction or loss of blood is possible 
without there being more than a transient anaemia. 
Nevertheless it is conceivable that a perfectly healthy 
bone marrow may be unable to cope with the calls 
made upon it by abnormal, continued blood destruction, 
with the result that a recognisable anaemia occurs. 
More commonly, however, the deleterious agent which 
destroys the cells of the circulating blood acts also upon 
the marrow, so that there is both abnormal destruction 
and defective regeneration. An interesting possibility is 
the failure of the marrow to make any new cells at all, 
when the erythrocytes would disappear from the circula¬ 
tion at the end of their ten days or so of life, and the 
resulting anaemia would be sudden and absolute. Such 
a primary aplastic anaemia is a purely hypothetical 
condition, but what might be called secondary aplastic 
anaemias, in which the marrow gradually ceases to 
respond to the stimulus to make new calls, undoubtedly 
do occur. In life these cases can be diagnosed with 
some degree of certainty by the severe and increasing 
anaemia, with the complete absence of any signs of 
regeneration in the red cells of the circulating^ blood 
and the extreme leucopenia affecting chiefly the 
granular leucocytes. But an absolute diagnosis can 
only be made from an examination of the bone marrow 
when it is found that the haemoblastic reaction is 
absent. The shafts of the long bones contain nothing 
but fat instead of red marrow, as is usual in per¬ 
nicious anaemia, and the red marrow itself is atrophic. 
Whether an anaemia is ever aplastic from the beginning 
remains to be proved. Usually the condition can be 
regarded as the stage of exhaustion in the course of a 
particular disease, but the rapidly fatal termination of 
certain cases certainly suggests a primary lesion in the 
marrow. It is possible that radium and X rays may 
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act thus, and it may be confidently expected that 
further research -will do much to elucidate this obscure 
condition. Light may come from unexpected directions, 
and we commend to the attention of our readers the 
curious similarity of effect produced by absence of 
vitamins and by exposure to X rays and radium, which 
is the subject of an important communication this week 
in our original columns. _ 

NATURAL HEALTH CENTRES. 

The death of Dr. Theodor Schott, which recently 
occurred at Frankfurt, removes one who had for 
44 years exactly applied a number of physical agents 
to the treatment of chronic disease of the heart, and in 
whose lifetime the Nauheim method became well known 
all over the world. A paper which we published last 
week contained an exact record by four competent 
observers at one of our own spas of the experi¬ 
mental basis claimed for certain popular methods 
of electrical treatment. The move towards precision 
in the study of physical therapeutics is very welcome. 
The new impetus given to the study of incipient and 
chronic disease has naturally directed fresh attention 
to the great sources of energy and healing in waters 
and climates. An interesting symposium by French 
authorities appears in the Vic Mcdicale for April 8th. 
Attention is there called to the “gamut” of French 
marine climates, of the Channel, Ocean, and Medi¬ 
terranean coasts, and to the varied Alpine locations, 
which are available—but far too little utilised—for the 
treatment of tuberculosis, both in children and adults. 
Tuberculous maladies form but one group of many 
chronic infective and toxic conditions that are amenable 
to climatic influences. We are also reminded of the 
numerous natural waters of France, many of them 
situated in fine, sub-Alpine climates, where arthritic 
affections and dermatoses, cardio-vascular affections, and 
disorders of digestion, of metabolism, and of the nerve 
centres, can be treated by waters and baths in beautiful 
and stimulating surroundings. Dr. H. Jumon, in a 
study of La Bourboule, states very truly that all such 
“cures” are in themselves unavoidably fatiguing and 
ought to be carried out in an atmosphere of peace and 
repose. He deplores the tendency for health resorts 
to become merely centres of excitement for pleasure- 
seekers. This is a very old tendency, and has in the 
past spoiled many a famous spa. Pleasant distraction, 
amusement, music are, of course, wanted by the health- 
seeker, together with the magic of change in daily 
surroundings, habits, and thoughts. But these should 
form only the setting for a definite organised medical 
specialty. The health resort is a treatment centre for 
incipient and chronic disease. Its accidental and 
obvious features as a place of recreation and pleasure 
should not be allowed to obscure its essential purpose 
of healing and fortification against disease. Moreover, 
as we have hinted, there is now a body of exact 
knowledge drawn from many countries and times, 
dealing with the effective utilisation of health resorts 
by invalids. It forms no part of authorised medical 
teaching, or only in an occasioned and sporadic way. 
Sometimes, in the laudable search for definition, health 
stations are labelled too precisely, as in France. For 
example, obesity is referred to Brides-les-Bains and 
enteritis to Chatel-Guyon. We ought to look a little 
deeper. Symptomatic maladies arise from many 
causes, and it would be more useful for the medical 
man^to direct his patients according to underlying 
constitutional conditions, which respond in a definite 
manner to different forms of hydrological treatment. 
This hiatus in the education of the practitioner should 
be filled by instruction in the general principles upon 
which incipient systemic disorders are actually 
amenable to the methods of physical medicine. At 
present the lack of this knowledge is a fruitful source 
of unfounded pretensions and empirical practice. As 
one of our French colleagues observes, doctors are 
apt to refer their patients to waters and baths 
with a veiled scepticism, and often in order to get 
rid of them for a time, or simply to give them 
pleasure. 


Dr. G. Bardet, director of the Laboratory of 
Hydrology in Paris, points out in the same journal the 
great opportunity existing at the present time for able 
young practitioners to specialise in climatic and hydro¬ 
logical medicine. Such a movement has already taken 
firm hold in Switzerland, Belgium, Holland, Italy, and 
Germany. The creation of new stations, both in the 
Alps and along the coasts of France, with adequate 
medical organisation would be, he thinks, of immense 
benefit to his country. The young physician, special¬ 
ising according to the local indications during the 
summer, could spend the winter to great advantage in 
study and travel. He estimates 'that from 500 to 600 
such medical men could thus find scope for practice as 
well as study in medical posts of this kind. Certainly 
it is hardly open to doubt that a more complete 
provision of health stations is needed, whether for the 
tuberculous, for delicate children, for the unfit in all 
walks of life, or for the overworked and the elderly. In 
England the coast climates—perhaps even more 
remarkably than in France—offer a complete range of 
sedative and tonic influences. Inland we have moors 
and hills, and what these lose in altitude they gain in 
the tonic influence of northern latitude. But here again 
we are driven back to the need for more knowledge and 
coordination. We are glad to learn that an Inter¬ 
national Society of Medical Hydrology is to devote itself 
to throwing light on these problems. 


ADVISORY COMMITTEE ON THE WELFARE OF 
THE BLIND. 

In view of the passing of the Blind Persons Act, 1920, 
the Minister of Health has reconstituted the Advisor) 
Committee on the Welfare of the Blind, so as to afford 
representation to the local authorities under the Act 
and to voluntary agencies for the blind, and the 
following have been appointed members of the 
Committee: Right Hon. G. H. Roberts, M.P. (Chair¬ 
man), Mr. P. M. Evans, LL.D. (Vice-Chairman), Mr. 
Alderman F. Askew, Mr. A. M. Bernard, Miss Winifred 
Bramhall, Sir Coles Child, Bart., Mr. H. Davey, Mr. 
James Graham, Mr. Councillor J. A. Hill, Sir William 
Hodgson, Mr. T. Holt, Mr. A. L. Lowe, C.B.E., Mr. 
G. F. Mowatt, Mr. H. J. Munro, Sir Arthur Pearson, 
Bart., C.B.E., Mrs. Wilton Phipps, Rev. P. S. G. 
Propert, Mr. R. Richardson, M.P., Mr. W. H. Tate. 
The Committee will advise the Minister on matters 
relating to the care and supervision of the blind, 
including any question that may be specially referred 
to them by the Minister. Mr. F. M. Chapman, of the 
Ministry of Health, will act as Secretary. 


OXYGEN INSUFFLATION IN MORPHINE 
POISONING. 

Professor Brauer has recently discussed 1 the treat¬ 
ment of morphine poisoning as lately adopted at the 
Eppendorfer Hospital in all severe cases. In his opinion 
morphine poisoning proves fatal chiefly on account of 
the COa intoxication which it induces; if this can he 
prevented the most dangerous symptoms of morphine 
poisoning are warded off, and doses of morphine which 
would otherwise inevitably prove fatal can be tolerated 
with comparative impunity. In his first case, treated 
by insufflation of oxygen, this procedure was more or 
less a counsel of despair, for all the standard methods 
of treatment had been tried for many hours, and life 
was slowly ebbing away. Yet, within five minutes of 
flushing the trachea with oxygen there was a remark¬ 
able improvement in the patient’s colouring, which had 
been cyanosed. She soon began to breathe automatically, 
and it was evident that in a few minutes a change had 
been effected, converting a hopeless case into one with 
every prospect of recovery. The insufflation of oxygen 
was continued for about 12 hours, and though 
tion pneumonia of both lower lobes developed, 
the patient ultimately recovered. The procedure 
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recommended by Professor Brauer is described in 
considerable detail. Tracheotomy having been per¬ 
formed, a long, soft robber catheter, fitting quite 
loosely in the tracheotomy tube, is attached to an 
oxygen cylinder. An air filter is interposed as well 
48 a contrivance for keeping the oxygen moist when 
the insufflation has to be continued for a long time. 
The supply of oxygen is graduated by bubbling it 
through an antiseptic solution before the catheter is 
introduced into the trachea. When the end of the 
catheter reaches the bifurcation of the trachea or one 
of the bronchi it provokes coughing, and thus helps to 
clear the respiratory passages and facilitate respiration. 
As long as the escape of oxygen is not too rapid the 
lungs cannot be over-distended, for gases can easily 
escape between the cather and the loosely fitting 
tracheotomy tube, as well as by the larynx. An addi¬ 
tional advantage of this procedure is the opportunity it 
affords for the escape of C0 2 , which is otherwise apt 
to collect in the upper respiratory passages. It is 
interesting to note that Professor Brauer is so doubtful 
as to the value of atropine in morphine poisoning that 
he does not prescribe it in severe cases. His attitude 
towards this remedy is much the same as that voiced by 
Professor Cushny in the 1905 edition of his “ Text-book 
of Pharmacology,” in which he refers to the “ long and 
weary dispnte as to the value of atropine.” 


THE TREND OF FOOD PRICES. 

The Economic Review for April 22nd prints a table of 
great value, comparing the retail price of food in many 
countries during the last seven years, taking the year 
1014 as the basis. The month of July has been chosen 
for the comparison, the figures are the official index 
numbers taken from the International Labour Review , 
and we reproduce them substantially, omitting a few 
exceptions and qualifications which hardly affect their 
comparative value. 
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Man does not live by bread alone, and in the 
Dominions personal apparel has long been relatively 
more costly than at home. But when it comes to the 
pinch it is the actual cost of essential foodstuffs as 
purchased that determines economic stress, and the 
table is instructive in this regard. 


STAB WOUND OF BOTH VENTRICLES: 

RECOVERY. 

In his Bradshaw lecture 1 on the Surgery of the 
Heart,on Dec. 11th, 1919, Sir Charles Ballance tabulated 
152 cases of operations on the pericardium and heart 
performed for injuries. No wound of both ventricles 
was mentioned by him, but two cases of double 
wound of right ventricle and auricle and of right 
ventricle alone were cited, both fatal. Dr. E. M. 
Freese has recently reported 2 the following remark- 
able case of recovery after a stab wound of 
both ventricles. A coloured man was stabbed at 


, » The Lancet, 1920, i., 1, 73,134. 
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8 p.m., and brought to hospital at 8.30 unconscious. 
Respirations were feeble and shallow, and no pulse 
was perceptible in radial or carotid arteries. The 
pupils were widely dilated and the skin was bathed 
in cold perspiration. A spot of blood on the shirt 
over the heart indicated the site of the wound, 
which was 1£ in. long, and in the fourth interspace 2 in. 
to the left of the sternum. Only a small amount of 
blood had escaped, not enough to account for the state 
of the patient. The area of cardiac dullness was 
much increased. The diagnosis of wound of the 
heart with haemorrhage into the pericardium seemed 
evident. There was no haemoptysis. The chest was 
painted with tincture of iodine, and under light 
ether anaesthesia, with the wound as the centre, 
a U-shaped incision was made with the base out¬ 
wards. The skin and pectoral muscles were turned 
back, the fourth and fifth costal cartilages were 
o*t through, and the corresponding ribs carefully 
separated from the pleura for about three inches, and 
then divided with bone forceps and turned outwards. 
This gave a very satisfactory exposure, and the wound 
in the pericardium, from which there was a amall 
stream of blood, was at once seen. The wound was 
enlarged upwards and to the right. The lack of even 
carotid pulse was now explained by the pericardium 
being packed with clot. When this was scooped out 
the heart at once began to beat violently, spurting 
blood on to the anaesthetist. The heart wound was 
instantly plugged with the tip of the left index finger 
until a suture was passed and tied. This nearly 
checked the flow, but it was necessary to use a second 
suture. Much blood was lost during these manipu¬ 
lations, but the action of the heart was fair and the 
anaesthetist could feel the pulse. But it was now 
found that blood was welling up behind the heart. 
Grasping the heart in the left hand, with index finger 
hooked round the apex, Dr. Freese raised the organ so as 
to expose a wound in the posterior wall nearly as large 
as the one closed in the anterior. Owing to the thin¬ 
ness of the left ventricle the wound was not bleeding so 
rapidly. It was closed with two sutures. The heart had 
almost stopped beating and no pulse could be felt. An 
intravenous injection of saline solution was given, the 
pericardium was sponged out and closed by continuous 
suture, the ribs were replaced, and the musculo¬ 
cutaneous flap was sutured in place without drainage. 
The patient was taken to his room, where he arrived 
at 9.15; the foot of the bed was elevated, hot-water 
bottles were placed around him, a hypodermic injection 
of morphine and atropine was given, and rectal infusion 
was started. On reaching his room the pulse was 72, 
but very small. The after-history was satisfactory ; at 
no time was there cause for alarm. Bronchitis developed 
on the second day and was annoying on account of 
painful cough, which was controlled with heroin. On 
the fourth day a loud friction murmur was heard over 
the heart (pericarditis). This lasted for two weeks, but 
there was never any sign of fluid sufficient to demand 
interference. The highest temperature, 102° F., was 
reached on the third day, with a pulse of 150. At this 
time the bronchitis was most severe. The temperature 
rose every afternoon to 100° until the eighteenth day. 
He was discharged a month after operation. The wound 
had long since healed, and there were no physical 
signs. X ray examination showed only some thickening 
of the pleura, with perhaps a little enlargement of the 
heart shadow, __ 


SPLENOMEGALY. 

In their review of recent work on diseases of the 
spleen in the May number of Medical Science , Dr. 
Gordon Ward and Dr. J. D. Rolleston devote several 
pages to a consideration of various forms of spleno¬ 
megaly which have been lately described by British, 
French, German, Italian, and American observers. Not 
the least interesting of them is the form to which 
Luccarrelli has given the provisional title of “war 
splenomegaly,” having found it in a considerable 
number of soldiers without being able to connect 
it with any present or past disease such as malaria, 
enteric fever, spirochsetosis icterohaemorrhagica, 
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or trench fever. Among the various explanations 
which have been offered to account for the con¬ 
dition are, first, that it is a toxic state of intes¬ 
tinal origin due to the food and character of life 
at the front, including mental and emotional factors; 
secondly, that it is an abortive form of trench fever; 
and, thirdly, that it is due to the presence of the 
Spirochcpta icterohcemoi'rhagice or some other organism. 
This form of splenomegaly is apparently quite distinct 
from the obscure and rare disease described by Sir John 
Rose Bradford 1 in his Lumleian lectures on his 
experiences during the campaign in France and Flanders 
in 1914-19. The clinical picture in his cases was 
that of a febrile illness closely resembling enteric 
fever and lasting several weeks, during which the spleen 
slowly increased in size to that reached in ordinary 
splenomedullary leukaemia. The blood examination 
showed a condition similar to that of splenic anaemia, a 
diminution of the red cells and a considerable leuc^ 
penia. Repeated examination of the blood and stools 
failed to show any organism of the enteric group, and 
the Widal reaction was uniformly negative. Another 
rare form of splenomegaly is that described by Weil, in 
which the Wassermann reaction was positive though 
there was no evidence of syphilis, inherited or acquired. 
Antisyphilitic treatment in these cases had no effect on 
the splenomegaly or the Wassermann reaction, but 
caused an aggravation of the general condition. Lastly, 
reference should be made to the cases reported by 
L6vy-Franckel of splenomegaly following injections of 
neosalvarsan for non-syphilitic skin conditions and 
apparently due to this drug, as all other causes such as 
syphilis, leukaemia, pseudo-leukaemia, tuberculosis, and 
cancer could be excluded. 


PULMONARY TUBERCUL08I8 AND LIFE 
ASSURANCE. 

In a recently published statistical Bulletin of the 
Metropolitan Life Insurance Company, U.S.A., we 
meet with the following startling declaration :— 

“ More monev was disbursed on account of tuberculosis 
than for any other disease. Despite the fact that the death- 
rate for tuberculous diseases in 1920 was the lowest in the 
history of the company, and was two-fifths below that of 
1911, more than six and one-half millions were paid for 
death claims resulting from tuberculosis.” 

Tuberculosis in this connexion is practically synony¬ 
mous with pulmonary tuberculosis. Every company 
has the same experience. In the medico-actuarial mor¬ 
tality investigation compiled by the Association of Life 
Insurance Medical Directors and the Actuarial Society 
of America, the following percentages of deaths from 
pulmonary tuberculosis to total deaths among standard 
lives are given. Between the ages of 15 and 29, males 
22 5 per cent., females 27*2 per cent. ; between 30 
and 44, males 123 per cent., females 13*9 per cent.; 
from the age of 45 and over, males 4‘5 per cent., females 
4 per cent. It is clear, therefore, that by far the 
greatest mortality is experienced among the younger 
lives, and that it is with these that the greatest loss 
occurs. Many of the claims fall in the earlier years of 
life insurance, and, as we pointed out recently, the 
majority of early claims are due to pulmonary tuber¬ 
culosis. That a high mortality from this disease should 
occur is unavoidable at present, but it is felt that with 
better education of the medical profession generally in 
this subject many of the early claims—those, let us 
say, in the first year of insurance—could be avoided. 
It cannot be too widely known that certain factors 
definitely predispose to tuberculosis, if they are not 
indicative of an actual tuberculous state. They 
are : a family history of the disease, a tall height with 
relatively low weight ; a past history of pleurisy. 
Young, tall underweights are extremely risky lives 
from this point of view. The significance of pleurisy 
is not as widely recognised as it should be; it is not 
going too far to say that pleurisy, when not due to some 
known cause such as pneumonia, is, in the majority of 
cases, definitely tuberculous. Another stumbling-block 

1 The Lanc et. 1920. ii.. 555 40. 


is that many practitioners are content with snch 
diagnoses as unilateral bronchitis, unexplained and 
unclassified “ anaemia,” or “ repeated influenzal 
attacks.” Under such subterfuges of ignorance, pul¬ 
monary tuberculosis not infrequently masquerades. 
Putting aside all intricate or subtle methods of detec¬ 
tion of early phthisis, there are four cardinal signs and' 
symptoms, the conjunction of any two or three of which 
is an omen so sinister that the strongest suspicion 
should be aroused, and examinations of the sputum 
made for tubercle bacilli, repeated many times if 
necessary; there are progressive loss of weight, pro¬ 
gressive weakness, haemoptysis (though ever so slight), 
and evening fever. Simple as these things are, their 
general recognition would result in earlier diagnosis of 
this dread disease, a far greater percentage of 
recoveries, a great saving of the public money now 
spent on institutions and hospitals, and a sparing of 
immense losses generally in the financial affairs of the 
country. The early claim for pulmonary tuberculosis 
blesses neither him who gives nor he who takes, and is. 
we fear, often a slur on the skill of our profession. 


HOSPITALS AND INCOME-TAX. 

Last November a subcommittee was appointed by 
King Edward's Hospital Fund for London to consider 
the question of securing exemption from income-tax on 
voluntary contributions to hospitals. Sir Walter Trower, 
Sir Basil Maybew, Mr. Henry L. Hopkinson, and Mr. 
John G. Griffiths were the members of this committee, 
the first-named being elected as its chairman. The 
report which has just been issued, signed by three 
members, records the opinion that relief in respect of 
income-tax paid on subscriptions and donations to 
hospitals is practicable, and offers a definite form of 
financial aid to embarrassed hospital finance. They 
desire that their report should be laid before Lord 
Cave’s Hospital Committee. Sir Walter Trower adds a 
note regretting that he is unable to accept the principle 
of exemption from income-tax, which he finds to be 
inconsistent with the report of the Royal Commission 
on the Income-tax. Such exemption being equivalent, 
in his opinion, to a direct grant by the Crown must 
raise the question of State control. 


A FRENCH REVIEW OF SURGICAL PROGRESS. 

Stimulated by Dr. de Lavergne’s account 1 of the 
advances made by medicine in the war, Professor 
Billet, also a teacher at Val-de-Grace, has sketched 2 the 
astonishing improvements that this war has brought to 
surgery. His review is the more interesting as it is 
taken from a different viewpoint from that of reviews 
which have appeared in England, and, indeed, the 
only British practitioner mentioned is Sir Almrotk 
Wright. The review igay be briefly summarised 
thus. The great lesson taught to surgeons by the war 
is their personal limitation, and the need of team-work. 
Working by himself, the most skilful surgeon must fall 
short of possibilities; he therefore must accept and 
take guidance from other persons, experts in eyes, 
ears, X rays, bacteriology, chemistry, medicine, &c.. 
if he is to do the best possible for his patients. So 
thoroughly has this lesson been learnt in France that 
the members of the profession are beginning to ask 
for an organisation and equipment for civil hospital* 
similar to that they had found so satisfactory when they 
were working in army hospitals during the war. The 
war began with a great surprise to the profession; it 
had been thought that gunshot wounds were rather 
slight and would heal at once. It was bullets that were 
thought of, it was shells 'which came. And just as the 
soldiers were overwhelmed with shell in the first days, 
so were the surgeons overwhelmed with septic wounds, 
with tetanus, septicaemia, and gas-gangrene. By the 
end of October, 1914, preventive inoculation had 
eliminated tetanus, but septicaemia and gas-gangrene 
remained. The dreaded invaders were the anaerobic 
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bacilli. To defeat them every wound was thoroughly 
opened up and then irrigated with antiseptics. Results 
were better, but every wound suppurated and some 
patients died exhausted; some had to have their 
limbs, saved with so much trouble, amputated 
later. Antiseptics became suspected. Some thought 
they injured the tissues, some that they did not 
go deep enough. In August, 1915, Carrel with his 
tubes, Dakin with his solution, seemed to have 
won a complete victory. But the aseptic surgeons 
were still unsatisfied, feeling that antiseptics had no 
right to be resuscitated, and Delore in 1915 and Leribat 
at Verdun in 1916 told of a simpler, better, treatment 
for wounds of the knee. Leribat opened up the track, 
excised the wounded tissues, made the joint clean, 
washed it out with ether, put in a tiny drain (removed 
after 48 hours), sewed up the synovial membrane first 
and then the skin, put on a plaster splint for a fortnight, 
and discharged his patients thereafter with knees that 
could bend, his success being largely due to more exact 
technique, and to smaller, better judged incisions. In 
November of the same year, 1916, Gaudier extended 
this principle to the treatment of all wounds, and 
became the author of the method of “ primary suture.” 
But some wounds, already left too long, and so become 
infected, were unsuitable; to them Carrel’s method 
was applied, and “delayed primary suture” became 
possible. Thus was ordinary suppuration defeated. 
There remained gas-gangrene, which proved to be 
beyond the power of the surgeon alone ; he had to call 
on the laboratory for help. Still, it was not till late in 
1916 that, the organisms having been isolated and an 
effective vaccine prepared, the last’problem in the treat¬ 
ment of wounds was solved. Since then great triumphs 
have been won in repairing deformities, especially by 
Morestin, by autoplasty, splints or supports, and 
grafts. And grafts are so various. Before the war 
Tanton had replaced a lacerated urethra with a graft 
from a saphena vein ; since the war Legueux 
has had marked success in replacing lost urethraB 
with arteries, living or dead. Tendons may be 
grafted even with dead tendon (Nageotte and 
Sencert), nerves repaired even with dead nerve tissue, 
though supports for the limbs may still be needed. 
As for bones, there are the three grafting methods: 
that of Delageniere, who uses a small superficial 
shaving off the bone, a graft of periosteum with a little 
scale of bone below it; that of Albee, who takes a 
piece of bone from the periosteum to the medullary 
canal; and that of Nageotte, who uses dead bone; 
and there are all sorts of combinations of the three. 
So much for surgical affections. But surgery can help 
medicine. Carrel-Dakin methods are useful in treating 
chronic suppurating pleurisy. As for acute pleurisy, 
some propose to remove it in mass, as they do tumours, 
and to close the wound at once. Others say drainage 
is useless. Ombredanne in appendicitis removes the 
appendix and at once closes the peritoneum; less and 
less do people drain the pleura with large drainage- 
tubes ; some even talk of immediate closure once the 
pus is out. Next vaccines. Osteomyelitis, if chronic, 
yields to Carrel-Dakin, but if acute may be mastered 
by staphylococcus vaccines (R. GrSgoire). The strepto¬ 
coccus is more obstinate, but is at times thus overcome. 
Such are the surgical advances of the war, and progress 
continues in peace. Nor yet has all the harvest been 
gathered. 


the NEWLY CONSTITUTED CENTRAL MIDWIVES 
BOARD. 

The Central Midwives Board has now completed its 
reconstitution under the Act of 1918. The initiative, it 
Sul note<3 » ,or a wider representation originated 
witn the Board itself, and there are now five certified 
jUiawives with seats on the tribunal. The membership 
,* oUow s, the names of new members being 
astensked: Sir Francis Champneys, in the chair; 
professor Henry Briggs, Lady Mabelle Egerton, *Miss 
and ‘Miss M. Olive Haydon, 
appointed by the Ministry of Health; Dr. W. S. A. 


Griffith, appointed by the Royal College of Sur¬ 
geons of England; Dr. J. S. Fairbairn, appointed by 
the Incorporated Midwives Institute; Dr. C. Sangster, 
appointed by the Society of Apothecaries; * Dr. 
J. J. Jervis, appointed by the Association of Municipal 
Corporations; * Dr. R. A. Lyster, appointed by the 
Society of Medical Officers of Health ; Miss Rosalind 
Paget, appointed by the Queen Victoria’s Jubilee Insti¬ 
tute for Nurses ; Mr. L. H. West, LL.D., appointed by 
the Association of County Councils; * Miss Pollard and 
* Miss Elizabeth Pearson, appointed by the Incorporated 
Midwives’ Institute. Dr. Jervis is chief health officer 
for the city of Leeds, and Dr. Lyster for the county of 
Hants. Of the midwife representatives, Miss Le Geyt 
is superintendent of a school for mothers, Miss Haydon 
has charge of a midwives’ training school, Miss Pollard 
is inspector of midwives for the county of Middlesex, 
and Miss Pearson has been active in organising 
midwives’ associations in the country. It will be seen 
that the new constitution has resulted in a widely 
representative gathering and gives colour to the hope 
that, without neglecting the necessary but painful work 
of penal sessions, the Central Midwives Board may 
turn its attention to constructive work for the building 
up of a convenient and efficient midwifery service in 
this country. No one any longer grudges the trained 
midwife her place as an essential part of any public 
health service. The more comfort and dignity that can 
be brought into the midwife’s life, the better will be the 
service offered. 


THE ROLE OF THE NERVOUS SYSTEM IN 
BODY TEMPERATURE REGULATION. 

The r61e of the nervous system in the regulation of 
temperature is known to be a very complex one. 
H. G. Barbour and E. Tolstoi have made experiments 
on dogs by placing them up to the neck in a bath at 
20° C. for half an hour or more, the temperature of the 
room being 22° C. The water was not sufficiently cold 
to lower the body temperature, but distinctly aroused 
the regulation mechanism against cooling. There was 
a slight gain of 0T° to 0*8° C. in body temperature ; there 
was an increase of 1 to 2 per cent, in the blood solids. 
Similar dogs with transection of the cord between the 
sixth and seventh cervical segment were quite unable 
to withstand baths of 20° C., exhibiting a. rapid fall in 
body temperature, usually to a dangerous level in 
40 minutes. Unlike normal dogs, they failed to exhibit 
shivering, and all showed an abnormally low blood-solid 
percentage as the result of the operation. The cold 
stimulus was unable to evoke more than a very 
weak response. This inability to reduce the blood 
volume and thereby diminish the flow through 
the body surface helps to account for the very 
rapid loss of body temperature. Dogs made poikilo- 
thermal by cervical cord section are deprived of 
reactions which may be set up between the tempera¬ 
ture sense nerve-endings and the circulation. The 
shifting of water from the blood to the tissues is 
evidently such a reaction. The authors conclude that 
the role of the nervous system in the reaction against 
cold is to convey impulses from the temperature sense 
nerve-endings to heat centres, which in turn, besides 
shivering and vaso-constriction, incite blood thickening. 
Hffimo-concentration lessens the water available either 
for heat dissipation by evaporation or for providing 
blood bulk sufficient to flood the peripheral vessels. 
Normal dogs respond regularly to a moderately high 
environmental bath temperature (40°-41°C.) by hsemo- 
dilution and to a cold environment (11°-8°C.) by hsemo- 
concentration. The change usually approximates to 
2 per cent, of the total blood-weight, which means 
10 per cent, change in the fluid content of the blood. 
The circulatory factor in regulation against over¬ 
heating and cooling consists not merely in transferring 
of blood respectively to or from the body surface, but 
also in actnal shifting of water into or out of the blood¬ 
stream. Thus, response to a hot environment is 
peripheral vaso dilatation plus htemo-dilution, while a 
cold environment evokes vaso-constriction pins h»mo- 
concentratlon. 
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THE ANNUAL MEETING OF THE BRITISH 
MEDICAL ASSOCIATION. 

The animal meeting of the British Medical Associa¬ 
tion opens at Newcastle-on-Tyne on Friday, July 15th, 
when the Representative Body meets at 10 a.m. and 
continues in session until the following Tuesday, on 
which day, at 2 P.M., the statutory annual general 
meeting will be held. Professor David Drummond is 
announced to give his presidential address at 8 P.M. on 
the same day, and on Wednesday, Thursday, and 
Friday, July 20th-22nd, the 17 sections will conduct 
their discussions, the first group on each of the three 
days, the second group on two days, and the third on 
one day only. 

Group I.— Medicine: Professor Thomas Beattie. 

Surgery: Professor J. Rutherford Morison. 

Pathology and Bacteriology: Professor Stuart McDonald. 

Preventive Medicine with Industrial Diseases: Sir Thomas 
Oliver. 

Orthopedics and Diseases in Children : Mr. A. H. Tubby. 

Group II — Neurology and Psychiatry (July 20th and 21st): 
Professor A. W. Mackintosh. 

Obstetrics and Gynecology (July 21st and 22nd): Professor 
R. P. Ranken Lyle. 

Ophthalmology (July 20th and 21st): Professor J. D. 
Wardale. 

Oto-Rhino-Laryngology(July20th and 21st): Dr. G. William 
Hill. 

Physiology, Pharmacology, Therapeutics, and Dietetics 
(July 20th and 21st): Dr. H. H. Dale. 

Venereal Diseases (July 20th and 21st): Colonel L. W. 
Harrison. 

Group III— Ambulance and Red Cross (July 20th): Sir 
James Cantlie. 

Dermatology (July 21st): Dr. J. Farquhar Christie. 

Medical Sociology (July 22nd): Sir Jenner Verrall. 

Proctology (July 20th): Mr. J. P. Lockhart-Mummery. 

Radiology and Electro-Therapeutics (July 22nd): Dr. 
Robert Knox. 

Urology (July 22nd): Mr. J. W. Thomson Walker. 

On Wednesday, at 8 p.m., Sir Thomas Oliver will give 
an address on Industrial Diseases, and on Friday, at 
7.30 P.M., Professor Arthur Keith will deliver a popular 
lecture on Evolutionary Wounds. The annual dinner 
of the Association is fixed for Thursday at 7.30 p.m. 


CANCER IN ANIMALS. 

At a recent meeting of the AcadSmie de Medecine 
Mr. Cadiot read an interesting paper 1 on the distribu¬ 
tion of cancer in animals, utilising a number of facts 
and figures taken from the literature in order to draw 
conclusions on some of the general problems of cancer. 
From the fact that carnivorous and herbivorous animals 
show no great difference in the incidence of cancer, 
the author deduces that diet does not constitute 
an important factor in the genesis of cancer. Age, 
in animals as in man, stands out as the predomi¬ 
nating factor. There are, however, interesting differ¬ 
ences in the incidence of cancer in so far as it affects 
the different organs, and these differences also exist 
between different species of animals. Thus cancer of 
the penis appears to be particularly frequent in horses, 
and according to the author occurs most frequently in 
castrated animals. In oxen the atrophy of the testicles, 
which takes place after castration by “twisting,” 
presents a predisposing factor for the development of 
malignant growths, chiefly of a sarcomatous type. The 
author is, however, on very debatable ground when he 
tries to prove from the incidence of cancer in animals 
that chronic irritation is of comparatively little import¬ 
ance. He bases his argument chiefly on the assertions, 
that cancer of the digestive tract of animals is very rare, 
and that in draught animals cancer of the skin does not 
develop in those sites where the pressure of the collar 
and the friction of the harness produce a chronic 
irritation. A glance at the tables published in the 
Third Scientific Report of the Imperial Cancer Research 
Fund entitled, “ Malignant New Growths in Domesti¬ 
cated Mammals,” shows that cancer of the digestive 

1 Bulletin de 1'Academic do Medecine, 1021, No. 13, Seance da 
29 Mars, 1921, i>. 3%. 


tract is not as infrequent as Mr. Cadiot believes 
it to be. And he must surely have forgotten the 
“horn core” of cattle in India, where a squamous 
cell carcinoma develops with great frequency at 
the root of the right horn in cattle employed 
for draught purposes, the right horn being used to 
attach the animal to the wagon. But the whole 
question of the relation of chronic irritation to the 
causation of cancer has during the last few years been 
raised from the slough of argument and placed on a 
secure basis by experiment. The work of Fibiger on 
the experimental production of cancer of the stomach 
by feeding with spiroptera, and the experimental pro¬ 
duction of cancer by prolonged painting with coal tar 
—first successfully demonstrated by Yamagiwa and 
Ichikawa, and since confirmed by Fibiger and by 
Murray and Woglom in this country—represent im¬ 
portant advances of our knowledge of the origin of 
cancer. A grain of experiment, properly conducted, is 
worth at least an ounce of argument. 


THE CASSEL HOSPITAL. 

The Cassel Hospital for Functional Nervous Disorders 
will shortly be ready for the admission of patients, 
with Dr. T. A. Ross as medical director; the medical 
committee includes Miss Aldrich-Blake, Dr. Farquhar 
Buzzard, Sir Maurice Craig, Lord Dawson, Professor J.8. 
Haldane, F.R.S., Dr. Henry Head, F.R.S., Dr. A. F. Hurst, 
and Sir Frederick Treves. Patients eligible for admis¬ 
sion are members of the educated classes who are 
suffering from neuroses not directly traceable to organic 
disease, who cannot afford treatment in a nursing 
home. The hospital is situated among beautiful sur¬ 
roundings at Penshurst, Kent, and there will be 
accommodation for 60 patients, who will be asked to 
contribute only towards maintenance. In medical 
circles the want of private hospitals for educated 
patients unable to meet the expense of nursing homes, 
most of which are run on a comparatively small scale, 
has long formed a subject of comment. From time to 
time schemes for such establishments have been 
devised, but seldom, we believe, in the end proceeded 
with. The Cassel Hospital, accordingly, will really 
meet a long-felt want, and the success which it will 
doubtless enjoy should provide an impetus to further 
advance along similar lines. Obviously, sufferers from 
one or other kind of neurosis form but a part of that 
large class who hitherto have had only the Hobson’s 
choice of a nursing home which they cannot afford 
or a general hospital where little or no special 
provision for private cases is made. Though in 
some parts of the country nursing homes of a 
sufficient size almost to justify their description 
as private hospitals have been springing up to meet 
the need, with them the expense of running the 
establishment must always militate against the main¬ 
tenance of fees at a comparatively moderate level. 
This aspect of the problem, through the generosity of 
its founder, would appear to be satisfactorily settled as 
far as the new Cassel Hospital is concerned. From the 
standpoint of therapy there are advantages in the 
segregation of patients whose complaint is of “ nerves” 
in any form, since they will be free from the adverse 
influence, on the sensitive mind, of contact, direct or 
indirect, with the mixed medical and surgical cases of 
general hospitals. On the other hand, too sheltered a 
life in a secure environment of comfort and beauty 
brings its own danger in removing the incentive to cope 
with the adverse conditions of real life. However, once 
let the proper atmosphere of cure be created in such a 
private hospital and it is bound to prove worthy of the 
hopes at present centred in it. 


Dr. Sidney Reginald Dyer, Medical Inspector of 
Prisons, has been appointed one of the Commissioner? 
under the Prison Act. _ 

The House and Library of the Royal Society’ of 
Medicine will be closed from Saturday, May 14th, until 
Tuesday, May 17th, both days inclusive. 
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MEDICAL STATISTICS. 


I. 

In these days when the expediency of compiling and 
analysing clinical records is debated, it is fitting to 
inquire into the past relations between medical and 
statistical science. Is the application of the numerical 
method to the subject matter of medicine a trivial and 
time-wasting ingenuity as some hold, or is it an important 
stage in the development of our art, as others proclaim ? 
An answer to this question must needs be coloured by 
individual predilection, but a brief retrospect of medical 
history will provide certain data of value in reaching a 
decision. On this account we propose to notice some 
incidents which have rather tended to pass out of the 
memories of the present generation, to display the con¬ 
nexion between the progress of medicine and the 
progress of a department of knowledge which seems 
at first wholly alien from it. 


Historical Retrospect. 

The great Hippocrates has received * many titles of 
honour from an admiring posterity, but that of 
statistician has not been included. Yet the student 
of his “genuine” works will find therein much which 
is uncommonly suggestive of a statistical method. We 
do not refer to the collection of cases upon the strength 
of which Sir Gilbert Blane attempted to assess the 
fatality of untreated “ fevers,” but to the insistence 
upon a synthesis of individual experiences as the 
preliminary of any general theory, whether of epidemio¬ 
logy or endemiology. This side of the Hippocratic 
doctrine was the stock-in-trade of the Empiric sect, 
who, indeed, according to their impartial critic, Celsus, 
and their by no means impartial critic, Galen, would 
believe in nothing unless it were supported by an array 
of evidence which was statistical in all but name. The 
works of the Empirics have perished, and Galen set 
himself to blacken their reputation, with such success 
that the term became a synonym for quack. No massed 
clinical records other than those of Hippocrates himself 
have come down to us. 

When Sir Gilbert Blane wished to compare his experi¬ 
ence with that of the ancient masters, he could do no 
better than contrast statistics of his hospital and 
private practice with the records appended to the third 
book of Hippocrates’s epidemics. The same remark 
applies to the experience of preventive medicine which 
must have been acquired through the centuries of 
Roman civilisation. Sir John Simon 1 and others have 
pointed out that in the best days of Rome public 
hygiene and preventive medicine were a care of the 
legislature, but of the successes and failures of the 
system we know nothing. The normal death-rate, its 
relation to urbanisation, the influence of employ¬ 
ment, the toll taken by epidemics, these things 
are matters of conjectured Of the theoretical 
basis of ancient medicine we know much, of 
its practical consequences hardly anything. Nor 
when we turn to modern times, to the practice of 
medicine from the Renaissance down to the end of the 
seventeenth century, is the case much better. The 
physician of the middle of the seventeeth century had 
indeed abandoned some superstitions of Chaucer’s 
Doctor of Physik, but he was not perhaps a much more 
scientific or efficient practitioner. Indeed, so ripe a 
scholar and merciful a critic as the present Harveian 
Librarian has said of a still more recent generation 
that “the doctors were still engaged in speculating in 
the quiet of their studies instead of seeking for infor¬ 
mation in the book of Nature.” 8 

The greatest English physician of that age clearly 
appreciated the defect, and his Medical Observations 
aim at restoring the ancient Empiric tradition. 
Sydenham was contemptuous of theory, and had little— 


1 English Sanitary Institutions, Chap. 2. 

Cf. Southwood Smith's gallant attempt to deduce the average 
longevity in Rome from a sentence in the Pandects. (The Philo- 
of Health. London, 1835, vol. i., p. 132.) 

Medicine in England during the Reign of George III., bv Arnold 
<-naphn, M.D., p. 6. 


too little—respect for the experimental researches of 
his best contemporaries. He provided medical records, 
statistics of disease without arithmetic. No doubt he 
was acquainted with the political arithmeticians of his 
day, as he was with the experimental philosophers and 
anatomists, but he did not adopt their method in pre¬ 
senting his facts. It is instructive to compare his direct 
influence upon the develepment of medical science with 
that of a non-medical contemporary. 

Vital statistics of a kind had been regularly compiled 
in London for a century before Sydenham’s time, but 
no real use had been made of them by physicians. 
Indeed, no physician of Sydenham’s time exploited 
them; the medical pioneer was the elder Heberden, 
who, in the middle of the eighteenth century, financed 
and otherwise encouraged a compilation of the bills 
upon which his son at the beginning of the nineteenth 
century wrote a dissertation, to be mentioned below. 

John Graunt: The Father of Medical Statistics. 

But there was in the seventeenth century a layman 
who perceived the importance of medico-statistical 
records. John Graunt, the London draper whose 
“Natural and Political Observations upon the Bills of 
Mortality” first appeared in 1662, was the father of 
medical statistics as well as of vital statistics in the 
larger sense. He was not only the first to demonstrate 
the high rate of mortality in early life and the contrast 
between urban and rural rates of mortality (facts so 
commonplace to us that we forget they were ever 
novelties and in need of proof), but he undertook a 
criticism of sources which some persons of our own time 
suppose to be beyond the range of a mere arithmetician. 
He would not, for instance, accept rickets as a “ new 
disease” of the year 1634 without asking himself 
whether it might not be that a disease “which had 
been long before, did then first receive its name ? ” and 
surmised that some, but not all, the increase was due 
to a transfer from another rubric. In truth a com¬ 
parison of the criticism of his nosological material 
performed by the seventeenth century draper with that 
effected by an erudite physician at the beginning of the 
nineteenth century does no dishonour to the old 
tradesman. 

Dr. William Heberden the younger, in his “ Observa¬ 
tions on the Increase and Decrease of Different 
Diseases,” remarked that “there is scarcely any fact 
to be collected from the bills of mortality more worthy 
the attention of physicians than the gradual decline of 
dysentery,” and attributed the result to greater 
cleanliness and better ventilation. As Dr. Charles 
Creighton pointed out, 4 the decline of dysentery needed 
no such explanation ; it was an arithmetical mistake. 
Heberden supposed that “griping in the guts” was 
dysentery when it really was infantile diarrhoea; he 
overlooked the significance of the age distribution and 
failed to observe the gradual transfer to the rubric 
convulsions. He did indeed notice the increase of con¬ 
vulsions but accounted for it by a transfer of 
“ chrisomes ” and infants, without remarking that this 
transfer had already been effected before convulsions 
gave a large quota, and without perceiving that such a 
transfer could not make so great a change as had 
occurred. 

The vital statistician who connects Graunt with 
Halley and Halley with other illustrious mathe¬ 
maticians like De Moivre and the Bernoullis, these 
mathematicians with the technicians Gompertz, 
Finlaison, Makeham and the actuaries of our own time, 
will not fail to do reverence to the seventeenth century 
pioneer. The medical statistician and the medical 
officer of health should remember that Graunt inspired 
Derham, that Derham was the original of Sussmilch, 
and that Sussmilch supplied Malthus with ammunition, 
the discharge of which did much to create a state of 
opinion favourable to the establishment of a national 
system of vital and medical statistics. 

But if ultimately Graunt had a worthy disciple in the 
medical profession, it was not until he had been in his 
grave more than a century. He died in 1674 and 

4 History of Epidemics in Britain, vol. ii., p. 747. 
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William Farr was born in 1807. The only physicians 
of the eighteenth century who made sensible additions 
to statistical knowledge were Dr. Thomas Short and 
Dr. William Heberden the elder. Of Short Dr. 
Oreighton has remarked, with little charity but not 
without truth, “That so much statistical or arithmetical 
zeal and exhaustiveness should go with so total a 
deficiency of the critical and historical sense, is note¬ 
worthy and, perhaps, not unparalleled in modern 
times.’'' To Heberden we owe the collection of 
statistics edited by Corbyn Morris 6 in 1759, incorporating 
some excellent critical remarks and suggestions for 
improvement of the civic records which did not receive 
the attention they deserved. No other physicians seem 
to have perceived that a combination of Graunt’s 
arithmetical system with the descriptive method of 
Sydenham—in short, to mix figures with brains, as 
Turner compounded his colours—would advantage 
medical science and art. What was speculative in 
Sydenham’s plan—and there was a good deal more 
theorising in it than many suppose—found plenty of 
imitators. Whether the general art of medicine 
benefited, the reader of Dr. Chaplin’s FitzPatrick 
lectures may judge. Whether the sanitary administra¬ 
tion of the late eighteenth century was a notable 
improvement upon that of the Stuarts is a question the 
student of Creighton and Simon can answer with no 
great confidence. 

At the beginning of the nineteenth century we still 
lacked any clear portrayal of the sanitary circum¬ 
stances of the population. The prevalence and the 
fatality of the commonest diseases were still matters 
of conflicting opinion. Instructed observers could, and 
did, dispute whether consumption were increasing 
or decreasing, just as but a few years earlier they 
differed by 100 per cent, in their estimates of the 
English population. 

II. 

Although Sir Gilbert Blane, in his “ Select Disserta¬ 
tions,” published statistical observations of value, and 
Dr. Bissett Hawkins actually devoted a course of 
Goulstonian lectures to the arithmetic of disease before 
George IV. was dead, Heberden’s “Observations ” of 
1801 are still the only medico-statistical literature before 
Farr which deserve much notice. 

We have previously mentioned one of Heberden’s 
failures; it would be wrong, even in so brief a review, 
to omit reference to his successes. An instance was 
his recognition of the constancy of the epidemic curve 
of plague which led him to make the following pertinent 
remark:— 

“ May not this influence of the seasons on diseases be the 
real cause of the strange and contradictory accounts we 
have received concerning the cure of the yellow fever in the 
West Indies? Accounts which only agree in this, that the 
most obvious methods of treatment are wrong. It is 
reasonable to suppose that physicians there would first 
make trial of the remedies most approved in similar 
diseases in other places; yet we find they all failed. And 
why? Because the epidemic was then at its height. But 
afterwards, all their different modes of practice as uni¬ 
versally succeeded. For when the disease began to decline, 
the mortality of itself became much less, and of those who 
died, most lingered on for a considerable time beyond their 
usual period. Which exactly corresponds with what has at 
all times been reported of the plague, under every variation 
of medicine, and climate.” 7 

Many physicians since 1801 have had cause to realise 
the truth of this statistically grounded inference; its 
general appreciation would have diminished the large 
and growing number of tombstones sacred to the 
memory of “ cures.” 

“ Mr. Farr: A Gentleman of the Medical Profession.” 

But one swallow does not make a summer, nor the 
statistical acumen even of a Censor of the College in 
its most aristocratic days effect a revolution. The 
real revolutionary was a licentiate of the Society of 
Apothecaries, a “ Mr. Farr, a gentleman of the medical 


J History of Epidemics in Britain, vol. i., p. 405. 

1 The origin of the work is described in Dr. Hall's edition of the 
Economic Writings of Sir William Petty, vol. ii., p. 641. 

7 Observations on the Increase and Decrease of Different 
Diseases, 1801, p. 67. 


profession,” who was appointed Compiler of Abstracts 
in the General Begister Office on July 10th, 1839. 
Although Mr. Noel Humphreys earned the gratitude 
of all medical men by his collection of Farr’s writings, 
published in 1885, a really adequate edition of 
Farr has yet to be produced. We sometimes dream 
of such an edition; we picture it with an intro¬ 
duction by Farr’s worthy successor, Dr. Thomas 
Stevenson, and with footnotes and appendices by Dr. 
John Brownlee. But it is an idle dream ; governments 
in England, so the newspapers tell us, often spend 
money in odd ways, but at least they have never been 
so eccentric as to waste it on the publication of the 
collected works of great Englishmen. Farr was a very 
great Englishman, and the characteristics of his genius 
were precisely those which, in moments of self-esteem, 
we like to fancy are typically English. We can make 
our point clear by contrasting him with two great men 
who were at their prime when he was young, and both 
made important contributions to statistical knowledge, 
Simeon Poisson and George Boole. Poisson wrote a 
large treatise upon ostensibly the most practical of 
subjects, the best way to secure just verdicts in courts 
of law ; Boofe dealt -with the very matter-of-fact 
problem of numerical approximation. But the most 
superficial reader of Poisson or of Boole—not that their 
works are very attractive to a hasty reader—will at 
once realise that the authors are far more interested 
in algebra than in the concrete applications of their 
algebra. Farr has left many pages which, to the 
aforementioned hasty reader, will offer almost as many 
algebraical difficulties as even Boole; but in the densest 
forest of symbols Farr never loses sight of, and never 
allows his companion to lose sight of, some perfectly 
definite and concrete end which he proposes to reach, 

No branch of medical or vital statistics needs for its 
cultivation a greater variety of algebraical tools than 
that concerned with the production of complete life 
tables; the natural faculty which characterises the 
bom mathematician is not, indeed, essential, but skill 
in the manipulation of symbols is. To Farr a life 
table was— 

“An instrument of investigation; it mav be called a 
biometer , for it gives the exact measure of the duration of 
life under given circumstances. Such a table has to be 
constructed for each district and for each profession, to 
determine their degrees of salubrity. To multiply these 
constructions, then, it is necessary to lay down rules, 
which, while they involve a minimum amount of arith¬ 
metical labour, will yield results as correct as can be 
obtained in the present state of our observations. 6 

This was the spirit of all his work. He faced 
mathematical difficulties with a courage which nothing 
could daunt—it takes some courage for a self-taught 
man to venture upon original research within file 
province of the oldest of the sciences—when they 
obstructed his progress towards a practical end. He 
never attempted to compete with the masters of pure 
analysis on their own ground. We have been the 
gainers. The greatest mathematical statisticians of 
the first half of the nineteenth century were not 
Englishmen ; we have not to our credit any theoretical 
work of that date which will compare with the 
researches of Laplace and of Poisson in France or of 
Gauss in Germany; but of no civilised country can a 
record of fatal disease be constructed with the pre¬ 
cision which appertains to the medico-statistical 
history of England and Wales since 1840. 

The practical advantages to the physician and the 
sanitarian are enormous. Matters which our great 
grandparents fiercely debated, topics respecting which 
only a very shrewd and experienced physician of 1820 
could form an opinion, are now within the compass of 
a junior medical student. If Farr had been born a 
generation earlier and the General Begister Office had 
been founded in 1807 instead of in 1837, the sanitary 
history of our manufacturing towns might have been 
different. If even the lessons he taught year by year 
had sunk into the minds of all members of our pro¬ 
fession, many disappointments would have been spared 


8 From a paper contributed to the Proceedings of the Royal 
Society in 1859. (See Farr's" Vital Statistics,” ed. Humphreys, 
London, 1885, p. 492.) 
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and perhaps some false apprehensions quieted. The 
curious reader of old blue-books will find much of 
interest in the census reports of Lamb’s friend Hickman, 
but Rickman was not a Farr. Rickman, for instance 
(in 1831), commented upon the apparent unhealthiness 
of the northern manufacturing districts, but he could 
not speak with much authority for his basis of facts 
was no more than an abstract of burial and baptismal 
registers. These are the words of Farr (from the 
supplement to the thirty-fifth Annual Report):— 

“ Take for example the group of 51 districts called 
healthy for the sake of distinction, and here it is found 
that the annual mortality per cent, of boys under 5 years 
of age was 4*246, of girls 3*501. Turn to the district of 
Liverpool; the mortality of boys was 14*475, of girls 13 429. 
Here it is evident that some pregnant exceptional causes of 
death are in operation in this second city of England. What 
are these causes ? Do they admit of removal ? If they do 
admit of removal, is this destruction of life to be allowed to 
goon indefinitely? It is found that of 10,000 children born 
alive in Liverpool 5396 live five years, a number that in 
the healthy districts could be provided by 6644 annual 
births.” 

The “dear old doctor”—as Mr. Humphreys called 
him—could round a period in the early Victorian style 
with the best; the classical quotations in his reports 
might have tempted William Pitt or Charles Fox to 
become statisticians ; but he could also use very plain 
English indeed. Statistics with plain English as a 
propellent are formidable missiles, and those members 
of our profession who in the last 50 years have effected 
salutary changes in the second city of England (there is 
still much to do) owe something to the long-range 
artillery of the General Register Office. 

We could fill many columns with examples, but we 
must take leavo of the greatest of medical statisticians 
with one observation. Farr’s work has on it the seal 
of all supreme achievements ; it is indestructible. It 
was, of course, a piece of good luck that his three 
successors, the late Dr. William Ogle, Dr. JohnTatham, 
and Dr. Thomas Stevenson were men having the same 
ideals and zealous to build higher upon his foundations. 
The nation, we hope, will always be fortunate enough 
to secure equally worthy spiritual descendants of the 
founder. But no weakness of human instruments or 
credible deteriorations of the system could ever take 
from the General Register Office the power of “ rendering 
immense service to sanitary science by enabling it to 
use exact numerical standards in place of the former 
vague adjectives.” 5 So far as records of mortality 
are concerned, the real reformer is one who treads 
accurately in the footprints of William Farr. 

III. 

We have seen what, in the hands of a man of genius, 
the arithmetical method can contribute to the practical 
arts of the sanitarian and the clinician. It replaced, in 
Simon’s phrase, “vague adjectives” and indecisive 
controversies by “ exact numerical standards.” It not 
only showed which municipal sheep were black, but 
measured how much blacker they were than their 
neighbours. It showed not, perhaps, what diseases 
(or, if we please, symptom-complexes) were most 
deadly, but certainly what diseases educated men 
supposed to be most deadly. Incidentally, it has 
furnished the high-browed or, if the reader prefers, 
sagacious epidemiologists who revere Sydenham and his 
epidemic constitutions with some of their best argu¬ 
ments. But the praise of our fathers which begat us 
cannot be the last word of science, nor is it the best 
compliment to our fathers. It is proper to consider 
what they did not do and whether we should not set 
about the task. 

The Correlation of Morbidity ivith Mortality . 

Farr once remarked that “the mean lifetime of a 
generation may be the same, and yet the several life¬ 
times of the individuals of which it is composed may 
vary infinitely,” and spoke of the “entire revolution in 
the life of the human race” which “would follow if 
every person born lived the average lifetime of 50 years, 
or if half the deaths happened in infancy and the other 

9 Simon: English Sanitary Institution, p. 212. 


half at the end of 100 years or at any very advanced 
age.” He means that such a statistical average as the 
expectation of life might arise in an infinite number 
of ways, each corresponding to a different state of 
affairs. Still using mortality records as our ultimate 
data, w t q can explore many of these possibilities, but so 
long as we are restricted to death registers we must 
remain ignorant of much which we desire to know. 

We are given that A B died at 31, C D at 32, and 
E F at 34, all of organic disease of the heart, and the 
statistician enters three units in the age-group 25-35; 
but how* very different may be the histories of these 
three individuals. One perhaps, has been a dyspnceic 
cripple for years and died by inches; another has 
passed out of existence in a flash with a ruptured 
aneurysm, and the third—why the third may have 
been a psychopath. A statistical homogeneity in the 
matter of dying may conceal a very wide heterogeneity 
in the matter of living. 

“A king of ability or an able minister” said Bagehot, 
“ sits in an orderly room filled with memorials, and returns, 
and documents, and memoranda. These are his world; 
among these, he of necessity lives and moves. Yet how 
little of the real life of the nation he governs can be repre¬ 
sented in an official form! How much of real suffering is 
there that statistics can never tell! How much of obvious 
good is there that no memorandum to a minister will ever 
mention! How much deception is there in what such 
documents contain! ” 

This criticism touches any attempt to evaluate the 
health of a nation wholly in terms of its mortality. 
Farr, of course, was quite conscious of the weakness, 
and strove ever and again to overcome it, to correlate 
morbidity with mortality. But he could not effect a 
satisfactory correlation, and now, nearly forty years 
after his death, we are still at a loss. 

We may look at this matter from two points of view. 
In the first place we may inquire into the general 
efficiency of a population. We may seek to know how 
many of the days from birth to death were passed in 
the enjoyment of health. This is the easier and 
perhaps the more important task. The operations of 
private or public sickness insurance institutions have, 
in fact, already rendered available much information. 
Yet even here there are difficulties; there must be 
some objective criterion of healthiness, and if this is 
to be, as it usually must be, capacity to follow an 
occupation, we are liable to fall into serious mistakes. 
It does not follow that, because a judge of the High 
Court keeps his house with a cold and a solicitor 
does not, judicial duties are more unhealthy than the 
drawing of briefs. But this aspect of morbidity, 
although it concerns the medical profession, is not 
wholly their business, indeed, some actuaries have 
doubted whether it is their business at all. These 
actuaries were, no doubt, in error, but considerations of 
space induce us to pass at once to the other question 
which is exclusively medical, and to ask whether 
the arithmetical method applied to other data than 
recorded deaths can be of any service to the 
clinician. 

Those who remember a charming essay of the late 
Sir William Osier on an Alabama student will recall his 
remarks upon Louis, who was addicted to the numerical 
method. But few have the patience or the opportunities 
of Louis; one has to consider the conditions of ordinary 
medical practice. Patients come to us with symptoms, 
not with diseases; they very often say, “Doctor, I’ve 
got a heavy cold on me,” very rarely, ‘ r I’m afraid I am 
infected with the Micrococcus catairhalis .” 

“ Colds ” from the Statistical Viewpoint. 

“ Colds ” are certainly an object of statistical interest 
if numerical frequency is an element of statistical 
interest. Now the “cold” may be a “Ding an sich” 
or it may be the prelude of a more important “Ding.” 
Perhaps it may be suggested that an enumeration of the 
“colds” which did and those which did not lead up to 
something else might be the basis of a statistical inquiry. 
But the research does not seem a promising one. It 
might enable the practitioner confronted with a husky 
panel patient to assert that the chance is 1 in 100 that 
he will soon have to treat him for phthisis, 3 in 100 
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that lobar pneumonia will develop, and so on, but this 
arithmetical information will gratify nobody save a 
chimera identified by the cartoonist of the Da ily Mirror 
with an official of the Ministry of Health. But if one 
collected statistics of “colds” upon a slightly different 
plan the results might be more rewarding. Do the 
“colds” of sedentary workers last longer than those 
of out-door workers? Ceteris paribus , does keeping the 
house answer better than going out? Is it true that 
“ summer colds” are the most intractable? Is the 
mode of onset of a common “ cold ” of any importance 
in its prognosis as to severity and duration? Is 
there a secular change of type in the common “ cold” ? 
These are all questions not of life and death, but 
of importance to health and happiness. It is difficult 
to see how they can be answered unless the numerical 
method brings into this humbler sphere that replace¬ 
ment of “vague adjectives” by “ exact numerical 
standards” of which Simon spoke. The common 
“cold” has been termed the opprobrium of the pro¬ 
fession; perhaps we have held our heads too high 
and dreamed too many bacteriological dreams, for¬ 
getting that the first word must be said before the last 
can be added. 

It will be urged that we all have very decided 
opinions, grounded on our individual experiences, as 
to how each of these questions could be answered. So 
had our predecessors upon the topics of urban and 
rural mortality, upon the increase or decline of 
phthisis. But yet, as Simon pointed out, it really did 
require a Farr and the numerical method to produce 
anything like unanimity of opinion upon these matters. 
The Odes of Horace are better reading than the j 
remarks of Caesar on the Gallic wars, but it is well 
to read the Gallic wars before tackling Horace. No 
arithmetical averages, not even with their “ probable 
errors” ground out to the last decimal and flanked 
with algebra of the most imposing unintelligibility, can 
be a substitute for the clinical researches of a Sir 
James Mackenzie; but they may serve as stepping- 
stones along a path which many have shunned and in 
which others have stumbled. The plain fact is that 
much the greater part of the clinical experience 
gained by each generation dies with its possessors. 
Much is in truth incommunicable; we profit very 
little, and can profit very little, from the mistakes 
of our fathers. But a residuum is communicable and 
has been lost because there has been no common 
medium of exchange. 

A Ministry of Health Scheme . 

A few months ago a committee appointed by the 
Minister of Health projected a scheme by means of 
which it was intended to make the communicable 
experience of all available to all. With the question 
whether the details of this scheme were good, bad, pr 
indifferent we have here no concern. But the manner 
in which it was criticised, the principles of the opposi¬ 
tion to it, revealed, as we think, a strange ignor¬ 
ance of the history of our art and of the means 
by which it has been improved. The historical im¬ 
portance of such men as Sydenham and Huxham was 
due to their determination to describe and record 
objectively the facts of their experience. “ He strove,” 
said Haeser, in the most discerning criticism of the 
English Hippocrates which has been produced, “not to 
discover mysterious arcana, but by the attentive 
observation of diseases, especially of the commonest 
sorts, to discern the nature of changes at the back of 
them, their being (Wosen), and by means of knowledge 
thus won to discover how to treat them.” 10 But 
without the stepping-stones, the aids to clear thinking, 
which arithmetic affords the physician just as it does 
the statesman, these efforts fail. The medical officer 
of to-day finds Graunt more intelligible and helpful 
than most clinicians find Sydenham. Arithmetic, or 
even algebra, is a bad master, but it is a good servant. 
When this truth has been realised, the question of 
medical records will appear in better perspective and 
the possibility of clinical research, not for the gifted 
few alone, but tar all, will be admitted. 
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THE HORSLEY MEMORIAL. 


The organisation formed in November, 1920, to secure 
in permanent form the recognition of the life and work 
of Sir Victor Horsley has now published a third list of 
subscriptions, promised and received, as follows:— 

£ 8. d. 

Mr. L. H. S. Scott. 25 0 0 

Dr. J. S. Risien Russell . 21 0 0 

Dr. Janet E. Lane-Claypon, Dr. foster Kennedy (New 
York), Dr. Herbert Spencer, Dr. Charles Hamilton, 

Dr. G. G. Turner, Mr. Percy Flemming, Dr. N. S. Finzi, 

Sir William T. Lister, Mr. Bilton Pollard, Dr. L. 

Gordon Hopkins, Dr. J. H. Parsons, F.R.S., Dr. Dennis 

Embleton . each 5 5 0 

Mr. H. J. Spratt, Mr. John Dilloy. each 5 0 0 

Anonymous (per Dr. H. Batty Shaw), Dr. Hyde Marriott, 

Miss P. Whitaker, Professor T. R. Elliott, F.R.S., Dr. 

A. M. H. Gray, Dr. T. H. Ionides, Dr. G. E. Waugh, Dr. 

Amend Routh, Sir John Williams, Dr. R. H. Marten 

(Adelaide) . each 3 5 0 

Professor Winkler (Utrecht). 3 0 0 

Dr. E. D. Davis, Dr. Byrom Bramwell, Dr. E. Deanesly, 

Mr. W. Gifford Nash, 8ir E. Sharpey Schafer, Dr. 

H. C. G. Semon, Dr. A. G. Phear, Sir John Tweedy, Dr. 

J. H. E. Brock, Dr. A. J. Blaxland, Dr. B. B. Godgil, Dr. 

F. G. Penrose . each 2 2 0 

Dr. Charles Brook, Professor W. W. Keen (Philadelphia), 

Dr. A. A. Lendon (Adelaide). each 2 0 0 

Sir James Barr, Dr. J. J. Powell, Dr. Charles Smith, Dr. 

E. B. Ffennell, Miss Kirkaldy, Dr. Seymour Taylor, Dr. 

G. Hall, Dr. W. 8. Sheldon, Dr. Howell Rees, Dr. D. 

Farnell, Dr. E. H. Young, Mr. E. A. Bullmore, Surgeon- 
Commander C. B. Fairbank, Dr. W. H. Paine, Dr. 

J. 8. H. Roberts, Dr. S. Williams, Dr. O. P. Turner, Dr. 

C. D. Holds worth. Dr. P. J. Le Riche. Dr. G. H. 

Hunter . each 110 

Miss M. Breay, Miss M. K. Longffeld. each 10 0 

Miss M. Lord. 0 5 0 

Mrs. Pitt . 0 2 0 

Dutch Branch of International League against Epilepsy 

(per Dr. Muskens) . 10 0 

Society for the Prevention of Hydrophobia (per Mr. 

F. W. Fletcher). . . 5 5 0 

The total acknowledged in previous lists is £606; 
these lists appeared in The Lancet, 1921, Jan. 1st, 
p. 46, and Feb. 19th, p. 407. 

Further subscriptions may be paid to either of the 
hon. treasurers, Sir Frederick Mott, K.B.E., Mandsley 
Neurological Hospital, Denmark Hill, S.E.5, and Dr. 
H. H. Tooth, C.B., C.M.G., 34, Harley-street, W.l, or 
to the hon. secretaries, Sir W. Arbuthnot Lane, Bart., 
G.B., 21, Cavendish-square, W.l, and Mr. Edward J. 
Domville, O.B.E., Symondsbury, Bridport. 


URBAN VITAL STATISTICS. 

(Week ended April 30th, 1921.) 

English and Welsh Towns .—In the 96 English and Welsh 
towns, with an aggregate population estimated at 
18} million persons, the annual rate of mortality, whioh 
bad been 12-5 in each of the three preceding weeks, was 
again 12*5 per 1000. In London, with a population of 
million persons, the death-rate was 12*1, or 0*5 per 
1000 below that recorded in the previous week, while among 
the remaining towns the rates ranged from 6*4 in Grimsby, 
6*5 in Rhondda, and 7*3 in Northampton, to 19*4 in Barnsley, 
20*4 in Oldham, and 21*8 in Dewsbury. The principal 
epidemic diseases caused 204 deaths, which corresponded to 
an annual rate of 0*6 per 1000, and comprised 60 from infantile 
diarrhoea, 54 from whooping-cough, 40 from diphtheria, 33 from 
measles, 14 from scarlet fever, and 3 from enterio fever. 
Measles caused a death-rate of 1*1 in Newcastle-on-Tyne, 1*2 
in Gateshead, and 1*4 in Barrow-in-Furness. There were 
3255 cases of scarlet fever, 2453 of diphtheria, and 1 of 
small-pox under treatment in the Metropolitan Asylums 
Hospitals and the London Fever Hospital, against 3307, 
2564, and 0 respectively at the end of the previous week; 
the case of small-pox was admitted from Holborn. During 
the week ended April 23rd only 1 case of encephalitis 
lethargica belonging to Southwark was notified in the 
County of London. The causes of 27 of the 4460 deaths 
in the 96 towns were uncertified, of which 6 were registered 
in Birmingham and 3 in South Shields. 

Scottish Towns.— In the 16 largest Scottish towns, with an 
aggregate population estimated at nearly 2& million persons, 
the annual rate of mortality, which had been 15*1,14*6, and 
14*6 in the three preceding weeks, rose to 15*0 per 1000. 
The 321 deaths in Glasgow corresponded to an annual rate 
of 15*2 per 1000, and included 30 from whooping-cough, 
6 from infantile diarrhoea, 2 each from scarlet fever and 
diphtheria, and 1 from enterio fever. The 123 deaths in 
Edinburgh were equal to a rate of 14*4 per 1000, and 
included 3 from diphtheria, 2 from measles, and 1 from 
infantile diarrhoea. 
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Ccrnspnfcttue. 


“ Audi alteram partem.” 

THE QUESTION OF A TRADE-UNION IN 
MEDICINE. 

To the Editor of The Lancet. 

Sir,— Every right-minded practitioner must agree 
that a strike among medical men, involving the neglect 
of patients, is unthinkable. But there is another aspect 
of the subject which has, perhaps, been overlooked. 
Doctors are a State-protected body, and, that being so, 
have they the moral right to use the strike weapon ? 
The police are not allowed to use it, and if the miners 
were to get their wish—State protection—the right to 
strike would have eventually to be taken from them. 
Eventually, for no Conservative, Liberal, or Coalition 
Government would be likely to pass such a measure ; 
but when the Labour Government comes it will prob¬ 
ably find itself obliged to do so. Russia has already 
found the necessity of such legislation. Would it not 
be a pity to have to wait for a Labour Government to 
teach ns the difference between right and wrong ? 

I am, Sir, yours faithfully, 

Keswick, May 1st, 1921. W. D. ANDERSON. 

THE INTERNECINE VENEREAL CAMPAIGN. 

To the Editor of The Lancet. 

Sib,—I have studiously abstained from controversy 
and have for several months past, as letters in my 
possession prove, been engaged in frank and friendly dis¬ 
cussion both with Lord Willoughby de Broke, and other 
members of his Society, in an endeavour to end the 
schism that is doing much harm to the warfare against 
venereal diseases. I feel bound now to point out to 
the public that two things only hinder the progress of 
negotiations. First the sending of letters to the press 
by the same post as that by which they have been sent 
to me—a discourtesy which has twice taken place and 
makes frankness impossible ; and secondly, and more 
seriously, the undeviating way in which the Times has 
given publicity to Lord Willoughby de Broke’s Society, 
and suppressed—or most misleadingly summarised— 
the attitude of the National Council. 

An instance of its partiality occurred on' the publica¬ 
tion of the report of the Bishop of Birmingham’s 
Committee. This was at once described by the Times 
as the case of the Society for the Prevention of Venereal 
Disease, a parenthetical comment which the most 
prominent member of that Society admitted to me to 
be Incorrect. An even worse instance has just occurred. 
The Times has quoted at length from a letter sent to 
me by Lord Willoughby de Broke, and has not quoted— 
and has never done other than very briefly and mis¬ 
leadingly summarised—the definition of the National 
Council’s policy to which Lord Willoughby de Broke’s 
letter was in reply. It has refused to publish the letter 
I at once wrote, even though I was drawing attention 
to action for which Lord Willoughby de Broke has 
subsequently expressed full and frank regret. 

It is time that the public understood the reason; 
no one can be impartial on a matter he has already 
prejudged, and the “ Medical Correspondent” of the 
Times who comes before the public anonymously as an 
impartial commentator is a member of Lord Willoughby 
de Broke’s Executive Committee. 

In these circumstances, I ask permission to state in 
your columns what I am refused permission to state in 
che Times —namely, that between the policy of the 
National Council, as defined at our general meeting on 
March 22nd, 1921, and that of Lord Willoughby de 
Broke’s Society, there is now admitted to be but one 
real point of difference; that lies in the inability of 
the latter to accept the following sentences of our 
definition of policy:— 

“ Detailed official instructions as to the use of disinfectants 
»n this connexion will, if issued to the public on sale with 
the disinfectants, not only have an appearance of official 


condonation but also lead to'the assumption that such dis¬ 
infectants are an official guarantee to the purchaser against 
contracting disease; moreover, such instructions, unless 
followed with scrupulous exactness after definite and 
personal tuition in their practice, may lead to an aggrava¬ 
tion rather than a diminution of the incidence of these 
diseases.” 

Nevertheless, these sentences express not merely the 
truth, but the truth which is daily receiving greater 
recognition, and I have no doubt whatever, that even 
in spite of suppression and misrepresentation, truth 
will continue to prevail. I am even hopeful that Lord 
Willoughby de Broke, who has been frank and courteous 
throughout all our conversations, when allowed to 
speak through his own voice, will find the courage to 
shake himself free of the influences which are alone 
keeping the schism open, and so enable it to be 
harmoniously closed, to the great advantage of the 
campaign which we both have sincerely at heart. 

I am, Sir, yours faithfully, 

Gorell, 

President, National Council for Combating 

May 2nd, 1921. Venereal Diseases. 

*,* From an implied personality in this letter two 
reflections may arise. First, it is an assumption 
that ‘‘Our Medical Correspondent” in a lay paper is 
an individual. Secondly, a “correspondent” does 
not dictate the editorial policy of a journal.—E d. L. 

THE TREATMENT OF DIABETES MELLITUS 
To the Editor of The Lancet. 

" Be not the first by whom the new Is tried, 

Nor yet the last to cast the old aside." 

Sir, —Pope’s advice may be taken to apply to the 
medical practitioner. This letter is a plea to every 
practitioner not to be the last to cast aside the old 
treatment of diabetes mellitus by continuing to prescribe 
a diet of unlimited protein and fat. It is no easy 
matter to decide whether fat or protein in unlimited 
quantities is the more injurious, although there is little 
doubt that excessive fat ushers the young patient into 
the next world more rapidly than excessive protein, by 
causing an early and often fatal acidosis. Unlimited 
or excessive protein is more insidious in its action. The 
patient does not die rapidly, but the disease advances 
rapidly and a stage is reached in which the changes in 
the pancreas are so profound that treatment by 
alimentary rest and under-nutrition is rendered 
nugatory. The observations upon which statements 
are made should always accompany these statements. 
Shortly after adopting the Allen treatment df diabetes 
mellitus in 1915, I found that the cases which reacted 
best to the treatment were comparatively young people 
who had developed the disease recently, and that those 
who had been treated by the so-called Pavy treatment 
for months or years had very low tolerance for food in 
general; that is to say, that unless tho amount of the 
carbohydrate, protein, and fat in the diet was very 
small, sugar persisted in the urine, the blood sugar 
was over 0*18 per cent., and the disease progressed. 
Still further, one received the impression that the 
patients who had adhered most strictly to the orders 
of their medical advisers to refrain from any food 
containing carbohydrate, and had taken large quantities 
of breads ^id biscuits made with protein, were the 
most refractory to treatment. 

Clinical observation anticipated experimental evi¬ 
dence. Allen 1 recorded his observations upon dogs of 
the results produced by protein excess. He removed 
six-sevenths of the pancreas from a dog ; for three days 
there was glycosuria without feeding. Upon a meat 
diet there was a heavy continuous glycosuria, and when 
this diet was maintained for some time it led to a 
condition which did not yield to a nine days’ fast. 
Since the same observer has kept dogs alive for six 
years with no greater proportions of pancreas he con¬ 
cludes that “ the downward progress observed in 
animals on excessive diets is purely the result of food 
injury; in other words, to functional over-stimulation of 
the pancreas as an endocrine organ.” It is therefore 
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clear that as soon as the diagnosis of diabetes mellitus 
has been established in a young subject a diet restricted 
in every way should be ordered, preparatory to making 
arrangements for estimating the optimum diet; and on 
no account should unlimited proteins be allowed either 
as meat or special breads, or in any other form, lest the 
excess of protein cause an inflammatory change in the 
pancreas, which materially diminishes the chance of 
prolonging the patient’s life. 

In my opinion, placing a young diabetic upon a diet 
with unlimited fat and protein is like treating an early 
case of carcinoma of the sigmoid with hyoscyamus— 
the symptoms may be alleviated for a time, but when 
intestinal obstruction occurs it is found that the growth 
has extended too far to permit of removal, and the 
patient’s life can be prolonged only slightly. When a 
young diabetic is treated with unlimited protein the 
disease extends too, and upon the present-day treat¬ 
ment being adopted it is found that life can be prolonged 
only slightly. I am, Sir, yours faithfully, 

Portland-place, W., April 29th. 1921. O. LEYTON. 


THE HYGIENE OF THE SAILOR. 

To the Editor of The Lancet. 

Sir,—I n The Lancet of Jan. 25th, 1921, I have 
just read “The Hygiene of the Sailor,” having pre¬ 
viously read all your correspondent’s reports in various 
sections dealing with this matter on some of the larger 
ships. Having spent six years at sea in 13 different 
steamship companies as ship surgeon, a few points not 
touched on may be of interest in connexion with the 
Mercantile Marine, dealing with not only the sailor, 
but the surgeon who looks after him. Possibly some 
of my “points” will reach the man with the “club,” 
for only in this way is improvement to be attained. 

First, with regard to the Board of Trade scale of drugs. 
This is quite antiquated. It only requires a practical 
man with sea experience in the tropics to discover its 
inadequacy. My suggestion is that a new scale should be 
prepared by medical men having sea experience. 

Second, appointment of the ship surgeon. No man ought 
to be appointed till he can produce evidence of his fitness to 
carry out the duties of this post. This should be judged by 
fl) having held a post as house surgeon to a hospital; 
(2) previous shore surgical experience, as in a colliery 
district; (3) practice on land for a certain period; (4) the 
holding of a diploma in tropical medicine (if he is intending 
to travel East, West Indies, or South American ports). 

Third, a ship surgeon’s bureau. All intending ship surgeons 
should be compelled to register at a central bureau, which 
might be in London or Liverpool. At this office informa¬ 
tion as to medical qualifications, previous sea experience (if 
any), hospital appointments, and references from at least 
three independent sources as to moral character and ability 
would be available. This would to a definite degree eliminate 
the “ wasters.” 

Fourth, on ships carrying wireless. A list of all surgeons 
on the various ships carrying wireless should be available by 
means of a printed slip given to the wireless operator of each 
ship. This list could easily be brought up to date at the 
beginning of each month. In this way one doctor could ring 
up the man he desired in an emergency, as has been done 
recently, with benefit to surgeon and patient. 

Fifth* report as to surgeon’s capability. At the con¬ 
clusion of each voyage a report should be filled in by the 
commander as to the surgeon’s medical capability, conduct, 
general character,and reliability. 

Sixth, testimonials. All testimonials shdfcild be only 
obtained through the central bureau alone, and would in 
this way be of intrinsic value. 

Seventh, inspection of ships prior to sailing. Inspectors 
should be appointed to visit all ships at the principal ports 
the day prior to sailing and inspect as in the following 
manner: (a) see if there is adequate supply of water to 
all baths and latrines throughout the ship ; (b) inspection of 
all water carried for drinking purposes ; (c) inspection of all 
water-pipes used for sanitary purposes; (d) visit all store¬ 
rooms for food, pantries, cabins, hospital, laundry, butcher’s 
Bhops, looking into their sanitary condition and fitness 
for the purpose for which they are supplied; <V) overhaul 
all medical and surgical stores as to their sufficiency and 
good condition. Three reports should be made—one for the 
captain, one for the company, and one for the Board of 
Trade (that for the captain to be available for surgeon’s 
inspection). By this means urgent requirements could be 
attended to at once, and those of less importance be dealt 
with on the return to the home port. 


During my six years at sea I found that in every 
case, unless I had carried a small stock of drugs of my 
own, the supplies were quite inadequate. Testimonials 
were only given by the company, and were of such a 
stereotyped style that all real value was lost. 

The urgent need of to-day is better accommodation for 
sailors and firemen. When one has to lay a man up 
on board ship, where does ho go *? If it is an urgent 
case, and one has the hospital, he goes there. In 
numbers of cases there is either no hospital accom¬ 
modation or the case is not bad enough for that, and 
he is told to “go for’rard, and turn in.” As Kipling 
has it, “ Lord, what do they understand? ” By “ they” 
I mean directors, owners, and the man on top. The 
tuming-in process takes place amidst the “odour” of 
meals, mixed (!) tobaccos, and the constant chatter of 
the last man off watch. Then comes the question of 
treatment. “ Oh, anything will do for him.” Have 
you heard this from the steward ? No, but I have, and 
only by putting one’s foot down was it possible to get what 
one ordered, or what the A.B. ought to have. Hygiene 
on broad lines is splendid, and ventilation a fine thing, 
but for the Lord’s sake give the man in the fo’c’stle 
a place where he can have some recreation when he 
comes off watch, and a place where he can smoke 
without turning his sleeping quarters into a fourth- 
rate railway smoking compartment. 

“We don’t treat eyes. ’ ’ This from the superintendent 
of a large shipping company. And, again—“ Oh, well, 
perhaps we may put one or two things in the ship the 
next time.” This is no exaggeration, but actually 
occurred to me. “ Want the hospital for a sick man, 
doctor? But I have several cases of literature in it, and 
what shall I do with them ? ” I replied, I hope fairly 
forcibly, that a sick man took precedence—and the hos¬ 
pital was clewed! I could give you many more 
instances of matters requiring reform, but perhaps the 
above will suffice. 

I am, Sir, yours faithfully, 

Leonard L. Burton, 

Late Surgeon, Pacific R.M.S.P. Co., Ac. 

Dargaville, N.Z., March 8th, 1921. 

*** In the Merchant Marine “ the urgent need of to-day is 
better accommodation for sailors and firemen.” Dr. Burton, 
in so saying, reasserts the principle which The Lancet, 
knowing how bad were the conditions of life for the 
crews on board merchant ships, has been impressing on its 
readers. In the finer, newer ships better conditions are 
gradually being introduced. A mess-room, apart from the 
sleeping places, exists in the large Western Ocean Express 
steamers, for example, and in the Achilles. The want 
of hospitals on board, or “sick-bays” for the crew, is 
also being met, though medical officers are often faced by 
hesitations when they seek to have hospital cabins pro¬ 
vided, which may mean sudden removal of stores or of 
unauthorised persons who have been allowed to occupy 
the available accommodation. Dr. Burton’s claims on behalf 
of medical officers will awaken sympathetic vibrations in the 
memories of former ship surgeons, and could be fully met by 
the establishment of a Mercantile Marine Medical Depart¬ 
ment, composed of medical officers responsible to the Board 
of Trade first, to the companies afterwards. But this 
might be unpopular with doctors unwilling to bind them¬ 
selves permanently to the sea, and the companies would 
much prefer to have their surgeons in the first place 
responsible to themselves. Dr. Burton’s letter is the out¬ 
come of experience. His seventh point, the detailed inspec- 
tion of a ship before sailing, may seem too far off for 
hope, but it is carried out on board every transport we have 
ever heard of, so there can be nothing impossible about its 
adoption.—E d. L. 


MEDICAL COOPERATION IN SHEFFIELD. 

To the Editor of THE LANCET. 

Sir,—I should like to add a few supplementary 
words to the interesting leading article in your issue 
of April 30th on “ Insurance Practice and Research.’ 
In the first place, Professor J. B. Leathes holds the 
post of consulting physiologist, not only at the Royal 
Infirmary, as stated in your article, but also at the 
Royal Hospital. At each institution Dr. C. G. Imrie is 
in charge, under Professor Leathes, of the clinical 
physiological laboratories. This ensures identical 
conditions for students attending at either place. As 
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a matter of fact, all the four voluntary hospitals in 
Sheffield have for some time been united for purposes 
of clinical teaching under the control of a joint repre¬ 
sentative committee, and students of the medical 
faculty are allotted for various periods to each institu¬ 
tion. Personally, I believe that this harmonious 
cooperation of the staffs of the four voluntary hospitals 
in connexion with the Faculty of Medicine has in¬ 
directly been a factor in leading up to the spontaneous 
and generous action of the Medical Panel Committee 
which you record. Just as your article shows that the 
clinician and the laboratory worker have found there is 
a mutual advantage in coming more closely together, 
so there have been, latterly, many signs, in this area 
at any rate, that the gulf which has for so long 
separated members of hospital staffs from general 
practitioners may soon be bridged over. 

The generous action of the Medical Panel Committee 
of Sheffield has laid a solid foundation for one pier of 
the bridge, and with this excellent start I have no 
doubt whatever that the structure will soon be com¬ 
plete. If such a “ rapprochement ” between hospital 
staffs on the one hand and general practitioners on the 
other can be realised here, there is no obvious reason 
why it should not be realised elsewhere. When such a 
thing once comes about it will require but little more 
to acquire all that is of real importance in the Dawson 
Committee’8 findings, and practically at very little cost. 

I am, Sir, yours faithfully, 

University of Sheffield. May 2nd, 1921. ARTHUR J. HALL. 


INTRAVENOUS INJECTION OF STIBENYL IN 
KALA-AZAR. 

To the Editor of The Lancet. 

Sir,— Referring to my paper in The Lancet of 
July 24th, 1920, entitled “ The Intravenous Use of 
Acetyl-aminophenyl Salt of Antimony (Stibenyl) in 
the Treatment of Human Trypanosomiasis and Kala- 
azar,” I have recently read 1 that severe and alarming 
symptoms have been reported from India following 
intravenous injection of the organic antimony com¬ 
pounds advocated for the treatment of kala-azar, and 
with which I obtained remarkable success in one 
particular case. In my own practice recently severe 
reactions—vomiting and diarrhoea—have ensued after 
the injection of 0*4 g. of these compounds. 

I venture, therefore, to suggest that further trials 
should be made with the acetyl-p-aminophenyl salts 
of antimony in doses smaller than those originally 
advocated in my original paper—say, commencing with 
doses of 0*05 and 0‘1 g. The explanation of this reaction 
in certain individuals is at present not forthcoming. 
I am of the opinion that a preparation of antimony, 
such as the acetyl-p-aminophenyl salt, will prove to be 
more specific for kala-azar than the potassium or sodium 
tartrates at present in use. 

I might add that my name has been used in con¬ 
nexion with advertisements of these antimony com¬ 
pounds in the medical press without my knowledge or 
consent.—I am, Sir, yours faithfully, 

Philip Manson-Bahr. 

Wejruioutk-atreet, W., April 28th, 1921. 


TEACHING OF OBSTETRICS IN INDIA. 

To the Editor of The Lancet. 

Sir,—A t a recent meeting of the Punjab Legislative 
Assembly at Lahore, the medical budget was reduced 
by 4 lakhs of rupees, thereby cutting short the initia¬ 
tion of a scheme to improve the education of Indian 
students in midwifery. Opinions will no doubt differ, 
even among those interested in medical education, as 
to the wisdom or otherwise of the Assembly’s action. 
The teaching of midwifery in India is beset with 
difficulties, and improvement is urgently needed in the 
interests of the medical profession. Indian women, 
like those of other Eastern countries, shrink from male 
attendance at the time of childbirth. The women of 
the country are practically all attended by untrained 

1 Mackie: Ind. Med. Gaz., February, 1921, vol. Ivi., No. 2, pp. 76-77. 


midwives, with a sprinkling of trained midwives and 
women doctors. Even those who consult male doctors 
freely enough at other times will not call him in for 
labour. 

Under these circumstances it may be asked, Why 
train Indian students in midwifery? Because, in the 
first place, it is necessary if Indian degrees are to be 
registrable in the United Kingdom. Again, an Indian 
doctor is frequently called in to serious midwifery 
cases after all the efforts of the midwife to deliver have 
failed. He may be called on to deliver a transverse 
presentation, where the shoulder has been impacted 
in the pelvis for 48 hours, or a woman whose pelvis is 
so contracted that two fingers cannot be passed in. 
Handicapped already by the inconvenience of a small 
dark room, by lack of skilled help, and by the suspicion 
and disapproval of the patient’s elderly female relatives, 
woe betide him if he also has no knowledge of mid¬ 
wifery ! The Indian doctor is also frequently consulted 
by his male patients about their female relatives, and 
has to advise and prescribe for the ailments of pregnancy 
and the puerperium, even if he never sees the patient. 
Sometimes his fate is to sit for hours outside a labour 
room directing a case on the reports of a questionably 
qualified midwife. He is also sometimes required to 
attend European women at their confinements, and the 
fact that he is suspected often to be incompetent to 
do so is a source of great anxiety to the European 
community. If Indian medical men had better training 
and more practical knowledge of obstetrics there can 
be little doubt that maternity conditions in India, at 
present deplorable, would improve. At present Indian 
medical men as a body do little to secure their 
improvement. 

Conditions as regards training in obstetrics differ 
in different parts of the country. In Madras there 
is a large Government Maternity Hospital, where 
thousands of children are delivered annually. Madras 
has a considerable Eurasian and low-caste population. 
There is much poverty, and a little money judiciously 
distributed among the patients has made it possible to 
organise this fine teaching institution, where both male 
medical students and midwives receive a good practical 
training. In Bombay and Calcutta also there are 
maternity hospitals with a number of cases varying 
from 1500 to 2000 annually, many of them abnormal. 
Many of the patients object to be examined by the male 
students, and so are relegated to the training of 
mid wives. 

The scantiness of the clinical material is shown by 
the fact that the universities require only six cases to 
be conducted before admission to examination, and to 
each case four students are allocated. There is nothing 
corresponding to the system in England by which 
medical students get a large part of their practical 
training in the homes of the poor, nor would such a 
system be possible in India. As one proceeds farther 
north prejudices become more acute, and in Lucknow 
and Lahore the labour cases treated in hospital are 
very few. In Lahore some years ago the medical 
students struck, and one of the causes of complaint 
was that students were frequently obliged to go up for 
the final examination without having seen a single 
case of labour. The authorities somewhat rashly 
promised to remedy this, and with that end in view 
it was proposed to build an up-to-date maternity hos¬ 
pital at Lahore and to offer money rewards to women 
who would enter it for delivery. 

While all must sympathise with the legitimate aspira¬ 
tions of the students and the deBire of the Government 
officials to provide a proper training, there will be many 
who agree that efforts on the part of Government to 
break down (in the interests of a small section) a 
domestic custom so rooted in the hearts of the people 
would be a dangerous matter. If the scheme were to 
be tried, it would surely be better to try it on a small 
scale in an existing ward and to build a special hospital 
only when the results had shown that practical success 
was certain to be attained. In the meantime it appears 
as if better use might be made of the material in the 
country. At present there is nothing to show whether 
an Indian medical man has any practical knowledge 
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of midwifery or not. A special Licence of Obstetrics 
might be instituted in all the universities, open to 
those who had held resident posts in maternity 
hospitals or who could produce satisfactory evidence 
of having attended 100 cases of labour. Post-graduate 
scholarships might be offered by local governments 
and arrangements made to allow the holders of these 
certificates facilities in the larger maternity hospitals. 
Maternity homes might be opened in connexion with 
large Eurasian communities, and the holders of the 
post-graduate scholarships appointed as resident 
medical officers. In such communities even an externe 
maternity department might be possible. Holders of 
the L.O. would be picked men, useful as teachers in 
medical schools and for appointment to those stations 
where midwifery is an important item in the work. 

In connexion with the education of the ordinary 
medical student more attention might well be paid to 
instruction in operative work with a dummy and 
preserved foetus, and less stress laid on vaginal exa¬ 
mination and on the witnessing of labour. It is these 
last items which form an insuperable barrier to most 
women who might otherwise enter a maternity ward. 
If a maternity ward were kept private, with an entirely 
female staff, and the male students were only allowed 
to enter it twice a week for the clinic, many more 
women would attend. The students would receive far 
more knowledge of midwifery from such clinics, which 
might include a good deal of abdominal examination of 
waiting cases, than they do from witnessing a case of 
labour at a distance in the midst of a crowd of men. 

One thing is clear. European medical men intro¬ 
ducing Western medicine in an Eastern country must 
be prepared to abandon details only suited to a Western 
environment, and to adopt new methods of teaching 
suited to the conditions found in the country if they are 
to attain the best possible results. 

I am, Sir, yours faithfully, 

April 4th, 1921. AUDAX. 

*** This letter, received from a well-informed source 
in India, may be taken as supplementing the passage 
in our leading article of April 9th, in which we 
expressed the hope that the difficulty in obtaining 
sufficient obstetric experience for Indian students 
would not prove insurmountable.—E d. L. 

“LIFE AFTER DEATH.” 

To the Editor of The Lancet. 

Sir,—T he adjustment between concrete and abstract 
knowledge is ever taking place, and sometimes it is 
sufficiently active to create some sort of disturbance in 
our mental outlook. When this affects our lay popula¬ 
tion, as the fashionable “ inquiry ” into spiritualism is 
now doing—an aftermath of war and suffering—we 
become concerned as to the national sanity; when it 
appears in our scientific press, as the annotation on 
Life After Death in the issue of The Lancet of 
April 23rd shows, we are made to realise that the 
purported happenings of spiritualism are left to only 
a few scientific men, and mainly to the mercies of lay¬ 
men who do not understand the little we ourselves 
know of the subliminal or unconscious mind. Tnus we 
are reminded that we are guilty of neglecting this 
means of studying the unconscious mind. 

That these spiritualistic phenomena are most probably 
the reactions of the unconscious mind, capable itself 
of error and misdirection, most men versed in psycho¬ 
logical findings will agree. But yet, as the atomic 
nucleus remains unknown in all but its mass and its 
radio-activity to the physicist, so does the uncon¬ 
scious remain equally unknown to the physician, 
who only knows those mental “ radiations ” mani¬ 
fested in his patient's dreams and in the storms 
of mental disease. The whole of the latent 
content of the mind remains, like the structure 
of the atomic nucleus, unknown. It seems, there¬ 
fore, that the interest of these phenomena lies in 
the aspect they present in the study of the uncon¬ 
scious mind, and investigation should not be left to a 
small scientific group which may be in error, far less 
to lay amateurs, who are more liable still to erroneous 


deductions. The student of the unconscious must 
remember that certain of its units of memory, 
the “ images lying dormant ” in the unconscious, 1 or the 
bases of the pyramids of memory complexes (Freud), 
are most apt to be revived in, and taken up from, 
the sitter by a psychic medium during certain mental 
states, and that it is the demonstration of this know¬ 
ledge acquired by the medium that is so liable to 
startle, convince, and lead astray anyone who sets 
himself the task to unravel the problem. 

It has been stated by responsible men that the 
unconscious can be definitely excluded as an explana¬ 
tion of these manifestations ; but this seems illogical; 
for it is impossible to exclude an entity as the cause of 
an effect while having only a limited knowledge of that 
entity, and this is more so in mental physics than else¬ 
where. For all we know the phenomena of “ material¬ 
isation ’ ’ may be the result of conscious or unconscious 
falsification on the part of the medium. On the other 
hand, it must be admitted that all our knowledge of 
reality is based on instinctive pre-knowledge—a property 
of the unconscious; further, we know that the events 
that follow the formation of a retinal image in our fields 
of vision and their relations to the objects that cause 
the stimulus, are subjected to a process of unconscious 
coordination so that we do not get an inverted and 
diplopic view of the external world. It seems that 
even our conception of external reality is guided and 
coordinated by the unconscious. 

I am, Sir, yours faithfully, 

April 30th, 1921. _’_M.D. 

THE DIET OF THE WEANLING. 

To the Editor of The Lancet. 

Sir,—T he diet of the weanling is a subject of 
immense importance, but, unhappily, one concerning 
which disastrous ignorance prevails in this country. 

Reference has been made in your correspondence 
columns concerning the amount of milk the weanling 
requires. Sir, the weanling requires no milk whatever. 
It amazes me that this elemental truth is not taught in 
our medical schools. Pure milk, whether from the 
cow, goat, mare, or ass, is a good enough food in 
moderation from the time of weaning to the end of the 
chapter, but—it is not essential. 

Another truth all but wholly overlooked in this 
country: the diet of the growing human from the 
time of weaning onwards should be such as shall 
enable the jaws to grow sufficiently to allow the whole 
32 permanent teeth to take up their proper position 
without jamming. So to feed our youth as not to allow 
the masticatory apparatus to develop normally is to 
rob them of their birthright, of what, indeed, is more 
truly their birthright than any gift which can be 
bequeathed by testament. A due appreciation of this 
truth would do more to improve the health of the 
community than all tho team-work carried on at our 
medical centres is likely to achieve in the next half- 
century. I say this while fully appreciating the good 
which is likely to accrue from this movement. 

So absorbed are we in the investigation of the obscure 
that we are in some danger of overlooking the 
glaringly obvious. 

I am, Sir, yours faithfully, 

Wim pole-street, W., April 30th, 1921. HARRY CAMPBELL. 


1 Cf. Jung: Collected Papers on Anal. Psyoh., 2nd ed.. pp. 374,410. 


Liverpool Maternity Hospital. —The annual 
meeting of this hospital was held on April 28th in the 
Town Hall, the Lord Mayor presiding. The annual report 
showed an increase in the number of patients, the hos¬ 
pital having been full the whole year; many cases had 
to be refused for lack of accommodation. During the 
year 27 women medical students and 68 men students 
took their midwifery practice at the hospital. Eighty-two 
pupil midwives took the prescribed course of training, and 
77 of these were successful in passing the examination of 
the Central Midwives Board. Sir William Hartley's 
generous offer of £25,000 and a site for a new hospital has 
been accepted, and the Board is about to raise additional 
funds to set abont building this hospital. On the year's 
workings there is a deficit of £1044, and the oomminee is 
anxious for increased contributions. 
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HENRY EDWARD JULER, P.R.C.S. Eng., 

CONSULTING OPHTHALMIC SURGEON, ST. MARY’S HOSPITAL. 

Mr. Henry Juler, whose death on April 23rd, from 
pneumonia, was recorded last week, was the son of Dr. 
H. C. Juler, a Suffolk practitioner, and received his 
medical education at St. Mary’s Hospital, London, where 
he held in succession the appointments of demonstrator 
of anatomy, medical registrar, and medical super¬ 
intendent. After post-graduate study in Paris and 
Berlin, he decided to devote himself to ophthalmic 
work, and was appointed clinical assistant to the Royal 
London Ophthalmic Hospital. At the same time he 
started practice in Wimpole-street, with the usual early 
struggles, which ultimately gave place to a very 
large practice in Cavendish-square. On his appoint¬ 
ment to the staff of the Royal Westminster Oph¬ 
thalmic Hospital, where was at that time abundant 
clinical material but no systematic teaching, he set 
himself with customary energy to remedy this and, 
with the assistance of his colleagues, laid the founda¬ 
tion of a successful school of ophthalmology. In 1884 
he was appointed to the ophthalmic staff of St. Mary’s 
Hospital as junior to Sir Anderson Critchett, whom he 
subsequently succeeded. It was then that he became 
deeply interested in the pathological side of ophthalmo¬ 
logy, many of the specimens prepared by him being 
now in the museum of the Royal College of Surgeons 
of England. 

Juler was not a prolific writer, but his “ Handbook of 
Ophthalmic Science and Practice” went through three 
editions and is still widely read here and in America. 
His Harveian lectures on Syphilitic Diseases of the 
Eye and its Appendages, delivered in December, 1897, 
were a judicious blend of accurate clinical and patho¬ 
logical observation, and his occasional contributions to 
medical societies were as much concerned with the basis 
of disease as with its manifestations. The same 
attitude is apparent in an introductory address to 
students delivered at St. Mary’s Hospital in 1893. 

Two of Mr. Juler’s friends and contemporaries have 
sent us an intimate account of his life and work, which 
may be quoted :— 

Juler was a man of untiring energy and enthusiasm, both 
in his work and in bis recreation. He was a familiar 
equestrian figure in Hyde Park in the early morning, 
educating his children in horsemanship. He rode fearlessly, 
not without occasional accidents, and his cheeriness of 
disposition carried others with him in sports and pastimes. 
His operative skill and dexterity were accompanied by a 
sympathetic consideration for the patient’s trouble which 
made him very popular as a consultant. Early in the war 
he lost his younger son, who was in the first Expeditionary 
Force, a blow from which he never quite recovered. Previous 
to this he had resigned his hospital appointments, but 
returned to work at the Westminster Ophthalmic Hospital 
during the period of stress. 

For the last two years he had been gradually retiring 
from practice, his elder son succeeding to his work. 
His loss is felt by a large circle of patients and 
friends, and much sympathy will be extended to his 
widow, surviving son, and three daughters. 


Death of Dr. Arthur P. Dobbs, of Athlone.— 
Great regret is felt both in his own neighbourhood and in 
Dublin at the death of Dr. Arthur Dobbs, one of the leading 
practitioners of the Irish midlands. He had been over¬ 
worked for years past, but had remained at his post. On 
April 20th he entered on his duties as usual, but felt ill in 
the course of the morning, and died in the afternoon. For 
many years he had practised in Athlone, and was held in 
respect and affection by all classes of the community. With 
a deep sense of the responsibility of professional work, he 
not only attended to his patients with the most scrupulous 
care, but as time permitted he kept in touch with modern 
knowledge by constant study and by post-graduate courses. 


Death of Dr. F. H. Pickin.—F rederick Harold 
Pickin, M.R.C.8. Eng., late Captain, R.A.M.C., who died 
suddenly on his birthday, April 28th, at the age of 45, 
received his medical education at the London Hospital and 
at Bristol, where he held resident appointments at the 
General Hospital. After qualifying in 1903, he was appointed 


assistant surgeon at All Saints Hospitab London, where his 
interest in urinary diseases began. His contributions to 
medical literature included a paper on A Routine Method 
of Examination in Gonorrhoea in the Male as a Guide to 
Treatment, which appeared in The Lancet, 1915, i., 76. 
At the time of his death he was hon. surgeon to out-patients 
at St. Paul’s Hospital for Skin and Genito-urinary Diseases. 


The late Dr. W. H. Woodger.— ^William 
Hawkley Woodger, who died suddenly on April 23rd at 
his residence in Newcastle-on-Tyne, was a well-known 
medical practitioner in that city. Educated at the Uni¬ 
versity of Durham, he obtained the triple Scottish qualifica¬ 
tion in 1905, and immediately entered into general practice 
at Newcastle. During the war he was employed on active 
service in Egypt, where he contracted malaria, from which 
he never fully recovered. He leaves a widow and three sons. 


Cjjt Strbices. 


ROYAL NAVAL MEDICAL SERVICE. 
Surgeon-Lieutenants to be Surgeon Lieutenant-Commanders: 
J. C. Sinclair and H. L. P. Peregrine. 

Surg. Lieut. (D.) A. T. Dally to be Surgeon Lieutenant-Corn- 
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ROYAL ARMY MEDICAL CORPS. 

Capt. E. Catford relinquishes the acting rank of Major. 

Temp. Capt. G. J. McGorty to be Captain. 

Lieutenauts (temporary Captains) to be Captains: A. rl. narias 
and E. N. P. Martland. , , A _ . . 

E. C. Fawcett, late temporary Captain, to be temporary Captain. 
Officers relinquishing their commissions: Temp. Majmr R. A. 
Beaver (retains the rank of Major). Temp. Capt. B . L. Dickson. 
Temporary Captains retaining the rank of Captain: J. Joule, 
W. Spiteri, G. Fleming, E. Bryceson, H. R. McNair, J. Crean, E. b. 
Joske, T. H. Jackson, and W. D. Perry. Temporary Lieutenants 
retaining the rank of Lieutenant: S. E. Price and W. A. Byrn. 

ARMY DF.NTAL CORPS. 

To be Majors: Temp. Majors W. T. Finlayson (from R.A.M.C.) 
and A. K. Macdonald (Dental Surgeon, from Special List), and 
Temp. Capt. (acting Major) J. A. Seymour (Dental Surgeon, from 
General List). Dental Surgeons to be Captains: Temp. Capts 
R. H. Bebb (from General List), A. B. W. Rust (from General List), 
E. Smith (from General List), A. B. Austin (from Special List), 
R. H. Mills (from Special List), and E. R. Saul (from Special List); 
A. F. Salsbury (from temporary Major, Special List). 

OVERSEAS FORCES. 

South African Medical, Corps.— Temp. Capt. G. S. Coghlan 
relinquishes his commission on completion of service, and retains 
the rank of Captain. 

TERRITORIAL FORCE. 

Capt. (acting Major) E. Osborne relinquishes the acting rank of 
Major on ceasing to be specially employed. .. . . . 

Capt. F. D. Marsh, from 1st Southern General Hospital, to l>e 
Captain. 

D. J. Davies to be Lieutenant. 

DEFENCE FORCE. 

To be temporary Majors: C. Walker, B. Addensbrooke, C. B. 
Baxter, 8. J. C. Holden, and L. R. Colledge. To be temporary 
Captains : A. Morris, C. H. Comerford, J. Morham. W. Guorge, 
A. C. H. McCullagh, S. J. Clegg, B. E. A. Batfc, H. Wilson, W. 
Tresawna, J. Grant-Morrin, O. H. Mavor, J. A. Stenhouse. H. L. 
Garson, A. Walker, H. K. Ward, E. Scott, and F. J. Morris. To be 
temporary Lieutenant: A. Fisher. _ 

4th London (D.F.) Field AmbulanceTo be temporary 

lieutenant: C. C. Coghlan. m x „ . 

5th London (D.F.) Field AmbulanceTo be temporary Major. 

p ) | ^ T i ftfli 

6th London (D.F.) Field AmbulanceTo be temporary Captains: 
T. Rowland and J. O. Thomas. To be temporary Lieutenant : 
[j. Samuels. . 

1st East Anglian Field Ambulance To be temporary 

Lieutenant-Colonel: H. F. Everett. To be temporary Captains : 
W. J. Rice, H. V. Walsh, C. S. Stadden, and W. S. Forbes. 

Sanitary Section:- To be temporary Captain: G. T. Stewart. 

1st South Midland Field Ambulance:—To be temporary 

Lieutenant-Colonel: W. Stobie. _ _ 

3rd (Home Counties) Field Ambulance (D.F.): —To be temporarj 
Lieutenant-Colonel:—H. G. G. Mackenzie. 

2nd (West Lancs.) Field Ambulance (D.F.):—To be temporary 

Lieutenant-Colonel: G.C. E. Simpson. _^ 

3rd (West Lancs.) Field Ambulance (D.F.):—To be temporarj 
Major: A. J. D. Riddett. 

2nd West Riding Field Ambulance (D.F.)To be temporary 
Major: T. R. Ken worthy. To be temporary Captain: D. F. 

D 3rd°West Riding Field Ambulance (D.F.):—To be tem^nucy 
Major: E. F. Skinner. To be temporary Captains: «. A. scant, 
W. T. D. Mart, and R. E. Pleasance. 

2nd (Wessex) Field Ambulance (D.F.):—To be temporary 

Lieutenant-Colonel: C. M. Kennedy. _ 

3rd (Wessex) Field Ambulance (D.F.):—To be temporarj 
Lieutenant-Colonel: E. Alderson. 

ROYAL AIR FORCE. 

The undermentioned are granted temporary commissions as 
Flight Lioutenante : O. P. Barber, J. F. P. Gallagher,, H. O. E. Quin. 
Capt. G. M. Mellor is transferred to the unemployed list. 
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Jjarliamentarg Jnfclligmte. 

HOUSE OF] LORDS. 

Tuesday, May 3rd. 

Public Health (Tuberculosis) Bill. 

The Earl of Onslow (Parliamentary Secretary of the 
Ministiw of Health), in moving the second reading of the 
Public Health (Tuberculosis) Bill, said that the deaths from 
tuberculosis during the past six years were as follows :—1915, 
54,295; 1916, 53,858; 1917, 55,734*; 1918, 58,073; 1919, 46,312; 
1920, 42,545. The drop in the figures in the last two years 
was mainly due to the valuable services rendered by the 
county councils in combating disease, and afforded proof 
of the immense gain to the nation through their work. 
The number of beds provided for tuberculosis patients by 
the local authorities and voluntary institutions had increased 
since 1912 from 4300 to 17,447. 

Lord Strachie said that, on the whole, the county 
councils were fairlv satisfied with the Bill, and were obliged 
to the Ministry of Health for the way in which they had 
considered many amendments they had suggested. They 
approached the Bill in no hostile spirit. The feeling at the 
meeting of the County Councils Association was that as the 
Bill made sanatorium treatment compulsory on the county 
councils the obligation to pay for the same should also be 
compulsory. 

The Earl of Onslow said that the Government had 
promised to find £300,000 to reimburse the councils plus 
a further grant this year of £1,000,000. It was the fixed and 
firm policy of the Government to continue this institutional 
treatment of tuberculosis. 

Lord Sydenham asked whether the figures mentioned by 
the noble lord represented the maximum annual expendi¬ 
ture under this bill. 

The Earl of Onslow said that the block grant might be 
regarded as final, but the £200,000 depended on the amount 
that the councils spent on the approved schemes each year. 

Lord Harris protested against the enormous charge 
which was being thrown on the rates for this purpose. The 
treatment of tuberculous people was a national object and 
their cure was a national advantage. Why, then, Bhould 
such a very large proportion of the cost be thrown on the 
rates ? Why should it not be 25 per cent, on the rates and 
75 per cent, on the Exchequer ? 

The Bill was read a second time. 


HOUSE OF COMMONS. 

Thursday, April 28th. 

Grouping of Medical Appeal Boards. 

Mr. Waterson asked the Miuister of Pensions whether 
there had been any joining together of medical appeal 
boards; if so, for what purpose; and under what powers 
such had been done.—Mr. Macpherson replied: The answer 
to the first part of the question is in the negative. Perhaps 
my honourable friend has in mind an administrative arrange¬ 
ment by which, in certain large areas, a number of boards 
may be grouped for supervision under one Deputy Commis¬ 
sioner of Medical Services, each board, however, retaining 
its own chairman. 

University Students and Defence Force. 

Mr. Kendall asked the Secretary for War what action he 
intended taking on the letter received from Sir I. Owen, 
Vice-Chancellor of the University of Bristol, which pointed 
out the importance of university students being released 
from the Defence Force at the earliest possible moment.— 
Sir Charles Oman asked the Secretary for War whether he 
would take measures to secure the prompt demobilisation of 
those university students who were still retained by their 
colonels m the battalions of the Defence Force, when the 
large majority of such persons had been granted leave to 
return to their studies and examinations, as cases of great 
hardship were being reported by university authorities.— 
Sir L. Worthington-Evans replied: It is not possible to 
give leave to students from the Defence Force without at 
the same time giving leave to others who may desire it on 
urgent grounds. It is hoped, however, that the present 
negotiations will lead to a speedy settlement, when steps 
will be taken to demobilise the Defence Force. 

Medical Equipment of Auxiliary Division , R.I.C. 

Lieutenant-Colonel Walter Guinness asked the Chief 
Secretary to the Lord Lieutenant of Ireland whether the 
Auxiliary Division, Royal Irish Constabulary, were still 
entirely without medical staff or ambulances; and whether, 
in view of the very dangerous work and heavy casualties 
which their units were now sustaining, he would consult 
the Director of Medical Servioes as to the advisability of 


attaching to each company one motor ambulance, one 
medical non-commissioned officer, and two medical orderlies. 
—Sir H. Greenwood replied: As stated by my right honour¬ 
able friend, the Attorney-General (Mr. Henry), in reply to a 
question on this subject on April 14th, the Auxiliary Division 
is not provided with its own special medical transport, but 
ambulances and other necessaries of medical equipment are 
borrowed from the Regular Forces as and when required. 

I have inquired into the working of this arrangement, and 
am assured that it is found to answer satisfactorily, as the 
whereabouts of neighbouring military stations are well 
known and can be communicated with easily in the event of 
casualties occurring. 

Supervision of Private Vaccine Farms. 

Mr. Hayday asked the Minister of Agriculture whether 
his department exercised any supervision over the private 
vaccine farms in this country in which vaccine lymph was 
manufactured, having regard to the fact that at least two 
outbreaks of foot-and-mouth disease in the United States of 
America had been attributed by the authorities to the use of 
contaminated vaccine lymph on private vaccine farms- 
Sir. A. Boscawen replied : The Ministry exercises no super¬ 
vision or control over private vaccine farms in this country 
in which vaccine lymph is manufactured. I may add thtt 
the Ministry has inquired into hundreds of outbreaks of 
foot-and-mouth disease in this country since the report from 
the United States of America was published, but in no case 
has any evidence been obtained that foot-and-mouth disease 
has ever been introduced into Great Britain through the 
medium of vaccine lymph. 

Proposed Reduction of Government Medical Staff. 

Major Sir Keith Fraser asked the Minister of Health 
what necessity there was for having increased the number 
of medical men on the public health staff in the direct 
service of the Government from 39, who performed the 
functions under the Local Government Board in 1914, to 100, 
at present employed by the Minister of Health, at an annual 
cost which was increased from £26,871 15s. 9 d. in 1914 to 
£130,630 3s. in 1920; and whether he proposed to take any 
steps to reduce the numbers and cost.—Sir A. Mond replied : 

I am inquiring into the functions and numbers of the 
medical branch of the Ministry, and pending the result of 
the inquiries have given instructions that no vacancies 
arising in the medical branch are to be filled. 

Educational Food Leaflet. 

Colonel Sir Arthur Holbrook asked the Minister of 
Health when it was proposed to issne the educational food 
leaflet, the draft of which was submitted early iu March, 
with a memorial on this subject from medical, scientific, 
health, and other associations ; and would he deal with the 
matter as one of urgent importance, having regard to the 
resent general distress and the consequent necessity for 
iBseminating knowledge of healthy, nomishing, sod 
economical foods.—Sir A. Mond replied: The matter is 
receiving attention and I will see whether any useful 
purpose can be served by issuing any such pamphlet. 

Protection against Small-pox. 

Mr. Frederick Green asked the Minister of Health, in 
view of the statement contained on page 219 of the annual 
report of the chief medical officer of the Ministry for the 
year 1919-20 that cases of small-pox did not occur after 
recent successful re-vacoination, how recent re-vaccination 
should be in order to be absolutely protective; and what 
were the characteristics represented bv the word successful. 
—Sir A. Mond replied: I am advised that the protection 
against small-pox infection by efficient vaccination is practi 
cally absolute during the early years following the operation 
and that in the great majority of cases the protection 
remains effective np to the tenth or eleventh year after 
vaccination. The evidence of successful vaccination is the 
production at the seat of inoculation of the characteristic 
lesions followed by well-defined marks. 

Monday, May 2nd. 

The Spahlinger Treatment . 

Mr. Higham asked the Prime Minister whether he would 
consider the advisability of appointing a commission to 
investigate at once the merits of the Spahlinger treatment 
for consumption, particularly in view of the fact that 18 
persons were treated in England with this serum in 1913-N 
when they were in the third degree of consumption, and 
to-day these persons were well and able to carry on their 
former occupations; and whether, in view of this fact aud 
also that 40,000 people died of consumption annually in this 
country, he would consider it desirable to exhaust even 
means in his power to secure the Spahlinger treatment for 
this country so that it might be available to all people 
suffering from consumption in any of its stages.—Sir A. 
Mond (Minister of Health) replied: I may remind my 
honourable friend that the question of the merits of the 
Spahlinger treatment for consumption have been under 
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consideration by the responsible medical authorities in this 
country since 1914; and during the last few months the 
Ministry of Health, following their usual practice of investi¬ 
gating the efficacy of all new methods of treatment for 
tuberculosis which are brought forward, have given further 
special attention to the matter at the particular request of 
Mr. Spahlinger. The difficulty in the case is, however, that 
the serum itself and reliable details of the clinical evidence 
in support of its use are not forthcoming. An undertaking 
has, however, been given that when supplies of this serum 
become available for independent and scientific investigation 
in this country the Ministry of Health will facilitate an 
exhaustive examination of its efficacy. The appointment of 
a commission as suggested by my honourable friend would 
not therefore appear to be of any advantage at the present 
time. I think it desirable to emphasise that in the opinion 
of my medical advisers there is not yet available a sufficient 
body of evidence to justify the claims made for this 
treatment. 

Cost of the Ministry of Health. 


Mr. Mills asked the Minister of Health if he would submit 
a return showing the total expenditure defrayed out of 
national funds in respect of each of the administrative 
seotions under the control of his department during each of 
the last two completed financial years, and also the estimated 
similar expenditure in respect of the current financial 
vear.—Sir A. Mond replied: I am not quite clear what the 
honourable Member has in mind. If, as I assume to be the 
caBe, he refers to grants made by the department out oi 
voted moneys towards the cost of housing, national health, 
insurance, and miscellaneous health services, the informa¬ 
tion is as follows:— 


Expenditure. 


1919-20 1920-21 

£ £ 

Housing . 24,109 3,145,888 

National Health Services ... 6,596,436 7,713,704 
Miscellaneous „ „ ... 777,142 2,451,059 


Estimated 

expenditure. 


1921-22 

£ 


. 11,000,000 

. 8,500,000 

. 3,000,000 


Indian Medical Service Appeals. 

Major Glyn asked the Secretary for India whether British 
officers of the Indian Medical Service had any right of 
appeal if the contention was upheld that such officers had 
no right of appeal under Section 42 of the Army Act, and 
with special reference to the notification in the London 
Gazette of March 15th, p. 2099 ; and, if so, by what procedure 
they could appeal.—Mr. Montagu replied : I am advised that 
officers of the Indian Medical Service have no right of 
appeal under Section 42 of the Army Act, but have a right 
of appeal to the Governor-General under Section 180 (2) (d) 
of that Act. If dissatisfied with his orders they may then 
appeal to the Secretary of State for India, and through him 
to H.M. the King. 

Small-pox and Vaccination. 

Mr. Robert Young asked the Minister of Health if his 
attention had been called to the following figures relating to 
the cases of small-pox notified in 1919—namely, 294—as 
shown on pages 34 and 39 of the First Annual Report of the 
Minister of Health, and pages 27 and 241 of the Annual 
Report of the Chief Medical Officer for 1919-20; 288, as shown 
on page 215 of the last-named Report; and 361, as shown on 
page Ixviii. of the Registrar-General’s Annual Report; if he 
would state the reason for these differences and say what 
was the total number of cases notified or discovered in 1919, 
and how many of those cases occurred amongst each of the 
civilian, military, and naval sections of the population, 
and how many in port sanitary districts; and now many 
deaths occurred in each of these sections.—Sir A. Mond 
replied: The figure 288 shown on page 215 of the Annual 
Report of the Chief Medical Officer of the Ministry for 
1919-20 is the total number of cases of small-pox notified 
under the Infectious Diseases (Notification) Act during 
1919. Twenty-three of these cases were afterwards with¬ 
drawn on the ground of incorrect notification, and 29 cases 
were discovered in the civilian population which had not 
been notified. The figure 294 shown on pages 34 and 39 
of the first Annual Report of the Minister of Health, and 
on pages 27 and 241 of the Annual Report of the Chief 
Medical Officer, which is arrived at by adding 29 to the figure 
288 and deducting 23 therefrom, is the actual number of 
cases of small-pox occurring in the civilian population 
during 1919. Of these cases 38 occurred in port sanitary 
districts. In addition, 13 military and 4 naval cases occurred 
in this country, and 50 service men arrived in this country 
convalescent from small-pox incurred abroad. The figure 
361 shown on page Ixviii. of the Registrar-General’s Annual 
Report is arrived at by adding these 50 cases to the total 
number of civilian, naval, and military cases which occurred 
m this country. The number of deaths was 25 in the 
cmkan, 4 in tt 1 ® military, and none in the naval sections 
of the population. 


Mr. Lunn asked the Minister of Health how many deaths 
from small-pox bad occurred amongst children under 5 
years of age in each year since the passing of the Vaccina¬ 
tion Act, 1907; and how many deaths of children under 5 
years of age in each of those years had been certified by the 
doctor in attendance as having been caused bv, or associated 
with, the operation of vaccination.—Sir A. Mond replied: 
The particulars asked for, according to the Registrar- 
General’s Returns so far as England and Wales are concerned, 
are as shown in the following table:— 


Death* of Children Under 5 Years of Age. 


Year. 

Small¬ 

pox. 

Vaccina¬ 

tion.’ 

Year. 

j Small- 
! pox. 

Vaccina¬ 

tion.* 

1908 ... 

1 

13 

1915 ... . 

- 1 2 

7 

1909 ... 

... , 1 

11 

1916 ... . 

3 

2 

1910 ... 

2 

8 

1917 ... . 

. | — 

6 

1911 ... 

5 

15 

1918 ... . 

i — 

3 

1912 ... 

2 

9 

1919 ... . 

2 

6 

1913 ... 

1 

7 

1920 

; 5 

19 

1914 ... 

1 

5 


i 



* Certified by doctor to have been caused by, or associated with, 
vaccination. 

Mr. Charles White asked the Secretary for Scotland how 
many deaths from small-pox had occurred in Scotland 
amongst children under 5 years of age in each year since 
the passing of the Vaccination Act, 1907; and how many 
deaths of children under 5 years of age in each year had been 
certified by the doctor in attendance as having been caused 
by, or associated with, the operation of vaccination.—Mr. 
Munro replied: The answer to tbe first part of the question 
is 28, of whom 27 were unvaccinated and 1 vaccinated. 
The answer to the last part of the question is 6. 
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University of Cambridge.— At a Congregation 
held on April 29th the following degrees were conferred :— 

M.D. —C. R. Taylor, Caius. 

M.B. and B.Ch.—V. F. Bishop. Clare. 

M.B. —E. H. H. Granger, Clare. 

B.Ch.—VL. B. Dodwell, Emmanuel. 

University of London: Election of Senate .— 
The semi-general election has resulted in the appointment 
of the following medical men as members of the Senate for 
the period 1921-25: Sir Wilmot Herringham (lt.C.P. Lond.), 
Mr. Raymond Johnson (R.C.8. Eng.), Mr. H. J. Waring 
(Faculty of Medicine), Dr. G. N. Pitt (City and Guilds 
Institute), and Dr. E. G. Graham Little (Convocation). 

The Graduation Dinner. —On account of the present 
industrial crisis and the necessity for saving coal and 
light, the University authorities were compelled to 
cancel the graduation dinner fixed for yesterday evening, 
Thursday, May 5th. In order to mitigate the dis¬ 
appointment which this decision will necessarily cause, 
the Prince of Wales consented to attend a reception 
at the Guildhall during the afternoon, when the manu¬ 
script given by the graduates and undergraduates of the 
University was presented to His Royal Highness. 

Royal College of Physicians of London.— An 
ordinary Comitia of the College was held on April 28th, Sir 
Norman Moore, the President, being in the chair. The 
following were admitted to the Membership of the College: 
Dr. James B. Alexander, Dr. George Ashton, Dr. Percy 8. 
Blaker, Dr. John A. M. Bligh, Dr. Loswel I. B. Braun, Dr. 
Ernest A. Broughton, Dr. George S. Buchanan, Dr. Ruth E. 
Conway, Dr. Arthur J. Eagleton, Dr. Ernest G. Ffrench, 
Dr. Charles B. Heald, Dr. Godfrey T. Hebert, Dr. Arthur H. 
Holmes, Dr. Alice M. Hutchison, Dr. Henry W. Jones, 
Dr. John W. Linnell, Dr. Charles C. Okell, Dr. Donald H. 
Paterson, Dr. Miles K. Robertson, Dr. James A. Shorten, 
Dr. James C. Spence, Dr. Ernest B. Verney, and Dr. Cecil C. 
Worster-Drougnt.—Licences to practise Physic wcrj granted 
to 103 candidates who had passed the required examinations 
and conformed to the by-laws and regulations. 

Diplomas in Tropical Medicine and Hygiene were granted, 
jointly with the Royal College of Surgeons, to the following 
candidates : John O. Beven, Francis Xavier Costello, 
Andrew Crawford, John P. de Silva, William M. Howells, 
Annie M. Mackay, Charles T. Maitland, Mary Martin, 
Malcolm Morrison, Parasurama Parthasarathy, Robert 
A. W. Procter, Benoy Kumar Ray, Henry E. S. Richards, 
Mona M. Ross, Chuni Lai Sahni, Douglas S. Scott, Jacob 
S4gal, Lolitmohan Sen, Pran Nath Seth, Robert G. Simpson, 
and Herbert Smith. 

The following were eleoted to the Fellowship on the 
nomination of the Council: Dr. Charles O. Hawthorne, Dr. 
Arthur J. Cleveland, Dr. Charles H. Melland, Dr. Joseph G. 
Emanuel, Dr. Frank H. Jacob, Dr. Alfred E. Barnes, Dr. 
John P. Hedley, Dr. James A. Torrens, Dr. Alfred J. Clark, 
Dr. Anthonv Foiling, Dr. Robert H. Steen, Dr. Charles 
McMoran Wilson, Dr. George E. S. Ward, and Dr. John B. 
Leathes. 

Sir Norman Moore was unanimously re-elected a Repre¬ 
sentative of the College on the General Medical Council, and 
Sir Wilmot Herringham was re-elected a Representative of 
the College on the Senate of the University of London.— 
The following schools were recognised for instruction in 
chemistry and physics : Christ’s Hospital, Horsham ; Hands- 
worth Technical School, Birmingham; and Ipswich High 
School for Girls. Leicester Municipal Technical School was 
recognised for Instruction in Biology, and the South London 
Hospital for Women was recognised for the gynaecological 
clerkship. It was resolved to admit licentiates in medicine 
and surgery of King Edward VII. Hospital Medical School, 
Singapore, to the Second and Final Examinations.—After 
some formal College business had been transacted the 
President dissolved the Comitia. 

Royal Colleges of Physicians of London and 
Surgeons of England.— At the Final Examination of the 
Conjoint Examining Board, held from April 5th to 25th, the 
following candidates were approved in the under mentioned 
subjects, but are not eligible for diplomas :— 

Medicine.— S. Adler and D. R. Ainsworth. Manchester; W- 
Beaumont. London ; Lorn a Phtjebe Brown, Univ. Coll.; E. M. 
Burrell. Cambridge and St. Thomas's; Cliristabel L. M. 
Charlesworth, King’s Coll.; J. C. Churcher, St. Thomas's; C. 8. 
Cloake and E. C. T. Cloustou. Loudon; C. L. Cottle, Glasgow 
and Liverpool: Nancy M. Coutts, Royal Free; P. T. Davidson, 
Middlesex; H. K. Denham, Oxford and St. Bart, s; E. C. Dodds, 
Middlesex; T. W. K. Dunscombe, Durham; E. S. Etheridge, 
Univ. Coll.; J. C. Evans, London; H. Finklestone, Sheffield; 
Betty Fletcher, St. Mary’s : J. Fra iks, London ; E. St. C. Gainer, 
Middlesex; L. D. Gorton. Birmingham ; A. Gullevtein, London ; 
A. H. Hall. Birmingham and London; Marjorie C. Hawkins, 


Westminster; A. D. Hepburn, Cardiff and Westminster; B. J. 
Hodgkinson, Guy’s; Marjorie Browning Hubert# St. Mary's; 
A. Ismail, Dublin; E. R. Jagger, Manchester; Erna Henrietta 
Jebens, Royal Free; D. J. Jones, Westminster; A. M. Khaleel, 
Middlesex ; A. Kotbi, St. Mary's ; W. E. Lloyd and D. M. Lloyd 
Jones, St. Bart.'s; D. McClean, St. Thomas’s; J. F. C. McColl, 
Liverpool; A. Maude, Manchester; Enid M. Moore, St. Mary's; 
Rose Moss. Charing Cross; R. E. Murray, Calcutta; E. R. D. 
Nagel, St. Thomas’s; V. L. Parmar, King’s Coll.; V. D. Penne- 
father, London ; B. T. Richards, Birmingham ; W. G. Roberts. 
Liverpool; A. Robertson, Guy’s; T. Sesch&chalam, Madras and 
London; H. Shannon, St. Bart.’s; A. H Shelswell, Guy’s; S. S 
Shri-Kent, Liverpool; S. R. Simaika, St. Bart.’s; H. K. Snell. 
King’s Coll.; A. D. Soares. Bombay; A. Souraaky, Leeds; 
Dorothy Mary Stewart, St. Mary’s; L. W. Studdy, Durham; 
Muriel Amy Sutton, Univ. Coll.: J. G. Tait, Edinburgh ; Wene- 
fride Thompson, St. Mary’s; Doris Lyne Veale, Royal Free; 
J. G. Walker, Charing Cross; L. R. A. Wells, Guy’s; E. T. 
Wright, St. Mary's ; and J. E. Wright, Guy's. 

Midwifery.— N. A. Aiengar, Guy’s; O. A. Akjaly,Liverpool; V.H. 
Barker, London: Marjorie M. S. Bartlett, St. George's; A. W. 
Brown, Cambridge and St. Bart.’s ; Lorna Phoebe Brown, Univ. 
Coll.; Margaret H. Burrows and Linda Catmar, London; R. B 
Chandracbud, Guy’s; Cliristabel L. M. Charlesworth, King's 
Coll.; A. J. Chiappa, Middlesex; J. C. Churcher, St. Thomas's; 
W. E. R. Coad, Toronto ; W. E. Cody, St. Bart.’s; Muriel Coope. 
Manchester; J. M. Craig, Dundee and St. Mary’s; G. C. W. 
Curson,Guy’s; K. A. Darukhanawala, Middlesex; J. B. Devine. 
King's Coll.; J. H. Doggart, Cambridge and St. Thomas’s; H. S. 
Drabble, Sheffield; Winifred M. Edghill, Manchester; Doris 
Emery, Royal Free ; F. T. Evans, St. Bart.’s ; A. Farid, Gay's; 
W. E. Farnhain, Birmingham; Ena Dorothy Foster,St.Mary's; 
N. Gallant, London ; G. L. Gately, Liverpool ; Kate Glyn-Jones, 
London ; L. D. Gorton, Birmingham ; E. F. Griffith, St. Mary’s 
F. Guiver, London; C. M. G-willim, St. Bart.’a ; J. F. Hackwood, 
St. Thomas’s; T. H. J. Hargreaves, Charing Cross; Muriel M. 
Harris, King's Coll.; S. G. Harrison, St. Bart.’s; 8. Hartley. 
St. Thomas's; I. Hipshon, Leeds; R. V. Hudson, Middlesex: 
A. B. Isaacs, St. Thomas’s; Erna Henrietta Jebens, Royal 
Free and St. Mary’s; A. O. Jones, Liverpool; R. G. Karn, Univ. 
Coll.; Kathleen H. B. King, Royal Free ; G. B. Kirkland, 
Guy’s; D. H. J. Kirton, Birmingham; Emilia B. M. Krause, 
London; D. M. Lloyd-Jones, St. Bart.’s; Eva Lombard, 
Geneva; Geraldine N. Longford and Muriel J. Lough. 
8t. Mary’s; F. Q. McKeown, Liverpool; Frances Man 
Margerison, Charing Cross ; A. Mitchell, King's Coll.; Enid 51 
Moore, St. Mary’s; J. N. Morris. King’s Coll.; D. C. Muir, 
Middlesex; J. Ness-Walker and W. H. Nettlefleld St.Bart.* 
J. B. Oldham, Liverpool; A. E. Parkes, St. IJart.’s; V. L. 
Parmar, King's Coll.; D. H. Patey, Middlesex ; V. D. Pennefatber 
and Ruth E. Pilgrim, London ; Mary W. Pitt-Lewis, St. Mary's 

J. H. Porter, Univ. Coll.; Enid M. Powell, Charing Cross 

F. L. Rayner, Guy’s; J. G. Reed, St. Thomas’s; P. D. Richards. 
St. Bart.’s: W. G. Roberts, Liverpool; A. R. Rutnam, 
Middlesex; T. A. S. Samuel, London; I. A. Senanayeke, Univ 
Coll.; T. Seshachalam, Madras and London ; K. E. Shellshear. 
St. Bftrt.’s; S. S. Shri-Kent, Liverpool; G. H. T. Stovin and 
R. S. Swindell, London; E. J. Targett, Birmingham; Marjorie 
P. Taylor, Charing Cross; N. 8. Taylor, Liverpool; Wenefride 
Thompson, St. Mary’s; C. A. Wells. Liverpool; B. W. Williams, 
St. Thomas’s; D. H. Williams, London; and S. J. Woodall, 
Manchester. 

Surgery — F. C. W. Capps. St. Bart.’s; R.B.Ch&ndrachud, Guy’s: 

L. E. Claremont; Univ. Coll.; I. J. Corbett, London; J. M. 
Craig, Dundee and St. Mary’s; E. Cuerel, Lausanne; E. C. 
Dodds, Middlesex T. W. K. Dunscombe, Durham; A. H 
El-Ramli, Liverpool; F. T. Evans, St. Bart.’s: R. A. Fanous. 
Manchester; E. Gallop, St. Bart.’s; P. P. Gandhy. St. Mary's: 

M. Hall, Guy’s; A. V. Johnson. Cambridge and Birmingham: 

K. W. Leon, St. Bart.'s; A. Livingston, Liverpool; R. Mikhail, 
Charing Cross; J. N. Morris, King's Coll.; H. W. L. Nichols, 
London ; H. A. Osborn, King’s Coll.; L. S. Perera, London 

G. W. Phillips, Liverpool; A. I. Silverman, Middlesex; S, B 
Simaika, St. Bart.’s; Muriel Amy Sutton, Univ. Coll.; D. R 
Thompson. London; D. L. Veale, Royal Free: A. Verwey. 
Leiden and St. Bart.’s; and W. H. Williams, Charing Cross. 

Rontgen Society.—T he Manchester meeting of 
this Society, announced for May 6th and 7th, was postponed 
owing to the coal strike. 

Post-graduate Course of Instruction is 
Treatment of Venereal Diseases.—A two weeks’ course 
for qualified medical women, arranged by the London 
(R.F.H.) School of Medicine for Women, the Royal Free 
Hospital, the Elizabeth Garrett Anderson Hospital, 
and the London Lock Hospital, will begin on Tuesday. 
May 17th, at 10 a.m., with an introductory lecture 
on “ Some Aspects of the Venereal Problem,” by Mr. 
J. E. R. MoDonagh, at 8, Hunter-street, London, W.C. 
The Ministry of Health recognises attendance at this course 
as qualifying the medical practitioner who has pursued it to 
receive free drugs for treatment. The course will consist of 
visits to and demonstrations in various departments of the 
three hospitals under the direction of Miss Margaret 
Basden, Dr. Margaret Rorke, Mr. Charles Gibbs, Dr. Ruth 
Balmer, Dr. David Thomson, Mr. J. Ernest Lane, Mr. 
J. E. R. McDonagh, and Mr. J. Johnston Abraham. Fees 
for the full course, £5 5s. t payable on entry. The library, 
refectory, and common rooms at the London (R.F.H.' 
School of Medicine for Women are available for use by the 
post-graduate students attending the course. Qualified 
medical women wishing to atteud are asked to send in their 
names not less than seven days before the coarse begins 
to Miss L. Brooks, at 8, Hunter-street, London, W.C.l. 
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The Hint; has sanctioned the promotion of 
Lieutenant-Colonel L. N. Robinson, C.B.E., R.A.M.C., to 
Knight of Grace, and the appointment of Captain E. B. 
Allnutt, M.C., R.A.M.C., to EBquire in the Order of St. John 
of Jerusalem in England. 

Guild of Blind Gardeners —A project for the 
useful and healthy employment of the labours of the blind, 
entitled the Guild of Blind Gardeners, was brought before 
the Oxford Ophtbalmological Congress in 1919, and met 
with warm sympathy. The Guild will be inaugurated on 
May 26th at the National Library for the Blind, 18, Tufton- 
street, Westminster, and medical men who are interested 
should communicate with Mrs. Duncombe, president of 
the Guild, 1, Stafford Mansions, Buckingham Gate, London, 
8.W. 

Federation of Medical and Allied Societies. 
The annual dinner will be held at the Cate Royal, Regent- 
street, London, on Thursday, May 26th. The chief guest 
will be Dr. Addison, M.P., in recognition of the services 
which he has rendered, in circumstances of exceptional 
difficulty, as first Minister of Health. Sir Alfred Mond, 
M.P., the Minister of Health, will be present, as also will 
members of the medical group in Parliament, and other 
guests. Those wishing to attend are requested to make 
early application to the general secretary, 5 Vere-street, 
London, W. 1, for tickets, price 12s. 6<L, exclusive of any 
wine taken. Extra tickets are available for private guests, 
whose names, together with remittances, should accompany 
all applications. 

National Council for Combating Venereal 
Diseases.— A conference is to. be held at the Caxton Hall, 
Westminster, London, S.W., on Tuesday, May 10th, at 
3.30 p.m., for the purpose of hearing reports from the three 
Commissions which recently returned from the Far East, 
the West Indies, and the Mediterranean. The meeting will 
include representatives from Government departments 
interested in home and colonial health and industrial 
administration, from mercantile marine associations and 
shipping firms, and from commercial houses trading with 
the places visited by the Commissions. Speakers will include 
LordGorell, President of the Council; the Earl of Onslow, 
Parliamentary Secretary, Ministry of Health; Hon. E. F. L. 
Wood, M.P., Parliamentary Under Secretary of State for the 
Colonies ; Lieutenant-Colonel L. S. Amery, M.P., Financial 
Secretary, Admiralty ; Mr. D. Bramah, of the Seafarers 
Joint Council; Dr. Rupert Hallam, Medical Commissioner 
to the Far East; Dr. Letitia Fairfield, Educational Commis¬ 
sioner to the West Indies; Dr. Winifrid Cullis, Educational 
Commissioner to the Mediterranean; and Dr. A. F. Wright, 
M.C., Medical Commissioner to the West Indies. The 
meeting will be open to the public. Tickets obtainable from 
the Secretary of the Council at 80, Avenue Chambers, 
London, W.C. 1. 

Chartered Society of Massage and Medical 
Gymnastics. —The annual meeting of this Society was held 
on April 16th at Armitage Hall, Great Portland-street (by 
permission of the National Institute for the Blind). The 
report of the council was presented by Sir Cooper Perry, the 
chairman, who said that during its nine months’ of existence 
the Chartered Society had done much work. The Examina¬ 
tions, Training, and Registration, Establishment and General 
Purposes, Finance, Journal, and Badge Committees had met 
twice monthly and their various recommendations to council 
Bhowed that a variety of important matters had received 
careful deliberation. Requirements for training and for 
examination had been set out; provisional conditions for 
entry to registered membership and to additional registers 
had been publicly announced ; an insurance scheme to meet 
the needs of professional workers was available; lectures 
and special courses have been given, and arrangements were 
already in hand for a conference of members to be held in 
the autumn. The appointments bureau had since July, 
1920, supplied 185 members with work. Ten examinations 
had been carried out by the Chartered Society of Massage 
and Medical Gymnastics, and 1426 certificates granted. 
The Chartered Society had appointed representatives to the 
Massage Advisory Committee (Ministry of Pensions), the 
British Federation of Medical and Allied Societies, the 
National Council of Women Workers, and the Federation 
of Professional Women. The registered membership on 
March 31st was 2655, consisting of 2464 masseuses and 
191 masseurs. The numbers on the additional registers on 
March 31st were as follows : medical electricity, 677; medical 
gymnastics, 304; teachers of medical electricity, 38; teachers 
of medical gymnastics, 39. The effect of Red Cross massage 
clinics for tne treatment of civilian cases on those in private 
practice was discussed and will be further investigated. It 
was announced that members of the Chartered Society were 
to be eligible for membership of the Cowdray Club attached 
to the College of Nursing. 


Harveian Society.— A clinical meeting of this 
Society will be held at the Paddington Infirmary, Harrow- 
road, W., on Thursday, May 12th, at 4.30 P.M. Programme 
will be found in our Medical Diary. 

Glasgow University Club, London. — The 
annual summer dinner will be held on Friday, May 27th, in 
the Holborn Restaurant, Professor F. O. Bower, F.R.8., in 
the chair. 

Liverpool Samaritan Hospital for Women.— 
This hospital was founded 25 years ago, and in 1920 there 
were 7100 attendances and 764 operations. The accommoda¬ 
tion has become inadequate, and it is proposed to erect a 
new hospital building. For this purpose the committee has 
in hand a sum of £12,163. The proposed new premises are 
designed to occupy a site bounded on the north by Upper 
Parliament-street, on the west and south by Lestock-street, 
and on the east by the Windsor-street Municipal Library. 
The front will face the end of the cathedral. The out¬ 
patient department will open into Lestock-street, and there 
will be an entrance in Upper Parliament-street for stretcher 
cases. On the main floor there will be two general and three 
private wards, an administrative department, and dining- 
and recreation-rooms for the nurses. On the upper floors 
will be general wards, private wards, up-to-date theatres, 
and staff rooms. In the general wards there will be accom¬ 
modation for 62 patients, and, in addition, there will be 
eight private wards. The building is to be constructed of 
rustic brick and Portland stone, and will harmonise in design 
and style with the eighteenth-century houses in Rodney- 
street and neighbourhood. 

Norfolk and Norwich Hospital.— This hos¬ 
pital has adopted a scheme for attempting to raise funds 
which presents some novel features. It is calculated that 
the excess of expenditure over income amounts roughly to 
£250 a week. A system of payment by patients (both in 
and out) was started on Jan. 1st this year, and this 
is found to work most satisfactorily, bringing in an 
average of £60 a week. The hospital almoner reports 
that on the whole patients are quite willing to contri¬ 
bute towards the cost of their maintenance and treat¬ 
ment. The workmen’s contributory scheme has also 
been extended, and the most recent snggestion for 
increasing the revenue of the hospital is that known as 
the “county parish scheme,” according to which each parish 
in the county is asked to accept the responsibility which 
properly belongs to it. As a guide to the amount required 
from each parish, the expenditure of the hospital has been 
divided amongst the population who might be expected to 
contribute, and the sum arrived at is 2s. M. per head for each 
parish. This amount could be made up from various 
sources, such as private subscriptions, workmen’s contri¬ 
butions, church collections, Ac. This appears a good method 
of appealing to all persons in the county of Norfolk who 
are liable at any time to apply for the benefits of hospital 
treatment and good results are hoped for. 

Donations and Bequests.— Alderman James 
Fildes, of Bowdon, Cheshire, a member of the City Council, 
Manchester, and for many years chairman of the Public 
Health Committee, by will bequeathed nearly £13,000 to 
local charitable institutions, including £2000 to Manchester 
and Salford Boys’ and Girls’ Refuges and Homes, £1000 
each to Manchester Hospital for Skin Diseases, Royal 
Infirmary, Manchester and Salford Sick, Poor, and Private 
Nursing Institution, Manchester City Mission, and three 
other institutions; and £500 each to the Manchester 
Surgical Aid Society, Hospital for Consumption and 
Diseases of the Throat, Henshaw’s Blind Asylum, Royal 
Eye Hospital, and several other local institutions.—St. 
Mary’s Hospitals, Manchester, have received donations 
from the Hospital Saturday Fund of £905, and from Booth’s 
charities and other sources the sum of £150.—The 
Manchester Royal Infirmary has received a donation of 
£1716 from the Manchester and Salford Hospital Saturday 
and Convalescent Homes Fund, and about £210 from various 
employees and firms, and from legacies.—By will the late 
Alderman James Bracebridge Hilditch, of Richmond, Surrey, 
left £1000 to his wife for any worthy object such as the cure 
and benefit of the wounded in the war. Among bequests 
under the same will are £4000 to the Chelsea Hospital for 
Women towards the building fund, £1000 to the Hospital 
for Consumption and Diseases of the Chest, Brompton, 
£2000 to the Royal Hospital, Richmond, £1000 to Dr. 
Barnardo’s Homes, £1000 to the Richmond branch of 
the Red Cross Society for a benevolent fund for 
nurses employed at the Star and Garter Hotel, and £100 
each to the Richmond Dispensary, London Fever Hos- 

E ital, Poplar Hospital for Accidents, Royal Hospital for 
ncurables, Putney, City Dispensary, British Homes for 
Inourables, and Society for the Prevention of Cruelty to 
Children. 
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Ancoats Hospital, Manchester.—T he ninety- 

second annual report, which has just been issued, states 
that despite the increase of ordinary income from £8841 in 
1914 to £20,237 in 1920 the deficit on the ordinary receipts 
and expenditure for the past year was £7339, and the institu¬ 
tion now owes upwards of £16,000 to its bankers. 


Communications, Letters, &c., to the Editor have 
been received from— 


A. —Dr. A. Abrahams, Lond.; 
Ansivers, Lond., Editor of. 

B. —Sir J. R. Bradford, Lond.; 
Dr. G. Blacker, Lond.; British 
Spa Federation, Harrogate, 
Hon. Soc. of ; Mr. W. Boulton, 
Loud.; Mr. C. W. G. Bryan, 
Loud.; Prof. Bolk, Amsterdam; 
Dr. H. W. Barber, Loud.; Mrs. 

C. Brereton, Lond. 

C. —Miss C. Cowdroy, Lond.; Dr. 
R. B. Carslow, Glasgow ; Cam¬ 
bridge and Paul Instrument 1 
Co., Lond.; Messrs. Carters, 
Lond.; Chicago School of Sani¬ 
tary Instruction ; Cassel Hos¬ 
pital for Functional Nervous 
Disorders. Lond., Committee 
of; Dr. M. Cockerell, Letch- 
worth ; Dr. H. Campbell, 
Lond.; Dr. F. G. Chandler, 
Loud.; Dr. R. Cannon, Vihar 
del Mar, Chili. 

D. —Dorland Agency, Lond.; Mrs. 
A. Duncombe, Lond.; Prof. G. 
Dreyer, Oxford. 

E. —Equitable Life Assurance 
Society, Lond.; Dr. W. McA. 
Eecles, Lond. 

F. —Federation of Medical and 
Allied Societies, Lond., Gen. 
Sec. of; Mr. W. A. Frost, 
Forest Row; Messrs. Fenton, 
Russell, and Co., Edinburgh. 

G. — Dr. A. Withers Green, Lond.; 
Mr. G. H. C. St. G. Griffiths, 
Gibraltar; Prof. E. E. Glynn, 
Liverpool; Mr. F. B. Gilbreth, 
Montclair. 

H. —Mr. E. T. Heys, Stockport; 
Capt. T. B. Harden, Rhyl; 
Hnrveian Society, Lond., Sec. 
of: Harrogate Royal Baths, 
General Manager of; Miss L. 
Hobinstock, Lond.; Prof. A. J. 
Hall, Sheffield; Dr. A. Hodgson, 
Lond.; Holborn Surgical Instru¬ 
ment Co., Lond.; Mr. C. E. 
Hecht, Lond.; Dr. G. A. Harri¬ 
son, Lond. 

I. —Industrial Welfare Society, 
Lond.; Insurance Committee 
of the West Riding of York¬ 
shire, Wakefield, Chief Tuber¬ 
culosis Officer of. 

J. —Dr. R. C. Jewesbury, Lond.; 
Mr. F. Juler, Loud.; Mr. G. 
Jessel, Preston. 

K. —Mr. G. L. Keynes, Lond.; Dr. 
W. H. Kestevcn, Kingston Hill; 
King Edward’s Hospital Fund 
for London; Messrs. Kegan 
Paul and Co., Lond.; Dr. 
W. N. W 7 . Kennedy, Croydon. 

L. —Dr. C. Lillingston, Gorleston- 
on-Soa; London Hospital Medi¬ 


cal College; London (Royal 
Free Hospital) School of Medi¬ 
cine for Women, Warden and 
Sec. of; Liverpool Medical 
Institution ; Dr. H. A. Lediard, 
Carlisle ; Dr. O. Leyton, Lond. 

M. —Dr. P. Manson-Bahr, Lond.; 
Ministry of Health. Lond.; 
Ministry of Finance (Statistical 
Dept.), Cairo; Dr. A. Macphail, 
Lond.; Meteorological Office, 
Air Ministry, Lond.; Dr. S. G. 
Moore, Huddersfield ; Dr. C. F. 
Marshall, Lond.; Dr. R. W. 
MacKenna, Liverpool; Char¬ 
tered Society of Massage and 
Medical Gymnastics, Lond. 

N. —Lord Northampton, Lond.; 
National Council for Combat¬ 
ing Venereal Diseases, Lond. 

O. —Official Medical History of 
the War, Lond.; Dr. J. S. 
Owens, Lond.; Ophthalmolo- 
gieal Congress of the United 
Kingdom, Sec. of. 

P. —Messrs. G. P. Putnam’s Sons, 
Lond.; Dr. H. R. Prentice, 
Lond.; Dr. E. Pritchard, Lond.; 
Mr. L. Pickin, Lewes; Mr. 
W. H. Plows, Lond. 

R.—Sir L. Rogers, Lond.; Royal 
Sanitary Institute, Lond., Sec. 
of; Radium Institute, Lond.; 
Mr. S. H. Rylett, Lond.; Royal 
Institution of Great Britain, 
Lond.; Rontgen Society, Lond., 
Hon. Sec. of; Prof. S. Russ, 
Lond.; Royal Society of Arts, 
Lond.; Royal College of Vete¬ 
rinary Surgeons, Lond., Sec. 
of. 

8.—Prof. W. Stirling, Manches¬ 
ter ; Savoy Hotel, Lond., 
Directors of; SociiHe des 
Sciences Medicales et Biolo- 
giques de Montpellier; Scottish 
Board of Health, Edinburgh; 
Society for the Propagation of 
the Gospel in Foreign Parts, 
Lond.; Dr. S. H. Stewart, 
Whiteabbey; Mr. A. Smith, 
Lond.; Dr. R. Samut, Sliema, 
Malta. 

T.— Mr. E. B. Turner, Lond. 

W.—Dr. R. L. M. Wallis, Lond.; 
■West London Post-Graduate 
College; Mr. A. J. Walton, 
Lond.; Dr. F. J. Waldo, Lond.; 
Mr. T. E. Wallis, Lond.; Dr. 

E. W. A. Walker, Lond.; Dr. 
J. D. Wynne, Norwich; Prof. 

F. Wenckebach, Vienna. 

Y. —Dr. R. A. Young, Lond. 

Z. —Zoological Society of London, 
Sec. of. 


Communications relating to the editorial business should 
be addressed exclusively to the Editor of The Lancet, 
423, Strand, London, W.C. 2. 
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_ SOCIETIES. 

ROYAL SOCIETY OF MEDICINE, 1, Wlmpole-street. W. 

MEETINGS OF SECTIONS . 

Monday, May 9th. 

WAR SECTION: at 5.30 p.m. 

Annual General Meeting—Election of Officers and Council for 
1921-1922. 

Paper : Surg.-Commander S. F. Dudley, R.N.: A Few Observations 
ou the Influenza Epidemic as it affected the Royal Navy. 

Tuesday. May 10th. 

SECTION OF PSYCHIATRY : at 5.30 p.m. 

Annual General Meeting—Election of Officers and Council for 
1921-1922. 

Wednesday, May nth. 

SECTION OF SURGERY: SUBSECTION OF PROCTOLOGY: 
at 5.30 p.m. 

Annual General Meeting—Election of Officers and Council for 
1921-1922. 

Informal Dtscassiomintroduced by the President. 

Thursday, May 12th. 

SECTION OF NEUROLOGY: at 8.30 p.m. 

Annual General Meeting—Election of Officers and Council for 
1921-1922. 

Paper : Professor M&rinesco (Bukarest): Encephalitis Lethargies 
(communicated by Sir Frederick Mott). 

Friday, May 13th. 

CLINICAL SECTION: at 5.30 P.M. 

Annual General Meeting—Election of Officers and Council for 
1921-1922. 

SECTION OF OPHTHALMOLOGY: at 8.30 p.m. 

Exhibits (at 8 p.m.) : 

Mr. B. T. Lang: (1) Test Types ; (2) Daylight Lamp. 

Papers : 

Dr. D. Leighton Davies: Lacrym&l Obstruction—the ResulUof 
the Anastomotic Method of Treatment. (Toti.) 

Mr. Ernest Clarke: Lessons Learnt from 40 Years of Refraction 
Work. 

Miss J. C. Mann: Specimen of Aphakia in a Human Embryo of 
5 or 6 weeks. _ 


HARVEIAN SOCIETY OF LONDON, at the Paddington Infirmary, 
Harrow-road. W. 

Thursday, May 12th.—4.30 p.m., Clinical Meeting. The following 
Cases will be shown :—(1) Cases of Multiple Bone Disease- 
(a) Carcinoma, ( b ) Osteomyelitis, (c) Rickety Deformities; 
(2) Actinomycosis (Thoracic); (3) Osteo-arthritis of Hip ! after 
Alb6e Operation); (4) Epithelioma of Ear; (5) Tuberculosis 
of Skin; (6) Gonococcal Septictemia; (7) Case of Gravess 
Disease; (8) Cases for Diagnosis. Dr. M. Berry: Lantern 
Demonstration of X Ray Plates. Dr. H. Dutch: Demonstra¬ 
tion of Aurorascopo. __ 

LECTURES ADDRESSES. DEMONSTRATIONS, frc. 

WEST LONDON POST-GRADUATE COLLEGE, West London 
Hospital, Hammersmith, W. 

Monday, May 9th.—Opening of the Summer Session. 12.15 p m . 
Dr. Burnford: Pathological Demonstration. 2 p.m.. Dr. S. 
Pinchin : Medical Out-patients. Dr. Morton : X Ray Depart¬ 
ment. 2.30 p.m., Mr. Baldwin: Visit to Surgical Wards. 
5 p.m., Lecture:—Mr. B. Harman: The Education of Children 
with Defective Vision. 

Tuesday.— 10 a.m., Mr. Steadman: Dental Department. 11 a.*., 
Dr. McDougal: Electrical Department. 12 noon, Mr. T. 
Gray: Demonstration of Fractures. 2 p.m., Mr. Banks Davis: 
Diseases of the Throat, Nose, and Ear. 5 p.m.. Lecture :- 
Mr. B. Harman: Blind and Partly Blind Children. 
Wednesday.— 11 a.m., Mr. MacDonald: Demonstration of Cysto¬ 
scopy. 12 noon, Mr. Sinclair: Surgical Diseases of the 
Abdomen. 2 p.m., Mr. Addison: Operations. Mr. D. Armour: 
Visit to Surgical Wards. 5 p.m., Lecture :—Dr. Owen: The 
Treatment of Nephritis. (I.) 

Thubbday.— 10.30 a.m.. Dr. Simson : Gynaecological Demonstra¬ 
tion. 12 noon, Dr. S. Pinchin: Diseases of the Heart. 2 p.m., 
Mr. Baldwin: Orthoptedic Department. 2.30 p.m., Dr. A. 
Saunders: Visit to Medical Wards. 5 p.m.. Special Lecture;— 
Dr. E. S. Reynolds: Some Vascular Lesions of the Brain 
(open to all medical practitioners). 

Friday.— 10 a.m.. Dr. G. Stewart: Neurological Demonstra¬ 
tion. 2 p.m., Dr. Burnford: Medical Out-patients. Dr. Pernet: 
Skin Department. 2.30 p.m.. Dr. Pritchard: Demonstration 
of Cases (Medical Wards). 5p.m., Lecture:—Dr. Snowden: 
Psychical Analysis. 

Saturday. — 10 a.m., Dr. A. Saunders: Medical Diseases of 
Children. 2 p.m., Dr. Owen: Medical Out-patients. Mr. 
Sinclair: Surgical Out-patients. 

Daily:—10 a.m. Visit of Post-Graduates to Wards. 2 P-*- 
In-patient, Out-patient Clinics and Operations. 
NATIONAL HOSPITAL FOR THE PARALYSED AND 
EPILEPTIC, Queen-square, W.C. 1. 

MEDICAL SCHOOL. 

Monday, May 9th.—2 p.m.. Out-patient Clinic: Dr. Hinds Howell. 

3.30p.m., Lecture:—Dr. Saunders: Pituitary Disorders. 
Tuesday, May 10th.—2 p.m.. Out-patient Clinic: Dr. Grainger 
Stewart. 3.30 p.m.. Lecture Dr. James Taylor: Epilepsy 
Thursday, May 12th.— 2 p.m.. Out-patient Clinic: Dr. F&rouhsr 
Buzzard. 3.30 p.m.. Lecture Dr. Tooth : Disseminated 
Sclerosis. 

Friday, May 13th.— 2 p.m.. Out-patient Clinic* Dr. Gordon 
Holmes. 3.30 p.m. Lecture:—Dr. Collier: Aphasia. 

Fee for Post-Graduate Course £ 7 7*. O. M. Hinds Howell, De&n- 
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8T. MARYLEBONE GENERAL DISPENSARY, 77. Welbeck-atreet, 
Cavendish-square, W. 

Post-Graduate Course on Infant and Child Welfare. 

A Course of Twelve Practical Demonstrations on the Manage¬ 
ment and Feeding of Infants and Young Children by Dr. E. 
Pritchard to Qualified Practitioners. 

Tuesday, May 10th.—10.30 a.m., Demonstration XI., The Training 
(1) of the Motor Functions of the Digestive System, (2) of the 
Heat Regulating Functions, &c. 

Thursday.—3 p.m.. Demonstration XII., The Feoding of 
Children between 9 Months and 2 Years. 

LONDON HOSPITAL MEDICAL COLLEGE (University op 
London), Turner-street, Mile End, E. 

Courses of Lectures:— 

A Course of Fourteen Lectures on Pvscho-Neurosos, to be given 
by Dr. M. Culpin in the Clinical Theatre of the Hospital. Open 
to Students of the Hospital and to Members of the Profession. 
Tuesday, May 10th.—5.15 p.m.. Lecture III.:—The Unconscious. 
Friday.— 5.15 p.m.. Lecture IV.:—Suggestion. 

Advanced Lectures in Physiology, to Students of the University 
and to others interested in the subject. 

A Course of Eight Lectures on Reception of Sensory Stimuli, to 
be given by Prof. H. E. Roaf in the Physiology Theatre. 
Thursday. —4.30 p.m., Lecture I. 

BT. BARTHOLOMEW S HOSPITAL (University of London). 
West Smithfield, E.C. 

A Course of Eight Advanced Lectures in Physiology, to be given 
in the Physiological Laboratory, to Students of the University 
and others interested in the subject. 

Tuesday, May 10th.—4.30 p.m.. Lecture II.:—Prof. M. S. 
Pembrey: The Secretion of Milk. 

TAVI8TOCK CLINIC FOR FUNCTIONAL NERVE CASES. 
51, Tavistock-square, W.C. 

A Coarse of Ten Lectures on Elementary Psychotherapy, to be 
given by Dr. H. C. Miller, at the Kingsw&y Hall, Kingsway, W.C. 
Friday, May 13th.—5.15 p.m.. Lecture II.: Suggestibility and 
Authority; Phantasy and Reality. 

INSTITUTE OF PATHOLOGY AND RESEARCH, St. Mary’s 
Hospital, in the Lecture-room of the Bacteriological Department. 

A Course of Lectures on Pathological Research in its Relation to 
Medicine, open to all Members of the Profession and Students. 
Thursday, May 12th.—4.30 p.m., Sir James Mackenzie : The 
Opportunities of the General Practitioner are Essential for 
the Investigation of Disease and for the Progress of 
Medicine. 

BOYAL INSTITUTION OF GREAT BRITAIN, Albemarle-street, 
Piccadilly, W. 

Tuesday, May 10th.—3 p.m.. Lecture IV.:—Prof. A. Keith: 
Darwin's Theory of Man’s Origin (in the Light of Present 
Day Evidence). 

Thursday. —3 p.m., Lecture:—Dr. C. S. Myers: Pyschologic&l 
Studies—(II.) The Appreciation of Music. 

Friday. —9 p.m., Discourse:—Mr. W. Bateman: The Determina¬ 
tion of Sex. 

MANCHESTER ROYAL INFIRMARY POST-GRADUATE CLINIC. 
Tuesday, May 10th.—4.30 p.m., Lecture:—Prof. G. R. Murray: 
Treatment of Diseases of the Endocrine Glands. 

MANCHESTER FRENCH HOSPITAL POST-GRADUATE LEC¬ 
TURES, 24, Acomb-street, Whitworth Park. 

Special Course of Lectures in Gynaecology. 

Wednesday, May 11th.—11 a.m., Demonstration Operations. 
Thursday. —4.30 p.m.. Lecture V.:—Dr. A. C. Magian: Malignant 
Disease of the Uterus. 



Successful appiieantsfor vacancies. Secretaries of Public Institutions, 
and others possessing information suitable for this column , are 
invited to fonoard to The Lancet Office, directed to the Sub- 
Editor. not later than 9 o'clock on the Thursday morning of each 
week, such information for gratuitous publication. 

Cokpield, C. R., M.D. Brux., L.M.8.S.A. Lond.,has been appointed 
Medical Officer to Swinton and Pendlebury and StaJybridge 
Ante-natal Clinics. 

Darlow, F., M.B., Ch.B. Viet., Certifying Surgeon under the 
Factory and Workshop Acts for Horsforth. 

HmacH, Capt. C. T. W., late R.A.M.C., Honorary Anaesthetist to 
the West End Hospital for Nervous Diseases. 


#acamits. 


Por further information refer to the advertisement columns. 

Abergavenny , Monmouthshire Asylum — Jun. Asst. M.O. £400. 
Adelaide University— Professor of Zoology. £1100. 

■Bath, Royal Mineral Water Hospital.—Res. M.O. £250. 

Bedford County Hospital.—Amt. H.S. £150. 

Bethlem Royal Hospital. Lambeth-road, S.E.— Jun. Asst. P. £350. 
Birmingham City Education Committee— Anapsth. £200. 

Bury St. Edmunds, West Suffolk General Hospital.—lies. H.S. £200. 
Buxton, Derbyshire, Devonshire. Hospital.— H.P. £250. 

Cambridge. Addcnbrooke's Hospital— H.S. £130. 

Cardiff City and Port Education Authority.— M.O.H. and Chief 
M.O. £1200. 

Colchester, Essex County Hospital. —H.S. £200. 

East Islington Infant Welfare Centre .—Lady Doctor, lj gs. per 
session. 


Exeter, Royal Devon and Exeter Hospital.— Hon. Asst. S. and Hon 
Surg. Reg. 

Hackney Union Infirmary. —Sen. Asst. M.O. £571 19s. 2d. 
Hampshire County Council.— Asst. M.O.H. £719. 

Holloway Sanatorium, Virginia Water, Surrey.— Jun. Asst. M.O. 
£400. 

Hong-Kong, Port Health Officer.— Sec. Health O. £600. 

Hospital for Sick Children, Great Ormond-strcet, W.C.— 

Radiographer. Also Asst, in Venereal Dept. £200. 

Inverness District Asylum —Asst. M.O. £300. 

Kettering and District General Hospital.— Res. M.O. £260. 
Kingussie, N.H., G ram man Sanatorium. —Locum. 

Leamington Spa , Wame.ford, Leamington, and South Wa rwiekshire 
General Hospital— Res. H.P. £200. 

Liverpool.— Asst. Port M.O. £700. 

Liverpool, Bootle Borough Hospital, Derby-rocul.— Hon. S. 

Llanelly Borough.— Female Asst. M.O.H. and Asst. Sell. M.O. £500. 
London County Council Industrial School for Boys, Highbury- 
grave, X.— M.O. £153. 

London Temperance Hospital, Hampstead-road, N.W.— Ophth. S. 
and Asst. S. 

Manchester County Asylum, Prestwieh.— Locum Tencns. £8 8s. 
per week. 

Manchester Royal Infirmary.— Res. M.O. £250. Also Res. Suvg. O. 
£250. 

Manchester, St. Mary's Hospitals for Women and Children .— 
Asst. M.O. £100. 

Metrojxditan Ear, Nose, and Throat Hospital, 2, Fit zroy-sg an re, W. 
—Antesth. 

Middleton-inrWlmrfedale Sanatorium, Ukley— Asst. Res. 31.0. £325. 
Miller General Hospital for South-East Lomlon, Greenwich-road. 

S.E.— Res. Cas. O. £150. Also M.O. for X Ray Dept. £75. 
Mount Vernon Hospital for Tuberculosis and Diseases of the Lungs 
and Heart, 7, Fitzroy-square, IF.—Asst. S. Also Asst. Rer.. M.O. 
£ 200 . 

National Hospital for the Paralysed and Epileptic, Queen-square, 
W.C— M.O. in charge of Electro-Therapeutic Dept. £100. 
Also Res. M.O. £200. 

Nottingham City Education Committee.— Jun. Asst. Sell. M.O. 
£537 10s. 

Oswestry, Shropshire Orthopedic Hospital.—H.S. £250. 
Portsmouth Boyal Hospital.— H.S. £150. 

Preston and County of Lancaster Royal Infirmary .—H.S. £180. 
Queen's Hospital for Children, Hackney-road, Bethnal Green, E .— 
Asst. P. 

Queen Mary's Hospital for East End, Stratford, E .—Ca*. O. 
Rotherham Hospital. —Jun. H.S. £150. 

Royal Free Hospital, Gray’s Inn-road, W.C.— Sen. Res. 3I.O. £200. 

H.S. £50. Obstet. H.S. £50. Res. Asst. Cas. O. £50. 

Royal Naval Medical Service .—Surg.-Lieuts. 26s. 6 d. per diem. 
Royal Waterloo Hospital for Children and Women, S.A’.—Hon. P. 

and Hon. Gynaecol. 

St. Bartholomew's Hospital .—Asst. P. 

S. George’8 Home, Mil man’ s-street, Chelsea , S. IT’.—Part-time Visit. 
Asst. M.O. £200. 

Sheffield City.— Asst. Tuberc. O. £350. 

South Minims, Barnet, Clare Hall Sanatorium and Hi *idtal.— 
Asst. M.O. £350. 

Taunton and Somerset Hospital.— Sen. and Jun. H.S.'s. £200 and 
£150. 

West Bromwich and District Hospital.— Res. Asst. H.S. £200. 
Wigan Education Committee.— Female Asst. Sch. M.O. £500. 
Worcester County and City Mental Hospital, Powick— Sen. Asst. 
M.O. £450. Also Jun. Asst. M.O. £350. 

The Chief Inspector of Factories, Home Office, S.W., gives notice 
of vacancies for Certifying Surgeons under the Factory and 
Workshop Acts at Wath-on-Deame, Mullingar, and Evesham. 


$ir%, Jitarriagts, anb $ea%. 


BIRTHS. , 

O’Connor.— On April 29th, at a nursing home, Clifton, the wire of 
Major A. P. O’Connor, M.C., R.A.M.C., of a daughter. 

Vickers. —On April 28th, at Rosslyn, Uxbridge, the wife of Harold 
Vickers, M.R.C.S., L.R.C.P., of a son. 


MARRIAGES. 

Lankestf.r—Young.— On April 28th, at the Brompton Parish 
Church, S.W., Ralph A. R. Lankester, M.D., to Constance 
Nevill, eldest daughter of the late Charles Young, of Alton, 
Hants, and Mrs. Young, of Camberley. 

McCloghry—Acheson. —On April 29th, at Christ Church, Leeson 
Park, Dublin, Colonel J. McCloghry, F.R.C.S.I., Indian Medical 
Service (retired), to Hilda Sara Shaw, daughter of G. Acheson, 
J.P., Rushill, County Roscommon. 

Smith—Glynne. —On April 26th, at Princes-road Presbyterian 
Church, Bangor, Dr. 3Ialcolm Smith, of Bangkok, Siam, to 
Dr. Eryl Glynne, elder daughter of Mr. and Mrs. Glynn© 
Jones, of Glyndyl, Bangor. 


DEATHS. 

Honey.—O n May 1st, at Shutta, East Looe, Cornwall. Thomas 
Edward Honey, M.D., Staff Surgeon, R.N. (retired), in liis 
56th year. 

Pickin.— On April 28th, suddenly, Frederick Harold Pickin, 

M. R.C.S., L.R.C.P. (late Captain, R.A.M.C.)., aged 45 years. 
Ward.— On April 30th, at Cardigan-road, Leeds, Edward Ward, 

F.R.C.S., aged 65 years. 

N. B.—A fee of 7s. €d. is charged for the insertion of Notices of 

Births, Marriages and Deaths. 





1000 The Lancet,] NOTES, SHORT COMMENTS, AND ANSWERS TO CORRESPONDENTS. [Mat 7,1921 


JjUlts, jjtyffrt Comments, attb Jnstoers 
to Corresgonbents. 

A CATALOGUE OF EARLY MEDICAL WORKS. 

A catalogue of “Early Works on the Sciences of 
Medicine and Chirurgery,” published at intervals by Charles 
J. Sawyer, Ltd., of 23, New Oxford-street, London, claims, not 
without good reason, to be the only special list of this class 
of books issued in Great Britain. But even if this were not 
so, and if catalogues of this kind abounded, the copy before 
us would prove of great interest to the medical historian or 
collector. Among some 400 titles we meet with a tempting 
embarraa de richesses , dating in many cases from the epoch 
immediately following that of early printed books, which 
ends somewhat arbitrarily in the year 1500. One of the first 
titles to catch the eye of the curious is the “Practica Nova 
in Medecina ” of Simphorianus Champerius, published in 
black letter at Leyden in 1517. The work is in its con¬ 
temporary binding, the boards composed of leaves of MS. 
covered with a portion of a MS. on vellum. It is a collec¬ 
tion of all that has been said concerning every kind of 
disease by the Greeks, Romans, and Arabs, and the present 
book is annotated in what appears to be a contemporary 
hand, which on examination—especially if a signature 
could be found—might very well prove to be that of 
Symphorien Champier himself. This famous medical man 
flourished in the early sixteenth century, was physician to 
the Duke of Lorraine, and a relative of Bayard the 
chevalier sarin peur et sans reproche. He was well known as a 
historian, and perhaps Bavard may have possessed this 
volume. 

Tne romance of old books grows on the collector as he 
examines ownerships as evidenced by old signatures and 
epigrams in fly-leaves, where surprising discoveries are 
oiten made. Another point worth study in old medical 
works is the illustrated title-page, which is often adorned 
with curious representations of ancient contemporary 
practice. The catalogue in front of us reproduces some 
eight of such scenes. Thus we have a picture from the 
“Discorsi di Pietro Paolo Magni Piacentino sopra il Modo 
di Sanguinare” (8vo, bound in limp vellum, Roma, 1586), in 
which the patient is seen on a curious box-bed in the act of 
being bled by a barber-surgeon, whose assistant holds tight 
the end of a ligature, while the physician, in robe and flat 
cap, looks on in the foreground anil ostentatiously avoids 
touching the figure in front of him. The “ De Moustris ” of 
Fortunius Licetus (4to, old calf, Amst., 1665) has a fine 
title-page, which is probably known to some of us, as it may 
be found in many medical libraries. The monsters—a 
woman with five breasts, a child with elephantiasis, and 
armless men—are shown us on view in a design notable for 
its artistic composition, vivid lights, and deep shadows. 

This Amsterdam edition is far more complete than the 
earlier ones printed in Padua. Another thick folio of close 
on llOOpages has a title-page illustrative of various opera¬ 
tions. This is the “ Medical Observations of John Schenck,” 
dated at Frankfort in 1609. Such a work may have been 
known to Shakespeare, as, indeed, others in this collection 
may have been known to Milton and the great men of the 
seventeenth century. We can well imagine with what 
curious interest those old omnivorous men of culture 
turned over the pages of such a work as Richard Sanders’s 
“ Physiognomie and Chiromancie, Metoposcopie, the Sym¬ 
metrical Proportions, and Signal Moles of the Body,” 
published in London in 1653, or “ The Compleat Midwife’s 
Practice, in the Most Weighty and High Concernments of 
the Birth of Man,” 1656. Several of Nicholas Culpeper’s 
works are here offered, and the eighteenth century is well 
represented, especially with six medical portraits of John 
Hunter, the charming mezzotint of John Haighton, and a 
fine old engraved portrait of Garth, after Kneller. 

TYPHUS IN SIBERIA, 1919-20. 

Captain Francis McCullagh, Royal Irish Rifles, who, 
oaptured in Siberia, worked his way through Moscow to 
England, has written a book of absorbing interest on Russia 
as she now is, entitled “A Prisoner of the Reds.” He 
cannot tell us how many died of typhus, but he says the 
mortality (death-rate, probably) was in Siberia in 1918 from 
5 to 8 per cent., but in 1920 about 10 per cent. 20,000 cases 
were reported in the one town of Taiga, two huge piles of 
unidentified dead bodies were there, one near the station, the 
other some distance off. 20,000 corpses lay unburied outside 
another town. In the district between Omsk and Kras¬ 
noyarsk practically all the doctors had been attacked, and 
50 per cent, bad died. One doctor told the author that the 


highest mortality was amongst middle-aged people engaged in 
intellectual work, so that the effect on the future education and 
literary condition of Russia is disastrous, already so shaken by 
the murders and proscriptions of the Reds. Of 800 staff officers 
who travelled from Omsk to Krasnoyarsk in a train 26 died. 

“ My whole journey from Omsk to Krasnoyarsk, and from 
Krasnoyarsk to Moscow was overshadowed by this scourge, 
as well as by the venereal and other diseases which are fast 
eating away the vitality of the Russian race, and my fears 
on the score of typhus were increased by what I saw of the 
filthy personal habits of the Russians; some of them couhl 
not shake the folds of their dress without sprinkling lice on 

everybody in the immediate vicinity. Going through 

Russia at the present moment is, owing to typhus alone, as 

dangerous as going ‘ over the top ’ was in France. In 

the present atmosphere of Russia all human charity withers 

away. Sometimes when I spoke to a man about his 

wife or children.I heard the phrase ‘died of typhus’ 

pronounced in as unconcerned a tone as that in which an 
Englishman might say, * Gone to Brighton for the week¬ 
end.’” He tells how Trotzky found typhus raging at 
Ekaterinburg, and causing great losses. He asked the 
D.M.S. what could be done about it, and listened 
“with ominous calm” while the D.M.S. placidly told 
him it would not decrease till April. Trotzky then 
said with alarming violence, “I am no doctor, but 
I understand from you that typhus is conveyed by lice. 
Now, it must be possible to destroy these by some 
degree of heat that could be produced in some of our 
public baths, and the soldiers might wash in one part of 
the bath-house while their clothes are being disinfected 
in another. I do not believe in fatalism. If I find you do 
not at once take some steps I will hand you over to the 
Extraordinary Commission.” The Extraordinary Com¬ 
mission is the C'ommitee of Public Safety, whose prisoners 
so often fail to reappear. Consequently next day an excellent 
bathhouse was opened free, and the author had his first 
bath for three months. 

A HANDBOOK FOR THE LIMBLESS. 

A useful handbook has just been issued by the 
“Disabled” Society (48, Grosvenor-square, London, W.li 
for the general guidance of ex-Service men of all ranks who 
have lost one or more limbs. The handbook, which is the 
work of Captain H. H. C. Baird, D.S.O., is described as a 
skeleton edition, setting forth the lines along which the 
next edition will be expanded. The hope is that those who 
have lost limbs will, in the main, themselves supply the 
contents of the more comprehensive publication; tne pro¬ 
visional edition has been brought out owing to an increasing 
demand from many quarters for immediate informatiou 
concerning the supply and use of artificial limbs. 

The “ Disabled ” Society and Its Aims. 

The handbook begins by a statement of the advantages 
obviously to be gained by members of a large society 
composed of men with similar disabilities; there are 
approximately 38,000 men who lost a limb or limbs in the 
recent war, and all are invited to become members and to 
subscribe to the funds of the Society, which has at present 
no membership fee. The objects of the Society are briefly 
as follows:— 

1. To assist all who have lost limbs on service, by the 
collection and registration of all forms of information useful 
to the wearer of an artificial limb for purposes of trade, 
business, or recreation. 

2. To disseminate this information by means of a hand¬ 
book posted to the members of the Society, and by publishing 
from time to time in various journals articles dealing with 
new types of limbs which may become available. 

3. To arrange for lectures,’demonstrations, and physical 
training by experts at centres throughout the country/ 

4. To organise and maintain a permanent and up-to-date 
exhibition open to all who have lost a limb, of all the best 
limbs, appliances, and tools collected from all sources, at 
home ana abroad. 

5. To maintain accommodation suitable for the interview¬ 
ing of members ; for the testing of artificial limbs; and for 
giving instruction in their usage. 

6. The aim of the Society is to put its members in the 
most favourable position for taking their ptace in the 
normal life and pleasures of the nation by ensuring that the 
most suitable limbs are supplied to all. 

Medical Advice and Advice from the Disabled. 

The Society has made arrangements with St. Thomas’s 
Hospital, London, whereby those with lower-limb amputa¬ 
tions can obtain help, advice, and thorough instruction in 
the use of an artificial limb. Applications for the facilities 
thus offered should be addressed to the Secretary of 
the Society, at the address given. Reference is also 
made in the handbook to the well-known Surgical 
Supply Depdt, Kensington, which is continuing the work 
done during the war for the benefit of ex-Service and other 
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civilian patients. The “ Disabled ” Society’s preliminary 
researches have already resulted in the collection of much 
valuable information; a short selection of interesting 
details supplied by one-legged and one-armed men shows 
how ingenious the crippled man may be, and how ready he 
is to help those with disadvantages similar to his own. 
Although much of the information given cannot, of course, 
be applied to cases of double amputation, one remarkable 
instance of perseverance by an armless man is quoted 
and will doubtless encourage others; this man not only 
learnt to write with his teeth, but when he received 
artificial arms taught himself to use a fork, cycle, dig, and 
play billiards and the piano. 

Pensions : The Committee and Local Pensions. 

The functions of the Local War Pensions Committees are 
described, and an extract is given from the First Schedule 
of the Royal Pensions Warrant of December, 1919, contain¬ 
ing detailed regulations regarding pensions, allowances, 
treatment, constant attendance, initial supplies on discharge 
from tfie Service, renewals and repairs, and chairs and 
tricycles. A note on the fibre-cone “peg-legs” supplied 
by the British Red Cross completes this useful section. 

A brief description is given of the industrial training made 
available by the Ministry of Labour, together with notes on 
the Maintenance and Training Grant Scheme, the Business 
Training Scheme, and the Disabled Soldiers’ Sections of 
Employment Exchanges. The Civil Liabilities Scheme is 
also explained, and the work of the ex*Service men’s adviser. 
The handbook closes with a few general notes for officers, 
and with an appeal to all who have lost a limb to support 
the Society ana make it widely known. The price of the 
handbook is 6 d., and all proceeds from its sale go to the 
funds of the Society. 

THE BUFF BOOK. 

To the Editor of The Lancet. 

Sib,—I n reference to your paragraph on this question in 
the issue of April 30th, I think you will be interested in the 
following sequence of events-’ 

1. I informed the publishing company of the decision of 
the Council of the R.C.V.S. that members would be required 
to refrain from inserting paid announcements in the Buff 
Book. 

2. The secretary of the publishing company replied, 
Btating that they had decided to include in the Buff Book 
the names of all professional gentlemen free of charge. 

3. I pointed out that the form given in the book referred 
to “traders,” and made no special mention of professional 
men. I asked whether it was not true that unqualified 
practitioners, who would be liable to prosecution if they 
aBed a professional title, also had the right to the free inser¬ 
tion of their names in the Buff Book, and the further right, 
denied to qualified members of the proiessions, to pay for 
an insertion in the boldest type obtainable. This would be 
manifestly unfair to the members of the professions, and 
misleading to the uhinstructed public. 

4. The managing director replied stating that the secretary 
was somewhat premature in stating definitely that they had 
deoided to include the names of professional gentlemen free 
of charge. It was in contemplation, but no decision had 
been taken. With regard to my question as to the rights of 
unqualified persons, he agreed that my supposition was 
correct, and added: “You will readily understand that it 
is impossible for us to enter into the ethics of professional 
objections, and having regard to the heavy expenses to 
which we are put in delivering a free copy to every telephone 
subscriber we cannot refuse business.” He then made the 
following suggestion: “ There is a simple way out of the 
difficulty and, I think, one that would be of distinct advant¬ 
age to practising veterinary surgeons—namely, for your 
Institute to reserve a page or two in the book for qualified 
surgeons and pay for the same out of the College funds. As 
there would not be any cost to the company for canvassing, 
we should be prepared to quote you special terms. Perhaps 

J ou will consider this suggestion and let me hear from you? 
t would, of course, be understood that no advertisement 
whatever appeared on the pages so reserved.” 

I have not answered this letter. But one is entitled to 
wonder whether the manager, who cannot enter into the 
ethics of professional objections, has visions of the Law 
Society, the General Medical Council, and the other govern¬ 
ing bodies of the professions subsidising the Buff Book and 
Acting as agents in place of canvassers so as to provide the 
oomblete lists of professional men with their telephone 
numbers, while at the same time reserving to himself the 
nght to accept advertisements from any quack who rents a 
telephone, and to give him a whole page, if he pays for it, in 
proximity to the lists of qualified men. 

I am, Sir, yours faithfully, 

Feed. Bullock, 

__ Secretary and Registrar, Royal College of 

W, Red Lion-square, W.C., May 3rd. Veterinary Surgeons. 


CONVALESCENT HOME FOR MIDDLE-CLASS WIVES 
AND BABIES. 

A cottage at Farnham, formerly the home of Sir James 
Barrie, has been adapted as a convalescent home for six 
recently confined mothers and their babies. The intention 
is to help the wives of professional and business men who 
find it difficult to get suitable and reasonable accommoda¬ 
tion. The cottage is well furnished, fitted with radiators as 
well as open grates, and the presence of an experienced 
matron, a nursery nurse, and an adequate domestic staff, 
will ensure to the mother a real holiday before she returns to 
her home duties. The inclusive terms are 55s. a week for 
the smaller and £2 2,s. for larger rooms. Special arrange¬ 
ments as to fees can sometimes be made. If desired, a 
bedroom can be procured for the husbands at Farnham, 
who can have meals at the cottage at a small payment. 
Mothers are received on a doctor’s recommendation only, 
and can Btay for a period of one to four weeks. 

Full particulars can be obtained from the Matron, Black 
Lake Home, near Farnham, Surrey, but all applications 
must be made to owner of the cottage, the Hon. Mrs. Gerald 

S. Montagu, Great Fosters, Egham, Surrey. 

THE LIGHTING OF SHIPS. 

In a paper on “ Ship-lighting in Relation to Comfort, 
Safety, and Efficiency,” read before the Illuminating 
Engineering Society on April 26th by Mr. W. J. Jones, the 
hygienic advantage conferred on ships by the introduction 
of electric lighting is noted. It diminishes the vitiation of 
the limited air-supply. The first ship to be recorded as fitted 
with electric light was built in 1879, and it was abont 1883 
that electric lighting was introduced into the navy in 
, H.M.S. Polyphemus. Mr. Jones emphasises the great advan¬ 
tage of painting the inner surfaces of ships white, 
as this enables sufficient illumination to be given with 
fewer lights, and diminishes the glare from naked lamps. 
The White Star Company having permitted him to 
examine the illumination of Olympic , he found this 
“distinctly pleasing and comfortable.” He quotes the 
illumination three feet above the deck as follows:—In 
white painted alleyways (passages) 0-5 candle-power per 
square foot, in the first-class cabins 1*0, in the first 
saloon 2*5 candle-power. It will be remembered that the 
Olympic was reported 1 by our own representative to 
be unusually well ventilated. We are glad to find it 
urged that white-painting of the inner surfaces of ships 
results in economy, as it may thus become more usual. 
It certainly makes a ship more healthy to be white painted 
within, for she can be, and must be, better cleaned, the 
white paint “showing up the dirt.” 

CARAVAN SQUATTERS. 

A question was recently asked in the House of Commons 
concerning the petition of the Moreton (Cheshire) District 
Council upon the subject of the caravan settlement in that 
and adjoining parishes. The settlement is said to contain 
about 1100 caravans, many of which are only nominally 
vehicles, being supplied with bogus wheels. During the 
summer months numerous tents are added, and the popula¬ 
tion of the settlement is increased to many thousands. The 
drainage system, latrines, and urinals are described as 
wholly inadequate and insanitary, and admit of little hope 
of improvement; the land is below high-water mark, and 
becomes a quagmire in wet weather. Excreta, washing 
refuse, and food scraps thus collected attract swarms of 
flies, and there is grave danger of an epidemic amongst the 
caravan population and that of the surrounding district, to 
which the state of affairs has become an intolerable nuisance. 
Sir Alfred Mond replied to the effect that the local authority 
had sufficient powers to deal with the serious factors of the 
situation, and that he was in touch with them concerning 
the matter. 

It is not clear what proportion of this settlement oonsists 
of gipsies or to what degree the conditions of the camp are 
due to their presence. A recent protest by the people of 
Whitton, in Middlesex, against a small invasion of gipsies 
was countered by the vicar of the village, who expressed his 
satisfaction at tneir large attendance at church and at the 
reverent behaviour of the crowd which collected at an open- 
air service held among the caravans. It would seem possible, 
however, that the caravan town in Cheshire is largely 
tenanted by victims of the housing shortage, taught by 
army life to make the best of an unpleasant situation— 
unless, indeed, experience of strange lands has stirred to 
life an atavistic wanderlust in the descendants of genera¬ 
tions of townsfolk and agriculturists. The best way to 
avoid creation of such potential centres of disease is to 
build houses; the man who, in the words of the war artist, 
“ knows of a better ’ole ” will generally “ go to it.” 

1 The Lancet, 1920, ii., 666. 
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CENTRAL COUNCIL FOR DISTRICT NURSING IN 
LONDON. 

A directory of district nursing and streets list for 
London, which first appeared in 1917, is now issued at 
2*. 6 d., with a 1921 supplement. It contains, besides a 
comprehensive list of streets, with an index number 
indicating the district nursing association from which it 
is served, the addresses of divisional offices of the Public 
Health Department of the London County Council and of 
children’s care offices; also particulars of the ambulance 
service of the Metropolitan Asylums Board. Lists are given 
of boards of guardians, of boroughs and corresponding 
Poor-law areas, of city and borough councils, of hospitals 
(general and special), with addresses and telephone numbers, 
and of maternity and child-welfare centres. Particulars of 
nurses attached* to religious organisations, associations of 
midwives, facilities for massage and for material relief in 
sickness are also added. We note as trivial errors the 
omission of any hospitals for diseases of the chest among 
the special hospitals mentioned (pp. 6 and 7>, and the fact 
that the Chartered Society of Massage and Medical 
Gymnastics is still alluded to under its old name (p. 8). 

HOW NOT TO PREPARE A MEDICAL ARTICLE. 

We referred last week to a useful pamphlet drawn up 
by the Publications Department of the Medical Research 
Council containing a series of Notes upon the Preparation 
of Monographs and Reports for Publication by the Council. 
With the advice therein given we cordially concur except 
that we should much prefer the abbreviation of the 
gramme and its derivatives to follow the procedure laid 
down by the Council of the Chemical Society, i.e.:— 

kilogramme, kg. or 1000 g.; 
gramme, g.; 

centigramme, eg. or 0*01 g.; 
milligramme, mg. or 0*001 g.; 

and not kgm., gm., cgm., mgm. as given in the Notes. And 
we should have welcomed some warning against the 
tendency to spurious accuracy in giving decimal fractions 
of more significant figures than are justified by the number 
of cases dealt with. 

The March issue, we are now reminded, of the American 
Journal of Surgery contains an opportune leading article on 
how not to prepare a medical article which inculcates the 
same lessons in the Belloc method of a cautionary tale. A 
few extracts from this entertaining publication may induce 
our readers to turn to the original, which opens with the 
advice:— 

If you feel the urge—or the need—to write a medical article, 
don't — don't restrain yourself merely because you have nothing 
new to say and hardly know how to say it! Facts and theories in 
medicine must be repeated again and again to drive them home. 
Remember that not all your colleagues read the same text-books 
that you do, and therefore it is your duty to disseminate their 
information. If, at the eleventh hour, you have hastily scratched 
off a “ pot-boiler ” as your contribution to a “ symposium." don’t 
waste it on the limited audience of a medical society—publish it! 

Another paragraph treats of the choice of language for a 
medical article in a manner reminiscent of Lewis Carroll’s 
reminder to the would-be poet: Then, fourthly, there are 
epithets that suit with any word, as well as Harvey’s 
Reading Sauce with fish, or fiesh, or bird :— 

There are certain words and expressions that belong in every 
medical article. Be sure to use them. Those are : “ Cito, tuto et 
jucunde," “ fons et origo," ‘‘pari passu," “marked " “throws 
light," “presented," examination revealed," symptom- 
complex," “interesting and instructive," “significant observa¬ 
tion," “points out," unexplored fields." (There is room in 
almost every article to scatter a few small “ fields.’ ) When report¬ 
ing a case refer frequently to “patient," but never write “the 
patient died " ; say “ ceased " or “ exitus lethalis." 

The advice given to the author on the difficult subject of 
references is full of subtle malice, and we could wish that 
it had no applicability to cis-Atlautic writers :— 

Embellish your article with references. If you wish, you may 
add to it a bibliography taken from a recent paper on the same 
subject. If that is not convenient you may, on the other hand, 
simply append the names of a few text-books without indicating 
what parts of them are concerned. Either way is acceptable, 
under the rules. If you quote or refer to a few publications, 
gather these titles at the end of the manuscript and label them 
senlcntiously “bibliography." not merely “ references." Don’t 
lK)ther to read theso publications in the original, nor to verify the 
accuracy of the references themselves, or of their dates, or of tho 
authors'names. Especially avoid any uniformity in arranging these 
titles. Abbreviate the names of jffurnalH in as many different ways 
as you can. Give only the volume number, not the date ; the reader 
can discover in a library what year tho article was published. 
References to articles in weekly journals, however, should bo 
simply by tho year and the page number; anyone that wants to 
can find out for himself whether it was in the first or second volume 
of that year. Don’t spend ten cents to buy the little pamphlet on 
The Bibliooraphic Style of the Journal of the A.M.A.; you might bo 
tempted to follow its scheme of abbreviations of journal titles. 
Establish your own style, or, better yet, avoid all style. 


Finally, the need of a revised medical dictionary is 
indicated in which Temperature shall be synonymous with 
Fever, Pathology used to indicate the Disease removed from 
an organ at operation, and Wassermann, Babin ski, and 
Romberg stand for reactions (or “ pathologies ”), and not for 
once distinguished physicians and investigators. 

A MEMORIAL TO THE LATE DR. ERNEST ROBERTS. 

An appeal is being issued by the Minories (Stepney) Centre 
of the Women’s League of Service for Motherhood for an 
endowment fund of £6000 as a memorial to the late Dr. Ernest 
Roberts, the founder of the Centre, who died last year. 
The scope of the work includes infant consultations, 
clinics, medical advice and dental aid for mothers; dinners 
for expectant and nursing mothers; a creche; supply of 
clothing for children (at cost of materials); needlework, 
nnrsing, and other classes. Concerts and entertainments 
for the mothers are arranged, and home visiting is done by 
a trained nurse. Medical clinics and country convalescent 
holidays for specially delicate children have hitherto been 
financed by Dr. Roberts himself, save for the mothers’ small 
contributions. His brothers have undertaken to help the 
drug department; for the Children’s Country Convalescence 
Fund extra help is required. Contributions should be sent to 
the honorary treasurer, Mrs. W. B. Gladstone, 32, Prince’8 
Gardens, London, S.W.7. 

COLONIAL HEALTH REPORTS. 

Jamaica—In the report for 1919-20 the population is 
estimated at 893,580. The birth-rate worked out at 33*5 and 
the death-rate at 22*2 per 1000. Of the total deaths 32*6 were 
those of children under 2 years of age, and of these 24*4 
were those of children under 1 year. The principal causes 
of death among the inhabitants of Kingston, the capital, 
were: Phthisis, 11*3; diarrhoea and enteritis, 10*4; heart 
disease, 7*0; atrophy, icterus, and scleroma of the new-born, 
6*9; pneumonia, 4*0; influenza, 3*2. Matters in connexion 
with health and sanitation have been receiving for some 
time past the earnest attention of the Government, and active 
steps were taken during the year. The Rockefeller Foundation 
began extensive operations in connexion with the treatment 
of hookworm, ana the United Fruit Company inaugurated 
a system for medical attendance on their employees. 
A great diversity of climate is obtainable in the island. 
From a tropical temperature of 80° to 86° F. at the sea coast 
the thermometer falls to 45° and 50° on the tops of the 
highest mountains, and with a dryness of atmosphere 
particularly delightful and suitable to the most delicate 
constitution. There are many mineral springs, some of 
them possessing valuable qualities for the cure of various 
diseases and infirmities of the body; the two principal are 
the spring at Bath, in St. Thomas-in-the-East, and the 
spring at Milk River, in Clarendon. 

British Guiana.— In the year 1919, when the population 
was estimated at 305,991, the birth-rate was 26*0 and the 
death-rate 40*4 per 1000. The deaths of children under 
1 year of age were 185 per 1000 births. The following table 
shows the variation of the birth- and death-rates amongst the 
different races:— 

— j Birth-rate. | Death-rate. 

Portuguese . J 23*0 

Europeans other than Portuguese ... 1 10*9 

East Indians. ! 24*6 

Chinese . I 28*0 

Blacks . 26*8 

Mixed races. 27*2 

Enteric fever is a notifiable disease, and during the year 
524 cases were notified with 112 deaths. Anti-malaria 
and anti-mosquito measures are being generally and 

gradually enforced, with visible signs of success, in 
1906-7 33,748 cases of malarial fever were treated in the 
sugar estates’ hospitals; in 1919 the numbers fell to 70w. 
Quinine has been for some years sold at all post offices to 
the general public at cost price. It is also distributed by 
the sugar estates free to their labourers. Ankylostomiasis, 
which has engaged the attention of the Medical Department 
for several years, has considerably decreased on the sugar 
estates; this is attributed to improved sanitary measures 
and the erection of latrines. There were 683 patients in the 
public hospitals at the beginning of 1919, and during the 
year 15,007 were admitted. There were 1634 deaths. Out¬ 
door treatment was given to 48,697 persons. At the leper 
asylum there were at the beginning of 1919 194 males ana 
76 females—total 270—and during the year 72 more were 
admitted. The total rainfall for the calendar year at the 
Botanic Gardens, Georgetown, was 84*16 inches, and the 
total amount of bright sunshine recorded during the year 
was 2602*7 hours. 
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Lecture II.* 

(Delivered on March 3rd , 1921.) 

In ray first lecture I spoke of the fate of the sugar 
which is in the blood after a meal, and in this lecture I 
shall speak of some of the conditions under which 
sugar is excreted in the urine. 

Conditions under which Sugar in Excreted in 
the Urine. 

It is incorrect to say that every patient who passes a 
reducing substance in the urine is suffering from 
diabetes meUitus. Before that conclusion is possible 
the nature and amount of the reducing substance must 
be investigated, and even if dextrose is present the 
diagnosis is not necessarily correct. Fehling’s solution 
is still usually employed in testing for sugar, and if the I 
test is going to be of use its faults and fallacies must be I 
learnt. First, the solutions A and B must be freshly 
mixed, for an old solution may reduce itself. Secondly, 
equal quantities of urine and mixed solution should 
be boiled separately, mixed when boiling, and not 
re-heated. If sugar is present in a concentration of 
over 0*5 per cent, a reduction takes place almost 
instantaneously; if a concentration of 0'1 or 0*2 per 
cent, be present the reduction may not take place for 
five or even ten minutes. 

When a delayed reduction of this kind occurs it is 
always necessary to confirm the presence of sugar by 
other tests—e.g., Benedict’s or Nylander’s. In order to 
be quite certain of the presence of a sugar it is necessary 
4) to do a fermentation test with yeast to see if the 
sugar will ferment; (2) to determine whether the plane 
of polarised light is rotated to the right or left; (3) to 
prepare the glucoasazone and to determine the melting- 
point of the crystals. 

Fehling’s solution, unfortunately, is reduced by other 
substances—e.g., uric acid, creatinine, and salicyluric 
add, and it would lead to less confusion if Benedict’s 
solution were substituted, as the latter is not affected 
by these other substances. Benedict’s solution is used 
rather differently, as 5 c.cm. of the reagent and 
eight drops of urine are boiled together for about 
two minutes, and then allowed to cool. If only a trace 
of sugar is present precipitation takes place slowly and 
is green in colour. The limit of detection is about 
0*08 per cent. 

Sugars other than Dextrose Found in the Urine. 

The other sugars which are found in the urine besides 
dextrose are IsBvulose, lactose, and a pentose. 

Laevulose may occur in urine either alone or with 
dextrose. It is a somewhat rare occurrence for IsBvulose to 
be present by itself, and as I mentioned in my first lecture, 
it is regarded as a sign of liver inadequacy. As lsevulose 

S 'ves the same reduction test as dextrose it can only be 
fferentiated (I) by determining whether the solution is 
laevorotatory, (2) by using Seliwanow’s test. The presence 
of lievulose in the urine does not necessitate a diagnosis of 
diabetes. It should, however, direct an inquiry into the 
state of the liver as far as that is possible. Mild restrictions 
of the carbohydrates are usually sufficient to prevent the 
excretion of ltevulose. 

Lactose is only present in the urine of women who are 
lactating or who have had to cease suckling a child, and in 
infants with gastro-enteritis. 1 The reduction with Fehling’s 
solution is not quite the same as with dextrose, as it often 
does not reduce copper unless the mixture is re-heated, but 
in the last case I saw that the urine reduced Fehling’s 


* Lecture I. appeared in The Lancet of May 7th, p. 951. 
No. 6098. 


solution just as dextrose does. This sugar is dextrorotatory, 
and the osazone is difficult to prepare; it does not ferment 
with yeast. Once the diagnosis is established the patient 
needs no treatment, as the condition is one which will right 
itself in time. An ingenious method of distinguishing 
between these sugars by means of the ferment action of 
various higher fungi has been devised by Castellani. 23 

Pentosuria is a rare freak, and until recently no case had 
been recorded in England, although Sir Archibald Garrod 
sought for it diligently. Cammidge, 1 however, has recently 
reported no less than 7 cases ; of these patients, 3 were Jews 
and 2 were Greeks. The sugar reduced Fehling’s and 
Benedict’s solutions, but only slowlv, as the amount of the 
sugar was small. Bial’s test in the best test for a pentose, 
and the presence of glycuronic acid, which also gives this 
test, can be excluded, as it does not give a positive test with 
Benedict’s solutions. Pentose is not fermented by yeast and 
is usually optically inactive, but may be dextrorotatory. 
Removal of all carbohydrates from the diet caused no reduc¬ 
tion in the pentose, but a diminution in the protein caused a 
decrease in the pentose output. 

So-called Diabetes Innocens . 

Dextrose is excreted in the urine in a number of 
other conditions besides diabetes—e.g., in exophthalmic 
goitre and acromegaly, and after adrenalin injections— 
but it would take me too far afield to describe all these 
types. I will therefore confine myself to the cases of 
true diabetes and to those groups of rare cases in 
which sugar is excreted without causing any symptoms, 
dealing with this latter group first. It has only been 
recognised comparatively recently that there are 
patients who pass sugar year in and year out without 
suffering any ill-effects. 

Klemperer, 2 in 1896, described the case of a man who was 
suffering from renal disease, but also passed a little sugar. 
Liithje 3 and Bonninger 4 reported similar cases, and Liithje 
observed that the amount of sugar excreted bore no 
relation at all to the amount of sugar eaten and that the 
amount of sugar in the blood was less than normal. As 
these cases all had albuminuria the name “ renal diabetes ” 
was suggested. Since then numerous cases of a similar 
type, but with no signs of renal disease, have been described 
and that name has been abandoned. Salomon 5 has 
suggested the title of “diabetes innocens” as the disease 
seemed such an innocent one. This name is a bad one as 
the word diabetes indicates that much urine is excreted and 
in these cases there is no increase in the output of 
urine. However, the name is now well recognised and 
cannot well be altered. During the last few years 
a good many more of these cases have been described, and 
the total number is approaching 30. 6 7 8 9 10 Pavy un- 
I doubtedly recognised this type, as in 1908 he told a man, 
whom I saw afterwards, that he had “a family idiosyn¬ 
crasy involving a slight defect of the carbohydrate 
assimilative power,” and added that he had seen similar 
cases. 

The characters of the class are as follows:— 

The sugar is usually discovered by accident and is small 
in amount, less than 5 g., often only 1 or 2 g., in the day. 
The amount of sugar excreted does not depend on the 
amount of carbohydrate eaten, and a dose of 100 g. produces 
no increase in the amount of sugar. The amount of sugar 
in the blood lies within normal limits, and in my cases it 
responded to a dose of carbohydrate in the usual way. 
Salomon stated that the level of the blood sugar was 
unaltered by a dose of sugar after one hour, but he worked 
before it was recognised that the rise in the blood sugar was 
a rapid one, followed by a rapid fall. The after-history of 
these cases shows that whether they are treated or not, they 
continue to pass sugar in small amounts, and that in the 
end no restrictions are placed on them. As to causation 
practically nothing is known. The condition is apt to occur 
in several members of a family. Salomon described 10 caBes; 
5 of them belonged to two families, and two first cousins of 
one of the families were affected ; while a sixth patient had 
a sister who passed sugar. I have only seen three of these 
cases, but one of the patients had a sister and brother who 
passed sugar. Consanguinity does not seem to play any 
part in the causation. 

Sugar in the Urine ivith no Symptoms of Diabetes . 

There is another group of cases 10 which differs from 
this group in some points. 

The group might almost be called the St. Bartholomew’s 
group, as two of the cases were patients of Sir Archibald 
Garrod, the third was one of the residents of the hospital, 
two others were officers (one naval and one military) who 
came to the hospital to have their blood sugar tested, and 
the sixth case was reported by Dr. Parkes Weber, 11 an old 
U 
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St. Bartholomew's man. Besides these 6 cases I only 
know of 3 others, those reported by Bailey, 12 and Lewis 
and Mosenthal, 13 and perhaps by Murlin and Niles, 14 which 
seem to resemble them. Most of the cases were discovered 
accidentally. The first one came to Great Ormond-street, 
complaining of nocturnal enuresis, and the sugar was 
discovered in the course of a routine examination. Two 
years later the urines of the father, mother, and brother 
were examined and that of the brother contained sugar. 
Two cases were discovered during examination for life 
insurance. On man was ailing and the sugar was found in 
the course of the routine examination. None of the patients 
complain of thirst and they have no symptoms which 
suggest diabetes. 

The chief characters of the group are:— 

The amount of sugar excreted is fairly large, 10-30 g. 
a day, which is much larger than in the case of the previous 
group. The amount of sugar excreted seems to be almost 
independent of the amount of sugar eaten. In one of 
Garrod’s cases the sugar output and sugar intake is shown 
in the following table:— 


Sugar intalee (grammes). 

64 . 

Sugar output (grammes). 
. 39-42 

56 . 

. 20-33 

28 . 

. 23-30 

0 . 

. 20 


The concentration of sugar in the urine is high—often 
over 4 per cent, if the urine is collected immediately after a 
meal. This, again, contrasts with the other group, in which 
it is usually less than 0-5 per cent. Starvation for a whole 
day reduces the sugar to a mere trace or to nothing at all. 
Starvation did not affect the patients adversely, and one of 
them used to play tennis both morning and afternoon of the 
hunger day. The sugar returns again as soon as food is 
given, even if the food contains no carbohydrate. The level 
of the blood sugar taken when the patient is fasting lies 
within normal limits, yet sugar is often excreted during 
a fast. 

Sugar Tolerance. 

This must be tested by giving a dose of sugar or a 
carbohydrate meal and determining the effect of the 
meal on the level of the blood sugar. The urine is 
collected before the experiment begins and for each 
hour afterwards. The curves, one from a published 
case (Fig. 1), the other from a recent case (Fig. 2), 


In all the charts the figures at the left side indicate grammes of 
sugar in 100 g. blood. 
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in the diet; (3) a starvation day will cause all the sugar 
to disappear ; (4) on gradually increasing the diet no 
sugar will appear for an indefinite period depending 
on the severity of the disease ; (5) if the sugar 

tolerance is tested with a dose of sugar and the blood 
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in 

urine. 
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in 
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Fig. 2.—The effects of 25 and 75 g. sugar on level of blood sugar 
(shown by curves); and on sugar excretion in the urine (shown by 
stippled graphs). 


curve determined at the same time, the picture 
is very different. (Fig. 3.) The figure shows that no 
sugar is passed when the blood sugar is normal, but 
that the sugar in the blood increases rapidly after the 
meal and goes up much higher than in the normal 
person, and that sugar is excreted when the blood 
sugar is high. 


No Treatment Required for Diabetes Innocens. 

It is very important to make this distinction clear, as 
it is a mistake of the first magnitude to make a diagnosis 
of diabetes innocens unless the case has been tested in 
the way I have described. 

A case of diabetes innocens needs no treatment, bat if the 
patient is treated as a diabetic no harm will ensae; sooner 
or later he will abandon the treatment with no ill-effect. 

0’25 
0-20 
0T5 
0T0 


0-05 


0 30 60 90 120 150 180 210 240 



The figures at the foot of Charts 1 and 2 represent minutes 
after meal. 


The figures at the foot of Charts 3, 4, and 5, represent minutes 
after sugar. 


Fig. 1.—Showing the effects of 60 g. oatmeal and 60 g. bread on 
level of blood sugar. 


Fio. 3.—Showing effect of 50 g. sugar on level of blood sugar and on 
sugar excretion in the urine. 


show that (1) sugar is excreted when the level of the 
sugar is normal, though in one case no sugar was 
excreted on one occasion ; (2) the response to the dose 
of sugar is no greater than that of a normal individual 
to a similar dose ; (3) more sugar is excreted when the 
level of the blood sugar is raised; in one case sugar 
continued to be excreted in considerable amounts, 
although the blood sugar had fallen almost to the 
original level. 

The criticism has been made that these may be mild 
cases of diabetes, but a mild case of diabetes differs from 
this type of case in response to the above tests. A mild 
diabetic who is passing 20-30 g. of sugar in the day will 
respond to the tests in the following way : (1) the 

sugar will not be present in each specimen—the urine 
after the meal will contain most sugar and the fasting 
urine will not contain any; (2) the amount of sugar 
will bear some relation to the amount of carbohydrate 


The sister of one of the patients in group 1 endured a fairly 
strict treatment for two years, but then abandoned it. 
Later on she married and bore a child with no ill-effects. 
The child does not pass sugar, but the mother still does so. 
But if a mild diabetic is treated as a case of diabetes 
innocens he will inevitably grow worse. I have known this 
happen on one occasion in the early days of blood sugar 
determination before the cases had been properly worked 
out. The man was a diabetic of about two years’ standing, 
and he had become sugar free with carbohydrate restric 
tions. At this stage his case excited interest! and his blood 
sugar was determined and found to be normal. The patient 
was therefore thought to belong to the innocons class, and 
no diet restrictions were imposed. Two years later he was 
shown to me as a case of diabetes innocens which had been 
converted into a case of true diabetes mellitus. His old 
notes were available, and we were able to obtain the story 
which 1 have told you. Unfortunately the man did not 
respond to treatment as well as he had done before, and 
three years later he died. The diagnosis of diabetes innocens 
must therefore be made with great care. 
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Prognosis as yet Uncertain. 


The prognosis in these cases is a little uncertain, as 
they have not been known long. 

Dr. Parkes Weber’s case has been watched longest but not 
continuously. She was in St. Mary’s Hospital 35 years ago, 
and then passed 30 g. of sugar a, day. She was in the 
German Hospital five years ago for a multiple polyneuritis 
of uncertain causation which got quite well. She was still 
passing about 30 g. of sugar in the day on a mixed diet. 
Sir Archibald Garrod’s first case has been watched for nine 
years ; the girl, first seen at the age of 8, is now 17, and the 
boy, first seen at the age of 12, is now 19. Both of them 
seem very well and lead active lives with no restrictions. 
One of the men, first seen nine years ago, is still quite well. 
The other two cases are only of short duration, less 
than two years. 

Bailey’s case has 
been watched 
for eight years. 

It is clear that 
these cases are 
of an innocent 
type, but various Q . 15 
questions arise 
in connexion 
with them. 

Should they 
marry ? Should 
they live in a 
hot climate? 

What should be 
the attitude of 
the life insur¬ 
ance offices to 
them ? So far 
two of my male 
patients have 
married, and one 

of them only came to me to know if he might marry. It was 
with considerable diffidence that I answered Yes, and I 
failed to satisfy the prospective father-in-law completely. 
Hot climates do not seem to agree with cases of the milder 
type of diabetes innocens. One of Garrod’s patients was 
unwell in India. One of mine in group 1 became very slack 
in Egypt and lost a great deal of weight. In spite of this 
evidence, however, one of the recent patients persisted in 
going to Assam, though another one was deterred. 
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Fir;. 4.—Showing effect of 10 g. sugar on level 
of blood sugar and on sugar excreted in 
the urine. 


The correct attitude of the insurance company is 
still more difficult. The disease as an entity is a new 
one; the cases have only been fully worked out since 
1916. It is perhaps too much to expect that the 
innocency of the disease will be admitted, but I believe 
that the time will come when a case which has been 
properly worked out will be accepted at low rates by 
the insurance offices. 

The treatment of these cases does not seem to matter. 
One of my army officers was treated on modern lines 
for three months without any efFect. The only possible 
line of treatment lies in the discovery of how to alter 
the leak-point, and of that we at present know nothing. 


Exceptionally Large Sugar Excretion. 

In the two groups I have described the sugar output 
was less than 10 and about 30 g. per day respectively. 
Galambos 15 has described a case where 100-150 g. of 
sugar per day were excreted. These amounts are very 
large and in the ordinary way the patient would 
undoubtedly be considered to be a true diabetic. The 
case was carefully worked out and it seems certain that 
sugar was passed, although the blood sugar was not 
raised. As the amounts of sugar which were excreted 
are so large I have thought it better to place this case 
in a separate group, of which it is the only member, 
although it only differs in degree from the other groups. 


two hours. During the hour he passed 0 2 g. of sugar, and 
none in the next hour. His leak-point is set somewhere 
between 0*12 and 0-16. I am still in doubt as to the correct 
diagnosis, but I am in no doubt at all as to the correct treat¬ 
ment. With our present knowledge he must continue to be 
treated as a true diabetic with restricted carbohydrates. To 
treat him as a member of a new' innocens type would be far 
too great a risk. 


In the class of diabetes innocens the leak-point is set 
at the 0*10 or 0*12 level, and consequently sugar escapes 
all the time, but most of all after a meal. In the cases 
that I am now going to describe, the leak-point is not 
set at 0*20, but may be at 0*25 or 0*27, or higher. 

The first case to which I want to refer is one which 
Garrod 18 first reported in 1912. The patient, a man of 58, 

came to St. Bar¬ 
tholomew’s Hos¬ 
pital in 1909 com¬ 
plaining of thirst 
and jaundice of 
three days’ dura¬ 
tion. The liver 
was enlarged, 
reaching four 
fingers’ - breadth 
below the costal 
margin; the total 
output of sugar 
was not large, 
42 g. a day. Under 
the dietetic treat¬ 
ment then in 
vogue the sugar 
was reduced to 
4 g. a day in the 
course of five 
weeks;the jaun¬ 
dice disappeared 
in two weeks. After discharge from the hospital the 
sugar disappeared from the urine and did not return, 
although the patient ate a liberal diet and no sugar 
was passed after 100 g. Garrod reported the case in 1912 as 
one of diabetes with complete recovery of tolerance. In 
1915 I ,T made an estimation of the blood sugar at Sir 
Archibald Garrod’s request. He w T as not passing any sugar 
at thi9 time, but his blood sugar was 0*26 g. per cent, and a 
week later it was 0*27 per cent. 10 In 1919 I made sugar 
tolerance tests with 25 and 50 g. of sugar. (Fig. 5.) The 
dose of 26 g. did not raise the blood sugar above 0*185 and no 
sugar was excreted. The dose of 50 g. raised the level of the 
blood sugar to 0*30 at the end of one and a half hours and 
1 g. of sugar w*as excreted in the urine in two hours. A con¬ 
sideration of the curves shows that the patient now has a 
distinctly lowered sugar tolerance, but that he does not pass 
sugar as a rule because the leak-point is set at an unusually 
high level. 

The leak-point may also be raised in cases of severe 
diabetes. 1 17 estimated the blood sugar of one man six 
times on each of two successive days. (Fig. 6.) On the 
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Fig. 5.—Showing effect of 25 g. and 50 g. sugar 
on level of blood sugar, and effect of 50 g. 
sugar on sugar excretion in the urine. 



Position of Leak-points. 

All the cases I have seen in the two groups of diabetes 
innocens have leaked sugar with a normal blood sugar 
of 0*09 to 0*11 It is difficult to believe that there is a 
hard-and-fast division between the diabetes innocens 
class and the healthy people. So far I have only come 
across one patient in whom the question has arisen. 

He is a boy, aged 6, who has been passing sugar irregularly 
for the last two years. He has been fairly strictly dieted by 
Dr. Ernest Young, and seems quite well. He can eat 15 g. 
of sugar in the form of bread, Ac., at each meal of the day 
without passing sugar. (Fig. 4.) A dose of 10 g. of sugar 
sent up the blood sugar from 0*11 to 0*16 in 30 minutes, but 
it was down at 0*12 in 60 minutes and to 0*09 at the end of 


Fig. 6.—Showing level of blood sugar after meals during the day, 
and on a hunger day. 

first day 40 g. of sugar in the form of carbohydrate were 
eaten, and 45 g. of sugar were excreted in the day period of 
12 hours and 55 g. in the night period. The blood sugar varied 
between 0*36 and 0*29 during the day. On the second day 
tea and coffee with no milk and sugar were given, and only 
2 g. of sugar were excreted in the day urine and none at 
night. The level of the blood sugar varied between 0*27 and 
0*29 throughout the day. This man went out of hospital 
sugar free, and remained well for two and a half years 
during the w*ar period in spite of its great difficulties about 
food. He then developed phthisis and died of tuberculosis 
six months later, three and a half years after the first 
symptoms of disease. 
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The blood sugar may be considerably raised in pneumonia 
and nephritis without sugar being excreted, figures up 
to 0*28 being reported. 

Two Cases in Children. 

Lastly, 18 I wish to speak of a little group of cases in 
children which possess several peculiar features, as the 
disease is always considered to be more serious in 
children than in adults. The group consists of two 
patients, a girl, aged 11, who has been under observa¬ 
tion five years, and a girl, (aged 10, who has been 
under observation two and a half years. The case 
reported by Porter Parkinson 18 may belong to this 
group. The two girls came to hospital chiefly because 
they had pruritus vulvse. They are both very small 
for their age ; a year ago they were both 4 inches under 
the average height and 11 lb. under the average weight 
for their age. One of them, E. B., has grown 3 inches 
in the last year, but the other one has grown £ inch 
only. The girl, E. B., had a sugar tolerance of about 
50 g. of sugar in May, 1916, and of 70 g. in October, 1920. 
The girl, E. L., has a sugar tolerance of about 12 g. on 
a diet of 400 calories. The blood-sugar curves of this 
group of children are very interesting. 

E. B. (Fig. 7)*—A dose of 15 g. caused the blood sugar to 
rise from 0-16 g. to 0-29 g. in one hour, and it gradually fell 



Minutes after sugar. 

Fio. 7.—Showing effects of 15 g. sugar on level of blood sugar. 

in the course of the next two hours to 0*23 g. In the first 
two hours there was a trace of sugar in the urine, but it was 
too little to estimate with the polarimeter, and none at all 
in the third hour. 

E. L.—On Nov. 7th, 1919, a dose of 10 g. of sugar caused 
the blood sugar to rise from 0*15 g. to 0*30 g. at the end of one 
hour, and at the end of three hours it was still at 0*23 g. 
In the first 90 minutes 1*5 g. were excreted in the urine, and 
in the next 90 minutes 1*1 g. (Fig. 8.) On July 13th, 1920, 
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Minutes after meal. 

Fig. 8.—Showing effect of 10 g. sugar on level of blood sugar and 
amount of sugar excreted in urine on two given dates. 

a dose of 10 g. of sugar raised the level of the blood sugar 
from 0*13 g. to 0*24 g. in one hour, and at the end of two hours 
it was still at 0*30. In the first hour 0*10 g. was excreted, 
in the second hour 0*15 g., and in the third hour 0*20 g. On 
Feb. 1st, 1921, a dose of 10 g. of sugar raised the level of the 
blood sugar from 0*145 g. to 0*26 g. in 90 minutes, and it had 
begun to fall after 120 minutes. Although the blood sugar 


did not rise so high or so rapidly, about 0*8 g. of sugar was 
excreted. The level of the leak-point seems, therefore, to 
have fallen somewhat. 

A consideration of these experiments shows that 
the dose of sugar causes a considerable and sustained 
rise in the blood sugar. On this evidence they 
must be considered as being true diabetics. It is 
clear also that the only reason these children do not 
pass more sugar is that the leak-point is usually 
considerably raised. 

Raising of the Leak-point a Defensive 
Mechanism. 

In 1915 I expressed the opinion that the raising of the 
leak-point must be in the nature of a defensive 
mechanism, and that is an opinion to which I still 
incline. The gradually increasing sugar tolerance in 
the case of E. B. may be due not to an increase in the 
power of the liver and muscles to Btore up sugar any 
more quickly from the circulating blood, but to the rise 
in the leak-point. 

Allen 20 has considered this point in connexion with some 
of his dog experiments. He is strongly of the opinion that the 
raising of the leak-point is a disadvantage to the animal, as 
the internal secretion of the pancreas is being overworked 
whenever the level of the blood sugar is considerably raised. 
Williams 21 and Humphrey also think that the raising of the 
leak-point is a sign of evil import. Allen 22 has recently 
expressed the opinion that in some way the dogs were able 
to use the “extra” sugar which was in the blood with 
apparent benefit. 

I am in complete agreement with Allen’s views on the 
overtaxing of the internal secretion of the pancreas, but the 
course of the disease in these two children does not quite 
tally with his views about the high leak-point. One child 
has increased her sugar tolerance, and although the other 
one seems to remain stationary, she does not show any 
signs of dying. I must confess that I do not understand 
why the children continue to look so well. 

This completes the account of the innocent types of 
diabetes and of those cases in which the change in the 
leak-point is an important factor. 

Types of Diabetes Mellitvs. 

It has been the custom to divide the cases of diabetes 
mellitus into alimentary glycosuria and pancreatic 
diabetes. A study of the clinical picture shows that 
although a mild case of alimentary glycosuria differs 
greatly from a severe case of diabetes, yet cases occur 
of all degrees of severity, from the mild elderly glycosuria 
to the severe case whose duration of life after the onset 
of the disease may be a matter of days. Further, 
a study of the blood sugar in cases of alimentary 
glycosuria and severe diabetes does not suggest that 
there is any essential difference between the two types. 
In both the machine which regulates the taking up of 
sugar from the blood is out of action to a greater or less 
extent, and sugar floods the blood and is excreted in 
the urine. It seems to me better, therefore, to class all 
these cases under the head of true diabetes and to 
subdivide them into mild, medium, and severe types of 
the disease. 

Mild type. —The mild cases usually, but by no means 
always, occur among elderly people; young people 
may also have a mild form of the disease. 

The mild type is especially common among the natives of 
India and Ceylon. The patient, as a rule, does not at first 
complain of any symptom, and the sugar is often discovered 
accidentally in the course of a routine examination for life 
assurance, or for some other ailment. The amount of 
sugar excreted is usually small, 30-50 g., and is only excreted 
after a carbohydrate meal. The sugar may be present for 
one or two hours after the meal, and after that the urine 
may contain no sugar until the patient eats another meal 
which contains sufficient carbohydrates to overtax the 
sugar tolerance. The urine passed before breakfast usually 
contains no sugar. If these facts are considered in the 
light of our knowledge of blood sugar, it will be realised 
that the carbohydrates eaten at the meal raise the level of 
the blood sugar above the leak-point of the individual for a 
variable period, one, two, or three hours. During this 
period the sugar will be excreted in the urine until the level 
of the blood sugar falls below the leak-point. After that 
the extra sugar circulating in the blood will be gradually 
taken up and stored. 
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Many of the cases of mild diabetes occurring in elderly 
people are, in my opinion due to a temporary depression of 
the sugar mechanism by another illness. tfhe case of the 
elderly person who develops gangrene of one limb is typical 
of this. Gangrene is so frequently accompanied by 
glycosuria that the surgeon always examines the urine 
carefully for sugar. So long as the leg remains in a damaged 
condition it may not be easy to keep the urine sugar-free, 
but once the leg has been amputated, always assuming that 
no sepsis or other complication occurs, the sugar usually 
disappears at once. The patient may recover quite a large 
sugar tolerance. The association of carbuncle and glycos¬ 
uria is also well known. On this hypothesis there are a 
great many elderly people who are potential diabetics. That 
is, under ordinary circumstances they do not pass sugar on 
an ordinary diet, although their sugar tolerance is actually 
reduced. When they are subjected to the additional strain of 
an illness the sugar tolerance is so much reduced that sugar 
is excreted. 


Medium type .—The medium type of case occurs more 
often among younger people, and in these cases the 
sugar is usually discovered because of the symptoms 
which the patient complains of. 

He usually comes to the doctor complaining of weakness, 
lack of energy, pruritus, and thirst. The thirst in a medium 
case is not a very prominent complaint and does not, by 
itself, bring the patient to the doctor. He waits until after 
the other symptoms have appeared. That is, the medium 
esse is very rarely seen quite early in the disease and the 
history is usually one of weeks or months. 

The amount of sugar passed may be up to and over 100 g. 
of sugar, and when a patient of this type is investigated 
sugar is found to be present in every specimen of urine 
passed. The output of sugar per hour varies greatly, 
however, as there is an increase in the amount after each 
meal, and the urine passed before breakfast will contain 
least sugar. This, in terms of blood-sugar curves, means 
that the level of the blood sugar is always above the leak- 
point, although it varies with the amount of carbohydrate 
eaten at each meal. It was formerly believed that the level 
of the sugar in the blood was raised because there was a 
persistent call for the sugar on the part of the tissues which 
were, however, unable to use it. This hypothesis gains little 
support from the examination of blood-sugar curves. The 
effect of each dose of sugar in these cases is to raise the level 
of the blood sugar from an already high level to a yet higher 
level. On the present hypothesis the sugar cannot be stored 
by the liver and muscles and other depdts as well as before ; 
consequently, the sugar circulates in the blood until the 
excess of it is excreted. 

As I pointed out in the last lecture, the total sugar in the 
blood of a man of 10 st. 3 lb., or 66 kilos, is only 5 g. if the 
concentration of the sugar in the blood is 0*10 g. per cent. 
It only needs an extra 5 g. in the blood to raise the per¬ 
centage of the blood sugar to 0*20 g. per cent., and of 10 g. to 
raise it to 0*30 g. per cent. These amounts are therefore 
very small in comparison with the amount usually eaten at 
a meal, and with the amount excreted by some diabetics. If 
these patients fast the level of the blood sugar usually drops 
below the leak-point at once, and may reach a normal figure. 
When they are tested with a small dose of sugar (10, 20, or 
30 g.) there will be a rise and fall in the blood sugar from 
0*12 to 0*20 and down again, provided that the patients can 
tolerate that dose of sugar. If the sugar tolerance is less 
than 10-20 g. the level of the blood sugar will rise above the 
leak-point and some sugar will be excreted. The patient 
therefore behaves just like a healthy person, but his 
tolerance is reduced from, say, 100 g. of sugar, to 10 or 20 g. 
The medium case will, of course, pass acetone bodies 
—aceto-acetic acid which is the dangerous substance, 
0-oxybutyric acid, and acetone. 


Severe type .—The severe cases usually have an acute 
onset, though it must be remembered that any mild or 
medium case may become severe in course of time. 
Further, a mild or medium case may be converted 
suddenly into a severe one by any intervening disease 
such as influenza or septic infections. 

The newly developed severe cases usually come to a 
doctor complaining of thirst, and if the case is very severe 
the actual day of onset can often be discovered. We have 
recently had three cases in which this could be done. One 

S tient gave a six weeks’ history of thirst and could fix the 
y of onset, having been very thirsty one evening in 
church and having had to get up twice that night to get water 
to drink. One boy of 17 gave a history of thirst of 17-20 
days’ duration. He was able to give the day approximately, 
as he was not thirsty on a Sunday, but was very thirsty on 
Thursday, the early closing day of the week. One boy, 
aged 10, gave a ten Says’ history, as he was not thirsty on 
the Sunday but was very thirsty on the Monday. This boy 
was the only one who complained of anything else at the 


onset. He was unwell with an indefinite malaise, and was 
kept in bed for three days after the onset. After that he 
went back to school, but was very easily tired. This boy 
died on the fourteenth day after the onset of the thirst. 

Very acute cases of this type are rare, but may[be 
commoner than is supposed. 

Sir Archibald Garrod was once called out to see a young 
woman who had become unconscious that morning and had 
not complained of any illness before this day. The urine was 
examined, and a great deal of sugar and aceto-acetic acid 
was found. Dr. T. H. G. Shore tells me that he has made 
post-mortem examinations on two soldiers who had died in 
France of diabetes mellitus. One had died in the train on 
the way down from a C.C.S. to the base, and the other died 
at a base hospital. In neither case had the disease been 
recognised during life, but the bodies smelt so strongly of 
“acetone” that Dr. Shore examined the urine in the 
bladder, which was found to contain sugar and aceto-acetic 
acid in large amounts. No other cause of death was found. 
Even if allowance is made for the extreme degree of 
overwork which occurred at times in France it is difficult to 
avoid the conclusion that these two undiagnosed cases 
belong to the very severe and rapidly fatal type of the 
disease. 


The symptoms which bring these patients to the 
doctor are usually thirst coupled with weakness or a 
feeling of tiredness. There is usually no malaise. 

The sugar excreted in severe cases is large in amount— 
200 to 300 g. in the 24 hours—and is always present in the 
urine. In fact, the amount of sugar {Missed during the night 
hours may be as large or larger than that passed during the 
day when the meals are eaten. The amount of sugar in the 
blood is usually very high in these cases, and may be as 
much as 0*40 or even 0*60 g. per cent. The level of the blood 
sugar remains above the leak-point the whole of the day. 
If a dose of sugar be given to these cases in the form of a 
meal the level of the blood sugar rises rapidly after the meal 
and then falls again. 

This is not quite the whole story, as the blood sugar at 
6 a.m. was higher in one case than it was at 6 p.m., although 
nothing had been eaten for some 
hours. If these patients are 
starved the blood sugar usually 
decreases in amount, but it may 
take several days before it falls 
below the level of the leak-point, 
and longer still before it falls 
to the normal level for a healthy 
adult. The power of a severe 
diabetic to store sugar is exceed¬ 
ingly small, and a dose of 10 g. 
of sugar may be sufficient to 
cause the excretion of several 
grammes of sugar. (Fig. 9.) 

Conclusion. 

This completes my survey 
of the different types of 
diabetes meilitus. Many con¬ 
ditions may cause the presence 
of sugar in the urine, and the 
study of these is both fasci¬ 
nating and useful. If we 
are able to differentiate the cases into groups, and 
therefore to give a better considered prognosis, then we 
have at least achieved something. I am tempted 
to say that anything is better than the teaching of 
my student days—“death within two years whatever 
you do.” It was not true then, and still less is it 
true now. 



Fig. 9.—Effect of 6 g. sugar 
in vegetables on level of 
blood sugar. 
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This article deals with fibrous contraction of the 
vesical outlet after suprapubic prostatectomy, and with 
an open operation for its prevention. No paper upon 
this subject should open without a reference to the 
fundamental work of our President, Sir Peter Freyer. 
I can look back to the time when castration, following 
the erroneous teaching of White, was in vogue as a cure 
for enlarged prostate, and when Harrison was attempt¬ 
ing to prove by statistics that resecting the vas was an 
efficient substitute and would cure the condition. 

I can thus appreciate more fully than many of you 
here the immense change that was brought about by 
the introduction of suprapubic prostatectomy by Sir 
Peter Freyer. It is therefore in no carping spirit of 
criticism of the operation of suprapubic prostatectomy 
that I bring forward those cases of post-operative 
obstruction, but with a view to discussing with you 
whether some modification of the original operation is 
not necessary in order to meet this sequel shown by 
experience to occur. 

I shall first relate 16 cases of post-prostatectomy 
obstruction and then discuss them. 

Case 1.—R. T. H., aged 55 (Ref. No. 24). Examined Jan. 23rd, 
1917. Prostatectomy Sept. 28th, 1916 (general surgeon). Prostate 
adherent and operation difficult. Fistula persisted. On Nov. 18th 
surgeon introduced forefinger into the bladder and pushed metal 
bougie through the closed internal meatus. Jan. 13th, 1917: 
Fistula still leaking, instruments passed under antesthetic. On the 
23rd urinary fistula through which all urine discharged: bougies 
arrested at internal meatus. Feb. 14th: Operation. Internal 
meatus admitted a small metal bougie and was surrounded by 
hard scar tissue. This was excised and a free opening into the 
prostatic cavity obtained. Wound healed satisfactorily and urine 
passed in good stream. 

A year later the surgeon who had performed the original opera¬ 
tion wrote to me about him as follows: “ I saw a few days ago an 
old patient on whom I operated for enlarged prostate. I was 
pleased and surprised to see him bo w ell, as when I last saw him 
there was great trouble from cicatricial contraction of the com¬ 
mencement of the urethra and I feared carcinoma. I congratulate 
you on a remarkable result." 

Case 2.—H., aged 71 (Ref. No. 29). Examined March 21st, 1918. 
Prostatectomy Jan. 14th, 1918 (general surgeon). Prostate largo and 
shelled out in one piece. Difficulty in separation on left side and 
posteriorly. Emphysema, bronchitis, dilated heart, and glycosuria. 
Three weeks after operation attempts to pass catheter failed. 
Feb. 17th : Instruments passed with finger in bladder and catheter 
tied in for 14 days. March 21st: Urine discharged entirely bysupra- 
pubic fistula, motal instrument arrested at entrance into the 
bladder. Bladder opened freely, internal meatus completely closed 
by thick membrane. Membrane excised and large opening into 
prostatic cavity obtained. A month later suprapubic wound 
healed and urine passed naturally. 

Three months after operation patient died of cardiac failure, 
having continued to void urine naturally. 

Case 3.—P. W., aged 64 (Ref. No. 35). Examined April 15th, 1918. 
Prostatectomy Nov. 3rd, 1917 (urinary surgeon). Difficulty in enuclea¬ 
tion at lower part of prostate. After operation increasing difficulty 
in passing catheters. Fistula persisted and urine passed partly by 
urethra. February, 1918: Surgeon opened bladder and tied catheter 
in urethra.Wound healed but repeatedly broke down again. There 
was difficult micturition and attacks of retention. A catheter was 
obstructed at the internal meatus. At night urine passed only by 
catheter. April 29th, 1918: Bladder opened freely; vesico-prostatic 
opening was a small aperture surrounded by a thick cuff of fibrous 
tissue which gripped a fine catheter tightly. Fibrous tissue 
removed and prostatic cavity exposed. July: Wound closed, 
mictnrition normal. 

Case 4.—A. W. W., aged 66 (Ref. No. 35). Examined Nov. 4th, 1918. 
Prostatectomy November, 1917 (general surgeon). Since operation 
frequent micturition day and night and intense desire and spasm. 
Catheter passed occasionally with difficulty 8 inches from meatus. 

On rectal examination a hollow in region of prostate with some 
thickening on either side. On cystoscopy outline of internal meatus 
very irregular, a diverticulum at bladder base. Nov. 20th, 1918: 
Bladder opened, a pea-sized nodule of gland tissue at posterior lip 
of internal meatus. Internal meatus surrounded by fibrous ring ; 
diverticulum with cupacity of bean. Nodule removed and large 
opening into prostatic cavity obtained by cutting away fibrous ring ; 
diverticulum excised. October, 1919: He reported “result of 
operation splendid and water passed very easily." 

Case 5.—W. M., aged 60 (Ref. No. 38). Examined Feb. 13th, 1919. 
Prostate removed September, 1918 (general surgeon). Prostate large 
and operation straightforward. Fistula persisted and healed 
up for short periods. Difficult micturition, sometimes performed 

1 A paper read before the Section of Urology of the Royal Society 
of Medicine on Jan. 27th, 1921. 


only in recumbent position ; dribbling at end of act. Metal instru¬ 
ments passed regularly but with difficulty. Rectal examination 
showed hollow area in prostatic region and no sign of malignant 
infiltration. February, 1919: The surgeon again operated, but 
failed to reach the obstruction and could not pass an instrument 
through the urethra. 

May: I exposed the bladder and found internal meatus surrounded 
by hard fibrous tissue. This was cut away and a free opening . 
obtained ; the wound healed satisfactorily, the bladder closed, and 
patient was able to pass water freely. 

Case 6.—A. H., aged 53(Ref. No. P. 246). Examined July 8tli, 1920. 
Prostatectomy March, 1920 (urinary surgeon). Wound healed. 
Two weeks after returning home difficulty of micturition recom¬ 
menced, and finally no instrument could be introduced into 
bladder, obstruction being at internal meatus. 

Operation July 12th, 1920. Internal meatus surrounded by scar 
tissue and admitted probe. Scar tissue cut away ; irregular areas of 
fibrous Jrissue in wall of prostatic cavity, and in dissecting a fibrous 
mass a portion of the rectal wall was excised. Edges of rectal 
wound brought together with catgut stitches, catheter tied in 
urethra and prostatic cavity packed with iodoform gauze. Con¬ 
tinuous irrigation of bladder and prostatic cavity, and frequent 
rectal washing. Wounds healed, and patient left hospital passing 
clear acid urine freely. 

Case 7.-A. F. H., aged 63 (Ref. No. 46). Examined Oct. 11th, 1920. 
May, 1918, prostatectomy (general surgeon with special experience). 
Moderately enlarged firm prostate. After operation great difficulty 
in passing instruments. Urethra dilated w T ith metal instruments. 
Fistula persisted in spite of retained catheter. For 18 months 
urine passed only in a dribble, and has been on catheter life. 
Fistula closes for some weeks and then reopens. Micturition ceases 
after passing an ounce of urine and then catheter withdraws about 
a pint. In rectum a hollow prostatic area without induration. 
Small catheter passed hut was gripped at internal meatus. 

Operation Oct. 21st, 1920. Masses of fibrous tissue removed and 
bladder mobilised. Neck of bladder and internal meatus drawn 
under arch of pubes and fixed with fibrous tissue. Mucous 
membrane at internal meatus fell together laterally so as to close 
it. With finger no opening felt. On introducing catheter the 
internal meatus was found to be an antero-posterior slit, surrounded 
by hard, fibrous tissue, which gripped the point of the catheter. 
Fibrous ring was dissected away and free entrance to prostatic 
cavity obtained. Small fistula persisted for some weeks, but 
eventually healed. There was a full and powerful stream and 
no residual urine. 

Case 8.—E., aged 63 (Ref. No. 48). Examined Oct. 27th, 1920. 
October, 1918, prostatectomy (urinary surgeon). Enlarged prostate 
and some calculi removed. During convalescence difficulty in 
passing urine and instruments were passed. After leaving the 
home obstruction increased, and in March, 1919, catheter passed 
with difficulty. April, 1919: Complete retention. Instruments 
failed. A goncral surgeon opened bladder and introduced catheter. 
After that much better, but had to use catheter frequently. Diffi¬ 
culty of micturition increased, and in June, 1920, instruments were 
passed twice. Dilatation was followed by increased difficulty and 
retention, requiring catheter. During Septeml>er and October. 1920. 
there were repeated attacks of retention of urine, relieved by 
dilatation by bougies and passage of catheter. I examined him on 
Oct. 27th, 1920. He was confined to bed and in a nervous, depressed 
condition, with tremors of hands and legs. Bladder not distended: 
in rectum there was a hollow prostatic area; no dilatation of 
seminal vesicles and no induration. Metal catheter (No, 8) passed 
an obstruction at the membranous urethra and another at entrance 
into bladder, where it was tightly gripped. 

I operated on Nov. 4th, 1920. Large hernia of suprapubic scar. 
Lower part of bladder and internal meatus were dragged down 
under the pubic arch by fibrous tissue and were very difficult to 
reach. Internal meatus was a rigid ring admitting tip of little 
finger. A quarter of an inch below this the catheter lay in hard 
ring of fibrous tissue. Fibrous tissue at internal meatus and iu 
prostatic cavity was dissected away. Anterior wall of prostatic 
cavity also dissected away from pubic symphysis. 

Patient returned home five weeks after operation. Urine was 
then passed freely with good stream but with some lack of force. 
Catheter passed easily into bladder; no residual urine. At times 
there is an escape of a few drops of urine on rising suddenly or on 
sitting up in bed, but this symptom now (March, 1921) occurs at 
long intervals. 

Case 9.—W. S., aged 55 (Ref. No. P. 387). Examined Nov. 4th, 1920. 
Prostatectomy June, 1920 (general practitioner). After operation 
never passed urine by urethra except with catheter; urinary’ fistula 
persisted, instruments being arrested at internal meatus. Prostatic 
area soft, no induration. 

Operation Nov. 8th, 1920. Scar excised, bladder base exposed; 
internal meatus found to be completely closed; tongue of tissue 
about size and shape of bean and free at one end projected 
upwards from the bladder base in position of internal meatus. 
This mass was cut away and mucous membrane and fibrous tissue 
forming roof to prostatic cavity removed, and free opening made. 
The patient made uninterrupted recovery, and left hospital healed 
and passing urine freely in powerful stream. 

Case 10.—A. D.. aged 60. Examined Jan. 13th, 1921. Prostatec¬ 
tomy Sept. 11th, 1920 (general surgeon). Prostate removed with 
difficulty in two pieces. Very adherent posteriorly. Catheter* 
passed during convalescence. Healed iu nine weeks, but broke 
down again and has since healed and broken down several times. 
Metal instruments were passed. Urine passed with difficulty; 
micturition easier lying on back. Residual urine varied from sis 
to nine ounces. 

Operation Jan. 19th, 1921. Thick masses of scar tissue dissected 
from suprapubic area and bladder freely opened. Internal meatus 
admitted tip of little finger, and was filled with soft granulation 
tissue. About a quarter of an inch below internal meatus prostatic 
cavity narrowed by fibrous tissue which reduced lumen to No. 6 
English bougie. Fibrous tissue was dissected away and found to 
extend down to triangular ligament where opening was small and 
rigid. Catheter wus tied in ; recovery was complete, with free and 
powerful stream. 
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Case 11.—R. S., aged GO (Ref. No. 18*. Examined June 15th, 
1914. Prostatectomy March 4th, 1914 (general surgeon). Operation 
difficult; prostate hard and fibrous ; no irrigation of bladder during 
convalescence. First time catheter was passed a gush of pus came 
away, but no urine. Many unsuccessful attempts were made to 
pass instruments into the bladder. Suprapubic fistula persisted, 
and all urine discharged through this. On examination skin of 
lower abdomen eczematous; suprapubic scar thick and indurated. 
All urine was discharged through fistula. Obstruction to instru¬ 
ments after passing membranous urethra, and, between this and 
the bladder there was an area of hard fibrous tissue. Metal instru¬ 
ments passed up to 16/18 English and a catheter tied in urethra. 
In 14 days suprapubic wound healed and eczema disappeared. 
Urine passed freely by urethra. Patient died suddenly four months 
after I saw him after obscure abdominal symptoms. Intestinal 
obstruction was found, due to a band extending from upper part of 
right side of bladder down into pelvis. 

Case 12.—C. H., aged 61 (Ref. No. 16). Examined April 6th, 1914. 
Prostatectomy (general practitioner), January, 1914. Suprapubic 
tube retained for 14 days after operation. Fistula persisted, only a 
few drops of urine being discharged from urethra and a stream 
from fistula. Obstruction at vesico-prostatic junction, which 
admitted small instrument. On rectal examination a hollow area 
was found in place of prostate and no induration. Catheter tied in 
and suprapubic wound healed, but there was constantly recurring 
difficulty of micturition and instruments were passed at intervals. 
He lived in the country, and finally was able to pass instruments 
himself and keep the scar dilated. 

Case 13.—S. W., aged 58 (Ref. No. 14). Examined March 17th, 1914. 
Prostatectomy Oct. 23rd, 1913 (urinary surgeon); simple adenoma. 
Great difficulty in passing catheter three weeks after operation. 
Patient left the home Nov. 30th healed and passing fairly good 
stream, which got gradually worse and at end of December was 
reduced to a mere dribble. Surgeon again attempted to pass 
catheter and failed. Patient was told that there was block at neck 
of bladder. When I examined him urine was passed in feeble 
dribbling stream. In the rectum there was a hollow area in place 
of prostate, but no induration. In passing instrument there was 
difficulty at membranous urethra and also at internal meatus and I 
failed to enter bladder. Operation for removal of obstruction 
recommended, but I did not see patient again. 

Case 14.—W. P., aged 75 (Ref. No. 34). Examined Dec. 12th, 1918. 
Prostate removed (urinary surgeon). Prostate large and shelled out 
easily. Wound closed, but in a few months he had increasing 
difficulty in micturition and required catheter. In March, 1916, 
bladder was opened and internal meatus dilated; the wound 
healed quickly. When I examined him he complained of frequent 
micturition, and passed a small dribbling stream after great diffi¬ 
culty. I failed to pass an instrument into the bladder, the obstruc¬ 
tion being at the internal meatus. Fibrous thickening in prostatic 
area was felt from rectum. 

On Dec. 18th, under spinal anaesthesia, instruments passed and a 
catheter tied in urethra. The obstruction slowly recurred, and on 
March 20th, 1919,1 again passed instruments. 

Case 15.—W. G., aged 77 (Ref. No. 33). Examined Oct. 5th, 1918. 
Prostatectomy five years before (general practitioner). Prostate 
weighed 111 ounces. For some months before I saw him he had 
increasing difficulties of micturition and frequency of straining. 
Prostatic area flat and no sign of malignant infiltration. I failed 
to pass instruments, the obstruction being at the internal meatus. 
Under an anaesthetic the fibrous ring was dilated and a catheter 
tied in. Micturition was free for a time, but on Nov. 29th, 1918, the 
obstruction at the internal meatus had again developed. Urethra 
dilated and a catheter tied in. I have lost sight of this patient. 

Case 16.—R. S. R., aged 58 (Ref. No. 49). Examined Dec. 1st, 1920. 
Prostatectomy May, 1919 (urinary surgeon). Previous to operation 
was on catheter life. Operation said to be difficult, but no informa¬ 
tion in regard to prostate ; wound healed in four weeks. Had 
bilateral epididymitis. Since operation patient can pass one ounce 
of urine voluntarily and then requires catheter. He had undergone 
acourse of electric treatment for the bladder since the operation. 
On examination the bladder was distended. The prostatic area 
was hollow and without induration. A small catheter passed with 
difficulty, being gripped in prostatic area. Two pints of stinking 
alkaline urine were withdrawn. No sign of disease of the nervous 
system and no history of syphilis. I did not consider that there 
was nerve atony of the bladder, but regarded the condition as one 
of obstruction at the internal meatus. Cystoscopy recommended, 
but patient refused. 

Discussion of Cases. 

These 16 cases are patients suffering from obstruc¬ 
tion after suprapubic prostatectomy, the obstruction 
being due to the formation of fibrous tissue in the area 
from which the prostate was removed. The cases 
have been carefully selected so as to exclude two types 
of case in which there is post-prostatectomy obstruc¬ 
tion, but which for the sake of clearness I am anxious 
to exclude from discussion at present. These types 
are:— 

(1) Obstruction due to prostatic lobes left behind at the 
operation. I have seen a few cases where a large part of the 
prostate, amounting to a whole lobe, or even what would 
appear to be both lobes, was discovered in examining for 
the cause of the obstruction after a so-called prostatectomy, 
rreyer has published such cases. 

(2) Obstruction due to malignant growth following the 
removal of a prostate. This includes cases frankly malignant 
at the time of the operation, cases where there was a 
suspicion of malignancy, and the difficulty in enucleation 
and eventually the microscope proved that malignant change 


had occurred in a simple enlargement of the prostate, and 
finally, cases where clinically there wasasimpleenlargement, 
but the pathologist reported that some part of the adeno¬ 
matous prostate showed malignant changes. 

All these types I have excluded from this article as 
they raise issues outside those I wish here to discuss. 
Further, I wish to make it clear that there are here no 
cases of atony of the bladder from disease of the spinal 
cord, or atony of the bladder of the type I have 
described as atony without obstruction or signs of 
nervous disease. The tone of the bladder in these 
cases was normal and capable of projecting a good 
stream of urine when the obstruction was removed. 

Post-Operative History. 

The post-operative history of these cases is of 
interest. In some the obstruction appeared early in 
the convalescence from the operation. There was a 
delay in passing urine, and instruments were passed 
usually about three weeks after the operation in order 
to dilate the urethra and assist the passage of urine. 
In other cases there was difficulty in passing a catheter 
from an early date after the operation, and a catheter 
was tied in. In spite of these precautions obstruction 
commenced either at once or soon after leaving the 
home. In one case the obstruction became evident 
some months after the operation and in another only 
four yearB after the operation. In two cases no urine 
was passed at any time after the operation, and all 
attempts to pass instruments into the bladder failed. 
These two patients were told that the condition was 
incurable, and the suprapubic fistula must remain open. 
A suprapubic fistula persisted in 8 of the 16 patient's 
and in 4 of these all the urine was passed through the 
fistula, no urine passing by the urethra. In the 
remaining 4 cases some urine passed by the urethra 
and some by the fistula. In two of these (Gases 5 and 7), 
the fistula healed up from time to time and then broke 
down again. 

In cases where the wound healed completely or the 
fistula only broke down occasionally the symptoms 
were those of severe obstruction, usually constant, 
but occasionally varying from difficult micturition and 
straining to periods of retention. In such cases the 
patient was on catheter life, the catheter being passed 
with great difficulty. In three cases after some months 
instruments were passed under an anaesthetic and the 
stricture dilated, this proceeding being repeated on 
several occasions. In four cases a second operation 
had been undertaken, the bladder being opened, instru¬ 
ments being passed, and a catheter tied in the urethra. 
In all of them the obstruction had recurred. 

Anatomy of the Prostatic Bed after Prostatectomy. 

In order to understand the condition present in these 
cases it is necessary to have a clear idea of the anatomy 
of the parts after prostatectomy. The enlarging prostate 
expands in two directions: (1) backwards towards the 
rectum, expanding the fascial sheath and stripping it 
from the bladder base; and (2) upwards into the 
bladder, stretching the sphincter and pushing up 
through it into the bladder cavity. 

After enucleation of the prostate a cavity of varying size 
is left. Lying on the postero-inferior wall of this is a small 
strip of the mucous membrane of the urethra, representing 
the portion of the posterior wall of the prostatic urethra 
which lies between the verumontanum and the membranous 
urethra. (Fig. I., 1 and 2.) The seminal vesicles lie in the pos¬ 
terior wall, having been stripped from the bladder base by the 
enlarging prostate. This cavity is roofed by a shelf or canopy 
formed by the bladder base, and communicates with the 
bladder cavity by the opening through which the prostate 
was enucleated. This opening varies very greatly in size. 

In prostates where the intravesical projection of the 
prostate has been very large, the opening may be so wide 
that there is scarcely any ledge at all. In the majority of 
prostates, however, this ledge is very pronounced, and the 
opening into the vesical cavity lies at the anterior part of the 
roof of the prostatic bed. This is most evident in the type 
of prostate where the enlargement has been extra vesical and 
can be felt prominently in the rectum, but does not project 
through the sphincter into the bladder, and in those 
prostates where there is a small intravesical nodule and a 
large extravesical adenomatous mass. At this prostato- 
vesical opening the mucous membrane of the urethra, when 
it joins that of the bladder, is torn across. 
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The urethra communicates with the prostatic cavity at 
the lower end and anterior part, this part of the urethra 
being directed obliquely upwards and backwards. The 
mucous membrane of the* urethra is usually torn across very 
obliquely at the prostato-urethral junction. The anterior 
wall is torn at or near the point where the membranous 
urethra joins the prostatic cavity, a strip of the posterior 
wall of the prostatic urethra extending as high as the 
verumontanum is usually left behind, adhering to the 
posterior wall of the prostatic bed. On examining specimens 
of the enucleated prostate, when the gland has been removed 
in a mass, the absence of this strip of the posterior wall of 
the prostatic urethra will be noted. In some cases a large 
part of the prostatic urethra remains as a long ragged tube 
attached to the membranous urethra, in other cases a long 
tube of the mucous membrane of the membranous urethra 
is removed with the prostate. These conditions are, 
however, exceptional, and the common condition is as I 
have noted. 

Anatomy of Post-Operative Contraction. 

It is many years since I showed 8 that there were 
two danger points for the development of stricture 
after prostatectomy—namely, at the membranous 
urethra when the mucous membrane is severed, and 
at the outlet of the bladder when the mucosa of the 
bladder neck is tom across. It is rare to find any con¬ 
traction at the membranous urethra, partly because it 
is the custom to pass the catheter in order to wash the 
bladder during convalescence; if there is any obstruc¬ 
tion here it will at once be noticed, and catheters of 
different calibres passed through it. But the principal 


Fig. I.— Prostatic Cavity after Suprapubic Prostatectomy. 



case (Case 9) the opening was obliterated, but just behind 
its probable position, judged by pushing up the roof of the 
prostatic cavity from below with a metal sound, a tongue¬ 
shaped nodule of prostatic tissue, the'size of the terminal 
joint of the thumb, projected upwards and forwards. This 
tongue of prostatic tissue was attached by a comparatively 
narrow base, and had evidently been a nodule which was 
partly detached at the time of the operation, but had retained 
a sufficient blood-supply to survive. Had an opening into 
the prostatic cavity been present it would have acted as a 
valve. In the two remaining cases, where the obstruction 
to the passage of urine was complete and the introduction 
of a catheter,was impossible, the internal meatus was so small 
that only a fine probe could be passed through it from the 
bladder into the prostatic cavity (Cases 1 and 6). 

In two cases a fine catheter could be passed with great 
difficulty. In one the catheter was found at operation to be 
firmly gripped by a ring of fibrous tissue (Case 3). In the 
second (Case 8) the internal meatus was fibrous but open, 
and admitted the tip of the forefinger. Below this, near the 
apex of the prostatic cavity, there was a dense mass of 
fibrous tissue which caused the obstruction. This on dis¬ 
section was proved to extend to the membranous urethra. 
(Fig. I., 4.) 

In three cases a No. 8 catheter could be passed after some 
difficulty, and at operation there was a fibrous ring which 
held the catheter in a firm grip (Cases 4, 5, and 7). In one 
of these, in addition to the fibrous ring, there was a small 
nodule of prostatic tissue on the posterior lip of the opening, 
and also a diverticulum of moderate size (Case 4). In 
another, on removing the catheter the fibrous sides of the 
ring came together and formed a narrow antero-posterior 
slit. 

In all the cases complete restoration of the bladder 
function with free flow of urine followed the operation 
and the fistula healed. 

Possible Causes for Failure of the Operation. 

Before passing on to consider the treatment of these 
cases and the method of prevention, two points will be 
considered. 

(1) Is the post-operative obstruction in these cases 
due to inexperience or lack of skill on the part of the 
operator ? 
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strip of prostatic urethra on posterior wall, compressor urethral 


muscle. 

£. Sagittal section with catheter showing posterior ledge. 

3. Fibrous contraction at prostato-vesical opening. 

4. Fibrous contraction at prostato-urethral outlet. 

6. Fibrous contraction at both outlets. 
f>. Fibrous tissue in wall of cavity. 

7. Prostatic cavity after removal of fibrous masses. 

reason for the absence of contraction at this point is, 
I believe, to be found in the strip of mucous membrane 
which almost always remains attached to the posterior 
wall of the prostatic bed. This strip prevents the 
formation of a circular ring of fibrous tissue, which 
might develop if the mucous membrane were torn 
across transversely. 

In some cases where a sleeve of mucous membrane 
of the membranous urethra is removed with the 
prostate there is certainly a tendency to contraction 
of the scar in the region of the triangular ligament. In 
these 16 cases there are only 2 where the obstruc¬ 
tion was very pronounced at the urethral end of the 
prostatic cavity. It is at the inlet of the prostatic 
cavity into the bladder that the contraction may take 
place, and obstruction at this part was present in 14 out 
of the 16 cases here recorded. (Fig. I., 3.) 

In 10 of the 16 cases I operated, opening the bladder freely 
and inspecting the prostato-vesical opening. In 4 of the 
cases the obstruction was physiologically complete, all the 
urine passing through a suprapubic fistula. In the remain¬ 
ing 12 the obstruction was incomplete. There were two 
cases where the internal meatus was completely closed, no 
trace of an opening being discovered either by palpation or 
by inspection. In one of these (Case 2) the oase of the 
bladder was smooth and there was no indication as to where 
the opening into the prostatic cavity had been. In the other 
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In the cases here recorded we find that three were operated 
on by general practitioners, six by general surgeons, one by 
a general surgeon with special urinary experience, and six 
by urinary surgeons. I do not wish to give the impression 
that although the cases are practically divided between the 
general surgeons and the urinary surgeons, these two types 
of operator are specially responsible for the result, for it 
must be obvious to anyone that the general surgeon operates 
on a much greater number of cases of enlarged prostate 
than the general practitioner, and it is a fact tnat the 
urinary surgeon operates on more cases of enlarged prostate 
than the general surgeon. The true proportion could only be 
reached by taking the percentage oi the results of all cases 
operated on by each class, a figure impossible to state. What 
I think these figures show is, however, that post-operative 
obstruction of this nature may, and does, occur in the hands 
of the most experienced class of operators on the prostate. I 
draw the inference from this that, although lack of skill 
might have been shown in one or two cases, the operation 
may be skilfully carried out and still, in a certain number of 
cases, be followed by obstruction of this special kind. 

(2) The second point to which attention will, I think, 
be directed is the question as to whether the type of 
prostatic enlargement may have some influence on the 
result. 

I have already made clear that all cases of malignant 
growth have been excluded from these records. There 
remain two types of prostatic enlargement, the extreme 
examples of which diner materially from each other, the 
small fibrous or fibro-adenomatous type and the large 
rostatic adenoma. Broadly speaking, the small fibrous or 
bro-adenomatous type is enucleated with difficulty and 
leaves a small cavity, while the large adenoma shells easily 
and leaves a large cavity. There has been some difficulty iii 
discovering what type of prostate was removed in these 
16 cases and in 5 cases I have no information. In the 
remaining 11 cases 5 were known to be small and fibrous 
and 6 were adenomatous, 5 being designated “ large 
adenoma ” and one “ simple adenoma.” I do not consider 
these figures are conclusive, one-third of the cases being 
excluded. 

I have the impression, gained from some years’ experience 
of open inspection of the prostatic cavity and internal 
meatus during prostatectomy, that the condition likely to 
produce post-operative obstruction by contraction of fibrous 
tissue is more frequently present in operation on the fibrous 
or fibro-adenomatous prostate than on the large adenotnatous 
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—that is to say, where the size of the prostato-vesical aperture 
is small. In the adenomatous prostate there are frequently 
found long loose strips of capsule or of the anterior com¬ 
missure, semi-detached nodules or prostatic tissue, or loose 
strips of torn urethra. 

I nave fully discussed and illustrated these strips, daps, 
and nodules elsewhere, 8 and shall refer to them again in 
discussing the operation. But the fact that in six of these 
cases the prostate was stated to be adenomatous (five being 
large adenomas) shows quite clearly that fibrous contraction 
of the bladder outlet may occur after operation on this type 
of prostatic enlargement, as well as after that on the fibrous 
prostate. 

Treatment of Post-operative Obstruction . 

I will first discuss the treatment of obstruction when 
it has actually occurred and then turn to my pro¬ 
posal for prevention. It is, I believe, the routine 
custom with most surgeons in this country to pass 
a catheter daily after the operation and wash the 
bladder, commencing with the catheter about a week 
after the operation and continuing until the suprapubic 
wound is healed. The first evidence of obstruction is 
difficulty in passing the catheter, and there is delay in 
the healing of the wound. The wound may, however, 
heal up either in average time or after some delay. A 
fistula persisted in 8 out of the 15 cases here recorded. 

The difficulty of passing a catheter into the bladder after 
many cases of prostatectomy is, I think, pretty generally 
recognised; it is due to the catheter hitching under the 
ledge over the posterior part of the prostatic cavity found by 
the bladder base, and is surmounted by using a fully curved 
catheter and keeping well forward, when the instrument 
slips easily into the bladder. The obstruction to the 
passage of instruments, where there is narrowing at the 
internal meatus, is of similar character, but either the 
instrument entirely fails to enter the bladder after the 
whole of the roof of the prostatic cavity has been searched, or 
it enters the bladder and is felt to be gripped in a stricture. 

In most cases of this series this has been the signal for 
an attempt to dilate up the internal meatus by the passage 
of instruments, and if the attempt was successful a catheter 
was tied in for a time. This treatment was adopted during 
the early part of convalescence after operation in several of 
the case's here recorded. Where it failed the forefinger was 
passed along the still open wound and metal instruments 
guided through the internal meatus or forced through the 
almost closed aperture. This was carried out in two of 
these cases. In some instances this treatment was not 
successful, and the obstruction either progressively in¬ 
creased or recurred after a time. Now either a catheter 
was passed constantly with difficulty, or regular or recurrent 
dilatation was carried out, or instruments failed altogether. 
When the obstruction had reached this stage either the patient 
was abandoned to a life of misery with a suprapubic fistula 
or a second operation had been performed. In four cases 
secondary operations had been performed at intervals of 
from four to ten months after the operation. These 
secondary operations consisted of opening the bladder, 
forcing a metal instrument through into the bladder from 
the prostatic cavity, and tying in a catheter for a varying 
time. In all these cases the obstruction recurred after a 
comparatively short interval. 

I saw these patients at a time varying for two months to 
five years after the prostate had been removed. Four of 
them I treated by dilatation with metal instruments under 
an anaesthetic, ana this was repeated several times in some 
cases. The contraction was temporarily relieved, but in 
none was a permanent cure effected. One patient learned 
to pass a bougie himself and used the instrument regularly ; 
the others after one or several dilatations passed out of my 
care. 

Dilatation in these cases is, I consider, an unsatisfactory 
method and gives only temporary relief. The condition is 
a traumatic stricture, and resembles a traumatic stricture 
in the bulbous urethra in the difficulty in treatment by 
dilatation. Moreover, the passage of instruments is usually 
attended with much difficulty, owing to the presence of the 
prostatic cavity in front of the stricture. In ten cases I 
operated and removed the scar tissue through a suprapubic 
wound. 

The following points are essential in carrying out the 
operations:— 

(1) All scar tissue in the abdominal wall is removed and 
the bladder separated from the abdominal wall. 

(2) The bladder is dissected from the posterior aspect of 
the pubic symphysis, and mobilised. 

(3) With the patient in the Trendelenburg position the 
base of the bladder is freely exposed by means of retractors. 
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(4) In the cases where a catheter can be passed through 
the internal meatus, it is necessary to withdraw this before 
attempting to excise the fibrous ring. The ring is grasped 
with long forceps and cut backwards with long curved 
scissors. The scar tissue on each side is then dissected away so 
that a free opening is obtained. (Fig. I., 7.) Where the internal 
meatus is completely closed a metal instrument should be 
passed along the urethra and the roof of the prostatic cavity 
pushed up on the point of the instrument and incised. The 
whole of this canopy is then dissected away. Dissection 
may have to be carried into the prostatic cavity, for in some 
cases thick ridges of fibrous tissue may be found on the wall. 
(Fig. I., 5 and 6.) Great care must be exercised here. The 
rectum lies immediately beneath and is adherent. In one 
case, when dissecting awayamassof fibrous tissue, I excised 
a Btrip of the rectal wall. Stitches were introduced and 
irrigation of the prostatic cavity and rectum carefully 
carried out and toe wound healed, the patient leaving 
hospital with a clean sterile urine. This case shows the 
danger of too free dissection inside the prostatic cavity. 

Where the obstruction lies in the neighbourhood of the 
membranous urethra the dissection is extremely difficult 
owing to the fact that the 


scar tissue round this part 
drags the urethra under the 
arch of the pubes, and even 
with a perfect exposure of 
the bladder base and pro¬ 
static cavity it is difficult to 
reach this area. 1 have not 
found it necessary after the 
free opening up of the pro¬ 
static cavity to tie in a 
catheter unless it is desired 
to treat concurrent sepsis by 
constant irrigation. 

An Open Operation for the 
Prevention of Post-pro¬ 
statectomy Obstruction. 

The operation consists 
in first enucleating the 
prostate and then in freely 
exposing the bladder base 
and prostato-vesical open¬ 
ing by means of the Tren¬ 
delenburg position and 
special retractors. Any 
fold or flap that might 
cause obstruction is then 
removed. The details of 
the operation are as 
follows:— 

A catheter is passed and 
the bladder distended with 
12 or 14 ounces of fluid. A 
free suprapubic incision is 
made, the bladder is opened, 
and the prostate is enu¬ 
cleated with the gloved right 
forefinger. I can in most 
cases dispense with the 
finger in the rectum, but in 
small tough or in very large 
prostates the gloved forefinger 
prostate from the rectum. 


Fig 



Exposure of bladder base and 
prostato-vesical opening after 
enucleation of the prostate. 


is used to push up the 
The prostate being free in the 
bladder, the left forefinger is removed from the rectum; 
the glove is stripped from the left hand by a nurse and 
replaced by a fresh glove. The prostate is then removed 
from the bladder by means of forceps, aided with the left 
forefinger. 

So far. except for the matter of gloves and the avoidance 
in many cases of the introduction of a finger into the 
rectum, the operation is that practised by Freyer. Now we 
depart from his technique. Instead of irrigating the 
bladder with hot solution, a catgut stitch is passed through 
each lip of the bladder wound and the patient is placed in the 
full Trendelenburg position. A good headlamp is essential 
for this part of the operation. 

I then introduce mv bladder retractors and freely expose 
the base of the bladder and the prostato-vesical opening. 
(Fig. II.) A gauze plug is pushed into the prostatic cavitv to 
control bleeding temporarily and the bladder is emptied of 
clot. When this is done the plug is removed, and a careful 
inspection of the prostatic cavity and its inlet into the 
bladder is made. Haemorrhage first claims attention. In 
some cases, by the position of the patient and the temporary 
plugging the haemorrhage is already reduced to a very small 
amount of venous oozing. In most cases, however, some 
amount of bleeding is in progress and in some spouting 
arteries are seen. 
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The bleeding is of two kinds, arterial and venous. Arterial 
bleeding comes in many cases from an artery situated at the 
brim of the vesico-prostatic entrance on one or both sides. 
There is frequently a spouting vessel on each side in this 
position, just below the mucous membrane. Long Spencer 
Wells forceps are placed on these vessels. With my handled 
bladder needle, a catgut stitch is passed on each side through 
the edge of the mucous membrane of the bladder and the 
sphincter and tied anterior to the forceps. Care must be 
taken not to pass these stitch ligatures too deeply, for the 
prostatic plexus of veins runs horizontally in the angle just 
outside this on each side. These two sutures now act as 
tractors to pull up the neck of the prostatic cavity and keep 
the edges apart. Arterial bleeding from the wall of the 
cavity may be seen, and Moynihan’s rather heavy artery 
forceps with curved beak are applied and the tissue in their 
grasp crushed. Venous bleeding comes mostly from the 
anterior wall of the cavity in which lies the vertical limb of 
the prostatic plexus. It is difficult to see the bleeding point 
here, but in most cases it is not serious and may be con 
trolled by a temporary plug. In cases where the bleeding 
is unusually severe plugging with iodoform gauze will 
efficiently control it; this is very accurately carried out 
with the cavitv freely exposed. The point of the catheter 
is pulled well into the bladder and strips of gauze 
packed into the prostatic cavity round this, the gauze 
_ being removed 

Fig. III .—Internal Meatus after 
Prostatectomy . 
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1. Lateral folds of mucous membrane closing 
internal meatus. 

2. Flaps of mucous membrane. 

3. Adherent flap of prostatic capsule. 

4. Strip of prostatic urethra. 

-5. Adhex-ent nodule of prostate. 

6. Flaps removed and wedge of posterior fold 
excised. 


on the 
day. 

Having con 
trolled the 
haemorrhage, the 
next point tc 
attend to is the 
removal of any 
structure that 
might produce 
postoperative 
obstruction. A 
large variety ol 
tags, flaps, strips, 
nodules, or folds 
are found. It 
is a revelation 
when one comes 
to examine the 
prostatic cavity 
after enucleation 
of the prostate to 
see the number, 
size, and variety 
of these loose 
masses of tissue. 


I have described elsewhere the following 

membrane at the proatato-vesica 

Noduieaof prostatic tissue in the neighbourhood of th 
opening. These may be present even where the prostat 
has apparently shelled out cleanly. pros®** 

3. Loose strips of prostatic capsule and occasionally smal 
nodules of gland tissue attached loosely to the wall of th< 
prostatic cavity. (Fig. III., 3 , 5.) 

(Flg L m 8 , e /) riPS ° f urefchral wal1 P n,led out and torn across 

5. Flaps of mucous membrane. At the prostato-vesica 
opening there is frequently a large loose Sap of mucou 
membrane on each side, and these flaps may almost mee 
over the prostatic cavity. (Fig. III., /.) y almost mee 

6. A prominent semilunar ridge forms the posterior lm o 
thl base of*t h ^bladder 6 * 

ft is to the last two structures that I wish specially 
to direct your attention at present, for they are th< 
cause of the permanent obstruction. These flaps o 
mucous membrane may unite so as completely to clos< 
the prostato-vesical orifice and the crescentic fold is th< 
structure that promotes the narrowing by fibrous con 
traction after the operation. The flaps of mucous 
membrane are dissected away ; the posterior fold is 
grasped in long forceps, and a wedge with the bast 
anterior is cut out of it with curved scissors. (Fig III 6‘ 
The tissue removed consists of mucous membrane 
trigonal muscle, and frequently some gland tissue. This 
effectually removes any possibility of narrowing at the 
prostato-vesical opening. 

It may be objected that this free enlargement of the 
proH ta to - vesical opening destroys the vesical sphincter 
Iu 1 Panted out that the action of the internal 
\esicai sphincter was destroyed in cases of suprapubic 
prostatectomy from enlarged prostate. The sphinetei 


action is taken up by the compressor urethras, which 
effectually prevents tho escape of urine. The prostatic 
cavity thus forms a prolonged neck communicating 
with the bladder cavity. 

Having completed the clearing out of the prostatic 
cavity and the enlarging of the prosfcato-vesical opening, 
repair of the bladder and abdominal wall is under¬ 
taken. The retractor is removed from the bladder and 
the bladder blades replaced by the abdominal blades. 
By inserting it so as to retract the abdominal wall with 
the frame to the kneeward side of the operation field 
the anterior wall of the bladder is fully exposed. A 
large rubber tube is placed in the bladder and the 
catgut slings are crossed in front of this so that the 
edges of the cystotomy opening are brought together. 
Interrupted catgut sutures are placed in this, the 
slings are removed, and the bladder drops down into 
the pelvis. A small rubber tube is placed in the pre¬ 
vesical space. Twid catgut mattress sutures are placed 
through the recti and sheath about an inch on each 
side of the wound, and the margin of the anterior 
rectus sheath are united with a continuous catgut 
suture. 


A CONTRIBUTION TO THE 

STUDY OF THE ENDOTHELIOMATA. 

By E. H. KETTLE, M.D., B.S. Lond., 
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JOAN M. ROSS, M.R.C.S., L.R.C.P. Lond., 

RESEARCH STUDENT. 

(From the Department of General and Special Patholonu , 
Imtitute oj Pathology and Medical Research , 

St. Mary's Hospital.) 


No one will dispute the statement that there is less 
unanimity among pathologists on the subject of the 
endotheliomata than there is about any other type of 
tumour. Every standard text-book of pathology bears 
witness to this, and in all of them it is acknowledged 
that the relative incidence of the endotheliomata varies 
according to the point of view of different pathologists. 
In some laboratories the diagnosis of an endothelioma 
is a commonplace of routine work ; in others it is rarely 
and unwillingly indulged in. This state of affairs is 
obviously unsatisfactory and reflects both upon our skill 
and upon the scientific standards on which our work is 
supposed to be based. In point of fact, when the sub¬ 
ject is considered critically,it appears that the diagnosis 
of the endotheliomata rests on a very precarious basis, 
and there is no doubt that it is a common practice to 
label a tumour an endothelioma because, as it is said, it 
is impossible to force it without violence into any of the 
accepted groups of carcinomata and sarcomata. Inas¬ 
much as this attitude of mind presupposes a finite 
knowledge of the histological potentialities of 
the malignant epithelial and connective tissue cell, 
it cannot be considered scientifically correct; and 
it is certain that in the past it has led to 
grave errors. When, for example, the sarcomatous 
transformation of the stroma of a carcinoma of the 
mouse was first observed, the opinion was freely 
expressed that the phenomenon could be explained on 
the assumption that the primary growth was really 
an endothelioma, and that the sarcomatous tissue 
represented another phase of the growth of the 
endothelial cell. This, of course, we now know to be 
untrue. 

In Adami’s classification the endotheliomata are 
grouped under the transitional lepidomata, and he 
teaches that in conditions of new growth they may 
assume either carcinomatous or sarcomatous characters, 
lhis is a convenient doctrine, but one which, in our 
experience, is not borne out in practice. On the other 
hand, we hold that the power of polymorphic growtli 
possessed by the malignant epithelial cell has been 
insufficiently recognised. The carcinoma coll does not 
always conform to type, but may vary so greatly from 
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the elements of the general run of tumours derived from 
similar epithelium as to be scarcely recognisable. 1 We 
would describe many so-called endotheliomata as 
atypical carcinomata, including the large group 
occurring in the parotid and other salivary glands. 

Another diagnostic feature of these tumours has been 
the supposed relation of their cells to blood or lymph 
vessels, and^ endotheliomata and peritheliomata have 

Fig 


determine, if possible, how the neoplastic endothelial 
cell behaves, and what forms it can assume; that is, 
to establish definite standards and to insist that any 
tumour shall conform to them before it can be called 
an endothelioma. 

Some three years ago one of us 2 described two 
interesting vascular tumours which were remarkable in 
the close resemblance their cells bore to vaso-formative 

. 1 . 



Cutaneous lnemangeioma. Low-power drawing. The tumour is of the capillary typo. 


been described in the belief that the neoplastic cells 
grow either into, or away from, the lumen of the vessel 
from which they arise. It is difficult to see, however, 
how such a relationship can persist. In the ordinary 
course of events the normal structure of the tissues 
must be totally obscured by proliferation of the tumour 
cells, and in growths of any but microscopic size the 
site of origin must be indistinguishable. The only 
possible explanations of such appearances are either 
permeation within the lumen of a vessel or in the 
lymphatics surrounding it, or the survival of tumour 
cells which are more favourably situated than their 
fellows in respect to the vascular supply of the part. 


tissue, and the way in which they developed into 
capillary vessels or arranged themselves as lining 
membranes. It seemed worth while to determine 
whether these properties were shared by the cells of 
vascular tumours as a whol$, and to this end we have 
collected and examined in detail a large number of 
such growths. And since our object was to endeavour to 
establish standards for the recognition of the neoplastic 
endothelial cell, we have worked chiefly with angeiomata 
so that our material might be free from the criticism 
that the tumours were not really of endothelial origin. 

The majority of our tumours are cutaneous or sub¬ 
cutaneous angeiomata, w r hich are admirable material 


Fig. 2. 



Low-power drawing of hiemangeioma of skin. The capillary structure is maintained but there is moderate proliferation 

of the endothelium. 


Behaviour of the Neoplastic Endothelial Cell. 

These criteria, then, have little to recommend them, 
and it is plain that if we are to arrive at any more 
definite conceptions as to what constitutes an endo¬ 
thelioma we must approach the problem in another 
way. The logical, and indeed the obvious, way is to 

1 Kettle, E. H. (1919): On Polymorphism of the Malignant Epithelial 
Cell. Proceedings of the Royal Socioty of Medicine, Section of 
Pathology, vol. xii., p. 1. 


, for an investigation of this kind since they are more or 
I less innocent and closely resemble normal vascular 
I tissue. They form a series running from the simple 
capillary angeioma to the more solid or compact 
hfemangeioma simplex. The simplest types consist of 
collections of dilated capillary vessels filled with 


2 Kettle, E. H. (1918): Tumours arising from Endothelium. Pro¬ 
ceedings of the Royal Society of Medicine, Section of Pathology, 
vol. xi., p. 19 
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Fig. 3. 



Low-power drawing of hapmangeioma of skin. The structure is more compact though capillaries are still well formed, 
especially beneath the epidermis. Infiltrative growth is well shown. 


circulating blood. (Fig. 1.) In the more complex | 
variety the angeiomatous structure is still maintained I 
but the capillaries are lined by a double or triple layer 
of cells and the spaces between the closely set vessels 
are occupied by endothelial cells. (Figs. 2 and 3.) In 
the most atypical or compact form the tumour consists 
of a dense felted mass of endothelial cells and contains 
but few rudimentary capillaries. (Fig. 4.) It is not 
possible, however, to adopt any hard-and-fast classifi¬ 
cation along these lines, for intermediate forms, in 
which the capillary and the compact structure are both 
present, occur quite frequently, and there is an 
important group, an example of which was described in 
the article to which we have already referred, in which 
complex systems of simple capillaries are associated 
with areas of atypical solid growth. Most of these 
growths are comparatively innocent; only in the more 
compact forms do the numerous mitoses and the 
absence of well-developed capillaries suggest malig¬ 
nancy. But practically all of them have remarkable 
powers of infiltration; they are never encapsuled; 
their margins are ill-defined, and they extend widely 
throughout the subcutaneous tissues, or, should they be 
situated more deeply, among the individual fibres of 
muscle bundles. This, of course, is well recognised, 
and it is also generally agreed that the tumours increase 
in size from their own resources. In a few instances 
we believe that we have been able to trace connexions 
between the tumour capillaries and the normal vessels 
of the part, and it is possible, therefore, that there may 
be multiple foci of origin continuously developing. 
The evidence for this, however, is very meagre, and 
there is no doubt that usually increase in size is due to 
the actual proliferation of the tumour cells. 

According to the generally accepted teaching, the 
growth of the hiemangeiomata takes place by a process of 
budding from the cells lining the capillaries. These buds 
grow out as long processes into the connective tissue, 
and evontually channels are formed by the approxima¬ 
tion of adjacent processes or the splitting of parallel 
rows of cells. Fraser ' states that “ active proliferation 
of the endothelial cells is always occurring, and it is 
possible to demonstrate the development of fresh 
formation of vessels. Within the accumulation of 
several endothelial cells, which have proliferated from 
the walls of an existing vessel, a vacuole makes its 
appearance, and by its enlargement establishes the 
lumen of the future vessel. Around the central vacuole 
the endothelial cells become so arranged as to form the 
vessel wall.” Our own observations suggest that the 
process is rather more complicated. The tumour cells 
are usually ill-defined. They possess a scanty reticulated 
cytoplasm and comparatively large oval or spheroidal 

* Fraser, .John G920>: The Huinangionm Group of Eudothelio- 
hl&stomaWi, British Journal of Surgery, vol. vii., p. 335. 


nuclei, with a fine chromatin network. In the younger 
cells the cytoplasm is more dense and the cell outlines 
can be distinguished with ease, but in the older cells 
the cytoplasm becomes fibrillar or reticular, and it is 
scarcely possible to separate the individuals in the 
closely-packed masses of cells. There is one charac¬ 
teristic feature, however, which is constantly seen; 
that is, the development of small intracellular vacuoles, 
which gradually increase in size and flow* together till 
eventually the greater part of the cell is occupied by 
a single vacuole around which the nucleus and the 
remains of the cytoplasm are folded and compressed. 
The next step is the rupture of the walls of adjacent 
cells, so that neighbouring vacuoles become thrown into 
one, and in this way irregular spaces are developed 
which in time come to contain blood. Though in many 
tumours these spaces remain more or less irregular in 


Fig. 4. 



Low-power drawing of hcem&ngeioma of the skin. The tumour is 
solid and shows practically no capillary differentiation. 

shape, in others the lining cells become arranged as a 
definite endothelium and practically normal capillaries 
are produced. 

This, then, is the mode of growth of this particular 
group of tumours, and it recalls very closely the method 
of formation of vascular tissue from the primitive 
vaso-formative cells of the embryo. The cells of the 
tumour capillaries proliferate and extend as buds or 
processes into the neighbouring connective tissue, hi 
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course of time they become vacuolated and the vacuoles 
of adjacent cells coalesce and establish communication 
with the parent capillary, and the nuclei with the 
remnants of the cytoplasm form an endothelium to the 
new-formed vessel. This process is illustrated in 
Figs. 5 to 7. 

Fraser 4 states that these tumours spread by individual 
enthothelial cells which afterwards proliferate and 
become vacuolated, eventually forming the embryonic 
capillary tissue. But his description of the formation 
of capillaries in an earlier part of his article, which we 
have already quoted, suggests that the vacuoles arise 
by the grouping of neighbouring cells, not by develop¬ 
ment actually within the cell and it is this intracellular 
formation of vacuoles which we hold to be important. 
It is a common phenomenon in vascular endothelium 
under pathological conditions; it represents a funda¬ 
mental property of the embryonic endothelial cell, 
and it is, we believe, the method of formation of 
lumina in endotheliomata of lymphatic as well as 
vascular origin. If we recognise that the lumina of 
endotheliomata are produced in a definite way, by an 
attempt at functional activity by the neoplastic cell, it 
should enable us to distinguish them from similar 
formations in the carcinomata either from necrosis or 
from incomplete development into glandular tissue. 

More Complex Tumours. 

So far we have been dealing with tumours which can 
all be grouped as angeiomata—that is to say, they all 
show a greater or less degree of differentiation and 
form recognisably vascular tissue. Our material also 
contains a considerable number of luemendotheliomata, 
tumours in which, while it is still possible to recognise 

Fig. 6. Fig. 7. 


Fig. 5. 



High-power drawing of a section of a submucous angeioma showing 
vacuolation of the cells with the formation of primitive capillaries. 

believe that any reliance should be placed upon the 
relationship of the vessels of the stroma to the tumour 
parenchyma, or upon the intimate association of blood 
corpuscles with the tumour cells. These are not 
features upon which the diagnosis of an endothelioma 

Fig. 8. 



High-power drawing of an¬ 
other part of the tumour 
illustrated in Fig. 5, show¬ 
ing a further stage in the 
formation of a capillary 
from the tumour cells. 


High-power drawing of a section from 
a subcutaneous angeioma showing a 
later stage in the formation of a 
capillary. 


High-power drawing of section illustrated in Fig. 4. 
The tumour is growing rapidly, two mitotic 
figures are present in the field, and there is no 
true differentiation. Intracellular vacuoles are 
present, however, and irregular blood-containing 
spaces are formed by their coalescence. 


the type cell, differentiation is rudimentary or absent can be based. Another observation on which we would 
altogether. It would serve no useful purpose to describe lay stress is a negative one, but not, we think, the less 
any number of these tumours in detail; one or two important for that. In our experience the neoplastic 
examples are sufficient. But we would emphasise the endothelial cell may assume one of three forms : it may 
fact that when a diagnosis of endothelioma is possible revert to the primitive vaso-formative type of cell; it 
in these more atypical forms it is because of the may lose all the characteristic features of endothelium 
tendency of the tumour elements to revert to the and grow as a spindle cell, when it gives rise to a 
primitive vaso formative type of cell. We do not simple undifferentiated sarcoma; or it may develop 

---into a flattened pavement type of cell, without, 

4 Loc. cit. however, departing so far from the normal as to be 
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Fig. 9. 



Low-power drawing of a lioBmangoioma showing the alveolar 
type of growth. 

unrecognisable. Within these limits it remains a com¬ 
paratively simple element, and we have entirely failed 
to observe those extreme instances of polymorphism 
which are commonly held to be characteristic of 
endotheliomata. 

Among the more common atypical endotheliomata is 
a group intermediate in structure between the haem- 
angeioma simplex and the pure sarcoma. One of these 
is illustrated in Fig. 8. Growth is rapid and mitotic 
figures are numerous, and though the tumours are not 
so densely cellular as the sarcomata they differ from 
the haemangeiomata in that they do not form definite 
capillaries. Nevertheless, the fibrillar structure of the 
cells and the tendency they exhibit to the formation 
of vacuoles makes it possible to recognise them as 
endothelial in origin. 

Another interesting variety is the alveolar type, in 
which the tumour cells do not grow' diffusely but are 
arranged in alveoli, so that there is a sharp distinction 
between parenchyma and stroma, and the structure 
resembles that characteristic of the epithelial neoplasms. 

Fig. 10. 



High-power drawing of section illustrated in Fig. 9, showing tho 
pseudo-peritheliomatous structure. The lurnina do not represent 
the remains of blood vessels but are new formations due to the 
coalescence of intracellular vacuoles. 

An example of this type is illustrated in Figs. 9 and 10. 
The tumour consists of alveoli or branching columns of 
cells, many of which present central lurnina which 
contain blood. At first sight the structure w'ould 
suggest a perithelioma, but Fig. 10 shows the true 
nature of the growth. The central lurnina do not 
represent blood-vessels surrounded by tumour cells, 
but are actual new' formations, and the stages in their 
development from intracellular vacuoles are show'n 
very clearly. 

Finally, we may refer to tho type illustrated in 
Fig. 11. In this there is a tendency for the tumour 


cells to adopt a flattened squamous form, and though 
they exhibit cytoplasmic vacuoles their endothelial 
origin is chiefly revealed in the way they grow out on 
long processes which form the linings of irregular 
spaces. 

Summary and Conclusions. 

We have examined a large number of vascular 
tumours in the attempt to distinguish and define the 
characteristic features of the neoplastic endothelial cell 
and so place the diagnosis of the endotheliomata on a 
more secure basis. We have found that in tumours 
which can be recognised as of endothelial origin the 
cells invariably revert to the primitive vaso formative 

Fig. 11. 



Haemendotheliomft of the orbit, showing a solid epithelial type of 
growth combined with the formation of endothelial processes. 


type, and that this reversion is adequate to explain the 
structure and grow’th of these neoplasms. We suggest 
that the mere relation of tumour cells to blood-vessels 
or to circulating blood is not conclusive evidence of 
an endotheliomatous origin, and that there is no 
evidence that the cells of an endothelioma can so 
closely resemble those of a carcinoma as to give rise 
to confusion. It is possible that this polymorphism 
can occur, for under certain conditions endothelial 
cells, especially those of serous membranes, can 
assume a cubical or even columnar form, but it has 
not been observed in any of the endotheliomata which 
have been examined. On the other hand, the more 
atypical endotheliomata progress gradually to a type 
of growth which is indistinguishable from a spindle 
celled sarcoma. But in these, as in the hypothetical 
carcinomatous forms, differentiation is entirely lost, 
so that it is no longer possible to distinguish their 
endothelial origin, and there is no justification for 
including them among the endotheliomata. This name 
should be kept for tumours which reveal in their 
structure definite evidence of having originated from 
endothelium. 
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THE RELATION OF THE LIVER 
TO THE DIFFERENCE VALUE OF THE BLOOD. 
By P. J. CAMMIDGE, M.D. Lond., 

J. A. CAIRNS FORSYTH, F.R.C.S. Eng., 

AND 
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In a previous communication 1 we brought forward 
evidence to show that the relation between the differ¬ 
ence value and the sugar content of the blood, estimated 
at hourly intervals before and after a test-meal taken 
fasting, furnishes evidence as to the functional efficiency 
of the pancreas, and that the increase in the difference 
value associated with disease of the pancreas is 
dependent upon a diminished control of the gland over 
the glycogenic ferment of the liver, owing probably to a 
lack of its internal secretion. At a later date it was 
stated in a paper read by one of us before the Medical 
Section of the Royal Society of Medicine 2 that disturb¬ 
ances in the functions of the liver also change the rela¬ 
tion normally existing between the difference value 
and the sugar content of the blood, but that when the 
estimations are made at hourly intervals after a meal a 
difference-value curve of an entirely distinct character 
to that occurring in association with pancreatic 
insufficiency is found. In this paper we propose to 
consider the experimental evidence on which this con¬ 
clusion is based, and to discuss its bearing upon the 
original problem of our research—namely, the origin 
and significance of the dextrinuria of pancreatic 
disease. 

• Unlike the difference value of the blood associated 
with disturbances of the functions of the pancreas, 
which is abnormally high in the fasting state (Fig. 1), 
the difference value in hepatic derangement is within 
the normal limit of O'905 per cent, and is often zero in 
the early morning before any food has been taken. 
After breakfast it gradually rises and continues to 
increase for several hours independent of the fall in the 
blood sugar which usually occurs at, or about, the third 
hour after the meal, until a level which may be 10 or 12 
times the highest normal limit of 0 010 per cent, is 
attained. (Fig. 2.) In some instances the rise in the 
difference value is rapid and reaches its maximum in 
four or five hours after the meal, in others it takes 
place more slowly and does not reach its highest point 
until after a lapse of seven or eight hours. In any case 
it bears no constant relation to the blood-sugar curve, 
in contrast to what is found in pancreatic disease, where 
the blood-sugar curve and difference-value curve move 
regularly in opposite directions. 

In order to test the correctness of the hypothesis 
arrived at on clinical grounds that a difference-value 
curve of this description is associated with disturb¬ 
ances in the functions of the liver we proceeded to 
carry out a series of experiments upon animals and 
tried to produce the curve artificially by interfering 
with the functional efficiency of that organ. For this 
purpose we selected injections of hydrazine phosphate. 
It is well known that certain drugs, notably phos¬ 
phorus, chloroform, brombenzol, and hydrazine, have a 
toxic action on the liver, causing changes similar to 
those met with in acute yellow atrophy. Of these 
hydrazine is peculiarly suited to the investigation of 
hepatic insufficiency, as it was shown by Wells 3 to 
have a selective action on the hepatic parenchyma, and 
histological examinations carried out by MacAdam* 
confirmed the limitation of the toxic effect of the drug 
to the liver. Borisow, who was the first to point out 
the toxic action of hydrazine salts upon the liver, 5 
employed the sulphate, and most subsequent observers 
appear to have done the same, but as we were unable 


x The Lanobt, 1920, ii., 393. 
a Ibid., 1921, i., 274. 

* Jour. Exp. Med.. 1908, x., 457. 

4 Jour. Path, and Bact., 1913-14, xviii., 281. 
6 Zeifc. f. Phys. Chem., 1894, xix , S. 499. 


to obtain a supply we were obliged to use the only 
available compound, the phosphate. This was given 
subcutaneously in a neutralised 2*5 per cent, solution. 
According to MacAdam, the lethal dose of hydrazine 
sulphate for a dog varies between 0*07 and O'10 g. per 
kilo of body weight. As preliminary experiments 
proved that 0'025 g. per kilo of hydrazine phosphate 
gave rise to a violent reaction, which persisted for 
several days, we subsequently gave only 0*0125 g. per 
kilo, a dose we found sufficient to produce distinct 
symptoms of hepatic disturbances in the shape of 
slight jaundice and diarrhoea, with disinclination for 
food, lasting for 24 to 48 hours. 

We first investigated the effects of hydrazine phos¬ 
phate injections upon the carbohydrate tolerance and 
difference value of the blood. 

Two dogs were given repeated subletlml doses of 0-0125 g. 
per kilo, at weekly intervals, after the normal blood 
changes induced by a weighed quantity of dextrose in one 
case and of lrovulose in the other had been ascertained. 
Two days after the third injection the same amount of 
laevulose, given under exactly similar conditions, was found 



invading gastric ulcer. 

a, Amylolytic ferment * 10. f. Fasting, b. Breakfast, a, Blood 
sugar. D, Difference value. 


to produce a decided increase in the sugar content of the 
blood (Fig. 3), with a slower return to the fasting level than 
before the injections had been commenced, but there was no 
marked change m the difference values. Examination of 
the urine of this dog showed that IsbvuIosc, 0*6 per cent., was 
present in the urine, and it continued to pass leevulose 
subsequently when on a diet of meat and dog-biscuit. 

In the other dog dextrose by the mouth two davs after the 
third injection of hydrazine gave results practically identical 
with those obtained under normal conditions as regards the 
sugar content of the blood, but the difference value was 
decidedly higher than when a similar dose of the sugar had 
been taken before the injections, and it rose to about double 
the normal height at the end of two hours in a curve of the 
“ hepatic ” type. 

Two more injections of hydrazine were given and the dose 
of dextrose was then repeated. Again the sugar content of 
the blood showed no striking deviation from the normal 
(Fig. 4), but the difference value rose from a fasting level of 
0*004 per cent, to 0 018 per cent, at the end of two hours. 

From these experiments it would appear that the 
injections of hydrazine lowered the animal’s tolerance 
for lfevulose but had no appreciable effect on its powers 
of dealing with dextrose. On the other hand, the 
sugar, which was poorly tolerated and appeared in the 
urine, caused no striking change in the difference value 
of the blood, whereas that which was retained as well 
after as before the injections gave rise to a difference- 
value curve of the “ hepatic ” type, which became more 
marked as the number of injections was increased. 
According to Strauss n and others, a diminished tolerance 


c Deutsche med. Woohensclir., 1901, xliv. 
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for laevulose is, with few exceptions, a characteristic 
sign of hepatic insufficiency, so that its occurrence 
after hydrazine injections lends further support to the 
conclusion that this drug has a toxic effect on the liver. 
This being the case, we may infer that the abnormal 
difference-value curve following the ingestion of dextrose 
is probably also an indication of hepatic insufficiency. 
The absence of a similar curve after lsevulose had been 
taken is not easy to explain unless we assume that, as 



Fig. 3.—Lffivulose after three Fig. 4.—Dextrose after five 

hydrazine injections in a dog. hydrazine injections in a dog. 

p. Fasting, r., Leevulose. a, dextrose, s, Blood sugar, n s, Normal 
blood sugar, d. Difference value, n d, Normal difference value. 

considerable extent, it does not induce the same 
metabolic changes as dextrose. 

An experiment carried out by one of us upon himself 
suggests that dextrose may interfere with the normal 
metabolism of the liver under certain circumstances, 
and at the same time shows that the “hepatic” 
difference-value curve is a very delicate index of the 
functional condition of the liver. In our experience 
dextrose taken fasting by a healthy person does not 
increase the difference value of the blood, the only 
effect being a slight drop when the sugar content of the 
blood reaches its maximum level at the end of the first 
hour ; when, however, the sugar is taken at the highest 
point of the blood-sugar curve following an ordinary 
mixed meal a rise similar to that found in a dog 
poisoned with hydrazine can be produced. 

A test breakfast was taken by the experimenter, and at 
the time previous experience hacl shown the highest point 
of the blood-sugar curve to occur with a similar meal, 20 g. 
of pure dextrose, dissolved in water, were swallowed. The 
result was that the percentage of sugar in the blood con¬ 
tinued to rise for another hour instead of falling as it other¬ 
wise would have done, and, what is the chief point, the 
difference value rapidly increased and continued to do so for 
at least an hour and a*half, far above what had been found 
when no sugar had been taken. (Fig. 5.) Shortly after the 
sugar had been swallowed the experimenter felt nauseated 
and experienced uncomfortable sensations in the abdomen 
similar to those complained of sometimes by children who 
have indulged freely in sweets between meals. 

As rabbits are better suited for repeated blood 
analyses than dogs most of our observations were 
carried out on them, but, since no data concerning the 
fatal dose of hydrazine phosphate were available, we 
had first to determine it experimentally. 

For this purpose a rabbit weighing 1 kg. was given a dose 
of 0 025 g. of neutralised hydrazine phosphate subcutaneously 
after a sample of blood had been taken from the marginal 
vein fasting, and again one hour after a mixed meal of oats 
and green food. Twenty-four hours later the animal had 
apparently suffered in no way from the dose, but its blood 
snowed a rise in the difference value from 0*006 per cent., 


the previous fasting level, to 0 010 per cent., and a fall in the 
sugar from 0 086 per cent, to 0*074 per cent.; there was con¬ 
siderable lipaemia, but no change in the amylolytic ferment. 
Another injection of 0*05 g. of hydrazine phosphate was then 
given. Next day the animal refused food and was seriously 
ill, passing liquid bile-stained motions. Examination of the 
blood now showed an enoxmous increase in the difference 
value, which stood at 0*100 per cent., a sugar content of 
0*050 per cent., and an entire absence of amylolytic ferment. 
Two days later it was found dead. Post mortem the liver 
was seen to be enlarged and of a yellow colour. Micro¬ 
scopical examination showed vacuolation of the protoplasm 
with coarse granular changes, feebly stained nuclei, and 
small localised deposits of fat staining deeply with osmic 
acid. No other pathological changes were discovered. 

It was evident, therefore, that hydrazine phosphate 
in the doses given produced in the liver of the rabbit 
profound degenerative changes affecting both the cell 
nuclei and the cytoplasm. 

Having learnt from this experiment that the liver of 
the herbivorous rabbit is more resistant to the toxic 
action of hydrazine phosphate than the liver of the 
carnivorous dog, so that 0*025 g. per kilo is not sufficient 
to produce serious disturbances in its functions, while a 
further dose of 0*05 g. produces fatal results, we pro¬ 
ceeded to inject a series of rabbits with a medium dose 
of 0*05 g. per kilo and studied the effects of different 
diets. In each instance specimens of blood were taken 
from the marginal vein for analysis before the meal and 
at hourly intervals after for five or six hours on the 
second and successive days following the injection. 
Earlier observations on the effect of food were not 
possible as the animals refused to eat for the first 
48 hours. 

The first series of rabbits was fed on oats and cabbage. 
Two days after the injection the blood-sugar curve was 
found to follow a normal course for the first two hours after 
the test-meal (Fig. 6), but at the third hour the percentage 
of sugar was not as high as in a normal rabbit on similar 
food, and in the succeeding two hours it was still sub¬ 
normal. By the fourth day after the injection this variation 



Fig. 5.—Dextrose after a meal in a healthy man. f. Fastintf. 
u, Breakfast, a, Dextrose. 8, Blood sugar, s <n), Blood snsar 
without dextrose, d, Difference value. D (n), Difference value 
without dextrose. 

had disappeared and the sugar curve followed the same course 
as in a normal rabbit. (Fig. 7.) A much more striking change 
was found in the difference value. Forty-eight hours 
after the injection (Fig. 6) this stood at the normal level 
fasting, and showed only a very slight rise for two hours 
after the test-meal; it then increased rapidly, and at the 
fourth hour stood at ten times its previous height. After 
that there was a fall, which took place more slowly than the 
rise, so that at the sixth hour the fasting level had uot been 
regained. The difference value four days after the injection 
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(Fig. 7) showed a similar rise, but it was slower in com¬ 
mencing, starting at the fourth hour instead of at the third, 
and failed to reach the same level at the maximum, five 
hours after the meal. On the seventh day (Fig. 8) the 
difference-value curve varied little from the normal, but still 
gave slightly higher figures at the fourth and fifth hours 
than in a healthy animal on the same food. 

Another series of rabbits fed on thoroughly boiled isix 
hours) oatmeal porridge gave similar results, excepting that 


hydrate, and, since the carbohydrate in the urine has 
the chemical properties and composition of a dextrin, 
it is probable that the hydrolysable carbohydrate in 
the blood is also of a dextrin-like nature. In spite of 
the similarity of the reacting substance it is unlikely 
that its origin is the same in the two conditions how¬ 
ever, for while the difference value is highest in 
pancreatic affections when the patient is fasting, it is 



Oats and cabbage in a rabbit after a hydrazine injection— 

Fig. 6.—Two days after. Fig. 7.—Four days after. Fig. 8.—Soven days after. 

f. Fasting, o, Meal. s. Blood sugar, n s. Normal blood sugar, xaf, Normal amylolytic ferment * 10. a.p, Amylolytio 
ferment * 10. D, Difference value, x d. Normal difference value. 


48 hours after the injection the difference value commenced 
to rise an hour sooner and attained a maximum level 6 per 
cent, higher than had been found in animals fed on dry oats 
and cabbage. The delay in the rise in the difference value 
on the fourth and seventh days was likewise not so 
prolonged as in the other series, and on these days, 
too, the maximum height attained yvas about 10 per cent, 
greater than in the corresponding rabbits of the first 
series. 

In order that we might compare the blood changes in 
carnivorous and herbivorous animals we injected a dog 
weighing 10 kilos with 0 25 g. of neutralised hydrazine 
phosphate. For the first 48 hours it refused all food and 
was then with difficulty induced to eat an ounce of meat. 
As will be seen from the chart (Fig. 9) the blood-sugar curve, 
after a slight preliminary drop at the first hour, rose more 
slowly than in a normal dog after a similar meal and failed 
to attain the same maximum level. Although the difference- 
value curve was similar in its course to that met with in 
rabbits on a carbohydrate diet, the increase was not as 
marked and the maximum level attaiued was only about 
four times the normal. 

On comparing the difference-value curves produced 
experimentally in animals with those found in patients 
exhibiting clinical signs and symptoms of disturbance 
of the functions of the liver it will be seen that they 
correspond very closely ; it seems justifiable to assume, 
therefore, that the presence of a curve of this descrip¬ 
tion is indicative of functional inefficiency of the liver, 
in the same way as the type of curve we described in 
our previous paper is a sign of functional inefficiency 
of the pancreas. The question then arises whether the 
substance, or substances, giving rise to the difference 
value of the blood is the same in hepatic as in pancreatic 
disturbances. 

Analyses of the urine of patients exhibiting a 
typical “hepatic” curve in their blood after a meal, 
and of animals in which hepatic disturbances have 
been produced by injections of hydrazine, have shown 
that the difference value of the urkic, estimated at 
hourly intervals, moves in a curve corresponding to the 
variations in the difference value of the blood, in the | 
same way as the difference value of the blood and the 
iodine coefficient or difference value of the urine 
correspond in pancreatic disease. This suggests that 
in both conditions the increase in the reducing power 
of the blood and urine after boiling with dilute acid is 
dependent upon the presence of a hydrolysable carbo- 


then normal, or subnormal, in hepatic disorders; further, 
the difference value varies inversely as the percentage 
of sugar in the blood in diseases of the pancreas, 
but in affections of the liver it rises irrespective 
of any increase or decrease in the sugar, to which 
it bears no constant relation. The fact that the 
excursion of the difference-value curve of the blood 
above the normal, on the same diet, after a sublethal 
dose of hydrazine diminishes with the lapse of time, and 
as the injury of the liver is repaired, shows that 
the substance 
giving rise to 
the difference 
value in hepa¬ 
tic derange¬ 
ment is either 
formed by the 
liver in re¬ 
sponse to the 
ingestion of 
food or is a 
product which 
is normally in¬ 
tercepted and 
stored by the 
liver cells. 

That the latter 
is the more 
probable ex¬ 
planation is 
suggested b y 
the higher 
difference 
value found in 
rabbits fed on 
thoroughly 
boiled oatmeal 
than in those 
receiving un¬ 
cooked oats and raw cabbage. Uncooked oatmeal 
contains no dextrine and about 0’8 per cent, of 
reducing sugar; when coarse oatmeal is boiled with 
water the percentage of sugar slowly increases, so that 
at the end of six hours it attains to about 6 per cent., 
meanwhile dextrins appear and reach a maximum of 
about 45 per cent, between the sixth and seventh 



Fig. 9.—Moat in a dog, two days after a 
hydrazine injection, v. Fasting, m, Meat. 
n s. Normal blood sugar, s. Blood sugar. 
i>. Difference value, n i>, Normal difference 
value. 
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hours, after that the proportion of dextrin diminishes 
and the reducing sugar rapidly rises. Previous experi¬ 
ments 7 have proved that the mesenteric blood of 
rabbits fed on dextrinised (six-hour) oatmeal contains 
about 25 per cent, of dextrin compared with under 
2 per cent, in oat-fed rabbits, but that the difference 
value of the peripheral blood in normal animals is the same 
on both diets. Since, therefore, the effect of hydrazine 
injections is to raise the difference value more when 
the mesenteric blood contains a higher proportion of 
dextrin it seems reasonable to infer that it is due to a 
diminished ability of the liver to retain dextrins coming 
to it from the intestine, and that they consequently 
leak into the peripheral blood. The slow and steady 
rise in the difference value, commencing more rapidly 
after a meal of dextrinised carbohydrate than after 
uncooked starch, and its persistence for several hours 
would be consistent with a gradual absorption from 
the alimentary tract, while the comparatively slight 
increase produced by a meat meal in the dog tends 
also to support this conclusion. Such an explanation 
would further account for the very delayed rise in 
the difference value sometimes met with in patients 
suffering from digestive disturbances, but not en¬ 
countered in animals with presumably healthy digestive 
tracts. 

Before coming to the conclusion definitely that the 
rise in the difference value of the blood following a 
meal in hepatic derangements is entirely and invariably 
due to the passage into the peripheral circulation of 
dextrins derived from the food, we must consider 
the effects following the injection of hydrazine in 
fasting animals. Small doses produce no characteristic 
change, but when larger injections are given the 
difference value of the blood rises, and shortly before 
death from a lethal dose it reaches a level far in excess 
of that encountered in any animal which has received 
only a sublethal dose, no matter what the nature of the 
diet. In spite of the high difference value of the blood 
the urine of such an animal gives a normal difference 
value and iodine coefficient, showing that in this case 
the hydrolysable carbohydrate of the blood does not 
pass through the kidneys. As the increase in the 
difference value occurs in a fasting animal, the substance 
giving rise to it cannot have come direct from the food. 
In a previous paper we showed that the substance 
giving rise to the high difference value in the fasting 
condition in pancreatic affections is probably derived 
from glycogen stored in the liver, and it seems likely 
that the increase in the difference value of the blood in a 
fasting animal the subject of a destructive lesion of the 
liver may have a similar source; but as the hydro¬ 
lysable carbohydrate met with in pancreatic affections 
is dialysable and passes into the urine, whereas after 
a lethal dose of hydrazine it is non-dialysable and does 
not appear in the urine, it is evident that the circulating 
carbohydrate is not the same. The key to the different 
physical properties of the abnormal hydrolysable carbo¬ 
hydrates of the blood in the two conditions possibly lies 
in the absence of amylolytic ferment in the animals 
poisoned with hydrazine and its presence in excess in 
pancreatic lesions. In our experiments upon depan- 
creatised dogs we found that the amylolytic ferment of 
the blood increased as the functional activity of the 
pancreas was interfered with by the excision of larger 
proportions of the gland, but that even when the whole 
organ had been removed the usual increase and decrease 
following a meal took place. From this we inferred 
that the ferment is not dorived from the pancreas, but 
originates in some other tissue, Which is under the 
control of the pancreas, however, probably through its 
internal secretion. The balance of evidence suggested 
that the liver is the most likely source of at least the 
bulk of the amylolytic ferment of the blood, and obser¬ 
vations made in the course of these experiments tend 
to confirm this conclusion. In a fasting animal small 
doses of hydrazine produce no appreciable alteration in 
the ferment content of the blood, but as the amount of 
hydrazine injected is increased and more profound 
degenerative changes are produced in the liver the 


7 Tiie Lancet, 1920. ii., 393. 


percentage of ferment steadily drops, so that eventually 
it disappears entirely some 24 hours before the animal 
succumbs to a fatal dose. If, then, as our previous 
experiments have suggested, the breaking down of 
stored glycogen in the liver is effected through the 
agency of an amylolytic ferment which passes into the 
circulation along with the products of its activity, 
the absence of such a ferment will probably be 
associated with a more or less complete failure 
of the usual hydrolytic processes, so that any 
glycogen set free by destructive changes in the 
hepatic parenchyma will appear in the blood as 
such, or in the form of some closely related non- 
dialysable compound, consequently the difference value 
of the blood will be raised but the iodine coefficient of 
the urine will be unaffected. When, on the other hand, 
the ferment is produced in increased amount it will 
break down glycogen through the usual dextrin stages 
to maltose and glucose, but more quickly and com¬ 
pletely than normal; if the pancreas is still capable of 
exercising the controlling influence we have previously 
suggested it possesses, however, it may not be able to 
prevent the initial stages of the degradation of glycogen 
arising from the increased activity of the liver ferment, 
but it may interfere with their progress and cut them 
short to a considerable extent at the dextrin stage, so 
that dialysable substances of this nature pass into the 
circulation and, being excreted in the urine, raise the 
iodine coefficient in proportion to the increase in the 
difference value of the blood. If we apply a similar 
process of reasoning to the blood conditions produced 
by a meal in an animal which has previously received 
a sublethal dose of hydrazine it would appear likely 
that the rise in the difference value may be partly 
explained by changes in the liver similar to those 
following a lethal dose in a fasting animal, for on the 
second day after the injection the amylolytic ferment 
did not show the normal rise and fall corresponding to 
the sugar curve subsequent to the meal which had bkn 
met with in a normal animal on the same food ; by the 
fourth day it rose a little, but more slowly and still not 
to the same maximurq level as in health, but on the 
seventh day, when the animal had apparently recovered 
almost entirely from the effects of the drug, it followed 
a normal curve. Assuming, then, that a defective 
formation of amylolytic ferment is associated with 
retarded glycogen hydrolysis, the rise in the difference 
value, and especially that occurring two days after the 
injection and within three hours after the meal, might 
be due to dextrins derived from the liver store. That 
the rise in the earlier hours after the meal particularly 
is partly attributable to this cause is also suggested by 
the subnormal blood sugar, since, as we have already 
seen, one of the effects of a lethal dose of hydrazine is 
to depress the sugar content of the blood. 

Summary. 

(1) The difference value of the blood, estimated at 
hourly intervals before and after a test-meal, follows 
an abnormal course in conditions where the functions 
of the liver are interfered with. 

(2) This “hepatic” curve differs markedly from the 
type of curve associated with pancreatic affections 
previously described, and bears no constant relation to 
the sugar content of the blood. 

(3) The increase in the difference value of the blood 
following a meal in disease of the liver is chiefly due to 
hydrolysable carbohydrate, probably of a dextrin-like 
nature, absorbed from the alimentary tract, which 
is permitted to pass through the liver into the peri¬ 
pheral circulation instead of being retained as it is 
normally. 

(4) Dextrin-lika bodies derived from the glycogen 
store of the liver may be a contributory factor in the 
production of the raised difference value under certain 
circumstances. 

(5) Destructive changes in the hepatic parenchyma 
are associated with a diminution of the amylolytic 
ferment content of the blood, thus tending to confirm 
the conclusion that the liver is the main source of that 
ferment. 
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A CONDITION SUGGESTING LUPUS PERNIO 
IN A CHILD. 1 

By F. Parkes Weber, M.A., M.D., F.R.C.P. Lond. 

The patient, a boy aged 2$ years, shows a remark¬ 
able condition of his face, hands, and feet. This con¬ 
dition, in regard to the hands and feet, might almost 
be termed “ acrodermatitis chronica mutilans.’’ 

There is extreme redness, sometimes associated with 
lividity, of the cheeks and chin. On the cheeks there are 
also fine hair-like superficial telangiectases. The skin of the 
cheeks is slightly scaly, and feels slightly thickened and 
infiltrated when one pinches it up. The edges of the pinnae 
of the ears are very hypersemic and also scaly, as in the 
subjects of so-called “ chilblainy circulation ” during winter. 
There is oztena, with an offensive muco-purulent discharge 
from the nose, the bridge of which is very depressed. The 
arms and legs show red, sometimes livid, reticular mottling. 
The hands present a very mutilated appearance, especially 
the right hand, the tips of some of the fingers having been 
lost by gangrene or ulceration The skin of the hands has 
sometimes been swollen and red or cyanotic, but lately has 
become less turgid and paler. None of the toes have been 
lost, but the feet have been swollen and red or livid, like 
the hands; in the sole of eacli foot there is an irregularly 
shaped, chronic ulcer. Of late the feet have been less 
swollen and paler, and the ulcers have become smaller. 

Otherwise the child’s condition does not appear bad. 
Mental development seems to be normal. There is occa¬ 
sional moderate fever, probably connected chiefiy with the 
nasal disease. There is no evidence of disease in the thoracic 
or abdominal viscera, excepting that a Rontgen skiagram of 
the thorax (Dr. James Metcalfe, March, 1921) shows a chain 
of enlarged hilus glands on the right and some hilus 
thickening on the left side; also slight shadowing in the 
mediastinal area. There is no enlargement of the superficial 
lymphatic glands nor of the liver or spleen. The urine is 
free from albumin and sugar. Blood count (March, 1921): 
erythrocytes 4,300,000, and white cells 6100, to the cubic 
millimetre of blood: haemoglobin 90 percent. The differential 
count of white cells gave: lymphocytes, 383 per cent.; 
polymorphonuclear leucocytes, 6T7 per cent.; no eosino- 
philes or mast cells were seen during the count. There was 
no poikilocvtosis or polychromatophilia, and no abnormal 
cells of any kind were found. Rontgen skiagrams of the 
hands show, besides more or less complete loss of some of 
the phalanges (owing to the tips of some of the fingers having 
been destroyed), small areas of imperfect calcification or of 
decalcification (such, as Dr. H. G. Adamson kindly tells me, 
have been noted in cases of lupus pernio). A microscopical 
“ biopsy”) examination of a small piece removed (Feb. 28th, 
921) from the edge of the chronic ulcer on one foot showed 
the corium permeated with lymphocytes, plasma cells, and 
fibroblasts; no giant cells and no tubercle bacilli discovered. 

The patient’s parents are apparently quite healthy, and 
their other child is a bright, well-built, normal-looking boy, 
aged 8i years. The mother has had no other children and 
no miscarriages. The blood serum of both the patient and 
his mother gave a negative Wassermann reaction on two 
occasions. This was when the patient was under Dr. E. A. 
Cockayne’s care, previously to Oct. 22nd, 1920, when he 
first came under my care. Dr. Cockayne also kindly 
informs me that an acid-fast bacillus "was discovered 
in the nasal discharge. For the early history of the 
case I must refer to Dr. Cockayne’s account. 2 When 
Dr. Cockayne showed the case {January, 1920) I agreed 
with him that it was one of a kind of sclerodactylia. After¬ 
wards, in spite of the patient's early age, I thought that it 
was allied to lupus erythematosus, and Dr. Adamson 
suggested that it more nearly resembled lupus pernio. The 
symptoms in the left hand apparently commenced at 3 weeks 
of age. The offensive nasal discharge was first noticed at 
the age of 10 weeks, and has continued on and off since then. 
The child was breast-fed for the first seven weeks 
of life, and then brought up on various milk foods. 
There seems lately to have been a slight improvement 
under arsenical treatment. A thorough trial of mer¬ 
curial treatment was made by Dr. Cockayne, but with 


1 The case was demonstrated at the Dermatological Section of 
the Royal Society of Medicine on April 21st, 1921; and also at the 
Section for the Study of Disease in Children,on April 22nd. 

2 Froc. Roy. Soc. Med., Section for the Study of Disease in 

Children, 1919-1920, xiii., pp. 50-52. 


no obvious benefit. Benzyl-benzoate, pituitary gland 
substance (by the mouth), and adrenalin (subcutaneous 
injections) have also been given, but without any striking 
ood result. The child’s weight on Oct. 25th, 1920. was 
st. 3 lb. 1 oz.; and on March 14th, 1921, it was 1 st. 5 lb. 11 oz. 
Dr. J. H. Sequeira has suggested that the case may 
be an exaggerated example of the toxic condition in 
very young children, described as “ erythreedema,” by 
Dr. H. Swift and Dr. A. J. Wood, and previously spoken 
of by Dr. W. Snowball (Melbourne, Australia) as “ raw- 
beef hands and feet.” 3 

A NEW VARIETY OF RINGWORM. 

By Robert Craik, M.D. Glasg. 

A healthy girl, aged 21, had in October, 1916, a skin 
ernption on her thigh. It began a fortnight before as a 
small red point which was thought to be a bite, and 
w r as now about the size of a shilling and quite suggestive 
of ringworm. Fine scales showed plenty of mycelium. 
The source of infection remained unknown. Treat¬ 
ment was soon successful. 

Seeded on wort agar fine particles gave good growths. 
At first grey and semi-transparent, after the sixth day, 
at room temperature, a white floury centre appeared 
and spread over most of the culture. In plate cultures 
this centre, under a low power, was a forest of 
upstanding, large, rough, multiseptate spindles; and 
the peripheral zone showed matted mycelium with a 
smooth surface on which were a few scattered small 


The figure shows M. audouini var. canis on the right and 
the new variety on the left. 

spindles and a few simple, attenuated, sterile, aerial 
hyphae. Under a higher power (1/6 in.) a slide prepara¬ 
tion showed pyriform swelling at the septa in several 
hyphae; many large spindles were seen to have 6-9 septa 
and thick walls conspicuously rough on the outside. 
Repeated culture on several media at various tempera¬ 
tures gave no material change except in rate of growth. 

1. The pyriform swellings at the septa, even in young 
cultures, are characteristic of microsporon. 

2. The floury centre contrasts with the downy centre 
of M. audouini. Microscopically total absence of 
acladium conidiophores explains this, for these are 
abundant on all media in microsporon of the child, 
and form the white down on its cultures. The multi¬ 
tudes of coarse spindles forming the floury centre are 
not present in microsporon of the child, which is 
remarkable for scarcity of little divided spindles. 

3. In microsporon of the dog large spindles are fairly 
numerous, but its cultures also bear numerous acladium 
conidiophores—one is as important as the other. Under 
stress of circumstance the new organism has completely 
scrapped the primitive acladium conidiophore and 
staked its existence on multilocular spindles, which it 
produces in countless numbers. 

The microsporons are usually regarded as one species, 
M. audouini, with two varieties— M. audouini var. canis 
and var. equinum. Obviously var. canis is only half¬ 
way between M. audouini and the new variety which 
deserves the name var. macrosporium. This plurality 
of conidial forms in micros)>oron, these elaborate multi¬ 
locular spindles and the constantly hall-marked 
mycelium, are reminiscent of certain higher asco- 
mycetes. Under pathogenic conditions such forms are 
never seen. It is to be inferred that such an organism, 
growing well on ordinary media at ordinary temperatures 
and passing through a parasitic phase in which develop¬ 
ment is much restricted, leads a double life in nature for 
which the conidial forms are designed. 

Ealing, W. _ 

Cf. annotation on the subject in The Lancet, 1921, i., 87. 
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Slebkal Sffritties. 


ROYAL SOCIETY OF MEDICINE. 


SECTION OF OBSTETRICS AND GYNAECOLOGY. 

Exhibition of Casi:s and Specimens. 

A meeting of this section of the Royal Society of 
Medicine was held on May 5th, Professor Henry 
Briggs, the President, being in the chair. 

Mr. Henry Curtis communicated a case of 
Angioma of the Vagina Spontaneously Evacuat'd. 

The patient was a single woman with intact septate hymen. 
Two years before being seen by Mr. Curtis the patient, then 
aged 32, for the first time became aware of a protrusion from 
the vagina, which remained for a month and then gradually 
receded. Six months after it had completely disappeared, 
but reappeared live months later, and thenceforward 
regularly a few days before each period. Its appearance 
was associated with aching pains across the back at the 
bottom of the spine. The protrusion was described as 
appearing in the form of two or three lobes, usually of a 
bright red colour, but rarely dark red. On two or’three 
occasions it projected for half an inch or more, but receded 
when the patient lay down, and it disappeared with the 
period. On examination a narrow hymeneal oritice, 
obstructed and reduced in size by an obliquely placed bar¬ 
like septum was found. The urethral orifice was normal, 
and showed no trace of a caruncle. Nothing abnormal could 
be detected within the vagina or external to the hvmen. A 
few months after her first visit the patient stated that at the 
end of a period, after some offensive discharge, a fleshy mass 
had been spontaneously expelled from the vagina. On 
examination no trace of a pedicle or of any nrovoid structure 
could bo detected. Mr. Curtis suggeste'd that the septate 
condition of the hymen had strangulated the growth and 
helped to cut through the pedicle. Six months later there 
had been no local recurrence. The fleshy mass expelled 
was of a pinkish-red colour, resembling a blood-clot. The 
specimen, when imbedded in paraffin, measured 2 7 cm. 
by 0 9 cm. 

Mr. Curtis considered that the growth could not have 
arisen from a caruncle, and that though its surface had been 
denuded of epithelium its origin from the vagina rather than 
from the cervix or body of the uterus was indicated bv the 
absence of any glandular tissue and characteristic stroma. 
Dr. E. II. Shaw had made a report on the microscopic 
app3arauce of the tumour, iu which he stated that it was 
most probably a nevus, and gave his reasons for suggesting 
that a nevoid hypertrophy of one of the ruge of the vagina 
was the most likely origin. 

Dr. II. Russell Andrews showed a specimen of 
Carcinoma of the Vtenis originating in an Adenomyoma . 

The patient, a single woman aged 52, was sent to him in 
November, 1920. The menstrual periods had stopped com¬ 
pletely three years previously after almost continuous 
bleeding fora year. In July, 1920, there was slight bleeding, 
and in September four weeks’ bleeding ending with a Hood¬ 
ing, but no ha-morrhage during the fast month. She was 
well-nourished and had not lost flesh ; for five or six months 
she had felt tired and had had some pain in the right iliac 
fossa. Lately there had been “ neuralgic pain ’* in the lower 
abdomen. Nothing abnormal was found on abdominal 
examination. On bimanual examination the cervix was 
found to be normal; the body of the uterus was considerably 
enlarged. Under an un-esthetic the body of the uterus was 
found to beas large as a three months pregnancy. Dr. Andrews 
thought tiiat the condition was probably carcinoma of the 
bvlyofthe uterus with fibroids and proceeded to perform 
hysterectomy. The operation was difficult, as the rectum 
was adherent to the hack of the uterus ami the parametrium 
was dense and inelastic, making dissection difficult. The 
pelvic peritoneum was studied with minute nodules 
resembling miliary tubercles. Both tubes were considerably 
enlarged and contained caseous material. The patient made 
a u «od recovery and was in good health live months after 
the operation. 

\ il>’d t yc d scriptinn nt’ t!.e ult ras a»<i hi 1 ., The uterus 
measures 12 - 9 5 v 9 cm. The peritoneum is covered 
with coarse, fibrous tags and lias scattered over it raise-1, 
solid, pink n > lules of various sizes, most of them verv small! 
Toe wall is soft, except in the fundus and the right cornu 
where there are two rounded uodules, which on section show j 
a pink ami white whuried surface and a few small evstic , 
spaces. The endometrium h smooth and thin. Tli_> eavitv ! 
of the uterus is irregular and enlarged. Both tubes are ' 
thickened and contain white or grey caseous material. 


Microscopical appearances.— The endometrium is atrophic 
and shows no malignant change. Sections taken from 
various parts of the uterine wall show carcinomatous change 
in an adenomyoma. A few small areas of unchanged adeno- 
myoma can be found. The nodules seen in the peritoneum 
consist of tubular or solid columnar-celled carcinoma. Both 
Fallopian tubes are filled with the same growth. 

Dr. Andrews said that cases of adenomyoma becoming 
carcinomatous with no carcinomatous change to be found 
in the endometrium were very rare. On the suggestion 
of Dr. Herbert Spencer the specimen was referred to 
the Pathological Committee. 

Dr. Arthur E. Giles opened a discussion on 
The Prognosis and Treatment of Sterility. 

He said that he proposed to touch on two of the general 
aspects of the subject, the prevalence of sterility and 
the responsibility of the male partner, and then to 
sketch out three types of sterility in women, viewed 
from the standpoint of prognosis and treatment: 
Inevitable and incurable sterility, functional sterility, 
and conditions that cause or favour sterility but allow 
of treatment. Data and statistics referred to were 
derived from his recent monograph. 1 

The Prevalence of Sterility. 

Estimates of the proportion of infertile marriages 
varied with different authors and in different countries 
between 2 and 20 per cent. 

Dr. Giles's own case papers showed that among 3128 
married women who were seen patients the percentage of 
sterile cases was 222. Many of these were still young; 
when he took into consideration only women who had 
reached the age of 40 the percentage dropped to 15*3, In a 
large proportion of cases the women sought advice on 
account of some disease of the reproductive organs ; and it 
was therefore certain that among an equal number drawn 
from the community at large the proportion of sterile 
women would be notably leas. In Dr. Giles’s opinion the 
proportion of sterile marriages in this country was well 
below 15 per cent. Difficulties in comparing statistics 
given by various writers arose because still-births were 
taken into account by some but not by others, while 
miscarriages and extra-uterine pregnancies were mostly 
overlooked or ignored. A woman who has conceived should 
not be regarded as sterile, even though the ultimate 
product of conception were not a living child. Dr. Giles 
was disposed to regard as being nearest to the truth the 
estimate of Simpson, who found the proportion of un¬ 
fruitful marriages to be 10 9 per cent, in village com¬ 
munities and 16 3 per cent, in families of the aristocracy. 
The ratio was probably higher in towns than in the country. 
In any case the proportion was undesirably and unneces¬ 
sarily’ high, the actual figures being of only academic 
interest. The only way to obtain a really reliable estimate 
of the number of unproductive marriages would he to get 
the particulars of at least 1090 marriages in which the wife 
was under 35 and the husband under 40 at the time of 
marriage and married life had lasted at least 15 years. But 
even these ligures would not tell us the proportion of sterile 
women in the community, because in a number of cases the 
husband would be at fault. 

The liespcnsihility of the Male Partner. 

Estimates varied widely as to the proportion of cases 
in which the husband is to blame. Court placed it at 
10 per cent., Duncan at 12 per cent., Brothers at 20 per 
cent, (based on 250 casesL Engelmann at 25 per cent., 
Hiihner at 41 per cent. (186 cases), and Noeggerath at 
90 per cent. 

Noeggerath was apparently obsessed by the idea that 
gonorrhoea was the one important factor in the causation of 
sterility, and both he and Eugelmann include under man s 
responsibility all eases of disease in the female which are 
directly traceable to the male. Dr. Giles pointed out that 
while it was no doubt morally justifiable to blame the man 
who had made his wife sterile by giving her gonorrhoea, 
from Uic statistical point of view this led to fallacious 
results; for while the woman whose tubes have been 
destroyed by g<eiorriioja is permanently sterile, the man 
who infected her may remain quite capable of procreating 
children. But the actual ligures were less important than 
the recognition of the principle that in doubtful cases the 
rest) -risibility of the wife should not be assumed, and that 
she should not be submitted t<* operative procedures before 
definite evidence that the husband is healthy has been 
obtained. 


J Steri!it\ in \Vmn--i;. By Arthur E. Giles. M.D.. Ac. London- 
He lry l iowd -, Hodff.-r ani Stoughton, Oxford University I’lv— . 
19 J. 
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Inevitable and Incurable Sterility in Women. 

Cases of incurable sterility were easier to recognise 
if the conditions necessary for successful irapreguation 
were borne in mind. These were, on the man’s part, 
ability to deposit healthy seminal fluid in contact with 
the os externum cervicis; on the woman’s part, 
(1) ability to receive this fluid in contact with the 
cervix; (2) such a healthy condition of uterus, tubes, 
and ovaries as would enable the spermatozoa to travel 
up to meet the ovum ; (H) the production and discharge 
of healthy ova; and (4) such a healthy condition of 
the uterus as would enable it to harbour the fertilised 
ovum. Considering only the woman’s side of the 
question, Dr. Giles said that under the first heading the 
conditions that caused sterility were absence of the 
vagina and want of communication between the vagina 
and the uterus. 

Dr. Giles quoted cases in which the patient had 
stated that intercourse was normal and on examina¬ 
tion it was found that the vagina ended blindly in a 
cul-de-sac. In such a case the woman had never men¬ 
struated. Sometimes the lower end of the vagina was 
patent, and to tell whether there was merely a septum 
across an otherwise developed vagina, or whether the upper 
rt of the vagina was absent, a dissection of the parts might 

necessary. The construction of an artificial vagina in 
the absence of a natural one Dr. Giles considered a hopeless 
procedure from the point of view of sterility and an 
unnecessary one from any point of view. The second 
condition for impregnation was unfulfilled in the absence or 
marked under-development of the uterus in congenital 
atresia ot the tubes and in occlusion of the tubal channel 
by inflammation. Pyosalpinx, which was due to gonorrhoea 
in about 95 per cent, of cases and to tuberculosis or B. coli 
infection in the remaining 5 per cent., certainly caused 
incurable sterility. Whether a tube that had' become 
occluded by mild salpingitis could be made functionable by 
surgical means was doubtful. The third condition for con¬ 
ception, the production by the ovary of healthy ova, was 
very difficult to estimate. Since age and the action of 
X rays lead to ovarian atrophy we might presume that 
when this atrophy has come about ovulation ceases. But 
there are other conditions that apparently interfere with 
normal ovulation; for example, anaemia, chronic drug taking, 
certain febrile and some nerve conditions, including 
pituitary disease. Obesity might come into this category ; 
certainly obesity and sterility were related ; but whether *as 
cause and effect', or whether both were the results of some 
disturbed metabolic process, we did not know. Nor did we 
know what factors disturbed normal ovulation, nor what 
was the influence, if any, of internal secretions thereon. If 
any product of internal secretion did play a part, the ovarian 
secretion was probably a product of ovulation rather than a 
causal factor in the process. The fourth condition was not 
strictly one upon which successful impregnation depends, 
since failure therein led to miscarriage, not to sterility. 
But patients were concerned less with the possibilities of con¬ 
ception than with the chances of having a living child. 
From this point of view cases of uterine tuberculosis, carci¬ 
noma and sarcoma of the body of the uterus, and uterine 
fibrosis must be regarded as hopeless and incurable. 
In the last-named condition the absence of the mucosa 
rendered impossible what has been described as the 
“nidation of the ovum.” 

Fanetional Sterility. 

When a childless woman who had been married for 
some years gave a history of regular menstruation 
without undue loss or unusual pain, and on examina¬ 
tion the pelvic organs appeared to be normal, the case 
might be regarded as one of functional sterility. 
There were then several possibilities to be considered. 
In the first place, complete intercourse might not for 
various reasons have taken place: secondly, the 
husband might be suffering from azoospermia or from a 
deficient vitality of spermatozoa ; and thirdly, it might 
be an instance of “sexual incompatibility.” There 
existed cases where a husband and wife had been 
unable to effect a conception together and yet each had 
been fertile with a different mate. 

Conditions that Cause or Favour Sterility but Allow of 
Treatment. 

Considering the conditions that prevent normal inter¬ 
course Dr. Giles said that atresia of the vaginal orifice 
was a curable condition; but the prognosis as regards 
sterility depended on the stage at which treatment 
was undertaken. If the products of menstruation had 
been accumulating in the closed vagina for some time 


secondary changes inimical to conception might be set 
up in the mucosa of the uterus, and later in the tubes. 
But if the patency of the vagina was established early 
there was a good prospect of fertility. 

In stenosis of the vagina and rigidity of the hymen 
dilatation of the vaginal orifice under anaesthesia by means 
of the fingers or with graduated specula is often sufficient, 
while in more pronounced cases of stenosis the vaginal wall 
should be incised vertically, and the resulting wound sewn 
up transversely. The prognosis was very good. In treating 
dvspareunia and vaginismus the source of pain during 
intercourse should be sought; it was most frequently in the 
neighbourhood of the vaginal orifice and the remedy was 
usually simple. More deeply seated pain might be due to a 
prolapsed ovary or some inflammatory condition of the 
appendages and abdominal operation' might be needed. 
Inflammatory disease would, of course, require treatment 
on its own account, apart from the question of sterility; 
but a prolapsed ovary could be sutured up, and if associated 
with retroversion, the fixing of the uterus in place was 
often sufficient to lift the ovary out of the painful zone. 
Vaginismus was more difficult to treat; but a good dilatation 
of the vaginal orifice under anaesthesia would often help 
matters. This was a condition in which suggestion might 
play a useful part. Once the mechanical difficulty was 
overcome the prognosis as regards sterility was good, as 
long as the patient had not waited until she was handicapped 
by the factor of age. Tumours encroaching on the vagina, 
such as an ovarian tumour or a uterine fibroid situated in the 
pelvis, might cause a mechanical obstacle to intercourse. 
The treatment was, of course, surgical, and the prognosis 
depended on the possibility of leaviug at least one ovary and 
a not too much damaged uterus. Dr. Giles gave details of a 
case in which a patient became pregnant three months after 
a myomectomy and hysteropexy, and had a normal confine¬ 
ment. Prolapse and procidentia were usually the sequel of 
child-bearing, and thus caused secondary rather than 
primary sterility. Dr. Giles preferred operative to pessary 
treatment, and had many records of pregnancy and normal 
confinement following hysteropexy for prolapse and 
procidentia. 

Among conditions that allow intercourse but interfere 
with ascent of the spermatozoa, Dr. Giles mentioned under¬ 
development of the uterus, in which condition the prognosis 
depended mainly on the patient’s age, anteflexion of the 
uterus, and stenosis of the external os. If a proper dilatation 
of the cervical canal were carried out, especially if followed 
by the insertion of an intra-uterine stem for a fortnight, the 
chances of subsequent pregnancy were very good. 

Retroversion of the uterus was another condition un¬ 
favourable to conception, but not definitely preventing it. 
In atresia of the os externum prognosis was hopeless with¬ 
out treatment and not very good with it. As a rule, such 
atresia was the result of inflammatory conditions, which 
were likely to have other bad effects on the uterus besides 
closing its orifice. Nevertheless, in Dr. Giles’s opinion, an 
attempt should be made to restore the patency of the canal. 
Polypi, fibroid and mucous, and submucous fibroids were in 
nearly every case curable, and prognosis varied with the 
gravity of the operation required. In endometritis con¬ 
ception was prevented probably by the injurious effect of 
the discharge on the vitality of the spermatozoa; where con¬ 
ception occurred the mucosa was in some cases not healthy 
enough to harbour the oosperm and miscarriage followed. 
The prognosis after curetting was good. In cases of mild 
salpingitis without occlusion of the tubal ostia, conception 
could take place, and the sequel was probably often a tubal 
pregnancy. However, it might be presumed that uterine 
pregnancy also followed. When salpingitis with occlusion 
was present conception was impossible. Where there had 
not been extensive suppuration or damage to the tubes an 
artificial ostium could be made by making an incision in the 
tube near the ovary and oversewing the edges. The prognosis 
should be very guarded. 

Dr. Giles then mentioned certain methods of treat¬ 
ment that have a place when the cause of sterility lies 
with the man, and, in conclusion, laid special emphasis 
on the importance of considering the possible responsi¬ 
bility of the husband; on the folly of promising a 
successful issue as the result of treatment, for though 
we might secure correct anatomical conditions, we 
could not control their physiological working. The idea 
that every sterile woman should be curetted ought to 
be discouraged ; in fact, no operation on a woman 
should be undertaken before the condition of the 
husband had been ascertained. 

Discussion. 

The President congratulated Dr. Giles on his paper, 
and emphasised the importance of the subject from 
the personal and racial standpoint. 
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Dr. R. A. Gibbons agreed with Dr. Giles on the 
difficulty of collecting reliable statistics. When Matthews 
Duncan made his estimates the so-called Malthusian 
methods were not so widely used. Incidentally, Dr. 
Gibbons reminded the section that Malthus had spoken 
of war, pestilence, and famine as natural checks to 
over-production, and his advice had been that those 
who could not afford to have children to refrain from 
marriage, not to use contraceptives. Nowadays it 
was common for a young married woman to ask her 
medical man for advice as to the best method of pre¬ 
venting conception. The test of relative sterility was 
the rapidity with which conception takes place. 

Dr. Gibbons had made confidential inquiries in 120 marriages. 
In 100 cases preventive measures had been used at one time 
or another, and the number of childron was well under 2 per 
marriage. A declining birth-rate was a disastrous thing for 
a nation. In Paris some time ago the birth-rate was 104 in 
the poorer quarters and only 54 in a rich quarter of the city; 
in London comparative figures had been given as 195 and 63 
in poor and rich quarters. These and similar figures showed 
that women living in comfort and luxury did not want to be 
bothered with confinements. It had been said that the 
degree of sterility could be regarded as an index to the 
morals of a race. Congenital sterility was rare, but the 
number of children born in England was decreasing. It had 
been estimated that one-third of the pregnancies of several 
great cities abroad aborted. Dr. Gibbons quoted figures 
given by Douglas Wright and Amand Routh to show the 
high percentage of abortions and stillbirths. In his opinion 
it was the duty of medical men to point out to the public 
that physiological laws could not be broken with im¬ 
punity. It had been observed that if the doe were with¬ 
held ‘from the buck at oestral periods atrophy of the 
ovary took place. In this connexion Dr. Gibbons recalled 
a large number of patients who had used contraceptives 
in early married life, and subsequently had longed in vain 
for a child. This applied also to those who had decided 
after the first baby to have no more children, and had 
subsequently regretted their decision. 

Dr. Malcolm Donaldson expressed his appreciation 
of Dr. Giles’s paper. He was most interested in cases 
of sterile women who proved normal on physical 
examination, and their husbands also, and wished Dr. 
Giles had spent more time on the discussion of these 
cases. Dr. Donaldson had examined nine women on 
22 occasions to see how far up the canal spermatozoa 
could be traced, without getting conclusive results. Mr. 
Kenneth Walker had cooperated with him by examin¬ 
ing the husbands. Dr. Donaldson asked Dr. Giles 
whether he considered that estimation of the acidity of 
the cervical discharge would be useful, and whether he 
had tried passing oxygen through the uterus to see 
whether the tubes were patent. He had thought that 
everyone nowadays examined the husband before 
submitting the wife to operation, but he had recently 
found aspermia in a husband whose wife had given a 
history of two curettings. 

Mr. Kenneth Walker spoke of the results of 
examinations of men. The statistics of male sterility 
recorded varied from 18 to 50 per cent. His own series 
was not really sufficiently large to speak about, but he 
wanted to emphasise the fact that a large number of 
men were relatively sterile. Spermatozoa were some¬ 
times scanty in number, and in other cases were of 
abnormal shapes and sizes, or had more than one head. 
Occasionally signs of old inflammatory trouble could be 
detected in the prostate, or crystals of cholesterin in 
the semen. In 60 per cent, of the cases, where no 
definite physical abnormality was found in the wife, he 
would be inclined to blame the husband, and in another 
30 per cent, something could be found wrong, enough to 
say that the man was not quite normal. The genito¬ 
urinary surgeon knew very little about the function of 
the prostate and the seminal vesicles. If the vesicles 
alone were excised the male remained fertile, also if 
the prostate was excised, but in the absence of both 
prostate and vesicles he was sterile. This subject had 
been very thoroughly investigated in rats. Even if 
spermatozoa were found in the semen the fault might 
still lie in the accessory glands of the husband. 
Detailed and careful overhauling of the husband was 
needed before it could be assumed for certain that he 
was not at fault. 

Dr. Herbert Spencer expressed his agreement with 
Dr. Giles's condemnstion of the operation for an 


artificial vagina. He disagreed with him on the 
subject of fixation of the uterus for prolapse and con¬ 
sidered that this operation ought to be expunged from 
the list of operations performed. He was not satisfied 
with the results of dilatation of a pinhole cervix, 
and had had better results with Pozzi’s operation. 
He agreed as to the number of women who, after 
using contraceptives at first, later wanted a child 
and did not have one. Many of these had used quinine 
pessaries. Possibly a thickening of the mucous mem¬ 
brane or other alteration followed the use of these 
pessaries. 

Professor Louisa McIlroy regretted that Dr. Giles 
had in his interesting paper dwelt so much on 
pathological conditions. In her opinion we had 
almost exhausted the pathology of sterility, and the 
most interesting cases were those which showed no 
physical signs. The really important aspect of the 
subject was the consideration of the biological and 
physiological factors influencing fertility. Professor 
McIlroy rejoiced that Dr. Giles had not laid excessive 
emphasis on syphilis as a cause for repeated abortions, 
as this idea w’as, in her opinion, much overdone at 
present. A positive W.R. was not of much valuo in 
pregnancy. Certain work on the ductless glands had 
convinced Professor McIlroy that the ovum was a 
ductless gland; possibly other ductless glands might 
have an inhibitory effect on the ovum. In cows a 
persistent corpus luteum was supposed to prevent 
pregnancy, and farmers had attempted massage through 
the vagina. Professor McIlroy deplored the amount of 
time spent on attempting to cure sterility when contra¬ 
ceptives were so widely used. She said that the fact 
that neuroses were largely the result of the use of 
contraceptives should be made widely known, and also 
that in women the maternal passion was even stronger, 
though it might develop later, than sexual passion, and 
would ultimately demand satisfaction. 

Dr. J. S. Fairbairn congratulated Dr. Giles on 
having made the subject as little barren as possible. 
Professor Arthur Robinson had recently given the 
results of an investigation into sterility in animals. 
Among stallions 30 to 40 per cent, of the matings proved 
sterile. In ferrets a large percentage of fertilised ova 
became degenerate and did not proceed to normal 
development. The deduction to be drawn from these 
investigations was that abortion was often wrongly 
ascribed to endometritis, &c., in the human subject. 

Reply. 

In reply Dr. Giles endorsed Dr. Gibbons’s remarks 
as to the great unhappiness resulting from de¬ 
liberately childless marriages, and had always warned 
patients of this. He believed that quinine had a 
permanently bad effect. Those who waited to have 
a child for a convenient season often laid up trouble 
for themselves. On the question of fibroids he had 
come to the conclusion that these were not a cause 
but in a sense a consequence of sterility. Women 
who were subjected to sexual excitement with no 
physiological outlet appeared to have a tendency to 
develop fibroids. He would like the opinion to go forth 
from the section that the use of contraceptives was a 
bad thing. He agreed with Dr. Donaldson and 
Professor McIlroy that the apparently normal cases 
were the most difficult, but he had not said 
more on this subject because of our profound 
ignorance thereon. As to the reaction of the 
cervical secretion the normal reaction was of course 
alkaline. After endometritis it might become acid, and 
spermatozoa could not live in an acid medium. He 
had not tried the injection of oxygen for diagnostic 
purposes. He was interested in Mr. Kenneth Walker’s 
remarks as to the large percentage of defect traceable 
to the male partner. It must be borne in mind that 
the success of treatment was difficult t-o estimate, since 
in some cases after many years conception occurred 
spontaneously. He had heard of one case where 
pregnancy was reported to have occurred after 20 
years of sterility. Changes in habits were also a 
factor ; too great frequency of intercourse might 
prevent conception, whereas rest and change often 
proved beneficial. 
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LIVERPOOL MEDICAL INSTITUTION. 


The last ordinary meeting of the session was held on 
April 28th, Dr. J. E. Gemmell, the President, in the chair. 

Dr. Frank H. Barendt read a note on the Antiquity 
of Syphilis. 

Dr. Isaac Harris read a paper on the 
Value of the Electro-cardiograph in Diagnosis and 
Prognosis. 

Whilst the electro-cardiograph had its limitations, there 
were, he said, a great number of affections of the myo¬ 
cardium which could only be diagnosed by means of it. 
The practical significance was indicated of an inverted T in 
the second lead, of abnormal Q.R.S. complexes and other 
cardiographic aberrations. A case of auricular fibrillation 
complicated by degeneration of the heart muscle was given 
as an illustration of the value of electro-cardiography as 
guide in treatment. Digitalis was to be avoided in such a 
case which could not he diagnosed without the cardiograph. 
In regard to the Adams-Stokes syndrome, Dr. Harris pointed 
out that in his experience heart-block, partial or complete, 
uncomplicated by degeneration of heart muscle, never gave 
rise to the syndrome, while whenever it appeared degenera¬ 
tion of the muscle was found. Hence Mackenzie’s con¬ 
tention that the syndrome was due to a sudden transition 
from normal to ventricular rhythm was considered | 
untenable. The prognosis of these cases was, as a matter of J 
fact, much worse than that of ordinary block. 

Dr. John Hay said that it was essential to understand 
what an electro-cardiogram represented. It gave in graphic 
form the variation in electric potential associated with each 
systole of the heart and nothing more. If for any cause any 
portion of the heart beats abnormally there was a change in 
the curve. Fibrillation, flutter, extrasystoles, heart-block, 
relative hypertrophy of either ventricle all presented their 
characteristic electro-cardiogram because some portion of 
the heart was contracting in an abnormal manner. A 
recognition of these variations made diagnosis certain, 
and brought some accuracy into prognosis. Variations 
in the ventricular complex were significant of myo¬ 
cardial damage—i.e., arborisation-block. Data were being 
collected of patients presenting bizarre forms of Q.R.S. 
complex. At the Royal Infirmary cases of auricular fibrilla¬ 
tion in which this unusual form of electro-cardiogram was 
present were being observed in regard to the course of 
the disease. In patients suffering from fibrillation there 
was a small percentage in whom ectopic beats occurred; 
the prognostic import of this abnormality was not yet 
settled, though it was considered to indicate a serious 
outlook. 

Mr. Frank Jeans read a note on the Uses and Limita¬ 
tions of the Cystoscope, with special reference to con¬ 
ditions in which the cystoscope was the sole method of 
diagnosis. 

Mr. G. P. Newbolt described a case of Cyst of the Brain 
occurring in a youth aged 17. 

Correction .—In a report of a paper read by Dr. Jane 
Walker before the London Association of the Medical 
Women’s Federation on Tuberculosis in Children of School 
Age, which appeared in The Lancet of April 23rd (p. 862), 
the following sentence occurs: “From 1914 to 1919 at the 
Bast Anglian Sanatorium 62 per cent, of the 807 children 
had T.B. in the sputum and of these 56-4 per cent, died.” 
This should read : “ From 1914 to 1919 at the East Anglian 
Sanatorium 68, or 8-4 per cent., had T.B. in the sputum and 
of these 35, or 56’4 per cent., died.” 


The Southern Universities op Ireland and the 
Elections. —Our Dublin Correspondent writes: “ It is 
symptomatic of the lack of interest shown by the Irish 
public in the elections to the Southern Ireland Parliament 
that, writing only a few days before the nominations, one 
cannot discern with any certainty what candidates are 
likely to present themselves in the two university con¬ 
stituencies. Dublin University and the National Uni¬ 
versity are each entitled to elect four members. In 
regard to the former, three or four names have 
been mentioned in the press, of whom some at least 
could hardly be regarded as serious candidates if the 
election were a serious affair. Among them no medical 
name occurs, nor have I heard of any medical man con¬ 
templating candidature. In the National University it is 
understood that Professor John McNeill, the present 
member for the University, will be a candidate, but it is not 
known who his colleagues will be, or whether there will be 
a contest. The likelihood of a contest is much diminished 
by the decision of Mr. Dillon not to encourage Nationalists 
to seek election at present, but there may be some 
independent candidates.” 


•fteritfos anfc Strikes ri |to<rk 


Diseases of the Skin. 

By J. M. II. MacLeod, M.D., F.R.C.P. London*: 

H. K. Lewis and Co., Ltd. 1920. Pp. 1307. £3 10s. 

Dr. MacLeod has dedicated his book to his colleagues 
in dermatology, and the appreciation with which it 
will surely bo received by them should compensate 
him for the infinite pains he has bestowed upon it. 
We think it may rank among the most authoritative 
text-books of dermatology that has yet appeared in 
the English language ; it is certainly the most readable 
English modern work. It is unlikely that the charm 
and the vivid word-pictures which characterise Darier’s 
“ Precis de Dermatologie” will ever be reproduced ; this 
stands alone and hardly admits of comparison. But Dr. 
MacLeod’s book resembles the Precis in this respect 
while'^liis descriptions are admirably succinct, they 
are not written in the text-book style which makes 
consecutive reading almost an impossibility. The 
author admits that he has been compelled to omit 
a good deal of the historical side of the subject, and 
to restrict the bibliographies; at the same time he has 
given us an excellent short account of the history of 
leprosy. The bibliographies, if not complete, are at 
any rate very useful, and, as a rule, the most important 
references to the literature of the various diseases are 
given. Curiously enough, soft sore is not dealt with 
except in the discussion on the diagnosis of genital 
chancres, but this is not a very serious omission. 

No text-book can be quite up to date, but this volume 
can be little criticised in this respect. A few important 
sections might have been modernised. For example, 
in that dealing with oriental sore the treatment 
is said to be “unsatisfactory,” and, while Low|s 
method of applying an ointment of tartar emetic 
is given, administration of antimony by intravenous 
injection is not mentioned, although Ferra, of Brazil, 
used this method successfully several years ago. 
Again, in the description of xanthoma, which is 
included in the chapter on “Pseudo-neoplasms of 
the Skin,” no reference is made to the work of 
Pinkus and Pick, and of Chauffard and his assistants 
on cholesterinsBmia, nor is the fact mentioned that 
in xanthoma multiplex, at any rate, the amount 
of cholesterin in the blood is greatly in excess. 
Describing herpes zoster, Dr. MacLeod says: “ Should 
suppuration occur, the neighbouring lymphatic glands 
generally become enlarged—a feature which has been 
noted even in cases in which the lesions were un- 
contaminated by pyogenic micro-organisms ; ” and Dr. 
Henry Head, in a classical article on zoster, states that 
“ in most cases the contents of the clear vesicles become 
turbid. Possibly it is in connection with this pns 
formation that the lymphatic glands that drain the 
affected tract of skin are in the majority of cases 
enlarged.” It is curious that these two accurate 
observers should apparently not have noticed that the 
adenitis associated with herpes is such an early 
symptom that it certainly sometimes, if not always, 
precedes the appearance of the eruption. 

We are surprised, too, to find in the section on pruritus 
anithat Murray’s view that the actual pruritus is due to 
infection of the skin with the Streptococcus ftccalis 
whereas local disorders of the rectum, threadworms, 
&c., are only predisposing factors, is summarily dis¬ 
missed as untenable, and treatment by vaccines as 
unreasonable. Bassler entirely supports Murray’s 
work, and considers that autogenous vaccine treatment 
is the most valuable method in cases in which the 
pruritus persists after any local abnormality has been 
corrected by operation or otherwise, and, according to 
him, failure with vaccines is usually due to ignorance 
of the technique and of the dosage required. The last 
chapter is devoted to tropical diseases of the skin, upon 
which the author is a recognised authority, and it is 
to be noted that, in discussing the aetiology of pellagra, 
he seems rather to favour the views of Sambon, which, 
in the light of Boyd’s work among Turkish prisoners of 
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war, to which no reference is given, and of the observa¬ 
tions of American workers on the subject, can hardly 
now be seriously considered. 

But, in criticising such minor points as these, we do 
but emphasise the general excellence of Dr. MacLeod’s 
work; his clinical and histological descriptions are 
clear, his discussions of the aetiology of diseases of 
doubtful causation are eminently fair, and the sections 
on treatment are unusually detailed and helpful. 
We were particularly impressed by the sections on 
syphilis and leprosy. The illustrations have been care¬ 
fully selected, and are almost uniformly good, and we 
gather that the publishers have spared no pains to 
assist Dr. MacLeod in the great task which he has so 
successfully accomplished. 


Feebleness of Growth and Congenital 
Dwarfism. 

By Mere Jansen, O.B.E. London: Henry Frowde 

and Hodder and Stoughton. 1921. Pp. S2. 1*2$. 6 d. 

Dr. Murk Jansen’s writings are suggestive, even 
when we do not quite see our way to full agree¬ 
ment In this book he has endeavoured to show the 
causative relations between several conditions, many 
of them ill-defined, and all of them obscure, and to link 
these together as examples of the injurious elTects of 
noxious influences acting on the growing body under 
different circumstances and at different periods. In 
the first part, dealing with “feebleness of growth,’’ 
the author points out that this result may follow from 
any injurious agent acting on the developing body, and 
that it is proportional, not only to the intensity of this 
agent, but to the rapidity of growth both of the 
individual and of his various parts. Dealing mainly 
with the skeleton, he goes into physiological details of 
bone formation, and shows how these functions may be 
affected. We do not think that there will be serious 
objection to the general “ laws ’’ which Dr. Jansen has 
laid down to explain the affections with which he is deal¬ 
ing, and which enable him to bring them together as a 
series in harmonious conjunction. The few paragraphs 
devoted to growth feebleness in the soft parts might 
prove of suggestive value to clinicians other than the 
orthopaedic surgeon. 

In the second part of this short treatise (Congenital 
Dwarfism), however, we must join issue with the 
author on some of his suppositions. We have no 
desire to lay stress on what are probably inaccurate 
dates in organogeny, for these are easily adjusted, but 
we cannot help feeling that the author is mistaken in 
his views when he refers the physical abnormalities 
in achondroplasia, anenceplialy, Ac., to the mechanical 
action of an imaginary small amnion. The amnion 
has always been liable to indictment for all sorts 
of offences, and amniotic bands are a regular refugo 
for many letiologists in their search for causes. It 
cannot be denied that such bands occur, but they 
are rare, and any connexion with deformities has 
not, we believe, yet been shown. In many cases 
an “ amniotic band ” is credited with an effect it could 
not possibly produce, even if it were present, and 
the presence of an efficient cause of both the band and 
the abnormal development, such as uterine disease, is 
overlooked. Dr. Jansen, however, does not depend on 
such accessory structures in his etiological conceptions, 
but postulates a shortness or want of growth of the 
amnion, probably only temporary in nature, to account 
for the interference with nutrition which he recognises 
in his cases. We do not believe that any practical 
human embryologist would admit for a moment that 
the embryonic amnion with which he is acquainted 
could, under any circumstances, oppose a barrier to tho 
growing power of the embryo, or interfere with its 
blood-supply, in the way imagined by Dr. Jansen. It 
may be pointed out that one of the commonest and 
earliest signs of a pathological ovum or embryo is 
enlargement of the amniotic sac, and diminution in its 
size has not, so far as we know, been recorded. On the 
other hand, although it may not bear directly on the ques¬ 
tion, it is of interest to recall that in some of the lower 
vertebrates, the embryos develop under the pressure of a 


thick resistant zona, so that they are flattened out and 
deformed by being pressed down to one side ; yet when 
the membrane gives way they are found unaffected 
and pursue their course, straight, but otherwise as 
before. We do not see the necessity for the postulate. 
Surely the noxious agents which can be held responsible 
for upsetting normal nutrition may be thought potent 
enough to cause local emphasis, if periodicity is granted, 
without calling in the aid of probably impossible factors. 

Dr. Jansen works in his theories most ingeniously 
with the facts, but, as we consider that the explana¬ 
tions are based on a wrong assumption, we cannot 
allow our admiration to alter our belief that the 
embryological evidence is against him. Nevertheless, 
we have no hesitation in recommending all those who 
are interested in thoughtful contributions to the patho¬ 
logy of deformities to read this book. When they have 
finished it they will probably have a better grasp of the 
subject-matter of the work, whatever views they may 
hold about the cast-iron potentialities of the amnion. 


Radiographic Technique. 

By T. Thorne Baker, A.M.I.E.E. London: Con¬ 
stable and Co., Ltd. 1921. Pp. 196. 15s. 

This is a small volume devoted almost entirely to the 
photographic side of radiography, and is evidently 
written by one who i3 thoroughly conversant with all 
the necessary photographic processes that go to make 
the perfect radiograph. The author's assertion that 
the photographic knowledge of many operators is 
lamentably deficient is probably true, and it is to meet 
this difficulty that the present volume is written. A 
preliminary chapter is given on the installation itself, 
to aid the user to locate faults, but the main object is 
to explain and instruct the operator in carrying out 
the dark-room processes, the proper management of 
intensiflor screens, and such other details as help to 
make a radiograph pleasing to the eye as well as 
valuable in diagnosis. The two concluding chapters 
deal with industrial applications of radiography, which 
open up a new field to this branch of science. * 


Manson’s Tropical Diseases. 

. Seventh edition. Edited by Philip H. M anson- 

Bahr, D.S.O., M.D. Camb., M.R.C.P. Lond. London : 

Cassell and Co. 1921. Pp. 960. 31*. 6d. 

The publication of the sevonth edition of “ Manson’s 
Tropical Diseases,’’ under the editorship of Dr. P. 
Manson-Bahr, provides a most comprehensive and up- 
to-date study of the vast field of tropical medicine. 
The subject-matter of the new edition is divided into 
eight sections and three appendices. Section I. embraces 
the wide range of tropical fevers and occupies approxi¬ 
mately one-third of the whole volume. 

The subject of malaria is elaborately dealt with. 
The whole question of quinine treatment and of the 
methods of administration is placed before the reader 
in a convincing and unbiassed manner. Due weight is 
given to quinine prophylaxis, but the importance 
attached thereto previous to the war appears to 
have been excessive. Certain points connected with 
the epidemiology and endemiology of malaria are 
emphasised as requiring further elucidation and 
explanation, in particular “ the exemption of certain 
islands from malaria, even though in the midst of an 
archipelago of malaria-haunted islands’’; also the 
existence of malaria-free districts surrounded by highly 
malarious country and abounding in Anoplieliuae. It 
is suggested that hyper-parasitism or the destruction 
of the plasmodium by some other kind of parasite, such 
as the “ black spores” described by Ross, may account 
for such anomalies. A lucid and interesting account is 
given of blackwater fever, the aetiology of which must 
still be regarded as unsettled. New work on trypano¬ 
somiasis is included. Tho question of the identity of 
T. rhodcsicnsr and T. brucei is still much in dispute, as 
also is the question of the harbourage of T. rhort<?sie-n$ 
by big game. This point is important as it has been 
raised in connexion with the desirability of game 
extermination, as a mean9 of prophylaxis in addition to 
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the clearing of areas infested by Glossina palpalis 
and morsitans in the regions respectively affected by 
T. gambiense and T. rhodrsiaisr. It is curious that 
antimony tartrate and atoxyl, though advocated in the 
treatment of T. gambinizc infections, are relatively 
powerless against T. rhodexinisc. The forms of leish¬ 
maniasis, kala-azar, oriental sore, and L. amrric>mm 
are fully described with coloured drawings of the 
parasites concerned. Remarkable results appear to 
have followed the adoption of intravenous antimony 
tartrate treatment. 

In connexion with yellow’ fever the recent work of 
Noguchi and the discovery of the leptospira conveyed 
by Stegomyia fasciata promises to prove of the highest 
importance. Recent researches into Rocky Mountain 
fever and typhus fever—in the case of the former by 
Ricketts, and the latter by Arkwright, Bacot, and 
others—are described, and lend much hope to the dis¬ 
covery of the real causes. In Rocky Mountain or 
spotted fever the so-called Rickettsia bodies are the 
supposed virus of the disease, conveyed by and found 
in the tick Dermacrritor rmmtus. In typhus fever and 
trench fever similar bodies are met with ; and termed 
IUrbitsia proivazrkii they are found in lice infected with 
typhus blood. A full account is given of relapsing fever. 
The chief transmitting agent of the North African and 
European forms of the disease, from the most recent 
evidence, is in all probability the louse (Pcdicirfus 
humanus ), wiiereas in Central Africa and Persia the 
ticks OrnithodoriiH moubata and Argas pcrsicus are con¬ 
cerned as carriers. Considerable space is devoted to 
the subjects of plague. Malta fever, and the enteric 
group of fevers. The Marris atropine test receives a 
full description, and is noted as “the most important 
contribution made during the war to the diagnosis of 
enteric fevers.” Section I. concludes with a valuable 
summary of the diagnosis of fevers in the tropics. 

Under Section II. are included “ General Diseases of 
Undetermined Nature”—i.e.,beri-beri,epidemic dropsy 
(war oedema), pellagra, and scurvy in the tropics. The 
food-deficiency and other aetiological theories are fully 
discussed. Under Section III. are described Abdominal 
Diseases. A graphic account of cholera and its treat¬ 
ment by Rogers’s intravenous injection of hypertonic 
saline solution combined with injections of atropine, and 
also by Cox’s method of slow intravenous injections of 
isotonic saline fluid is given. The dysenteries, both 
bacillary and amoebic, are considered in a full and 
admirable account. Under Section IV. are described 
the infective granulomatous diseases, including, in 
particular, leprosy and yaws, both of which are 
graphically dealt with. In the treatment of leprosy 
prominence is given to the value of chaulmoogra oil, of 
the gynocardate and morrhuate of soda advocated by 
Rogers and Muir, while the more recent soya bean oil, 
which is still on trial, is noticed. Section V. includes 
the important group of animal parasites and associated 
diseases. In the treatment of schistosome infesta¬ 
tions the value of intravenous injections of tartar 
emetic is mentioned as having been placed on a sound 
basis by Christopherson. The important subject of 
fllariasis is even more comprehensively dealt with 
than in the previous edition. The succeeding chapters 
of the helminthological section deal fully with fluke 
parasites of the lung and liver in paragonimiasis and 
clonorchiasis and the many forms of infection by intes¬ 
tinal parasites, in particular ankylostomiasis. Section VI. 
is devoted to diseases due to poisons, including the 
various forms of snake bite, and an account is given of 
the vomiting sickness of Jamaica, the cause of which, 
long obscure, has been clearly determined by the able 
work of Harold Scott to be due to ackee poisoning. In 
the two concluding sections are described tropical skin 
diseases and local diseases of uncertain nature, such 
as craw-craw, chappa, climatic bubo, goundou, and 
ainlium. 

The value of the new edition is much enhanced by 
the important and practical information contained in 
the three appendices occupying the last 200 pages 
under the headings of Medical Protozoology, largely the 
work of Dobell; Medical Helminthology, Entomology, 
Ac., and a very complete account of laboratory methods 


as applied to clinical medicine in the tropics. The last 
will undoubtedly prove of the greatest use not only to 
those engaged in practice in the tropics and in the 
Colonial Medical Service, but also to the student of 
tropical medicine at home. 

The outstanding merits of this edition, retaining, as 
it does, the lucidity of expression and charm of style 
of previous editions, will ensure it a large circle of 
readers both at home and in the tropics. The type and 
general arrangement of the various subjects are excel¬ 
lent, and the numerous coloured plates are beautifully 
executed. 


Aids to Dental Surgery. 

Third Edition. By Douglas Gabell. London : 

Bailliere, Tindall, and Cox. 1921. Pp. 132. 3s. Qd. 

The student will find this little book of some value if 
he will use it as an aid to revising his work and 
not rely upon it for the purpose of cramming for 
examination. The author might have added to the 
usefulness of the book by bringing it thoroughly up to 
date and extending certain sections—for example, that 
dealing w’ith the relation of dental sepsis to other 
pathological problems. In the introduction attention 
is directed to the necessity of ascertaining all the facts 
of a case by systematic examination, and a clear 
account is given of the w ay in which this examination 
should be conducted. There is a useful section on the 
hygiene and care of the teeth and mouth. Haemophilia 
is not mentioned—probably an oversight. 


An Atlas op Normal Labour. 

With an Appendix showing Sylvester’s and Schultze’s 
Methods of Artificial Respiration. By G. Drummond 
Robinson, M.D., B.S. Lond., F.R.C.P., Obstetric 
Physician to the Westminster and West London 
Hospitals. London : William Heinemann, Ltd. 1921. 
Pp. 104. 25 s. 

This Atlas consists of a number of photographs made 
from kinematograph films demonstrating the processes 
of normal labour in the living subject, and from 
drawings which the author had prepared for teaching 
purposes. It is obvious that it is only possible to 
employ the kinematograph to a very limited extent in 
showing the various processes of parturition, and that 
such photographs can only be obtained of the latter 
part of the second stage and of some part of the 
third stage of labour. The great majority of the 
plates, therefore, represent photographs of drawings of 
what the author, no doubt quite correctly, conceives to 
be taking place during labour. The actual kinemato- 
grapliic photographs of the stages of labour which it is 
possible to represent in this way are very interesting 
and valuable, but the question must arise as to whether 
the results are worth the trouble and expense entailed. 
Nothing can be photographed in a case of labour which 
cannot be equally well seen, and observation at the 
bedside must always be much more valuable than any 
series of drawings or photographs. The Atlas is, how¬ 
ever, an interesting production, obviously compiled only 
at the expense of much care and trouble. 


The Extra Pharmacopceia. 

Sixteenth edition. Vol. II. By W. H. Martindale, 
Ph.D., and W. Wynn Westcott, M.B., D.P.H. 
London : H. K. Lewis and Co. 1921. Pp. 688. 17s. 6 d. 

The second volume of Martindale and Westcott 
follows rapidly on the first; it has grown largely in 
bulk and usefulness since the last edition five years 
ago. The scope of the volumo is difficult to express 
in a few words. Primarily it consists of analytical 
addenda to the materia medica described in the first 
volume. These are almost indispensable to anyone 
w T ho dispenses his own physic, but they should be 
appreciated, too, by all who desire to prescribe quickly, 
pleasantly, and effectively. A knowledge of the manners 
and habits of drugs greatly enhances the range of 
intelligent medicamentation. In this section appear in 
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the present edition interesting notes on aspirin, cinchona, 
and digitalis. Around this primary nucleus has grown 
up layer by layer a number of sections on animal 
organotherapy, on physiological methods of assay, 
on radio-active substances, and on the antiseptic 
power of disinfectants. The information may be avail¬ 
able elsewhere but only by stress and toil; here it is 
accessible, precise, and properly documented. Notes on i 
the analysis of water, milk, butter, and the like, make 
the book welcome in any laboratory, large or small. ! 
Bacteriological and clinical notes on special diseases ( 
appeal to practitioners of medicine whose information 
on, say, leprosy or leishmaniasis is not quite recent and 
methodical. There is a large but not quite exhaustive 
list of proprietary medicines and a glossary of foreign 
words used in pharmacy, -which contains the only 
piece of careless proof-reading in the whole work. An 
index is now added to include both volumes of the 
Extra Pharmacopoeia. It is not easy to commend this 
book to anyone unacquainted with it without appearing 
to exaggerate. Martindale and Westcott picks up 
many of the fringes of medicine and makes them neat 
and tidy. Lacking it, the practitioner can hardly feel 
professionally quite well-groomed. The price has risen 
from 7s. to 17s. 6d., but value is offered for the extra 
half-guinea. _ 

JOURNALS. 

Journal of Laryngology and Otology. March and April, 1921. 
Vol. XXXVI., Nos. 3 and 4.—In the March number Professor 
Ross Hall Skillern, of Philadelphia, discusses the operative 
treatment of ethmoidal suppuration. He finds that patients 
are frequently made worse by indiscriminate ablation of 
ethmoidal cells, and that in most cases the best results are 
to be obtained by preliminary removal of the middle turbinal, i 
and then, after healing has occurred, by carefully following 
the pus to its source; good stereoscopic skiagraphs are of 1 
material assistance.—Mr. James Harper describes a method ! 
of partial thyroidectomy by which the gland is shelled out 
of its capsule with the finger; he claims that there is no 
shock nor risk of post-operative htemorrhage or of injury to 
the recurrent nerve, and that it is never necessary to liga¬ 
ture an artery.—Mr. Andrew Campbell describes Bezold’s 


method of treating chronic suppuration of the middle 
ear by intratympanic syringing, inflation, drying, and 

the insufflation of boric acid.-The April number contains 

a description of four cases of thrombosis of the cavernous 
sinus, by Dr. Ritchie Rodger.—Mr. Layton reports a death 
after tonsillectomy in a man aged 32 years; he had had the 
fauces anrosthetised two and a half hours before by injection 
of novocaine and adrenalin, and the pillars were "sutured at 
the close of the operation on account of persistent oozing, 
but bleeding recurred and was finally arrested about 11 P.M., 
and the patient died at 4.30 on the following morning ; it is 
doubtful whether death was due entirely to hemorrhage 
as 'there was some post-mortem evidence of pulmonary 
embolism.—Dr. J. N. Roy, of Montreal, describes the 
successful removal by oosophagotomy of a foreign body 
which had remained in the gullet for nearly 14 months.—Mr. 
W. M. Mollison contributes a study of the tonsil as a focus 
of infection in chronic arthritis. 

Archives of Radiology and Electrology (January, February, 
and March). — Recent issues present many subjects of 
interest. In the January number Dr. A. E. Barclay points out 
a danger attending the use of the Coolidge tube for screen 
examinations, while some studies in gastro-intestinal 
diagnosis are contributed by Dr. R. Knox.—Sir James 
Cantlie describes an X ray motor ambulance for use at home 
and in tropical countries that is likely to be of great 
value. The question of pastilles and their colour measure¬ 
ment is dealt with by Messrs. Donnithorne and Baker, and 
emphasises the conditions in which these should be used 

if reliable results are to be obtained.-In the February 

number Dr. Gosta Forssell, of Stockholm, contributes a 
valuable paper on the Differential Diagnosis of Tuber¬ 
culosis in Bones and Joints, which is admirably illustrated 
with a series of splondid radiographs.—A" sketch of 
the History of Electrotherapy by Dr. Hector A. Colwell 
is evidence of much painstaking research, and is accom¬ 
panied by many illustrations of persons, appliances, and 
methods that have made the history of this interesting 

subject.-Dr. ForsselPs paper on Tuberculosis is continued 

in the March number, and Dr. J. Neil Leitch refers to some 
uses of the infrequently interrupted faradic current, which 
seems to have a special value in cases of incontinence.—The 
principle of the Bucky Diaphragm for radiography of the 
thicker parts of the body is described by Dr. H. E". Potter. 
—The usual sections are devoted to reviews, notes, and 
abstracts. 
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URETHRO-VESICAL MEDICATION. 
(1) An Improved Irrigator Handle. 


nozzle is inserted. The nozzles, metal or rubber, are 
made in three sizes to suit a small, medium, or large 
meatus. They block the meatus but do not enter the 
urethra. They are easily sterilised and extremely 
durable. 

The handle is made by Messrs. Allen and Hanburys, 
Ltd., 48, Wigmore-street, London, W. 



rubber tubing. A dome 4$ in. in diameter, sufficient to 
protect from splashing, is soldered on to the stem at a 
distance from the rubber tubing, to permit of the 
instrument being supported on the palm of the hand 
and the flow controlled by compressing the rubber 
tubing between the thumb and index finger, as some 
operators desire, yet the stream can immediately be 
shut off by closing the stopcock with the thumb of the 
same hand. The stem projects from the dome a distance 
sufficient to give a good view to the operator when the 


I either injected into the bladder or into the anterior 
; urethra with unsatisfactory results. I have had made 
i a solid ended catheter, 8 inches in length, with a 
universal holder to fit an ordinary 20-minim record 
syringe. Down the centre of the instrument passes 
a fine bore which opens into a hollow notch, 1 inch in 
length, placed on the convex side of the catheter curve. 
When the instrument is in situ the verumontanum 
projects into this concavity and so can be treated ; on 
slightly withdrawing the instrument the remainder of 
the posterior urethra can be dealt with. 

The instrument is made by the Holborn Surgical 
Instrument Co., Ltd., Thavies Inn, London, E.C. 

Harloy-stroet, W. M. W. BROWDY, M.B., Ch.B. 


The advantage of the irrigator handle herewith illus¬ 
trated is that by means of a special stopcock inserted 
in the stem the flow can be regulated from a drop to a 
force sufficient to allow the fluid to enter the bladder, 
only one hand being required for this manipulation. It 
thifs does away with the necessity for any clip upon the 


(2) A New Syringe for the Treatment of the Posterior 
Urethra. 

In the treatment of chronic posterior urethritis or the 
sexual neuroses one often wishes to instil a medica¬ 
ment into the posterior urethra, and Ultzmann’s syringe 
is used for that purpose. All operators are aware of 
the difficulty of localising the instillation to the spot 
desired, and unless considerable skill is used the fluid is 
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The Teeth of the Nation. 

The Dentists Bill was introduced by Sir Alfred 
Mond on Thursday, May 5th, and read for the first 
time. Although it is a mere truism to say that to 
have sound teeth is one of the conditions of good 
health, few of the public, we imagine, realise how 
accurately the quality of the teeth is an index of 
the soundness of general hygienic upbringing, and 
how badly, judged by this criterion, the British 
nation would emerge from the ordeal. It cannot 
be claimed in mitigation that we have been kept 
in ignorance of this alarming state of affairs, for 
has not Sir George Newman repeatedly warned 
us in his illuminating reports to the Board of 
Education, and with all the weight and authority of 
statistical evidence out of the mouths of some 
8,000,000 school children ? And did not the medical 
examination of recruits for our recent armies 
also prove beyond any possible question that 
as far as the teeth are concerned we are a 
sick nation ? The Ministry of Health undoubtedly 
realises its responsibilities in this regard. And 
this is well, for in no department of medicine is 
quackery more rife than in that which is concerned 
with the care of the teeth. But the problem of 
the prevention of dental caries will not be solved 
by setting up a State Board of Dentistry or by 
the maintenance of a register, be the latter never 
so carefully kept. Both these innovations will 
help in setting our house in order, but public 
cooperation is needed. 

With the best will in the world, and without 
considerations of expense, the care of the nation’s 
teeth is a large task. There are not enough dentists 
in the United Kingdom to repair all the damage 
which has been inflicted by neglect, so that the 
interests of the public will certainly not be served 
by any drastic measures which deprive a large 
section of the practising dentists of their chance to 
pursue their calling. The views of the Dentists’ 
Committee and of the British Dental Association 
on the rights of various practitioners to be included 
in the registry, should the new Bill be placed on 
the statutes, will be heard with respect. But these 
bodies must inspire the sense of Parliament to 
protect the public from fraudulent practice— 
that must be the main objective. Good teeth 
do not depend solely on the skill of the dental 
practitioner; his services are mainly essential 
to make amends for failure in prophylaxis. Well- 
made and well-mineralised teeth should not stand 
in need of the benefit of dentistry, at any rate 
until after middle age. What we want to know is 
what are the conditions on which the development 
of healthy teeth depend. We are just beginning to 
understand some of the essential factors on 
which nutrition is based, and sound general nutri¬ 
tion is one, perhaps it is the chief, condition on 
which the development of good teeth depends. We 
recognise, indeed, that in the main the problem is 
one of dietetics, not only in the child during the 
whole of the time the teeth are forming in the 


jaws, but also in the mother before the child is 
born. While not accepting without reservation the 
theory of the school which explains both carious 
teeth and the larger problem of rickets on the 
grounds of vitamin starvation, it must be admitted 
that deprivation of accessory food factors seems 
established as one of the causes which lead to 
malnutrition and defective teeth. It would be 
fatal to allow an attractive theory to obscure the 
clearness of our judgment, or to tempt us to 
stake too much on a speculative hypothesis. The 
problem of rickets or that of carious teeth is 
not going to be solved by the distribution of 
cod-liver oil, the prevention of food adulteration, 
or a drop in food prices. We must promote the 
development of good teeth in the light of 
knowledge we already possess. The difficulty is to 
disseminate this information sufficiently widely 
in the quarters where ignorance prevails. 

Much can be done by attending not only to the 
diet but also the general hygienic management of 
the mother during pregnancy and of the child 
after. Breast-feeding is clearly of first-rate im¬ 
portance, while, after weaning, the diet must 
be adjusted to physiological requirements as 
regards quantity no less than quality, and as 
regards general balance no less than as regards the 
special balance of the constituents. The develop¬ 
ment of the jaws by adequate mastication appears no 
less valuable than nose-breathing, while the toilet 
of the nose is just as necessary as the hygiene of 
the mouth. Among indirect causes of dental 
caries must be included general infection, such 
as measles, unhealthy tonsils, and oral sepsis, 
all of which tend to produce either a con¬ 
dition of general acidosis or some local con¬ 
dition of acidity which demineralises the teeth. 
Well-formed and well-mineralised teeth are not 
easily affected by passing conditions of acidity, 
either of the mouth or of the tissue juices; but 
when acidity is chronic or long-continued the teeth 
are liable to suffer, especially if badly made. 
Enlightened public opinion and the spread of 
knowledge are the only reliable prophylactics 
against risks arising from so many sources. It 
would be disastrous to rely only on skilled and 
registered dentistry to save us from the Nemesis 
of mismanaged infancy, and every scientific 
dentist knows this to be so. Welfare centres, 
health visitors, and our national societies for the 
prevention of infant mortality have done, and are 
doing, stalwart service in instructing the mothers 
of the rising generation in some of the elementary 
laws of dental prophylaxis. Much, however, still 
remains to be done. The Dentists Bill may be felt 
to press hardly on the present registered con¬ 
stituency, who have all our sympathies; but 
inasmuch as it eliminates quackery it will 
promote public effort. 


Aphasia. 

The study of thought and speech presents an 
interesting example of the manner in which know¬ 
ledge grows. Different investigators approaching 
a problem along different routes observe facts, 
devise terminologies, and evolve theories to explain 
the phenomena. These researches appear for some 
time to have no tangible connexion or relation 
with one another until a bridge builder appears 
who tries to throw an arch from one to the other. 
Under the new stress a buttress of carefully 
fashioned theory may collapse and require 
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rebuilding in the light of the newly won experi¬ 
ence, or the whole may stand and the world be in 
possession of a new, illuminating conception. For 
2000 years philosophers have reasoned about 
the phenomena of thought and speech ; analysis 
and introspection yielded various explanations of 
the relationship between mind and body. Then 
came the period of the experimental method ; on 
the one hand the phenomena of mind were studied 
by the psychologists, and on the other the 
anatomists and physiologists began building up a 
sure knowledge of the organ of mind. Medical men 
being necessarily observers of what amount to 
destructive experimental lesions carried out by 
Nature, it is natural that bridge-builders should be 
found working in their ranks. 

Dr. Henry Head, in his recent papers, 1 has 
reopened the whole question of aphasia. He 
traces the modern development of our knowledge 
from Gall, with his six varieties of memory 
located in the frontal lobes, to the schematic 
explanations of Charlton Bastian and Wernicke 
and the attempt to make theory fit facts more 
closely, which was made by Marie. Dr. Head 
has devised a new method of examination 
of the aphasic, based upon the principle that 
the patient’s power of response must be tested 
by a series of Observations in which the 
same task occurs on two or more occasions. He 
claims that the observations made indicate that 
disorders in the use of language cannot be classed 
under the category of isolated affections of speak¬ 
ing, reading, or writing, nor can they be explained 
as due to the destruction of visual, auditory, or 
motor images. What is affected is essentially the 
ability to grasp the significance of symbols of all 
kinds, the power of “ symbolic thinking and 
expression,” so that even in “ motor” aphasia, not 
only external speech, but certain aspects of 
internal speech are affected. As a result of 
lesions in different parts of the brain this 
power becomes dissociated in a manner analogous 
to the effect produced on sensation by lesions 
of the cerebral cortex; and Dr. Head dis¬ 
tinguishes four main varieties of dissociation 
resulting in verbal, nominal, syntactical, and 
semantic aphasia. In verbal and syntactical 
aphasia it is the idea of the structure of the word 
which principally suffers both in external and 
internal speech ; there is a defective conception of 
the structure and the rhythmic balance of the 
symbol. In nominal and semantic aphasia the 
ultimate significance, the full range of association, 
of the word is impaired or lost, so that the 
word cannot be used perfectly as a language 
symbol. He maintains that we have been led 
astray by Bastian and others, who based their 
work upon the theory that we think in woids, 
while his results substantiate the teaching of 
Hughlings Jackson that it is the power to form 
propositions which is affeoted, and the more nearly 
a symbolic action approximates to a proposition 
the greater the difficulty it presents. A priori 
terms, such as “motor” or “sensory” aphasia, 
“alexia,” and “agraphia” do not correspond 
to any actual discoverable functional categories; 
they should be abandoned, as should be all 
attempts to find any localisation for them in the 
brain. 


1 Disorders of Symbolic Thinking un«l Expression, British Journal 
of IMcdolonv (General Section), vol. xi.. Part II. Aphasia and 
Kindred Disorders of Speech, Brain, vol. xliii., Part II. Ajdiasia : 
An Historical Review, Brain, vol.xliii., Tart IV. 


At present Dr. Head has not indicated any 
localisation of the lesions producing his four 
varieties, and he modestly states that his results 
“ are of no direct practical value to the physician ”; 
but it has long been clear that our theories, based 
upon hypothetical “centres” for memories of 
images have been inadequate to explain the actual 
symptomatology of any patient, and destruc¬ 
tive criticism based upon experimental evidence 
in conjunction with a new classification, running 
across the lines of the older theories, con¬ 
stitutes an important step. It means that we are 
enabled to study our patients from a new angle. 
If experience of his methods in other hands leads 
to confirmation of his results, and still more if he 
discovers to us a localisation corresponding to the 
new varieties of aphasia, Dr. Head will have placed 
a valuable diagnostic weapon in our hands. Until 
then we must rely upon the older methods which, 
although possibly based upon an incorrect psycho¬ 
logical foundation, have nevertheless many clinical 
successes to their credit. 

— 

Sterility and Abortion. 

In his Sir John Struthers lecture 1 Professor 
Arthur Robinson offers a serious challenge to the 
current belief that sterility and prenatal death, and 
abortion resulting therefrom, are due to disease or 
abnormal environment of either parent. Defining 
prenatal death as the death of ripe extruded ova, 
or of the zygotes formed by the union of such ova 
with spermatozoa before the termination of the 
normal period of gestation, he proceeds to offer 
evidence that this is a frequent and regular 
occurrence in certain groups of healthy mammals 
under ordinary conditions. In order to prove 
whether the defect leading to death is germinal or 
parental in origin in any species, the ovum extru¬ 
sion-rate and the actual birth-rate must first be 
ascertained in a satisfactory number of cases; the 
period, before or after fertilisation, at which pre¬ 
natal death occurs—and if the latter, whether before 
or after the attachment of the zygote to the uterine 
mucosa—is also important. Professor Robinson’s 
investigations on horses and ferrets, two very 
different groups of mammals, provide much, though 
not all, the data. 

The records of the matings of 390 Clydesdale 
stallions with 28,241 mares, and of 43 thoroughbred 
stallions with 3640 mares were placed at his disposal. 
The mare ovulates at every heat period, whether 
inseminated or not. Since none of the mares died 
or were killed, the ovaries and genital canals could 
not be examined, and in these respects the history 
is incomplete. The average prenatal mortality of 
the Clydesdales during a period of six years worked 
out at 48 per cent.; the thoroughbreds during five 
years gave a prenatal mortality of 58 per cent. 
Of the ferrets, 165 only were available, but since 
the ovum production-rate, as calculated by the 
number of corpora lutea present in the ovaries, 
amounted to 9*95 per animal at each breeding 
period, these could be regarded as representing 
over 1600 ova. Ferrets ovulate only after insemina¬ 
tion, and, according to Professor Robinson, not till 
after the spermatozoa have entered the caudal third 
of the oviduct. Other anatomical characteristics 
of the ferret, as well as the conveniently small size 
of its ovary for purposes of serial section, make it 

1 Edinburgh Medical Journal, xxvi.. Nos. 3 and 4, March and 
April, 1921. 
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an excellent subject for this investigation. The 
genital apparatus of 165 animals, killed at intervals 
after insemination varying from 18 hours to 42 days, 
the usual period of gestation, yielded a considerable 
amount of material for detailed microscopical 
examinatipn, the results of which have been 
tabulated by Professor Robinson. 

The prenatal death-rate of the extruded ova 
works out at 24T6 per cent., but since the animals 
were killed at various periods of gestation, and not at 
the end, the figure is not comparable with the horse 
figures. Professor Robinson suggests that some of 
the ova and zygotes which appeared normal in the 
first week or two of gestation would doubtless 
have shown signs of degeneration had the killing 
of the mothers been delayed. These and other con¬ 
siderations lead Professor Robinson to place the 
normal prenatal death-rate at not more than 
39 per cent.; but, as he says, the exact percentage 
is unimportant. His main point is that in ferrets, 
as in horses, the prenatal death-rate in healthy 
animal8 in a normal environment is high and 
variable. In general support of the contention that 
this is probably true for other animals he adduces 
the observations of J. P. Hill on marsupials, 
of J. Hammond on swine, and of C. R. Stockard 
and G. N. Papanicolaou on guinea-pigs, though he 
admits that the evidence is not conclusive. 

Professor Robinson makes other interesting 
deductions,positive and negative, from his material. 
From breeding experiments alone, unless carried 
out on a very extensive scale, he considers that it 
would not be possible to say that any stallion, or 
probably any other male animal, was impotent. 
One thoroughbred stallion was infertile with 51 
out of 52 mares with which he was mated, a second 
with 93 out of 103 mares, and one Clydesdale 
stallion with 96 out of 104 mares. The horse data 
give no help as to where, when, and how death 
takes place, but the evidence offered by the ferrets 
appears again to be confirmed by the work of 
Hammond on swine and rabbits, G. W. Corner on 
swine, Hill on marsupials, and A. W. Meyer on 
intrauterine absorption of ova, which show 
that the cause of prenatal death cannot in 
some cases be, attributed to uterine disease. 
Professor Robinson finds that in ferrets extruded 
ova die in the peritoneal cavity, into which 
they have escaped; in the periovarial sac, 
from which they have failed to escape into the 
oviduct; in the oviducts; and in the uterine 
cornua. They die when still ova, either lost in the 
peritoneal cavity or because they fail to unite with 
the spermatozoa present. As zygotes they die in 
the morula and in the blastula stage, after attach¬ 
ment to the decidua and after differentiation into 
embryo and appendages. The majority of the 
extruded ova become zygotes, and of these the 
majority which die in the prenatal period die 
after they have become attached to the decidua. 
How they die is more difficult to decide, but it 
is always apparently by an alteration of their 
structure, ending in disintegration. “ The death is 
not due to inflammation or to micro-organismal 
attack, but apparently simply to an incapability to 
live and develop properly under conditions which 
are quite favourable to immediately adjacent 
zygotes.” 

After discussing and dismissing other possible 
factors, Professor Robinson concludes that the 
cause of prenatal death is the constitution of the 
gametes and zygotes, and further, that it is a 
structural peculiarity of the gametes which is the 


cause of sexual incompatibility. He goes still 
further. To him his material suggests that a large 
amount of the prenatal death which occurs in 
mammals is normal, that it is not dependent 
upon disease of the parents, detrimental environ¬ 
ment, insufficient nutrition, or disease of the 
gametes, but is in a sense a side issue of the 
process which gives rise to the variations which 
appear so universally in all mammals and probably 
in all living beings. Again, if prenatal death is 
admitted to be constant and normal, Professor 
Robinson points out the obvious corollary that in 
some animals abortion also must be normal. In 
mammals which produce multiple young at birth, 
any dead zygotes are removed by absorption in all 
but the very latest stage, for obvious reasons. In 
animals which produce only one young after a 
long gestation period abortion immediately follow¬ 
ing death of the zygote, is an economical and 
necessary arrangement,* as the uterine mucosa 
quickly regains a condition favourable to a new 
gestation. Thus the changes in the decidua usually 
regarded as degenerative, and as the possible cause 
of the death of the zygote may be the result 
thereof, and should in this case be regarded as 
regressive changes adapted to bring about as 
soon as possible a normal pro-oestral condition of 
the uterine mucosa. If Professor Robinson is right 
that a considerable number of abortions are not 
only normal but necessary, and adapted to prevent 
diminution of the birth-rate, his further contention 
that the condition of the uterine mucosa associated 
with them is not degenerative or diseased and that 
treatment directed thereto is unnecessary, if not 
detrimental, is justified. The discussion on 
sterility, its causation and treatment, reported 
in our present issue, would certainly appear 
to show that the practical clinical experience 
of obstetricians at least does not conflict with 
his experimental findings. 

— ■» 

THE PROBLEM OF SLUM AREAS. 

The slum area of Brady-street, Bethnal Green, was 
the subject of a recent question in the House of 
Commons. The Minister of Health was asked whether 
the London County Council had presented to his 
Department a plan for dealing with the area, whether 
the plan had been approved or rejected, and when the 
Council had been informed of the decision. Sir Alfred 
Mond replied to the effect that a local inquiry was held 
in June, 1920, into the scheme proposed by the London, 
County Council; it was then found that adoption of the 
scheme involved a number of legal and administrative 
questions, of w’hich settlement was necessary before 
a decision could bo given upon the case in ques¬ 
tion. Action upon the scheme would in any case 
have to be deferred until further progress was made 
w T ith provision of new houses. The numerous complica¬ 
tions attendant, under existing conditions, upon any 
conveyancing of densely-populated property must 
inevitably tend to hamper the advancement of 
public health in this country; and it is made plain in 
the answer of the Minister of Health that even when 
slums have been acquired by local authorities for 
purposes of destruction, shortage of new houses still 
bars the way to demolition of property unfit for 
habitation. It may bo true, as some would have us 
believe, that the slum-bred tenant speedily reduces 
any house he occupies to the level of his own 
personal squalor; but if any progress is to occur 
this fact constitutes no argument against the making 
of a steady effort to supply dwellings built and 
drained and lighted in such a way that the slum 
tenant may have at least the opportunity to prove 
the statement false. 
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X RAY AND INFLUENZA SCARES, 

The Parisian popular press has recently promulgated 
two “scares,” one having reference to the “danger” 
of living near a laboratory or clinic where X rays are 
employed, the other being an allegation to the effect 
that the country is on the eve of another influenza 
epidemic. The latter is the more serious suggestion 
of the two. A few cases of influenza have been 
reported at the ports of Brest, Cherbourg, and 
Lorient, and also inland, amongst troops stationed 
at Orleans, Saint-Estienne, Bourges, and Albi. In 
Paris at the end of April there had been no demand 
at the Pasteur Institute for anti-inlluenza vaccine. 
Most of the military cases have occurred among 
recruits who have recently joined their regiments. 
The symptoms are not so ■ severe as those noticed 
during the great epidemic of 1918. The Minister of 
Hygiene, Mr. Leredu, has, however, ordered the strict 
disinfection of public halls, schools, restaurants, cafes, 
kinemas, and theatres. The public has also been 
advised to avoid sudden changes of temperature, to 
isolate the sick, to observe great personal cleanliness, 
and to indulge abundantly in hot drinks. This 
latter welcome piece of advice will, of course, result in 
a renewed outcry against profiteering in rum. Hope 
is still entertained, however, that there will be no 
epidemic, and that the few cases mentioned are due 
to the recent sudden changes in the weather. 

The apprehension lest proximity to X ray centres of 
employment should affect health, though it affects very 
few people, has led to almost as lengthy a controversy. 
Mr. Contremoulins, who won the Montyon prize for 
medicine and surgery and is laureate of the Institut, 
has sent a report to the Academy of Sciences on 
■experiments of his own which indicate that it may be 
dangerous to live in a building where X rays are 
constantly employed. Journalists have thereupon 
invaded the laboratories of many known'authorities, 
have obtained interviews, and have written long 
articles about X rays. At the Saint-Antoine Hospital, 
however, Dr. Iser-Solomon refused to consider the 
matter in a tragic light. He pointed out that to affect 
the health of persons living in the neighbourhood the 
X rays would have to pass through the walls of the 
building; the solidity of the walls and the distance must 
be considered. At the Saint-Antoine Hospital three 
X ray apparatuses are at work every morning 
and nowhere else in France is there so considerable 
a production of X rays. A ward full of patients 
is separated from the X ray theatre by nothing 
but a light partition wall, and on the floor above there 
are more patients. Neither the patients in their 
wards nor photographic films, many of which have 
been kept for a year near the X rays, have been 
affected. In any case, what danger there may be can 
be overcome by the use of lead to cut off the rays. 
To this and similar arguments, Mr. Contremoulins 
replied that the patients at the Saint-Antoine Hospital 
leave when cured, and he was concerned with the 
employment of X rays near private dwellings and their 
effect in the course of years. It is therefore a question 
not only of distance and the thickness of walls, but also 
of time. _ 


PAPILLARY EPITHELIOMA OF THE RENAL PELVIS. 

Dr. Edwin M. Miller and Dr. Robert H. Herbst, 1 of 
Chicago, reporting a case under their care, remark 
that primary papillary epithelioma of the renal pelvis 
is a rare tumour, only 54 cases having been recorded 
in the world’s literature. The tumour is twice as 
common in males as in females, nearly half the 
cases occur in subjects between the ages of 50 and 
60, about one-fifth between 40 and 50, and the same 
number between 60 and 70. The oldest case was in a 


1 Journal of the American Medical Association, April 2nd, 1921. 


woman, aged 86, and the youngest in a boy. As regards 
the aetiology, although it is possible that irritation from 
a calculus or chronic infection may be a predisposing 
factor, infection is mentioned in but three and calculus 
in only 10 of the 54 cases. The tumours may vary in 
character from multiple, small, isolated growths to a 
single large cauliflower-like mass, filling the renal 
pelvis and producing destruction of the renal paren¬ 
chyma. They usually arise from the lining of the pelvis 
of the kidney, but sometimes originate in the terminal 
portion of the collecting tubules. Their histological 
structure resembles that of papillomata elsewhere in 
the urinary tract. Bleeding occurs readily, and the 
clots formed may block the outlet of the pelvis with 
consequent hydronephrosis, or cause varying degrees 
of obstruction as they pass down the urinary tract. 
The tumour may remain localised in the kidney 
or involve the lower urinary tract either by direct 
extension or by implantation. Of the 54 cases, 
25 showed involvement of the ureter, and in 18 the 
tumour invaded the kidney, ureter, and bladder. The 
symptoms vary considerably with the size of the 
tumour and the associated pathology. Haematuriaisthe 
most constant manifestation. It is usually intermittent 
and may vary from a slight cloudiness of the urine to a 
severe luemorrhage. Pain is inconstant, and ranges in 
degree from mild bladder irritation to severe colicky 
pains like those caused by ureteral stone. The condition 
may last for years in the absence of surgical treatment, 
but in the great majority of cases a relatively early 
termination takes place. As regards the diagnosis, 
the possibility of this condition should always be 
considered when intermittent hsematuria occurs in 
adults in association with pain in the kidney region. 
It should be strongly suspected if the skiagrams show 
no stone and there are colicky pains along the ureter, 
diminution or absence of function of the affected 
kidney, and a palpable tumour in the loin. The 
diagnosis is confirmed by cystoscopy revealing a 
papilloma in the bladder or ureteral orifice, by the 
presence of otherwise unexplained epithelial cells in 
the urine, and by the pyelogram showing defect in the 
renal pelvis. The nature of the treatment depends on 
whether the bladder is involved or not. In the former 
cases complete removal of the kidney and ureter, 
followed by fulguration of the bladder implantations, 
is required; in the'latter cases removal of the affected 
kidney and ureter is indicated. 


THE MEASUREMENT OF ACTIVITY AND FATIGUE. 

Efficiency in industrial work is closely connected 
with activity and fatigue, which in their turn depend 
upon muscular and nervous energy. Considerable atten¬ 
tion has recently been paid to this side of efficiency, 
but one of the difficulties experienced has been to 
obtain a direct measure of activity. Investigators 
mistrusting the introduction of subjective influences 
into any test used have been relying to a great extent 
upon records of output, concerning which the operatives 
have no knowledge that they may be used for the 
purposes of investigation ; but a tendency is showing 
itself to have recourse to ergometric methods as origin¬ 
ally carried out by Mosso. Recently we drew attention 
to the use in South African gold mines of specially 
devised ergometers to throw light upon the influence 
exerted by atmospheric conditions upon efflcienc 3 r . A 
further investigation has now come under notice 
reported upon from France by Dr. H. Dausset and Dr. 
Boigey. 1 These workers made use of a universal 
registering goniometer capable of recording graphically 
the weights used, the number of movements made, 
their extent, and the total kilogrammes of work done. 
The activity of the deltoid, the biceps, and the extensor 
muscles of the hand were investigated on a number of 
subjects. 

The curves obtained showed first a plateau during 
which the amplitude of the movements was constant, 


l Sur Futility des Courbos de Fatigue pour le control de 
1’Entrainement on education Physique,” by Drs. H. D&usset and 
Boigey Paris Medical, April 16th, 1921. 
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and then a decline daring which the amplitude of each 
succeeding movement was less than that of its 
predecessor. So far the work simply corroborates 
that of Mosso. Bat a new point is introduced as the 
result of examining carefully a large number of 
curves. The observers found they could divide the 
curves into four main types: one in which the 
plateau was comparatively short followed by a long 
decline; a second in which the plateau was com¬ 
paratively long followed by a short decline: a third 
with both plateau and decline short: and a fourth 
with a short plateau followed by an abrupt fall. 
The first two types may be obtained from similar 
amounts of work done. Thus 124 kilogrammeters of 
work was represented by a curve with 30 movements 
composing the plateau, and 115 in the decline which 
represented 58 per cent, of the work done. While 
another curve representing 114 kilogrammeters had 
75 movements composing the plateau and only 28 in 
the decline, which represented 20 per cent, of the work 
done. Subjects who are described as strong and nervous 
(an sew s sport if du mot) gave curves with short plateau 
and long decline. Strong and slightly nervous subjects 
gave curves with long plateau and short decline. The 
third type was found associated with an inferior amount 
of work done, and to be obtained from invalids and 
nervous subjects, while the fourth type represented 
asthenia and was obtained from feeble and slightly 
nervous persons. 

The plateau is claimed to represent the period of 
activity before the onset of fatigue, and the decline 
the definite appearance of impaired nervous activity. 
The relation of one to the other is proposed as a 
measure of the capacity of the individual to resist 
fatigue. “ This evaluation should lead to a precise 
classification of subjects according to their mode of 
resisting fatigue, the part played by the nervous and 
muscular elements being variable.” The authors 
suggest that fatigue curves of this kind, taken at 
regular intervals, might provide a control during 
athletic training ; “ a control much more precise than 
the criteria actually in use. It should permit the 
physical exercises of patients to be graduated at will; 
by these means the amount of nervous exhaustion 
caused by excessive work, by violent exercise, or by 
overtraining could be valued.” Great interest would 
attach to measurements made in this way on industrial 
workers, compared subsequently with records of output. 
In the absence of any direct test of fatigue we hope 
that attention will be given to following up the field of 
investigation opened out by this interesting research. 


THE SPECIFICITY OF THE SYPHILITIC ORGANISM 
IN GENERAL PARALYSIS. 

While the debate on the biology of the Treponema 
pallidum in common syphilitic affections and general 
paralysis continues with undiminished vigour, a young 
and hitherto unknown Italian scientist. Dr. Sanguineti, 1 
has brought to light in Paris a thesis of his which 
attempts some explanation of this problem and may be 
considered a new interpretation of the setiological and 
clinical aspects of progressive paralysis. It is well 
known that Levaditi and Marie maintain that ordinary 
syphilis is due to a dermotropic treponema, while 
progressive paralysis is caused by a neurotropic 
treponema, and they back up their opinion with 
the following biological variations met with in both, 
viz.:— 

(1) That the neurotropic treponema lias a period of 
incubation much longer; (2) that in rabbits the dermotropic 
treponema when inoculated into the scrotum gives rise to 
a hard sore, whereas the neurotropic produces a diffuse 
papulo-squamous lesion; (3) that the neurotropic has a 
greater epithelial and perivascular affinity, while the derma- 
tropic has an endovascular affinity and a'marked sclerosing 
action; (4) that the lesion caused by the neurotropic in 
rabbits develops slowly and recovers spontaneously; and 
(5) that the animals rendered refractory to either virus are 
not so towards the other. 


1 La Riforma Medica, April 9tb, 1921. 


These conceptions receive some clinical confirmation, 
for no one who has had the opportunity of observing 
a large number of cases will deny the existence of two 
well-marked forms of syphilis, one developing with 
cutaneous mucous and grave visceral lesions, the other 
affecting slowly the nervous system. On the other 
hand, the unicists, led by Sicard, still hold that the 
evidence put forward by Levaditi and Marie is not 
completely proved as yet, since neurotropism might 
well be interpreted as a special attribute acquired by 
the treponema during its long sojourn in the nervous 
system, and similarly other biological peculiarities 
might well have been acquired by either virus 
during a series of years in the various tissues in 
which it was lodged. Now Sanguineti has made 
a study of a hundred general paralytics, inquiring 
especially into the condition of the consort and 
descendants, and hence the relationship with the 
two different forms of syphilis which he thus 
describes: a latent syphilis which after the primary 
infecting sore is free from specific manifestations, and a 
florid syphilis which gives rise to the well-known 
secondary symptomatology. (It will be gathered 
that what follows is the substance of Sanguineti’s 
thesis.) In the first case the infection is due to 
a neurotropic treponema which from the commence¬ 
ment will fix itself in the brain; in the second 
case it is the generic treponema which is con¬ 
cerned and ordinary syphilis results. Neurotropic 
syphilis gives rise to a paralysis which may break 
out 10-15 years after infection, and at the onset 
reveals itseif in phenomena of psychic and somatic 
exaltation, leads to late dementia, leaves intact 
for a long time the general physical condition, does 
not infect the consort, gives a negative Wasser- 
mann, and induces towards an offspring of irregular 
development but of marked precocity. The other, 
ordinary syphilis, causes, on the other hand, a general 
progressive paralysis with very different characteristics, 
in that it begins 2 to 3, or 25-30 years after infection, 
leads to rapid dementia with bodily and psychic 
depression, infects the consort, gives a positive Wasser- 
mann and induces towards an offspring late develop¬ 
ment, and signs of hereditary syphilis. The first variety 
constitutes 74 percent, of all cases of progressive general 
paralysis, the second22 percent. Sanguineti, however, 
admits the existence of mixed forms (4 per cent.) in 
which elements of one or the other are found when 
the soil offered by the patient allows the treponema 
to fix itself early in the nervous system after 
having given rise to well-marked specific manifesta¬ 
tions. From an anatomico-pathological aspect he has 
noticed that in the first variety the arteries remain 
soft and normal, so that the mental symptoms must be 
explained by the direct action of the neurotropic germs 
on the nerve cells, while in the second type the arteries 
are sclerotic, so that these phenomena are the result of 
vascular and nutritive changes. The treatment of both 
forms by specific methods is devoid of result—in the 
former by the impossibility of reintegration of the 
elements invaded by the treponema; in the second on 
account of the extent of the arterial disorganisation. 
He has hopes, however, of a future serological therapy 
not yet realisable. _ 


“BOTULISM” FROM CHEESE. 

In the March number of the Journal of Infectious 
Diseases , published at Chicago, there is an interesting 
contribution on the subject of “ Botulism from Cheese” 
by Miss Mary Nevin, of the Research Laboratories of the 
New York State Department of Health, giving some 
account of an outbreak of botulism which occurred in 
1914, attributed to the eating of “ home-made cottage 
cheese.” Three persons who had eaten the cheese 
died, and samples were sent to the State Research 
Laboratories for examination. The nature of the fatal 
illness was not at first diagnosed, but ultimately it was 
recognised that the clinical picture in these patients 
corresponded with that described by Ostertag, 
van Emenengen, and others. The symptoms included 
paralysis of the muscles of deglutition, suffusion of the 
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face, ptosis, total dilatation and failure of the pnpils 
to react to light, paralysis of the muscles of the 
throat, with difficulty of speech. The cheese 
was bacteriologically examined, and B. botulinus 
was isolated from the sample. Miss Nevin claims that 
this is the first time that this bacillus has been 
identified in cheese. The early investigators of botulism 
thought that the toxin was produced by the bacillus 
only in the presence of meat protein. Since then, 
however, it has been shown that the toxin has been 
produced in association with vegetable protein. It is, 
therefore, apparent that meat protein is not necessary 
to the growth and consequent production of toxin by 
B . botulinus, and that cheese can serve as a medium. 


RUPTURE OF ANEURYSM OF THE SPLENIC 
ARTERY DURING PARACENTESIS 
ABDOMINIS. 

Dr. J. Garland has recently reported 1 a very rare 
fatal complication of paracentesis abdominis. A man, 
aged 52 years, a granite polisher, was admitted to the 
Massachusetts General Hospital on August 6th, 1920, 
complaining of dyspnoea on exertion and oedema. There 
was a history of gonorrhoea at 29, but syphilis was 
denied. About four months ago his feet became 
swollen at night and he stopped work for a week. 
The abdomen was slightly distended. Although the 
swelling was not much reduced he returned to work, 
but after half a day’s work the swelling greatly in¬ 
creased and he became dyspnoeic and returned to bed. 
On examination he was well nourished and of a good 
colour. The left pupil was larger than the right, but 
both pupils reacted normally. There was a small right 
retinal haemorrhage and a few fine rales were heard 
at the bases of the lungs. The cardiac impulse 
was in the fourth interspace 13 cm. to the left of 
the middle line. The action was slightly rapid and the 
aortic second sound was accentuated. There was a 
systolic murmur at the apex and a diastolic over the 
left fourth interspace at the sternal border. The 
pulses were equal and synchronous and of high volume 
and tension. The artery walls were palpable. The 
blood pressure was 210, systolic; 125, diastolic. The 
abdomen was distended and tympanitic with a definite 
fluid wave and shifting dullness. The scrotum and 
feet were oedematous and a fine tremor of arms and 
hands was present. The knee-jerks were normal. The 
temperature varied from 98° to 103° F. The urine con¬ 
tained a trace of albumin, white and red blood 
corpuscles, and rare granular casts. On two examina¬ 
tions occult blood was found in the stools. The 
Wassermann reaction was positive. Radiographic 
examination showed definite change in the heart 
shadow, especially to the left. Digipuratum was given 
and on August 16th paracentesis abdominis was per¬ 
formed ; 5500 c.cm. of slightly cloudy, straw-coloured 
fluid were withdrawn. On the 19th the temperature 
and leucocyte count were elevated and the patient was 
weaker. Both bases were dull, but the oedema was 
gradually disappearing. On August 20tli paracentesis 
was performed at 9 a.m., the trocar being inserted 
in the mid-line about midway between the umbilicus 
and symphysis. After 1200 c.cm. slightly cloudy reddish 
fluid had been withdrawn the flow stopped. As 
there still seemed to be fluid in the abdomen 
the trochar was again inserted about half an inch 
lower. Immediately the patient felt a sharp pain in 
the abdomen and the needle was withdrawn. Slight 
bleeding from the puncture followed, and the patient 
became pale and showed signs of collapse, with a weak, 
thready pulse and cold extremities. Respiration was 
periodic and gasping. Intravenous injection of saline 
solution was attempted, but the veins were too collapsed 
to be entered. Death occurred at 12.30 p.m. At the 
necropsy 3000 c.cm. of thin bloody fluid and a large 
amount of clot, weighing about 1100 g., were found in 
the peritoneum. The splenic artery was calcareous 
and showed an aneurysm about 3 cm. in diameter, with 
a crevice about 4 mm. long in a flbro-calcareous area. 

1 Boston Medical and Surgical Journal, April 14th. 


The sac contained a small amount of blood and clot. 
The case is interesting on account of the rarity of the 
lesion and the dramatic ending, the rupture occurring 
during the simple procedure of paracentesis abdominis. 
The reason for the rupture at this moment can only be 
conjectured. The excitement of moving the patient 
and performing the operation might have increased the 
blood pressure to the bursting-point of the aneurysm, 
or the withdrawal of the fluid in the peritoneum may 
have diminished the pressure of the structures sur¬ 
rounding the aneurysm. Direct trauma from the trocar 
was shown at the necropsy to have been impossible. 
In over 4100 necropsies at the Massachusetts General 
Hospital aneurysm of the splenic artery was found 
three times. 


“IMAGINATION, COOPERATION. AND ENTHUSIASM.” 

On May 5th the Savoy Hotel, London, washed its dirty 
linen in public, and far from being an unsightly, evil- 
smelling, or otherwise unseemly procedure it was a 
revelation of the possibilities of laundry-work. A 
V-shaped building, of which one arm is devoted to work 
and the other to welfare, presents many interesting 
features. We could spend much time describing the 
processes of marking (by sewing on labels, not by a 
red cotton spider) and sorting ; the drums which wash 
by rotating through soapsuds; the perforated ringers, 
which do not twist; and the drying and ironing machines. 
But we can comment here only on two details. Those 
who are specially interested in the spread of infec¬ 
tion will rejoice to hear that the handkerchiefs are kept 
separate throughout, and, when washed apparently 
clean, are boiled more than once ; while to the wearers of 
the double collar we would speak of a moulding machine 
which gives a round edge to its bend, leaving room 
for the tie to slip easily. But wo are more con¬ 
cerned with the welfare of the cheerful-looking men and 
girls who feed the machines, fold, and sort the linen into 
rubber-wheeled trollies, and of the specially skilled 
hands who manipulate the electric irons. The atmo¬ 
sphere is fresh and cool throughout the building; a 
representative of the Industrial Fatigue Research 
Board, who is investigating conditions in the laundry 
trade, is now making interesting comparative observa¬ 
tions in this laundry. Each employee is weighed 
and medically examined on engagement, and his 
or her condition card-indexed. A weekly medical 
inspection is then carried out. The triangular 
welfare room and surgery combined has doors at 
each angle of its base, so that the staff can file 
past the doctor, with bare chests and arms, with the 
least possible delay, and dermatitis or scabies can thus 
easily be detected. Those who wish to consult the 
doctor, or who look ill, are given a ticket and return 
later for a more detailed examination. Dental 
cases are referred to hospitals or clinics. A 
full-time welfare worker, who has had nursing 
experience, is in charge of this welfare room, and 
provides first-aid treatment and the medical officer 
proposes shortly to start a series of lectures or informal 
talks on hygiene to the workers. Each girl, having 
been passed by the doctor, is given a steam-heated 
ventilated metal locker where her out-door garments 
can dry if necessary, and where she keeps the hand 
towel provided for her individual use. Ample lavatory 
accommodation is available. Wash troughs with many 
separate jets replace the ordinary basin and plug. Two 
bath-rooms are in constant use by the staff in rotation 
during working hours, so that every employee can 
have a bath a week. The working hours are 8 to 6, 
with an hour off for dinner at 12, and 10, minutes' 
break at 10 a.m. and at 3 P.M. Dinner is provided 
at a low price in a spacious mess-room, with polished 
floor available for dancing; it seats 150 at small 
tables, and separate chairs with backs are provided. 
This canteen is also open for the supply of tea and 
coffco half an hour before work starts in the morning. 
The employees much appreciate this arrangement, 
for difficulties are frequently associated with the 
domestic facilities of workers for obtaining food 
early in the morning. A general committee of 
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employees, from which even forewomen are excluded, 
elects appropriate subcommittees to arrange the bill 
of fare for the meals and occasional entertain¬ 
ments. A rest-room, lending library, and tiled 
kitchen with steam and gas apparatus, complete this 
part of the building. The flower and fruit garden lies 
between the two arms of the V and is well planned; a 
vegetable garden adjoins. A week's holiday on full pay 
is granted to each employee who has worked for a year, 
increasing by a day a year to a fortnight. 

It is the human side of the undertaking that is most 
striking, and the pleasant impression is given that the 
human element is regarded as the most important part 
of the machinery of this very complex factory, which, 
by the way, is open to inspection by appointment. 
Regular meetings between the manager and the staff 
take place, when valuable hints as to possible im¬ 
provements have been offered by the latter. This 
arrangement ensures also that grievances will be 
ventilated and discussed. Laundry-work has hitherto 
been considered one of the most backward and 
difficult trades to organise on a healthy basis, but this 
appears to be good pioneer work. When the economic 
aspect of this excellent scheme of preventive medicine 
is considered the debit side of the account, the money 
actually expended, which is easy to reckon, may at 
first sight seem to outbalance the credit side, which is 
less easy to estimate and is not so immediately 
obvious. But when decrease in labour turnover, 
and in lost time, increase in quality and quantity 
of work, and that indefinable though invaluable asset, 
a contented personnel, come to be reckoned up, the 
debit side sinks into the background, and the scheme 
is found to be based on true economy. Even on the 
present scale of charges it is hoped that a laundry run 
on these lines may be made remunerative. It is note¬ 
worthy that the personal laundry of the hotel staff is 
done here as well as that of the visitors. But clean 
healthy laundries are at least as desirable as clean milk, 
and for both an adequate price will have to be paid. 
Meanwhile, it would be difficult to find words more 
appropriate to describe the impression created by this 
most recent addition to our model factories than those 
of “Imagination,Cooperation, and Enthusiasm” adopted 
by the manager as its watchword. 


THE CYCLE OF CHOLESTEROL IN THE 
ORGANISM. 

According to A. Chauffard, G. Laroche, and A. 
Grigaut, 1 there are three factors which determine the 
metabolism of cholesterol, the food, certain endocrine 
glands, and the liver. The influence of food is but 
temporary, and any increase of cholesterol in the blood 
rapidly disappears. The most important endocrine 
factors are the cortex of the adrenals and the corpora 
lntea. The latter contain much cholesterol, but are only 
active at certain periods. The cells of the adrenal cortex 
are the chief factories of cholesterol in the organism. 
The adrenals surpass all other organs in their cholesterol- 
content, even the nervous system itself. In the adrenals 
of individuals killed suddenly cholesterol forms 42-54 per 
mille of the fresh gland ; in those who die of disease 
there is only 20 per mille. Cholesterol appears to 
exist in two forms in the adrenals; part is “fixed” 
and forms an integral part of the construction of 
the cells, while the larger part is mobile. The 
former or “organ-cholesterol” appears to be common 
to all organs and amounts to about 25 per cent. This 
seems specially evident in the foetus. During the first 
five months the adrenals contain about the same 
amount as the liver and kidneys, corresponding to the 
amount pf organ-cholesterol in the adult. During 
development the amount of cholesterol in these organs 
does .not increase, while the amount in the adrenals 
from the sixth month (at the seventh month it is 
8T6 per cent.) greatly increases and at birth 
reaches 36 per cent. At the sixth to the seventh 
month the cells of the cortex take on their 
cholesterol-forming function, probably corresponding 

1 Ann. de M6d., 8,1920. 


to the greater demands of the growing organism 
for cholesterol. The authors give their reasons for 
not regarding the adrenals as merely storage organs 
for cholesterol. The increase of this substance in the 
cortical cells is associated with other indications of 
their cell activity. The liver and bile play an important 
part in the cholesterol cycle. The bile by the amount 
of its cholesterol gives an indication of the activity of 
the hepatic cells which secreted it, and on the whole 
the amount of cholesterol in the bile runs fairly 
parallel with the amount present in the blood. Ligature 
of the bile-duct increases the amount of cholesterol in 
the blood. During gestation the foetus seems to receivo 
some cholesterol from the mother. 


THE MEDICAL AND DENTAL REGISTERS. 

The Medical Register for 1921 contains 44,761 names, 
being an increase of 251 on the number recorded the 
previous year. 1457 names were added during the year 
on registration—457 in England, 393 in Scotland, and 
264 in Ireland; the last figure being the highest 
recorded and double the entries of 20 years ago, 
whereas the figures for Scotland and England have 
declined in the same period. 333 names have been 
added to the separate Colonial List, to which attention 
is now called by painting blue the edges of the leaves. 
From year to year it becomes more inopportune to 
place these names at the end of a large volume, where 
they may readily be overlooked, when the privileges 
and duties attached to registration are precisely the 
same in whatever part of the Register the name is 
entered. Ten new names appear on the Foreign List, 
the degree-granting university being in one instance 
each Florence, Brussels, Louvain, Bologna, Palermo, 
Turin, and in four instances Ghent. Reciprocity has 
ceased with Belgium, and no further registrations will 
be accepted without examination. It would add to the 
helpfulness and interest of the Register if the numbers 
of men and women respectively were severally noted. 

The Dental Register for 1921 contains 5610 names, 
being an increase of 155 on the number recorded the 
previous year, a matter for congratulation. Eighteen 
new names appear on the Colonial List and 5 on the 
Foreign List, the professional qualifications of the last- 
named having been obtained at Kharkoff (2), Petrograd 
(2), and Novorossiisk. The number of British registra¬ 
tions occurring in 1920 was the same as in 1917 and 1914. 

The Medical and Dental Students Register contains 
the names of 2531 medical students and 560 dental 
students who have passed their entrance examinations 
and entered for professional study. 


Colston University Research Society, Bristol. 
This Society, formerly known as the University of Bristol 
Colston Society, collects funds annually for the furtherance 
of research in the University of Bristol*, and is believed to be 
the only society of its kind in Britain. Last year, under the 
presidency of the Bishop of Bristol, £406 was collected. This 
year’s President is Alderman Frank Sheppard, and the guest 
of the evening at the forthcoming annual dinner will be Sir 
W. H. Bragg. The Society has recently published a brief 
summary of work done during the past three years. 
Under the heading of chemistry there is a brief refer¬ 
ence to the work of Dr. M. Nievenstein on tannins. 
In the departments of anatomy and physiology 
Professors E. Fawcett and G. A. Buckmaster are pursuing 
their personal researches, the former on the morphology 
of the cranium, and the latter on the transport of carbon 
dioxide. Professor Buckmaster and Dr. Hickman are 
also engaged on the production of apparatus for simplified 
electro cardiography and the recording of body movements. 
Mr. A. L. Flemming is investigating the action of surgical 
anaesthesia on respiration. From the department of patho¬ 
logy Professor Walker Hall announces progress in investiga¬ 
tion into the relation between nutrients and the life-history 
of pathogenic bacteria. The department of medicine reports 
researches by Professor F. H. Edgeworth into the develop¬ 
ment of the laryngeal muscles; also work by Dr. Carey 
Coombs on the aetiology of rheumatic heart disease (an 
account of which appeared in The Lancet, 1920, ii., 220), 
and work by Dr. Coombs, with Dr. C.E.K. Herapath, on the 
intrinsic anatomy of the human auricles. Alderman 
Sheppard, in his appeal for funds, says that at least £1000 
a year are needed to maintain pre-war activities. 
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Hospitals and Insured Patients. 

A RECENT meeting between members of tbe British 
Hospitals Association and representatives of the 
principal Approved Societies discussed the possibility 
of providing institutional treatment for members of 
these societies in return for contributions on an agreed I 
percentage basis. The arrangement would involve 
some measure of priority beiug given to members 
requiring in-patient treatment over other cases of like 
urgency. If the hospital committees generally should 
prove inclined to grant this preference, tbe two parties 
will meet again for the purpose of drafting a definite 
scheme. In the meantime we note with satisfaction 
that at its annual conference, held early this week, the 
National Deposit Friendly Society decided to allocate 
£127,000, namely one-third of surplus of £381,000 for the 
treatment of its members in hospitals. 

Panina Patients at Poor-law Hospitals. 

An important deputation from the British Medical 
Association was received on April 26th by Sir Alfred 
Mond and some of the principal officers of the Ministry 
of Health, when Sir Clifford Allbutt and Dr. R. A. 
Bolam emphasised the desire of the Association to 
work in harmony with the Ministry. Mr. N. Bishop 
Harman, as chairman of the Hospitals Committee, then 
laid before the Minister three points which the Associa¬ 
tion regarded as essential to the utilisation of Poor-law 
hospitals for civil needs :— 

1. The local medical profession of the districts concerned 
should be consulted with regard to any scheme which it was 
proposed to bring into operation. 

2. Patients should only be accepted, as a general rule, on 
the recommendation of a private practitioner. 

3. Private practitioners should have the right of entry so 
that patients might continue to be attended within the 
institution by the practitioner of their choice. 

In reply the Minister of Health admitted that the 
whole position of the voluntary hospitals was one of 
great difficulty owing to their foundation in the past 
upon the generosity of private individuals and the 
generosity of the medical profession. Our voluntary 
hospitals had been equal, if not superior, to any run on 
municipal or State lines in other countries. There was 
much to be said for the close cooperation of voluntary 
effort, and he did not think anybody would like to see 
the voluntary system disappear. He felt hopeful that 
we were not always to remain in the present financial 
difficulties. Many people of means who found it 
impossible to go to nursing homes and inconvenient to 
be nursed at home, were looking for some institution 
which would enable them to get reasonable nursing 
and medical attendance on cheaper terms. Something 
was now' being clone in our general hospitals, following 
the lead of St. Thomas's. He hoped for further 
developments in this direction. In continental countries 
people did not hesitate to go into a large municipal 
hospital. People here would have to get rid of 
prejudice a little and make use of institutions. The 
whole question of Poor-law administration was tied up 
with the legal position of boards of guardians w’hich 
could not be altered except by legislation. The 
Ministry had made an endeavour at Bradford to put 
into practice the principle of consultation with pro¬ 
fessional men, and he thought that would prove to be a 
valuable line. But boards of guardians could not be 
compelled : they could only be advised. 

The suggestion of only allowing people to use the in¬ 
firmary on the recommendation of a general practitioner 
had, Sir Alfred Mond agreed, many advantages, but he 
also saw difficulties. Suppose a patient wanted to go 
there and the doctor attending refused to allow him to go. 
The patient then might change his doctor and find one 
who w’ould send him. That was a possible contingency. 
Or a man might insist on going and create difficulty. 
The doctor had some knowledge of the patient’s 
financial standing, and would be in a position to judge 
whether he ought to go to the infirmary or not. But 
that might be putting on the doctor a line of examina¬ 


tion suitable only to a chartered accountant. He did 
not wish to create opportunities of friction between the 
doctor and his patient. 

Sir Alfred Mond concluded with a promise to go into 
all these matters with a view to being as helpful and 
sympathetic as the circumscribed powers which he 
possessed would permit, and he suggested another 
meeting for further discussion. 

Work men's Contributory Hospital Scheme. 

A contributory scheme has been working well since 
the beginning of the year in connexion with the Norfolk 
and Norwich Hospital. This hospital, which serves a 
large part of the county, requires something like £250 
a w'eck to make its income and expenditure account 
balance. Each parish in the county is now being asked 
to accept its proper share of responsibility, which 
amounts to about 2s. 3 d. per head. As patients, on the 
whole, are willing to contribute towards the cost of 
their maintenance and treatment, there is a good 
prospect of a solution of the question of voluntary 
hospital finance in Norfolk without any levy on the 
rates. 

Women Practitioners and a Restricted Panel. 

An important side issue affecting the new allocation 
scheme came before the London Insurance Committee 
on April 28th. Four women practitioners on the London 
medical list prefer not to undertake tbe treatment of 
men patients, and the insurance committee admits that 
it is not unreasonable for them to decline to do so. But 
under the terms of the 1921 contract any practitioner 
who is relieved by the insurance committee of the 
liability to have insured persons assigned to him 
surrenders 7^ per cent, of his share in the practitioner's 
fund. It may be doubted whether Section o of the 
Distribution Scheme was intended to have this con¬ 
struction placed upon it. While there are women who 
may prefer to have a mixed practice and would regard 
any restriction as a tacit admission of sex disqualifica¬ 
tion, there are others whose natural bent is towards 
children and adults of their own sex. Should the latter 
be willing to have any insured women assigned to them, 
they are not restricting their lists capriciously. Their 
bent may well be in the public interest; the question 
merits a solution on public grounds, and, in the mean¬ 
time, it is hardly fair to mulct them in, a substantial 
part of their income. They would be quite entitled to 
retaliate by choosing their own panel entirely and 
refusing to have any patients assigned to them. Wc 
cannot avoid the impression that the London Insurance 
Committee has misinterpreted the spirit of the regula¬ 
tions, if not their letter. 

Medical Records. 

The London Panel Committee recently resolved that 
the present medical records are neither advantageous 
to the medical service nor beneficial to the community, 
and that it is desirable they should be discontinued 
forthwith. No concreto suggestion was offered for any 
alternative form of record. At its meeting on April 28th 
the London Insurance Committee, without expressing 
any opinion on the present form of record, recommended 
that provision should be made in the records for all 
matters likely to be of value in connexion with the 
case. That is, of course, the crux. What is likely to 
be of value? One illustration may serve. Dr. Stevenson 
noticed some years ago that gastric ulcer was dis¬ 
appearing from the certificates as a cause of death in 
young women. Was this due (as we believe) to a change 
in the interpretation of hrematemesis or to an actual 
alteration in the incidence of gastric disease ? Hospital 
records deal with too selected a population to decide the 
point. There is nothing left but the records of panel 
practice. 

Range of Medical Service . 

The Wigan Insurance Committee has circnlariseiTthe 
insurance committees throughout the country pointing 
out the cumbersome and expensive procedure uecessary 
to decide whether or not an operation comes within 
the scope of medical benefit, and suggesting that every 
kind of medical treatment should be made available to 
: insured persons under the provisions of the National 
Insurance Acts. The London Insurance Committee. 
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concurring in this view, has passed on the recom¬ 
mendation to the Minister of Health. Formal resolu¬ 
tions such as these, useless though they may appear, 
will strengthen the hands of those who are determined 
to offer a complete medical service to insured persons. 

In Wiltshire county during the first quarter of 1921 
some 12,500 persons applied to make their own arrange¬ 
ments for medical treatment—namely, 12,311 with the 
G.W.lt. Medical Fund Society, 103 with the R.A.M.C., 
97 with the Salisbury Infirmary, and 6 on personal 
grounds. _ 

UNIVERSITY OF BRISTOL APPEAL: 

THE CLAIMS OF THE MEDICAL SCHOOL. 

(From a Correspondent.) 


In an address to the Bristol Medical School some 
years ago the late Sir William Osier remarked that 
some universities had both money and men ; others had 
plenty of money but no men : others, again, had the 
men but not the money. Bristol has never failed to 
produce the men, so far as medicine is concerned. If 
we look back at the brief history of the University 
movement in Bristol we find that as early as 1814 there 
were lectures on “ Physiology, Pathology, and the 
Practice of Medicine” by Dr. J. C. Prichard. To these 
other lectures were added, and in 1832 the Bristol 
Medical School issued a prospectus, in effect an 
apologia for the establishment of a school of medicine 
in the provinces. A year before this the Bristol 
Medical Library had been formed. In 1874 the founda¬ 
tion of University College, Bristol, was publicly pro¬ 
posed by the late Dr. John Percival, Bishop of Hereford 
(at that time headmaster of Clifton College), supported by 
Dr.Temple, Dr. Jowett, Professor Freeman, and others, 
and in 1876 its first session opened in temporary 
premises. In 1893 the medical school became affiliated 
to University College, and was, with the medical 
library, housed in the permanent premises of the 
College, the local medical profession contributing more 
than half the cost of the buildings. 

Since that time many considerable additions have 
been made to these premises, thanks to the generosity 
of the Wills and Fry families in particular. At the 
present time a magnificent block of buildings, giving 
the University (as it became by Royal Charter in 
1909) a fine frontage in a main thoroughfare, is being 
built by the brothers George and Henry Wills in 
memory of their father, himself first Chancellor of 
the University, at a cost of £500,000. Not only so, but 
the same donors have given to the University the 
Royal Fort House and its gardens, with a site and funds 
for a new department of physics ; the Victoria Rooms, 
a large public hall, for conversion into a students’ 
union ; and several other houses for halls of residence. 

Now, the Faculty of Medicine played so honourable 
and active a part in laying the foundation on which this 
splendid superstructure is being reared, that its claims 
to consideration ought to he met in the near future. 
The distinguished men in charge of the depart¬ 
ments of anatomy and physiology have adequate 
premises, equipment, and assistance. Those in charge 
of the final subjects are, however, le9s fortunate. 
They have no real departments at all, clinical teaching 
being carried on in institutions separate from the Univer¬ 
sity where they deliver their systematic lectures. What 
is wanted is a constructive policy to unify these institu¬ 
tions with the University in such a manner as to ensure 
that any future disposition of existing or new buildings 
shall make adequate provision for the systematic 
teaching of medicine in every form. This is a difficult 
matter, but there is reason to believe that the strenuous 
efforts made in this direction during the past few years 
may ultimately be crowned with success. Moreover, the 
Vice-Chancellor has stated plainly that an early charge 
on the funds raised by the appeal will be the endow¬ 
ment of professorships in the Faculty of Medicine. If 
these expectations are realised, the Bristol Medical 
School should become a leading provincial school of 
England, 


CONTROL OF VENEREAL DISEASE. 


Occupation and Venereal Disease. 

This very difficult question is raised in the report of 
the medical officer of health for the City of London, 
presented to the Sanitary Committee on Feb. 22nd last. 
In May, 1919, Dr. W. J. Howarth gave to his committee 
particulars of the occupations of 104 patients, and 
suggested that the matter should be brought to the 
notice of the Local Government Board with a recom¬ 
mendation that it should be made illegal for persons 
suffering from venereal diseases to be engaged in certain 
specific occupations. 

In the recent report Dr. Howarth submits a tabular 
statement showing the occupations of over 1100 
patients. The list includes persons engaged in the 
preparation and handling of food, hair-dressers, domestic 
servants, iVc. In the case of the ordinary notifiable 
infectious diseases, interference with the occupation of 
the patient comes as a matter of course, though special 
difficulties arise in the case of diphtheria or enteric 
fever “carriers.” The General Order of December, 
1912, which made tuberculosis notifiable, contains in 
Article XVI. a special proviso according to which the 
person notified is not to be subjected to “ any restriction, 
prohibition, or disability affecting himself or his 
employment, occupation, or means of livelihood on 
the ground of his suffering from tuberculosis.” The 
object of this proviso was, no doubt, partly humane— 
to prevent the notified person from being regarded as a 
pariah, and partly due to the fact that such restrictions 
might lead to the concealment of the disease and a 
failure to secure adequate treatment in its early and 
more hopeful stages. Before the General Order came 
into force we believe it was customary for sanitary 
authorities operating under local Acts to exercise some 
interference with respect to persons suffering from 
“open” pulmonary tuberculosis who were engaged in 
occupations such as dairying, baking, or cooking. 
Objections also inevitably came from fellow-workers, 
in the case of indoor occupations, to working in contact 
with a person known to be suffering from an infectious 
stage of pulmonary tuberculosis. It therefore comes 
about that Article XV*L, whatever may have been the 
intention of its framers, has not been effective in 
enabling the consumptive to carry on an occupation for 
which he is physically fitted, but from which he should 
be excluded on public health grounds. Fortunately, in 
the case of the consumptive it is usually desirable in 
his own interest that he should engage in an occupation 
of an outdoor character which renders him no danger 
to bis fellows, and the need for a change of work can 
generally be suggested to him for the sake of his own 
health. 

When we turn to the much more difficult question 
of the occupation of persons suffering from venereal 
diseases, we feel that in the first instance we want a 
great deal more information. Free clinics for venereal 
diseases have not been in existence very long, and our 
great object for some time must be to encourage early 
and continued treatment. No doubt we shall before 
long have to adopt some modified system of notifica¬ 
tion and restriction for those cases which will not 
submit to adequate treatment. At the present 
time we have to trust to patiehts carrying out 
the precautions enjoined upon them by the medical 
officers of the clinics or the private medical practitioners 
who are responsible for their treatment. We have said 
that more information is needed. The information we 
have in mind is already in the possession of the medical 
officers of the venereal disease clinics all over the 
country. It only requires to be tabulated and collected. 
A considerable section of the public have an altogether 
exaggerated idea of the danger of contracting venereal 
diseases “accidentally” or “innocently.” Medicalmen, 
in the absence of reliable statistics, have only vague 
opinions on the subject. Even the individual medical 
officer of a clinic who may be treating either gonorrhoea 
alone or syphilis alone, has only his own experience as 
a guide and may not have attempted to classify the 
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cases coming under his ken as to whether they were 
acquired accidentally or in the ordinary way. 

We have had the advantage of obtaining the expe¬ 
rience of one medical officer of a venereal disease clinic 
who had to deal chiefly with syphilis, and it may be 
useful to give the results of his experience shortly. 
The cases of gonorrhoea seen by this medical officer 
were mostly among women, and the number of cases 
not contracted through sexual intercourse was very 
few. A few cases of gonorrhoeal vaginitis among girls 
were met with, contracted by sleeping with infected 
mothers or sisters, but no cases of what might 
be called “accidental” infection, such as through 
the use of infected public conveniences. The 
contacts infected were, in fact, bed-contacts. The 
experience of this clinic was, however, chiefly 
with regard to syphilis. Of 1500 cases of syphilis 
admitted for treatment, there were only 10 cases that 
had not been acquired in the ordinary way through 
sexual intercourse. Of these 10, two were medical 
men with primary sores on the fingers contracted as 
the result of operations; one was a baby of 18 months 
old, infected by sleeping in the same bed with an 
uncle and aunt, who both had florid syphilis; one was 
a girl of 11 who had slept with a syphilitic elder sister; 
and another was a girl of 11 who was thought by a 
syphilitic sister, aged 19, to have been infected by 
herself. Two of the remaining cases, a girl aged 12, 
and a boy aged 7, were members of a family of which 
the mother and father had syphilis. The father died, 
and it was thought that the girl contracted the 
disease from nursing the baby which had congenital 
syphilis and subsequently infected her younger brother. 
Of the three remaining cases : (1) a girl aged 24 had a 
chancre of the lip 14 days after a wedding dinner at 
which she drank from a glass of wine after the bride, 
who was at the time suffering from syphilis. This 
girl was, however, keeping company with a soldier 
about this time and became pregnant. (2) In the case 
of a boy aged 10, with a papular secondary rash and no 
history of any primary sore, the source of infection was 
never elucidated. (3) A soldier developed a chancre on 
the top of the scalp from an infected glove during a 
boxing contest. 

The experience of this one clinic goes to show that 
the risks of accidental infection run by the public 
from public conveniences, the use of cups, forks, and 
spoons, Ac., are remote. Out of 1500 cases only 10 
were infected in an extraordinary manner. Of these 
10 two were examples of the well-known risks run by 
surgeons, five were examples of intimate family or 
bed contact, the wedding-dinner case may have been 
acquired in the ordinary way, one case resulted from 
a boxing contest, and the last remained a mystery. It 
must always be a tragedy for any person to acquire 
syphilis or gonorrhoea in an accidental or innocent 
manner, and it is a very uncomfortable thought that 
we may have our food prepared, our hair cut, or be 
shaved by attendants who are suffering from an 
infectious stage of syphilis. It may be, however, 
that the real risk is a very remote one. We 
ought to know the facts as far as they can be 
ascertained. Venereal disease clinics have been in 
operation long enough to afford valuable information. 
We suggest that the Ministry of Health might usefully 
address inquiries to the medical officers of all the 
clinics in the country for the purpose of having the 
information in their possession tabulated and collated 
with a view to ascertaining the approximate percentage 
of venereal disease which is acquired in what we may 
call an “accidental” manner. When this has been 
done we shall be in a better position to consider what 
restrictive legislation is necessary in the case of 
persons suffering from an infectious stage of a venereal 
disease. 

A Three-cornered Problem of In fection : Doctor — 
Patient — Employer. 

Whilst the question of obligatory notification of 
venereal disease still awaits settlement, serious problems 
arise to emphasise the need for protecting the com¬ 
munity against the danger of infection from recalcitrant 


individuals suffering from gonorrhoea or syphilis. A 
correspondent has asked us to comment upon one such 
problem, of which the pertinent facts may briefly be 
stated as follows :— 

A cook had been attended by her medical practitioner for 
a considerable time. She informed her mistress that she 
was suffering from internal discharge. She became worse 
and was ordered to bed. The lady of the house was unable 
to obtain any information from the doctor as to the nature 
of her servant’s illness, but was informed by another maid 
that the cook was suffering from venereal disease, and that 
the doctor had promised not to disclose the nature of her 
ailment. The patient was ordered to take a hot bath ever}' 
evening, there being but one bath in the house and some 
12 people to use it. Not wishing, however, to dismiss her 
cook unless there was serious risk, the mistress again 
attempted, this time through a friend, to obtain informa¬ 
tion from the doctor. The latter made no positive state¬ 
ment, but the general impression gathered by the interrogator 
strengthened the suspicion that the patient was suffering 
from venereal disease. Eventually the mistress, after 
consultation with her own doctor, gave notice to the cook, 
who thereupon left. 

The essence of the problem appears to be this. When 
a medical man is attending for venereal disease a 
patient whom he knows to be living under conditions 
which are a menace to the health of others what 
attitude should he adopt? Certainly he cannot give 
any information to the employer as to the nature of the 
patient’s illness, but he can impress upon the patient 
the necessity which exists for giving up the situation at 
once. It may be objected that the patient will refuse 
to carry out this injunction. We believe that the 
practitioner endowed with tact and a knowledge of 
human nature would practically always achieve his 
object. The difficulty then arises that patients suddenly 
leaving their situation would be unable to find resi¬ 
dential accommodation while undergoing treatment 
without attracting an undesirable degree of notice. 
This points to the establishment of hostels, both for 
men and women, where they could obtain treatment, or 
whence they could go to clinics for that purpose. Many 
such patients must of necessity be received free of 
charge, whilst others could contribute towards their 
maintenance. Any expense incurred by the State 
would be counterbalanced by shortening the period of 
wage-earning incapacity and preventing extension of 
infection. In the particular case on which comment 
was desired it seems to us imperative that professional 
confidence should be respected, and therefore the 
medical man acted with propriety in abstaining from 
informing the mistress, directly or indirectly, as 
to the condition of the servant. Nor was the doctor 
bound by law or ethics to insist upon the patient 
informing the mistress of the nature of her disease. 
It was, however, his duty to impress upon the 
patient the riecessity of at once vacating her 
post. In order to facilitate the desired action the 
medical man might well have given to the patient 
a certificate to the effect that her physical condition 
was such as to preclude her from remaining in her 
situation. If she then voluntarily informed her 
employer of the nature of her disorder, such a course 
would facilitate any measures of disinfection. There 
remains the exceptional case in which the patient 
refuses after warning to put into practice the doctor’s 
advice. Apart from any wide measure of compulsory 
notification, it is evident that the hands of the medical 
man should be strengthened to deal with such a situa¬ 
tion. Any patient who has received a written state¬ 
ment from a doctor that he is a danger to the health 
of his employer and that he should at once vacate his 
employment, if he then fails to do so, should be 
notified as wilfully subjecting others to the risk of 
venereal disease. Legislation is desirable to empower 
such notification and determine the penalty for 
default. 

A lied Cross Conference . 

The first of the Red Cross regional conferences on 
venereal diseases to be held in Europe will convene at 
Copenhagen on May 20th, under. the auspices of 
the League of Red Cross Societies. The Danish Red 
Cross Society will act as host and convener of the 
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conference. The national Red Cross Societies of 
Holland, Great Britain, Norway, Sweden, Germany, 
and Finland have been invited to participate. Each 
Red Cross Society participating will send official 
delegates, and it is expected also that the governments 
of the countries concerned will be represented. 

The problems to be discussed at the conference are 
outlined below:— 

General summary of conditions in each country. 

Medical measures against venereal diseases. 

Educational measures against venereal diseases. 

Special problems, including supply and costs of arsenical 
compounds for the treatment of syphilis, the possibility of 
establishing an international standard for the export and 
import of such arsenical compounds; the provision in 
important ports, by international ‘agreements, for the treat¬ 
ment of cases of venereal diseases among sailors, and 
measures to be taken in connexion therewith; the part of 
the Red Cross in combating venereal diseases, its relation to 
government and voluntary agencies. 

Following the first European regional conference in 
Copenhagen, the League of lied Cross Societies expects 
to arrange other regional conferences in other parts of 
Europe and subsequently in other parts of the world. 
The inception of such a conference by the League of 
Red Cross Societies indicates that the combating of the 
venereal diseases is recognised as an appropriate func¬ 
tion of Red Cross societies. Considerable scope exists 
at present for such activity on the part of Red Cross 
Societies in the directions of popular education as to 
the causes and results of these disease and the provision 
or extension of facilities for the treatment of existing 
infections. Both these branches of antivenereal work 
are very suitable for adoption by Red Cross societies 
as a part of their programme of cooperation with public 
health authorities. In this country the instruction of 
young people, parents, teachers, and others in regard 
to the dangers of venereal diseases has been under¬ 
taken successfully by the N.C.C.V.D., working in close 
contact with the Ministry of Health and receiving the 
support and assistance of the British Red Cross Society. 
We are glad to learn that the National Council will be 
represented in the British delegation at Copenhagen, 
and that an exhibit of their educational methods and 
those employed by the American Social Hygiene Asso¬ 
ciation will be a prominent feature of the conference. 

In countries, as in Great Britain, where the Govern¬ 
ment is alive to the necessity for providing treatment 
for all sufferers from venereal diseases, and where 
an influential society for combating venereal diseases 
is in existence, the Red Cross may probably find it 
sufficient to content itself with lending moral and 
financial support. In countries where these factors are 
lacking or are inefficiently organised the Red Cross 
could advantageously play a more active role in pro¬ 
viding education and treatment, and urging the adoption 
of such measures on the responsible authorities. The 
training of doctors and nurses, and the encouragement 
or endowment of further research as to the diagnosis 
and treatment of syphilis and gonorrhoea might well be 
considered desirable functions to be fulfilled by a 
Red Cross society. From the broader international 
point of view, it seems desirable to urge the develop¬ 
ment of a common basis for the prosecution in various 
countries of an active venereal campaign. As is well 
known, the outlook upon the venereal diseases varies 
greatly in different nationalities, and there appears to 
be a necessity for the exchange of views and opinions 
as to the practicability or otherwise of methods adopted 
in different countries for the combating of venereal 
diseases. For example, the outcome of the con¬ 
troversy in England as to immediate self-disinfection 
will be a valuable contribution to the campaign against 
venereal diseases in other parts of the world. The 
institution of such an organisation for international 
coordination and cooperation in measures against 
venereal diseases appears to be imminently desirable. 
The nucleus of such an international bureau exists in 
the League of Red Cross Societies, whose Division for 
Combating Venereal Diseases has been organised to act 
as a clearing-house for information and which is in 
communication with national societies and leaders in 
every part of the world. 


AN INQUIRY INTO THE SALE OF 
DISINFECTANTS. 


It is extremely unfortunate that the views of the 
general public on the scientific uses of disinfectants are 
not so sound as they should be. In only too many 
illnesses the public thinks that disinfectants ought to 
be used to kill germs in their own body, or to prevent 
disease in others by the killing of germs in surrounding 
patients. Fortunately, the vast majority of patients 
are prepared to accept their doctor’s advice before they 
start trying to kill the germs in their own body. The 
magic word “ poison,” which the Poison and Pharmacy 
Act, 1908, requires should be placed on receptacles of 
most poisonous substances, suffices to prevent the public 
from drugging themselves to the extent of harming their 
persons. Disinfection of the surroundings of patients 
is, of course, a wise procedure in the case of some 
illnesses, although disinfectants have been overdone. 
It is almost needless to point out that we are greatly 
handicapped in dealing with infectious disease, since 
we know so few of the germs causing infectious disease, 
and so little of the factors concerned in their spread. 

Public Ignorance of the Function of Disinfectants. 

Dr. T. W. Naylor Barlow some ten years ago published 
a valuable paper in Public Health , part of which dealt 
with the dangers of disinfectants. Quoting the medical 
officer of health of the county of Roxburgh of that time 
he stated that disinfection should be applied after 
cleaning and not in the place of cleaning. Dr. Barlow 
held that many housewives, especially those among the 
less intelligent classes, think that if they scatter plenty 
of disinfectant about no other precautions are necessary 
to prevent the spread of infectious disease, and he gave 
chapter and verse for his opinion. He also complained 
of the condition of ashbins and ashpits which were 
wrongly used, and pointed out that it was impossible 
to educate the public in the correct use of ashpits 
and ashbins if a health or cleansing department served 
out to the public some deodorising powder, not a dis¬ 
infectant, to cloak their own carelessness. Quoting 
Dr. Meredith Richards, he agreed that the time had 
come when hygienists should free their minds from 
cant and teach both their authorities and the public 
that chemical disinfectants are of strictly limited 
utility, and that by far the greater part of the money 
now spent thereon would be better expended on soap, 
soda, and scrubbing-brushes. Dr. Barlow holds that 
disinfection of bedding in a steam disinfector is all that 
is necessary; he does not believe in the spraying of 
walls and gaseous disinfection for the reason that the 
organism cannot be brought into contact with a sufficient 
strength of the liquid or gas for a sufficiently long time. 
Although it is, perhaps, no longer the fashion nowadays 
to disinfect everything and everybody, yet we have not 
yet reached the position of complete sanity with regard 
to disinfection. Is it only in towns whose modes of 
thought are early Victorian, not to say pre-scientiflc, that 
disinfection is carried out after measles, for instance? 
Bleaching powder was used in the army to disinfect the 
ground around camp kitchens, stand-pipes, Ac. At a 
recent large Boy Scouts Camp the ground near the 
urine pails was liberally bestrewn with a dark reddish- 
brown powder, which a local shopkeeper prominently 
advertised, basing his recommendation on the fact that 
it was used by the camp authorities. 

But municipal authorities themselves are at times at 
fault. A well-known seaside resort used till recently to 
sprinkle its streets with sea-water. Although economy 
was one reason for its employment, a second aim was to 
disinfect the road surfaces. The salt water proved to 
be harmful to the wheels and tyres of vehicles, and the 
experiment was in consequence abandoned. Dis¬ 
infectants are, however, thought to be of such import¬ 
ance in at least one town that a special subcommittee 
meeting is held annually to consider the tenders for 
disinfectant solutions and powders. To this meeting 
the sanitary inspector is invited, but not the medical 
officer of health. The result is the expenditure of a 
sum of money, admittedly small, which could be saved 
with no detriment to the public health. 
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Nevertheless, disinfectants have rational uses. 
Probably the majority of public health workers hold 
that micro-organisms are the main cause of infectious 
diseases, and would agree that disinfectants are 
of use in connexion with certain infectious fevers. 
Whether disinfection is necessary after cancer must 
remain a moot point until the question of the infectivity 
of cancer, a question which many consider is definitely 
settled in the negative, has been as finally decided as 
such a problem can be decided. 

At the conference at the Royal Sanitary Institute 
held the summer of last year, Professor Henry Ken¬ 
wood’s proposal was adopted, that the Government 
should take up the control of the sale of disinfectants 
and that the sale of any liquid as a disinfectant in the 
public interest and on public health grounds be con¬ 
trolled by legislation, which should demand that any 
liquid “disinfectant” should have a carbolic acid 
coefficient (as tested by an approved method) of at 
least one. Penalty should be imposed for any false or 
misleading statements as to the germicidal value of a 
disinfectant, and for any misleading instructions with 
reference to the effective use of a disinfectant. Already 
the navy, army, and Government departments, and 
many local sanitary authorities protect themselves by 
the stipulation of their tender, and it is only the private 
purchaser who is left unprotected. 

Nature of Disinfectants Stocked at Oilslwps. 

Inquiry has been made at some oilshops as to the 
nature of the disinfectants stocked and the approximate 
quantity sold, with the following result in two urban 
areas:— 

I. 

Shop No. l.—J eyes' fluid (8 oz. bottles), 3 weekly; Sanitas 
fluid, 1 weekly ; carbolic fluid (loose), i gal. weekly ; carbolic 
powder (packets and tins), 6 weekly. 

No. 9. —Teyes’ fluid (bottles*, * to 1 gal. weekly; Sanitas 
fluid (bottles), 2 or 3 pints weekly; carbolic fluid (loose), 

2 gal.; Sanitas powder, 2 or 3 lb.'weekly; Jeyes’ powder, 

3 lb. weekly. 

No. 3. —Carbolic fluid (loose), pint weekly ; Jeyes’ fluid and 
8anitas fluid (bottles), each 1 per 3 weeks ; carbolic powder, 
2 lb. per annum. 

No. 4. —Jeyes’ fluid (bottles;, 2 to 3 gal. weekly ; carbolic 
powder and Sanitas powder, each six tins weekly. 

No. .3.—Jeyes’ fluid, Sanitas, Milton, and carbolic (loose) 
(bottles*, each A gal. weekly; Jeyes’ powder and Sanitas 
powder (tins and packetsi, each 5 to 4 lb. weekly. 

No. c>. — Jeyes’ fluid (bottles*, carbolic fluid (loose*, Sanitas 
fluid (bottles*, each lA gal. weekly. Condy’s fluid (bottles), 
2 monthly ; carbolic powder (tinsf, 6 weekly. 

No. 7.— Jeyes’ fluid (bottles*. Sanitas fluid (loose and bottles), 
carbolic fluid (loose and bottles', each h gal. weekly. 

No. s. —Jeyes' fluid; Sanitas fluid ; Smith’s fluid (bottles); 
carbolic fluid iloosei : Smith's powder (packets'. 

Nt>. U .—Sanitas fluid (loose); Jeves’ fluid (bottles*; Sanitas 
powder and carbolic powder ipacketsi. 

II. 

Shop No. 1 .—Liquid carbolic, about a gallon weekly. 

No. 9 .—Liquid carbolic, about half a gallon weekly. 

No, 3. —Xo. 2 disinfecting fluid (under 3 per cent, carbolic), 
Jeyes’ fluid, and Sanitas. 

No. 4 —Dussek’s fluid, Jeyes’, Milton, and Sanitas. 

No. .3. —Carbolic fluid. Jeyes', and Sanitas. The carbolic 
fluid on sale is of ordinary commercial standard and the 
sale is small, varying according to the weather conditions. 
No. Disinfectant fluid. 

No. 7. Sanitary fluid in 5 gal. drums. No strength stated. 
No. -‘'.—Wholesaler. Rest carbolic disinfecting fluid. No 
strength stated. 

No. ( J.— Bought as soluble disinfectant fluid from whole¬ 
saler. No strength stated. 

No. In .—Bought from wholesaler as best carbolic dis¬ 
infectant fluid. No strength stated. 

In a provincial town inquiry at the oil shops elicited 
the following approximate sales: — 

III. 

Shop No. 1. —C.D. fluid, 1 gal. weekly. 

No. 9. —(Tesol, 1 gal. in summer time weekly. 

No. 3. — (’rcsul, said to he 16 per cent, solution, 1-2 gal. 
weekly. 

No. 4 .— Sanitas, 2 gal. Weekly. 

No. .3. -Sanitas, only ri small quantity weekly. 

No. Cresol, 2 or i gal. weekly. 

All the shopkeepers s<-ll in pennyworths and twopenny- 
worths, and customers bring tbeir own bottles. 


Poisoning by Disinfectants Unusual. 

The phenoloid class of disinfectant is as a whole 
relatively not poisonous. The physical consistence of 
most of these disinfectants is such that it is not easy 
to drink a large quantity of them. Small quantities 
even of the undiluted solution are obviously harm¬ 
less. For some considerable time, in more than one 
fever hospital, it was the practice to apply undiluted 
izal to the throat and no harmful results accrued from 
the quantity which must necessarily be swallowed. 
Although cases of poisoning with lysol are recorded, 
accidental poisoning with this class of compound is 
very unusual, the colour, appearance, viscidity, odour, 
and taste are very manifest, and, for the reason cited 
above, a small quantity, possibly even a mouthful, 
taken accidentally would in all probability not do much 
harm. As regards exhibition with criminal intent, to 
be effective the substance would have to be present in 
such strength that its taste and smell would at once be 
apparent. If a person wishes to commit suicide by 
poison the facilities which already exist for obtaining 
poison—e.g., weed killer, hydrochloric acid, sulphuric 
acid, nitric acid, soluble salts of oxalic acid, copper 
sulphate, turpentine, lead salts, especially lead arsenate, 
are so abundant that a determined man or woman 
would certainly be able to get one of them. A leaflet 
issued by the Board of Agriculture informs the public 
how to get weed-killer and lead arsenate. 

It has been the aim of manufacturers of disinfectants 
to produce substances with a high coefficient. Much 
of the money that has been wasted on so-called dis¬ 
infectants has been wasted by the public being 
persuaded to purchase a well-advertised substance of 
low coefficient value. It would seem that the time has 
come to allow the wider sale of these phenoloid com¬ 
pounds. Apparently there is no valid objection to 
their sale by oil-shops or ironmongers, although it would 
obviously he futile to limit the strength of disinfectants 
sold at these shops to a point at which they are quite 
ineffective. Such disinfectants are diluted more for the 
profit of the vendor than to render them less poisonous. 
A difficulty may, however, be found in a recent legal 
decision which, we are informed, makes it necessary 
to label these substances as poisonous. 

Obligation to Isabel Disinfectants as Poisotis. 

This legal decision would appear to be based on the 
word liomologues in the text of the Pharmacy and 
Poison Act, 1908, which regulates the sale of certain 
poisonous substances. The list of these, enumerated 
in the schedule, includes carbolic acid and liquid 
preparations of carbolic acid and its homologues 
containing more than 3 per cent, of these sub¬ 
stances, except preparations for use as sheep-wash 
or for any other purpose in connexion with agri¬ 
culture or horticulture contained in a closed vessel 
distinctly labelled with the word “poisonous,” the 
name and address of the soller, and a notice of the 
special purposes for which the preparations are 
intended. Part 2 of the schedule also specifies the 
articles to be deemed poisonous within the meaning 
of the Act. “All preparations or admixtures which are 
not included iu Part 1 of this schedule, and contain 
a poison within the meaning of the Pharmacy Acts, 
except preparations or admixtures the exclusion of 
which from this schedule is indicated by the words 
therein relating to carbolic acid, chloroform and coca, and 
except such substances as come within the provisions 
of Section 5 of this Act.” Section 5 (1) states that : 

“ It shall not be lawful to sell any substance to which this 
section applies by retail, unless the box, bottle, vessel, 
wrapper, or cover in which the substance is contained is 
distinctly labelled with the name of the substance and the 
word ‘ Poisonous,’ and with the name and address of the 
seller of the substance, and unless such other regulations a~ 
may be prescribed under this section by Order in Council 
are complied with; and if any person sells any such 
substance otherwise than in accordance with the provisions 
of this section or of any Order in Council made thereunder, 
he shall, on conviction under the Summary Jurisdiction 
Acts, be liable for each offence to a fine not exceeding £5. 

(2) The substances to which this section applies are sul¬ 
phuric acid, nitric acid, hydrochloric acid, soluble salts of 
oxalic acid, and such other substances as may for the time 
being be prescribed by Order in Council under this section. ' 
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It is doubtful whether, as a matter of policy, it is 
advisable to label these phenoloid disinfectants as 
“poisonous.” Such a label focuses attention on this 
quality; possibly the community would be best served 
by labelling them “ Not to be drunk.” A fundamental 
principle is that a disinfectant should be applied in suffi¬ 
cient strength—the public, however, often think they are 
buying true disinfectants, whereas they receive deodor¬ 
ants. It would seem probable that an assistant in an 
oil-shop would not be so likely as a qualified pharma¬ 
ceutical chemist to know the scientific value of a com¬ 
modity he sells. The assistant or proprietor of a retail 
Italian warehouse might be liable to judge a disinfectant 
by its aesthetic properties, such as its smell or colour 
when mixed with water. The chemist, with his associa¬ 
tion with the medical profession, would be more willing 
to give credibility to the statements of members of the 
medical profession, the eminence and scientific qualifi¬ 
cations of whom ho would be more or less able to judge. 
Possibly,however, these disadvantages could be removed 
in time, at any rate, if the public is educated by disin¬ 
terested scientists, including medical officers of health, 
whoshould be abletodomucli by enlightening those mem¬ 
bers of their health committees who desire information. 


MEDICINE AND THE LAW. 


Evidence as to the Time of I)eath in Murder Trials. 

A correspondent invites our attention to the impor¬ 
tant nature of the evidence expected from medical 
men in cases of death involving criminal charges, 
where the witness is asked to describe the condition of 
a dead body when he first saw it, and to state his con¬ 
clusions as to how long previously death had taken 
place. Our correspondent further suggests that the 
text-books are less informing than they might be on the 
subject, and that an authoritative pronouncement 
could usefully be made upon the'’ matter. He also 
points out the necessity for taking into account 
circumstances which vary in each particular case, 
but which are generally capable of being definitely 
ascertained. The subject is no doubt one of con¬ 
siderable interest owing to the fact that the evidence 
referred to is very frequently required in order to 
establish the guilt or innocence of a person accused of 
murder. To establish the time of death where a 
body has been found •within a few hours is one 
thing, but it is quite another, and often even more 
important, where a long time has elapsed. The 
murderer Crippen -would not have been convicted 
if the remains found under the kitchen floor of 
the house, which he had occupied, had been iii a con¬ 
dition inconsistent with their having been placed there 
during his tenancy. The cases range, therefore, 
from such as his, to others of the nature of the 
Eastbourne murder referred to by our correspondent, 
where death had taken place within a few hours 
and the vital question was within how many. 
With regard, at all events, to occasions where the 
shorter time is involved, the collection of information 
of an authoritative description need not be difficult, 
and its publication would be of distinct service. 
It would imply that competent observers should avail 
themselves of such opportunities as many general 
hospitals could supply for watching the development of 
the various phenomena observable in dead bodies where 
violent or unnatural death has taken place. Record of 
surrounding conditions would be made, and would 
include the mode of death, physical details likely to 
affect post-mortem developments, and conditions of 
exposure, atmosphere, and temperature, to which 
the body was subjected. Contribution might further 
be made by those who have had such vast 
recent experience of the phenomena accompanying 
death upon the battlefield. The whole would have to 
be carefully collated and scrutinised, when it is quite 
possible that a monograph dealing with the subject 
suggested might prove a valuable contribution to 
forensic medicine, one of practical use to those who on 
rare occasions may be confronted by a duty lying 
outside the path of their daily experience. 


Property in Bodily Organs . 

In a recent number 1 of a Berlin medical paper 
Dr. Arthur Weil deals with certain practical and legal 
difficulties arising from the transplanting of sex glands 
according to Steinaclrs teaching of rejuvenation. The 
article suggests as the ideal the transplantation of 
healthy glands from normal relatives, if that were 
possible, and if not, the use of glands removed by 
operation on account of various morbid conditions, the 
difficulties of obtaining material being overcome by 
having a sort of exchange and mart in the surgical 
department of a large hospital. Apparently legal 
difficulty might arise in Germany in regard to the 
transplantation of a healthy testis, even with the 
consent of the donor, although not in the case of a 
gland removed on account of any medical reason. The 
proprietary right of the donor to any organ removed 
from him can in Germany pass over to the recipient by 
a mutual agreement, although no agreement is legally 
binding in regard to parts of the human body so long as 
they arc still in organic continuity with it. The author 
suggests that the time-honoured practice of castration 
would be found to have some bearing on the legal position. 
In this country we are not aware that anything in the 
existing law would prevent a man agreeing to part with 
any portion of his body to another with or without 
consideration for so doing, or would prevent a surgeon 
from performing the required operation. The trans¬ 
fusion of blood affords a tolerably close parallel 
so far as questions of principle are involved. This, 
however, is not to be taken as any decision that 
public opinion would endorse such transfers as 
those suggested, either on the part of transferrer 
or transferee, or of the surgeon. We have here 
in mind the possibility that a wealthy man might 
desire to acquire the desired organ from a poor one. 
It is in such a case that odium would readily attach 
to the proceeding; where the transference was an 
act of self-sacrifice on the part of the transferrer 
it might be different. In any event the bargain 
to transfer would probably be held to be contrary to 
public policy, and could not be enforced in a court of 
law. Where the carrying out of such a bargain had 
for its result any injury not contemplated by one of 
the parties to it, the surgeon would And every 
effort made to attach responsibility to him, and a 
heavy weight of prejudice in the scales against him. 
In the second class of cases referred to, that of glands 
removed by operation on account of morbid conditions, 
it is suggested that transfer might take place through 
arrangements made by the surgeon and that in a 
hospital there might be organised a system by 
which the removed gland would be used for the 
benefit of another patient. Through such an 
exchange department in any large institution, the 
transferee would gain without the transferrer being 
aware of it, or at any rate without his knowing 
to whose welfare he had contributed. At the first 
glance this may appear practicable and not difficult to 
arrange. In such a system there would be no question 
of a man allowing himself to be mutilated for the sake 
of pecuniary gain, but the carrying of the transaction 
out would Lave to be subject to precautions in order 
to prevent serious scandal. There would always be a 
danger that the patient, whom we have called for 
convenience the transferrer, would complain that 
he had been operated on unnecessarily in order 
that someone else might gain thereby, or to enable 
the surgeon to enlarge his knowledge by an 
interesting experiment. Surgery does not indulge in 
secret remedies, so that the fact of such measures as 
those involved being in use would be generally known, 
and such trouble as might arise would find its way with 
every kind of exaggeration into the lay press. Accusa¬ 
tions would be easy to make that would be difficult to 
disprove, and a charge of malpraxis might at any time 
be launched against a surgeon or a hospital to the 
serious detriment of either. There are occasions where 
the prudent are justified in waiting to profit by the 
experience of others. 


1 Berliner klin. Wocheusehr., March 23th, 1921. 
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A MONTHLY RECORD OF ATMOSPHERIC POLLUTION. 

Meteorological Office : Advisory Committee on Atmospheric Pollution : Summary of Reports for 

April, May, June, July, 1920. 
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0*10 

1 79 

0*08 

2*04] 

4*72 

2*30 

6*75 

15*89 

2*62| 0*85 

0*13 

105 

— 

0*18 

0*25 

0*43 

1*75 

2*61 

0*4610T2 

0*02 

79 

0*50 

2 82 l 

6*14 

1*58 

3*01 

14‘05 

1*17] 0*76 

0 16 

244 

— 

Ti.:, 

24*38 

Ts.: 

12 59 

36*97 


— 

117 

— 

0*65 

1*52 

1*41 

2 09 

5*67 

— — 

— 

H4 

0*03 

E75 1 

4*46 

2*28 

3*42 

11*94 

1*96,0*68 

0*09 

124 

0*08 

051, 

0*59 

3*41 

6*50 

11*09 

0'98 j2’23 

005 

115 

— 

— | 

— 

— 

— 

9*52 

—- 1 — 

— 

163 

0*18 

2*82 

6*05 

2*41 

6*91 

18*37 

4 *78] 0*59 

0*20 

74 

0*03 

i 

1 87 , 

3*09 

1*77 

2*88 

9*64 

0*81 3*04 

0*14 

1 73 

0*10 

0’85 

1*22 

2*03 

4*15 

8*35 

1*02 5*03 

0*05 

112 

0*17 

2*76 

5*22 

2*69 

5*38 

16*22 

lfii; 3 59 

0*23 

86 

0 29 

2*85 

704 

3*61 

4*21 

18*00 

1*00(3 06 

005 

67 

0*27 

1*59 

2*67 

2*40 

3*53 

10*46 

0*82:2 9S 

Oil 

70 

0*13 

1*88 

3*62 

1*89 

3*36 

1088 

0*72 4*32 

0 17 

93 

0*09 

1*81 

2*26 

1*95 

3*80 

8*91 

0*89 5*89 

0 14 

80 

0*63 

2*97 

6*99 

1*75 

5*52 

17*86 

1*06 2 91 

Oil 

31 

0*05 

1*03 

1*95 

0'84 

1*86 

5*74 

0*55 1*19 

006 


' Rochdale figures are average for May and June. Ti. - Total insoluble. Ts. - Total soluble, t Bottle broken. 

"Tar " includes all mutter insoluble in water but soluble in CS>. "Carbonaceous ” includes all combustible matter insoluble in 
water and in CS_*. "Insoluble ash" includes all earthy matter, fuel, ash, Ac. One metric ton per sq. kilometre is equivalent to: 
(a) Approx. 91b. per acre : do -2'3k English tons per sq. mile ; (r> 1 g. per sq. metre : (d) 1/1000 mm. of rainfall. 

The personnel of public health authorities concerned in the supervision of these examinations and of the analytical work involved 
remains the same as published in previous tables. The analyses of the rain and deposit caught in the gauge at the Meteorological Office 
were made in The Lancet Laboratory. 
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VIENNA. 

(From our own Correspondent.) 

Reciprocity of Medical Diplomas Between Austria and 
Czccho - SI ova k ia . 

After protracted negotiations an understanding has 
been arrived at between the Governments of Austria 
and Czecho slovakia which settles some of the 
numerous misunderstandings arising out of the dis¬ 
ruption of former university links. There is now 
mutual recognition, between the republics, of the 
validity of medical degrees and diplomas obtained 
before Nov. 1st, 1918, at any of the universities now 
belonging to either State. These diplomas entitle their 
holder to practise in the numerous health resorts of the 
two countries (Carlsbad, Marienbad, Franzensbad, Hall, 
Baden Pistyan, Ischl, Ac.). Furthermore, such diplomas 
are necessary for doctors who wish to practise in the 
hospitals and medical institutes of either country, but 
are not valid for regular medical practice outside these 
institutions or in other places than health resorts. 
Holders of diplomas obtained after that date must 
apply for permission if they wish to practise outside 
their own country, but this permission will be granted 
on very liberal conditions. In the frontier districts, 
where the population is very much mixed, doctors of 
either nationality may be consulted. 

Increase of the Numbers of Out-patients in Hospitals . 

Although the reports of the Board of Health show 
the health of Vienna to be improving, the numbers of 
out-patients in the ambulatories is constantly increasing. 
It is true that during the last few months of the war 
the conditions were still worse, but even so they are 
now most appalling. The lack of beds in hospitals 
prompts many patients to turn to the out-patient depart¬ 
ments for help, where they are admitted only if they 
produce a certificate proving them to be paupers. 
Hundreds of such persons flock daily to the clinics. 
Labourers and factory hands were formerly the most 
frequent attenders in these crowds, but now they have 
disappeared, and the former middle-classes predomi¬ 
nate, as they cannot afford to pay the private doctor’s 
fee, and do not belong to a sick club. The ambulatories 
most frequented are those for diseases of women and 
children and for venereal diseases ; the ophthalmologic 
clinicB are also overcrowded at present; in the depart¬ 
ments for children’s diseases the number of babies and 
infants is markedly less than a few years ago—the 
result of war and the time of so-called peace. 

Serious position of Dental Practitioners : Medical Strike 
in Styria. 

Within the last few weeks the medical profession 
has been considerably alarmed by the attitude of the 
Government towards a problem which was thought to 
have been definitely settled some time ago. As pointed 
out in a previous letter (vide The Lancet, March 26th, 
p. 664) relations between the dental surgeons and the 
dental mechanics had become very strained; the 
mechanics demanded the right to perform minor 
surgical operations, including extraction of teeth. 
Whilst the doctors refused to admit such a right, the 
Government offered its services as mediator, and an 
understanding was arrived at. A Bill was drafted, to 
be brought before the National Assembly, which per¬ 
mitted the present practising mechanics to perform 
minor operations—e.g., lancing an abscess or filling 
teeth, but not extraction or other more highly technical 
procedures. In future, however, no new licence for 
the practise of dentistry was to be granted to the 
dental mechanic. But the matter has now assumed 
a different aspect; the leaders of the dental 
mechanics’ union refused to accept this under¬ 
taking, and bought about a strike of mechanics 
employed by dental surgeons, whilst they them¬ 
selves continued working for the public as formerly. 
They succeeded in bringing the present Government 
over to their side, and in spite of all protests from the 
medical profession a Bill was carried in the National 
Assembly giving dental mechanics practically the same 


rights as those pertaining to fully qualified doctors of 
medicine. It is true that the Bill provides for an 
examination to be passed by future mechanics before 
they may practise on human beings; the examination 
is to comprise anatomy, biology, pathology, and physio¬ 
logy of the mouth and teeth ; but this measure of 
protection is regarded by dental surgeons as a farce. 
There will thus be two kinds of dentists in Austria— 
fully qualified doctors of medicine with six to eight 
years of hard scientific study behind them, and 
mechanics uneducated in general medicine, the latter 
having equal rights with the former, and being per¬ 
mitted by law to meddle in surgical contingencies with 
which they may not be competent to deal. This breach 
of the hitherto strictly observed law that no lay person 
shall be permitted to treat pathological conditions of the 
human body has naturally aroused great indignation 
amongst medical men; many suggestions have been 
made as to means* of rendering protest effective, 
including the unpopular proposal of a medical strike. 
In Styria the doctors at once refused to cooperate with 
the local boards and Government officers in all public 
health affairs. Notification of disease, coroners’ work, 
and inspection of meat and cattle have been refused. In 
Vienna, the medical organisation has taken up the 
challenge too; and the Medical Council is acting on the 
same lines, having, for instance, refused to give its 
opinion on the draft of the new law now under con¬ 
sideration, dealing with hospitals and charity institu¬ 
tions. All circles of the profession are unanimous in 
opposing the attitude of the Government, which is 
regarded as promoting a revival of medical quackery. 
The profession is not opposed to legislative reforms to 
improve the present relations between the hostile 
groups, but it refuses to be excluded in the process of 
settling such vital problems, especially after an 
agreement had been arrived at previously. 

Contract Practice for Persons Employed by the State. 

• An experiment, conducted on a large scale from the 
outset, which may now be stated to have proved 
successful, has shown that the needs of the profession 
and the public may be easily reconciled with each 
other. In an agreement signed at the end of January, 
the State and the medical organisation have established 
a compulsory sick club for all State officials throughout 
the country. These officials number about 150,000; 
their wives and children are accorded the same rights 
in the club, together with the 25,000 State pensioners; 
the number of persons thus insured against illness 
amounts in all to over 400,000. The difference between 
this sick club and the other krankenkassen is the 
rate of payment. Members of the latter pay a certain 
monthly salary to their doctor, whatever his work be. 
The State sick club pays a fixed fee for each consulta¬ 
tion or call. Any practitioner desiring to work under 
this contract is admitted to the test of doctors; the 
patient may select any one from this list he likes. If 
he chooses a man living away from his district he must 
pay an excess or “ distance ” fee, but gets refunded so 
much, as the doctor is entitled to charge in his own 
district only, according to the contract. As a rule the 
doctor gets 34 kronen for a first examination and for 
the subsequent consultations half that fee. For a call 
at the patient’s home twice as much is charged ; for a 
night call 100 per cent, more is added. Special services 
are paid at the rate of one to four points extra, each 
point being 10 kronen ; for instance, the application of 
an extensive bandage, a hypodermic injection, a 
splint, a catheter, Ac. Specialists can be consulted 
only if the general practitioner so desires. Their 
fees are much higher—100 kronen first examina¬ 
tion, 50 kronen for subsequent consultations. Here, 
also, calls at the patient’s house are 100 per cent, higher, 
night calls and extra work not involved in the regular 
examination are paid in addition. The doctor is 
entitled to charge an extra “ distance ” fee if called 
to a patient outside of his district, but this the patient 
must find out of his own pocket. As regards the funds 
of the State sick clubs, these are raised by regular 
contributions by the insured persons and the State. 
The State officials pay l£ per cent, of their salary 
towards this fund, and an equal sum is paid by the 
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State. The result of these payments is calculated at 
60,000,000 kronen a year, sufficient to pay 400 kronen 
a year for the illness of 150,000 members—figures 
obtained from the experiences of other sickness 
insurance clubs. The understanding was arrived at 
for a period of three months, subject to rearrangements 
as general conditions might require. It was found to 
bo working very satisfactorily for both parties: it was 
therefore renewed on May 1st, the fees being increased 
by mutual understanding, for the period of the next 
three months, thus reaching about 50-00 per cent, of 
the fees of general private practice. 

Discovery of a Warm Iodine Spring in Austria. 

Thermal water, highly charged with iodine, has 
recently been discovered in Upper Austria, not far 
from Linz, coming up a shaft more than 1500 feet deep. 
The temperature of the water is HO C\ (97 F .). this 
being by far the hottest of all thermal iodine waters in 
Europe. The owner of the springs did not know the 
value of the waters, and refused to hand his well over 
for public use. Thereupon the Local Government Foard 
applied to the Ministry of Public Health, and the 
existence of this valuable spa only then became known 
to the latter body. Expropriation lias been contem¬ 
plated, as the owner will not admit that the community 
is entitled to the benefits of this rare natural gift. 
Hitherto the strongest iodine waters were those at 
Hall, also in Upper Austria ; the latter have a tempera¬ 
ture of only 11 C. (52-F.), and are extensively used 
both in the drinking euro and in the shape of “ Hall 
iodine salt.” Since the war tho combined treatment 
with salvarsan and iodine baths in Hall has been very 
much recommended in this country for syphilitic 
disease of the tertiary stage, and medical circles expect 
even better results from the new thermal waters, the 
capacity of which is over 60 litres (15 gallons) per second. 

Muy4tih. 

ROUMANIA. 

(From our own Correspondent.) 

Food Adulteration and Preservation. 

Dr. Constantinescu, chemical analyst at the Depart¬ 
ment of Agriculture, read a paper at the Medical Club 
of Cluj on the above subject. He said that the necessity 
of preserving food in some way had been recognised 
since man emerged from his uncultured state. The 
development of the science of chemistry had placed 
in the hands of the manufacturer means before 
unknown of preserving foods, but also of matching 
them in colours simulating quality. He believed the 
education of the public in the artificial colouring of 
foods to be quite as effective as legislation. After 
April 20th he said the food law would require that 
all food products entering or leaving this country 
(meat conserves, vegetable conserves for the army), 
should, if artificially coloured, bear a label with a state¬ 
ment to that effect. No colouring material need be 
declared, excepting only sulphate of copper. His 
advice to food makers was to cease using colours, 
especially if the colouring matter is under suspicion 
of any kind. He considered that antiseptics should 
never be put into foods, except when absolutely 
necessary, unless the consumer orders them himself, 
but in his opinion it is legitimate to use salicylic, 
boric, and sulphurous acid (the last in infinitesimal 
doses), as employed in the fumigation of dried fruits, 
and the burning of the sulphur linen in wine barrels, 
a method which has come down from antiquity. When, 
as at the present time, it is employed in enormous 
quantities for preserving a poor vintage and for placing 
wine on the market before it is properly matured, 
lie declared its use to be unpardonable. 

Med ic/< l Soc i<d oj IJ. 

A society for the study of questions of social medicine 
and hygiene find medical statistics was formally con¬ 
stituted in Bucharest on April 9th at a meeting 
attended by a number of medical practitioners, political 
economists, and sociologists. The membership of the 
new society amounts to HI, and includes medical prac¬ 


titioners, official statisticians, and persons interested in 
social welfare. 

Neglected Physical Signs in Diseases of the Chest. 

Dr. Riemer calls attention to several physical signs 
first described by Dr. A. Grober in Germany, the 
presence of which lie considers to be of some import¬ 
ance, in the diagnosis of intrathoracic diseases, with 
information gained by fluoroscopy. It is but little 
known, for instance, that difference in the size of 
the pupils is a common symptom of apex tuberculosis. 
The pupil of the affected side is generally wider, 
since the sympathetic nerve is irritated by the inflamed 
pleura. Another valuable sign is the behaviour of the 
veins of the chest if an expiratory effort is made with 
closed glottis as in Valsalva’s method. Normally the 
vessels on both sides swell equally, but with tumours, 
aneurysms, Ac., the veins affected by the compression 
will be more prominent. Normally, the pupils contract 
somewhat during expiration and dilate slightly with 
inspiration ; with Valsalva’s method there is a gradual, 
slight dilatation during the deep inspiration preceding 
the expiratory effort, and a gradual slight contraction 
during the latter. In disease the following variations 
occur: (1) Only one pupil will show normal con¬ 
traction : the other will dilate, and on the side of 
the latter pathological lesions of definite localisation 
will be found in the thorax. (2) If both pupils 
dilate instead of contracting during forced expira¬ 
tion, the disease is bilateral. (3) If there is a 
difference in the size of the pupils during normal 
respiration and the dilated pupil widens still 
more during Valsalva’s experiment, while the con¬ 
tracted one becomes normal, intrathoracic disease on 
the side of the wide pupil is probable. (4) If the pupils 
differ in size with quiet respiration, but dilate with 
Valsalva’s method, bilateral intrathoracic affection is 
probable. If the smaller pupil becomes equal to or 
larger than the other oue, the disease probably also 
affects both sides, if local disease or organic disease of 
tho nervous system can be excluded. Absence of all 
these phenomena does not argue against intrathoracic 
disease; the percussion note obtained over the 
manubrium sterni is here of the greatest value. In 
new growth or inflammatory tumour of the mediastinum 
there will often be dullness with closed mouth and 
tympanitic resonance with open mouth, or tympanitic 
resonance with closed mouth aud Wintrich’s change of 
percussion with open mouth. 

New Regulations to Prevent the Spread of Infectious 
Diseases. 

For the Bill recently introduced by the Ranit-ary 
Board of Koumania the chief sanitarian has now substi¬ 
tuted another, which not ouly gives authorities power 
to control persons suffering from acute infectious 
diseases, but also gives them sanitary control of the 
premises where such diseases exist. The Bill also 
confers powers for the regulation of burial of bodies of 
persons who have died of acute infectious diseases, and 
fixes fines and penalties for non-compliance with the 
rules made. It stipulates that the rules shall cover the 
following : (1) Reports from physicians ; (2) quarantine 
and disinfection; (H) treatment of infected bedding and 
clothing; (4) care aud burial of the dead in cases of 
contagious disease: (5) disinfection of conveyances; 
(6) admission and attendance of persons at public or 
private schools, asylums, hospitals, aud compulsory 
vaccination and revaccination ; (7) erection of a typhoid 
station, where patients convalescent after typhoid 
(typhoid-carriers) will be examined fortnightly for 
three months. 

Dt' 'th-ralc in JUJU. 

The State Statistical Bureau, iu its annual report, 
finds that, estimated by tho death-rate from all causes, 
the sanitary condition of the Roumanian State (old 
Kingdom) for 1920 was unsatisfactory. There were 
12H,5(B deaths reported, which is largely in excess of pre¬ 
vious records. The annual average mortality for the past 
20 years, including 1020, is 120,000. Of epidemic diseases, 
cerebro spinal fever and measles alone have shown 
any material increase. There was an outbreak of the 
latter disease in several parts of the kingdom, beginning 




THE Lancet,] COUNCIL OF BRITISH OPHTHALMOLOGISTS—OBITUARY. [May 14, 1921 1045 


in March and continuing for several months. Typhoid 
was also responsible for many deaths ; in Moldavia, 
the eastern part of the Old Roumania, the mortality 
from this cause was nearly double that of 1919. The 
chief cause for increase in mortality of 1920, however, 
has been pneumonia, with 13,500 deaths, against 11.470 
in the preceding year. These figures were nearly 
reached in the worst influenza years (1917-18 and 
1891-93). There were over 11,000 deaths from consump¬ 
tion ; this figure also exceeds that of any previous year. 


COUNCIL OF BRITISH OPHTHALMOLOGISTS: 
ANNUAL REPORT. 


The Council of British Ophthalmologists presented 
its annual report for 1920-21 to a meeting of ophthal¬ 
mologists held on May 7th at the Royal Society of 
Medicine.- The report opened with a record of appoint¬ 
ments made at the first meeting of the session. Mr. 
J. B. Lawford was elected President in place of Sir 
Anderson Critchett; Sir George Berry and Mr. E. 
Treacher Collins were elected Vice-Presidents; Mr. 
J. Herbert Fisher, hon. treasurer; and Mr. Leslie 
Paton, hon. secretary. The following members 
were elected on the Executive Committee: Messrs. 
Fisher, Collins, Parsons, and Mayou, with the President 
and Secretary ex offleiis. 

In 1919 the Council issued a report dealing with the 
training and examination of ophthalmic surgeons; it 
was noted with approval that the following special 
examinations in ophthalmology have recently been 
established: M.S. London (Ophthalmology); M.S. 
Victoria University, Manchester (Ophthalmology) ; 
D.O.M.S. Conjoint Board, R.C.P. Lond. and R.C.S. Eng.; 
also that at the present time a committee of the Royal 
College of Surgeons of England is considering the 
question of creating a higher form of diploma in con¬ 
nexion with the Fellowship of the College. During the 
session the Council issued a report on the need for 
institutional treatment of children with contagious eye 
disease, which was forwarded to the Ministry of Health. 
As a result of this action beds are now available at the 
Metropolitan Asylums Board Ophthalmia School at 
Swanley for the treatment of London school children 
suffering from ophthalmia or other contagious diseases 
of the eye. 

The Council has considered the question of sight¬ 
testing by opticians, and has prepared and approved a 
report on the subject. It is not proposed to publish this 
report at present. The Council has also prepared a 
report on the notation of cylinder axes, and still has 
under consideration the question of the standardisation 
of test types. A member of the Council has been 
appointed to serve on a joint committee consisting of 
representatives from the Illuminating Engineering 
Society, the Research Association of British and Allied 
Manufacturers, the British Scientific Instrument 
Research Association, the Institution of Automobile 
Engineers, the Commercial Motor Users Association, and 
the Electric Lamp Manufacturers Association of Great 
Britain, Ltd., on “Glare from Motor Car Head lights.’’ 

The Council agreed to appoint a committee to con¬ 
sider the question of injuries to eyesight resulting 
from the use of strong lights in cinema studios, but as 
the Minister of Health referred the matter to the 
Departmental Committee on the “ Causes and Preven¬ 
tion of Blindness,” it was decided not to take any 
immediate action. An interim report of the Committee 
on “ Eyestrain in Cinemas,” on which the Council has 
four representatives serving, has been issued. 1 A com¬ 
mittee has been appointed to consider the report of the 
Consultative Council of the Ministry of Health, in so far 
as it is likely to affect ophthalmic surgeons. This com¬ 
mittee has already gathered a considerable amount of 
information as to the work done by ophthalmic 
surgeons for various public and State authorities. 
Another committee is considering the question of 
examination, treatment, and report of cases referred 
by public authorities to ophthalmic surgeons in 
voluntary hospitals. 

1 The Lancet, 1920, ii., p. 565. 



GEORGE BLUNDELL LONGSTAFF, M.D., D.P.H. 

Oxon., F.R.C.P. Lond., F.G.S., F.L.S. 

Dr. G. B. Longstaff died at his residence, Putney 
Heath, on May 7th, aged 72. The son of the late Dr. 
George Dixon Longstaff, of Wandsworth, he was 
educated at Rugby, at New College, Oxford, where he 
took a first-class in natural science, and at St. Thomas’s 
Hospital. London, where he won the Mead medal. 
Graduating at Oxford in 1872, he proceeded to the 
M.A., M.B. in 1876, and to the M.D. in 1891. 
He became a Member of the Royal College of 
Physicians of London in 1877, the Fellowship 
being conferred on him in 1888. Dr. Longstaff 
devoted much time to municipal and philanthropic 
work. He represented Wandsworth on the London 
County Council from 1889 to 1903, and as chairman of 
the Building Act Committee took an active part in 
promoting and passing through Parliament the London 
Building Act of 1894. He was a Vice-President of the 
Royal Entomological Society and of the Royal Statistical 
Society, and was the author of “ Butterfly Hunting in 
Many Lands.” His smaller publications included 
articles on “The Geographical Distribution of Diph¬ 
theria”; Studies in Statistics: Social, Political, and 
Medical ” ; “Rural Depopulation ” ; and “A Contribu¬ 
tion to the .Etiology of Rheumatic Fever.” Dr. Longstaff 
was a born traveller, and his medical training added 
greatly to his interest in life and to his public usefulness. 
He never practised._ 

EDWARD WARD, M.B., CH.B. Camb., 

F. R.C.S. Eng. (Hon. Causa.), 

CONSULTING SURGEON, LEEDS GENERAL INFIRMARY. 

Mr. Edward Ward, who was very well known as a 
surgeon in the North of England, died at Leeds on 
April 30th. He received his early education in Leeds, 
afterwards entering Trinity College, Cambridge, with 
the intention of studying for the law. He graduated 
B.A. in 1876, but on the death of his father decided to 
take up a medical career, and became a student at the 
Leeds Medical School, from which he qualified in 1881, 
following this up with the M.B., B.Ch. three years 
later. He then became resident surgical officer at Leeds 
General Infirmary, ascending the scale until he finally 
became consulting surgeon. The Royal College of 
Surgeons of England conferred upon him the honorary 
diploma of Fellow in 1904. Five years after he asked 
to be relieved from active duties at the Infirmary, the 
board putting on record their appreciation of a service 
extending over nearly 20 years. Mr. Ward occupied 
for a time the chair of surgery at Leeds University, and 
examined in surgery at the University of Cambridge. 
He also presided over the Leeds and West Riding 
Medico-Chirurgical Society. His sympathy and gentle¬ 
ness earned him abundantly the confidence and esteem 
of patients, and his professional colleagues knew the 
real worth behind a singularly unassuming manner. He 
had been in failing health for some years before his 
death. _ 


THOMAS EDWARD HONEY, M.D. DuRH., M.R.C.S., 
L.R.C.P. Lond. 

Thomas Edward Honey, who died at his residence, Shutta, 
East Looe, on April 30th, was born in Devon port and received 
his medical education at St. Mary’s, from which he took the 
M.R.C.S., L.R.C.P. Lond. in 1886 and the M.D. Durh. He 
practised for a short time in Devonport and became surgeon 
of the Provident Dispensary, Ro\al Albert Hospital; he sub¬ 
sequently entered the navy and retired as staff surgeon. 
During the war he offered'his services to the Marylebone 
Infirmary, which, owing to the neighbouring infirmaries 
being reserved for the wounded, took in also the patients 
from Hampstead, Paddington,and Hammersmith. Dr. Basil 
Hood, medical superintendent to the infirmary, writes of 
him : “ Dr. Honey volunteered to replace one of our yonnger 
medical officers 'who was joiuiug up. He was then over 
50 and had for some years retired to the country, which his 
soul loved. He stayed with us just over three years, much 
longer that he should have done had he considered his own 
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health, in order to allow a colleague a rest. He was a model 
of conscientious care and attention, besides finding time to 
spend many an hour in kindly yarning with the old bedrid 
and helpless patients. But * the strenuous work under 
difficult conditions undoubtedly aged him. The visiting 
committee, staff and patients all parted from him with 
keen regret.” His death followed ten days after an attack 
of hemiplegia. 


jtoites. 


THE MEDICAL SERVICE OF THE DEFENCE FORCE. 

The threat of a general strike with the possibility of 
lawlessness and disorder finding their opportunity in those 
affected by unemployment and privation called into exist¬ 
ence a Defence Force of Loyal Citizens, and for the time 
this force remains in being, mobilised and equipped for the 
defence of the community. For any such body of men a 
medical service is necessary from the beginning, to deal 
with the sick and with the minor accidents and injuries 
resulting from training, while should the Force unfor¬ 
tunately be called on to act, an organised medical service 
will be valuable, not only for the Force and those with whom 
it comes in conflict, but for such civilians as involuntarily 
become involved in the area of strife. The F’orce is 
organised on the basis of army divisions and each division 
has the usual medical services, though on a modified scale. 
In addition to the regimental medical officers each division 
has three field ambulances (of two sections instead of three) 
and a sanitary section. The field ambulance is a mobile 
unit with mechanical transport and motor ambulances ; and 
its two sections are equipped for the first aid, feeding, and 
temporary nursing of 100 men and for any necessary urgent 
operations. It has tentage on a small scale, but in this 
country suitable buildings of some kind would usually be 
available and would be used—their advantages are no longer 
outweighed, as in the war, by their conspicuous attractive¬ 
ness for high explosives. 

The Royal Army Medical Corps on many occasions in the 
past has provided equipment for 100 cases,* and has attended 
to many times that number of sick. In any grave emergency 
in this country the personnel of the bearer squads would 
certainly be augmented by willing and expert helpers, in 
gathering patients from dangerous localities, and in 
evacuating buildings on fire, carrying the injured into safety 
or to receiving posts and dressing stations. As regards 
the medical establishments of the rear—casualty clearing 
stations and base hospitals—the Defence Force will depend 
on the excellent military and civil hospitals of the country. 
In some areas the military hospitals are at present acting as 
field ambulance hospitals for minor sick, and as clearing 
stations for more serious cases which are transferred to the 
nearest suitable civil hospitals. In other areas where no 
military hospital is available the divisional medical services 
evacuate the sick direct to the civil hospitals. No doubt in 
case of emergency the great voluntary and public hospitals 
would be able to expand their services as far as required, 
while their staffs include many with expert knowledge, both 
of the immediate and late surgery of military injuries. 
Many civil hospitalsat the present moment have lessened their 
activities to conserve their coal and other supplies to enable 
them to continue, in case of a long-drawn-out struggle, to 
deal with urgent medical and surgical cases among the civil 
population in their areas, and in consequence a fair propor¬ 
tion of normal accommodation is vacant. Should this 
unfortunately be inadequate in any locality, most civil 
hospitals are generous in their allotment of floor space 
per patient, when judged from the standpoint of a casualty 
clearing stution, and the accommodation would, no doubt, 
be expanded in crisis by obtaining beds and bedding from 
local resources, and by* enlarging their staffs from the 
medical practitioners and volunteers, male or female, of 
the neighbourhood who have served in hospitals during the 
war. These from previous training could at once—and 
adequately—fill gaps in the organisation. 

The personnel of the existing field ambulances of the 
Defence Force is composed very largely of ex-members of 
the R.A.M.C. with war exjierience. With these there are 
others, who have training in first aid and R.A.M.C’. duties 
in the Territorial Army, and some medical students ; some 
business men and shopkeepers, though without any expe¬ 
rience, have come forward,and while learning their stretcher 
drill and first aid will probably in the end find employment 
as clerks or storemen. Others have experience of active 
service.as fighting troops,and give the impression that they 


would prefer to be with their old arm, but that they might 
come into collision with some whom they know and like 
(though deploring their lack of clear vision in the present 
crisis). These men, I think, would be foremost to rescue in 
a real place of danger. With experienced N.G.O.’s and 
with so large a proportion of trained men the administrative 
sections have been efficient from the start (and their 
technical equipment, medical and nursing stores, and cook¬ 
house requisites were available almost at once), while the 
new men rapidly grasped the principles of drill, stretcher 
duties, and first aid, aided by the examples and instructions 
of the veterans of France, Far East, and Russia. 

At first the men, unless in possession of their old uniforms, 
wore civilian dress with brassards, but after technical 
stores were issued, uniform and necessaries were soon 
provided, and now all are complete down to cap badges and 
shoulder titles. To a large number of men the opportunity 
is welcome from their individual point of view, however 
much they must regret the general troubles which have led 
to the institution of the Force. Medical officers who served 
abroad have had a sad chance of realising how many of the 
old men whom they led in far-off campaigns have never 
been able to gain regular employment. Regular food, decent 
clothes, and freedom from worry about their families, even 
for a time, have done wonders for many of these men in the 
short time implied. But officers for the Force may be a 
difficulty. In many cases assiduous attention since their 
return has restored to practitioners their livelihood and 
removed the blight sustained in 1914 to 1919, but another 
absence, even short, might be serious; still less are they 
inclined to leave who have had to plant afresh. In con¬ 
sequence the Defence Force in some cases will be very short 
of medical officers. Under present circumstances local 
practitioners on a part-time basis are looking after the men 
of the battalions and in a large measure compensate for the 
deficiency; while in the medical units there is at present no 
call for the full staff, though lectures by medical men would 
supply finishing touches to the instructions of N.C.O.’s in 
nursing and first aid. In many units, however, a 
number of ex-Service officers who cannot at present 
see their way clear to leave their practices, pensions 
board, and other appointments, have registered their 
names as willing to be called up should any crisis 
develop, and no doubt have overhauled their uniform and 
their valises and made arrangements for neighbours to 
carry on their work should the call come. There are still 
vacancies, and any medical man able to register as willing 
to be called up if grave developments ensue should approach 
the nearest military depot (Territorial or Regular) ana make 
inquiries. If the unit approached does not require a medical 
officer they would direct him to the headquarters of the 
Assistant Director of Medical Services of the division or the 
nearest field ambulance, which would be able to give all 
particulars. His services might be utilised at first as 
civilian medical practitioner on a part-time basis attending 
the sick of a combatant unit in his neighbourhood. 

Medical officers with previous service as such as a rule 
receive a temporary commission to the rank they received 
on retirement; those who have not previously served are 
gazetted as lieutenant. While employed they receive pay 
and allowances of their rank. Civil medical practitioners 
on a part-time basis are paid pro rata. At present recruit¬ 
ing, both of officers and men, is suspended, but future 
developments might lead to its reopening. 


AUXILIARY ROYAL ARMY MEDICAL CORPS FUNDS. 

The annual general meeting of the above Funds was held 
on April 29th at 11, Chandos-street, Cavendish-square,London, 
Sir John Goodwin in the chair. The hon. secretary, Sir 
William Hale-White, submitted the annual report, which 
showed that grants had been made in the benevolent branch 
to 27 widows and in the relief branch to 76 widows. The 
amount distributed in the benevolent branch was £1778 and 
in the relief branch £2613. Two new trustees were appointed, 
Col. Ewen Maclean and Mr. Martin Holt. The hon. 
treasurer submitted a satisfactory financial statement. £2064 
was received in subscriptionsand donations for the benevolent 
branch and interest amounted to £631; for the relief branch 
£2617 was received in subscriptions and donations and £815 
from interest. Sir John Goodwin was re-elected President. 
Sir John Bland-Sutton was appointed to fill the vacancy 
among Vice-Presidents, and tne following were elected 
members of the council: Col. W. H. Willcox, Col. C. R. 
Evans, Col. Donald Armour, Col. Joseph Griffiths. These 
Funds were instituted by Lieut.-Gen. Sir Alfred Keogh. 
G.C.B., late Director-General of the Army Medical Service, 
for the benefit of the orphans of the commissioned officers 
and the children of those severely disabled who served 
during the Great War and to give relief to thewidows and 
orphans of the rank and file who were killed in action or 
died of wounds or illness contracted in the service of the 
three auxiliary branches of the R.A.M.C. 
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ROYAL NAVAL MEDICAL SERVICE. 

Snrg.-Lieufc. A. McCallum is transferred to Royal Canadian Navy. 

ROYAL ARMY MEDICAL CORPS. 

To be temporary Majors: J. E. Rates and P. McK. Terry. To be 
temporary Captains: W. R Watt and E. E. Elliott. To be 
temporary Lieutenant: G. J. Scale. 

Officers relinquishing their commissionsTemp. Capt. (acting 
Major) A. G. Macdonald is granted the rank of Major. Temporary 
Captains retaining the rank of Captain!: W. R. Gourlay and 
K. W. Collum. Temp. Hon. Ca])t. R. D. Brooker retains the 
honorary rank of Captain. 

ARMY DENTAL CORPS. 

Capt. T. K. Place, Dental Surgeon, late Special List, to be Captain. 
DEFENCE FORCE. 

To l>e temporary Majors: A. G. Reid, A. Robertson, and F. Ward. 
To be temporary Captains: W. A. Jackman, H. Mather, J. A. 
Mothers, G. M. Camptiell, C. H. Vernon, K. Pretty, and H. G. 
Greaves. 

2nd East Anglian Field Ambulance (D.F.).—To be temporary 
Major: S. J. Fielding. 

1st (West Lancs.) Field Ambulance (D.F.).—To be temporary 
Major: F. \Y. B. Young. 

1st (Highland) Field Ambulance (D.F.).—To he temporary 
Captain : F.- M. Rorie. 

3rd (Northumberland) Field Ambulance (D.F.).—To be temporary 
Lieutenant-Colonel: W. A. Thompson. 

1st (West Riding) Field Ambulance (D.F.).—To be temporary 
Major: L. A. Mackenzie. To be temporary' Captains: J. H. 
Blackburn, A. Ellison, W. S. Sykes, and A. A. Roberts. 

TERRITORIAL. VOBGB. 

Major G. B. Robinson to be D.A.D.M.S., 44th (Home Counties) 
Division. 

Capt. E. A. Houchin resigns his commission, and is granted the 
rank of Lientenant-Colonel. 

Capt. T. A. Hindmarsh to be Major. 

Capt. T. A. Hindmarsh (late R.A.M.C.) to be Captain. 

ROYAL AIR FORCE. 

C. A. E. I. Brownlee is granted a temporary’ commission as a 
Flight Lieutenant. 

Capt. C. E. Lowe is transferred to the Unemployed List. 

INDIAN MEDICAL SERVICE. 

The King has approved the grant of the temporary rank of Major 
to Capt. J. Findlay whilst D.A.D.M.S. 

Temporary Lieutenants to be temporary Captains: Vijaya 
Shankar Rao Pandit, Joti Prasad Rosha, Perry' Prain Tabit, Mohan 
Lai Kalra, Jyoti Prasad Ganguly, Ramanath Singh, Ch&ndres 
Charan Das Gupta, Sachindranath Chatterji, Gokal Chand Sood, 
Ann&da Persad Sinha, Laiq Chand Datt, Faiyaz Anwar Khan, 
Jotindra Mohan Banerjee, Ben Phillip Athaide. Prahlad Das 
Kapur, Kashinath Dattatr&ya Bhave, Ragbunath Bapuji Kbave, 
Sardari Lai Chopra, Narendra Nath Ray, Bhupes Chandra Das 
Gupta, Nilkanth Vinayak Pandit, Dattatraya Ganeshkotibhaskar, 
N&rayandas Datta, Evelyn Samarasinghe, 'William Arthur Nason 
Chanmugam, Gam&lathge Don Daniel Wijesekere, St. John Puviraja- 
singhe, Eric Stanley Brohier, Appu Hennedige Theodore de Silva. 
Frederick Nicholas Jayewardene, John Edward Felix, John Oswald 
Perera, Edward Wilford Arndt, Vairamuttu Kathirgamatamby, 
Gour Lai Sen, Mysore Puttanna Sainbanurti Ran, Mohamed Yacob, 
Bhnpendra Nath Basu, Vaman Anant Belsare, Bajirao Moreshwar 
Y&idya, Satchit Kumar Sarkar, Joseph Sebastian Pinto, Dhirendra 
Nath Chakravarti, Beni Madhava Roy, Anantabandhu Roy 
Chowdhury, Madliav Krishna Kelavkar, Ardhachandra Banerjee, 
Ram Chand Mahajan, Balchandra Gangadhar Marathe (since 
resigned), Dodaballapur Hari Ran, Jagan Nath Piplani, Parmanand 
Harumal Jhangiani, Phanindra Mohan Lahiri, Tula Ram Birmani, 
Mangharam Rochiram Lelvani, Jamsetji Buttonji Mirza, Bhairon 
Dayal, Herbert McKenzie Strickland. Ardeshir Ratanji Wadhia. 
Pritam Yarialsing Karamcliandani, Shankar Ran Tandit, Cecil 
Gerald Sedgeley Corner (since deceased), Chinnamanoor Subbaroya 
Narayanswami Aayar, Annada Charan Sen, Kakkadan Nandanath 
Krishnan, John Michael Pereira (since resigned), Charu Chandra 
Protihar, Harry' Basil Rosair, Purushottam Gopal Gune, Amulya 
Dhan Sen Gupta, Jnanendranath Das Gupta, Neni Gopal Chandra, 
Ganapathi Sreekanta Kuppusamy Iyer, Jiwanda Ram Katariya, 
Pavanji Ramchandra Rao, Katliira Vellu Muttu Kumaru. 

DEATHS IN THE SERVICES. 

Fleet-Surgeon Anthony Kidd, R.N. (retired), died on April 22nd, 
aged 62 years. He entered the Royal Navy in 1881, became staff- 
surgeon in 1893, and fleet-surgeon four years later. He saw con¬ 
siderable foreign service, chiefly in China, receiving the medal for 
*®*vice during the Boxer rebellion, in North America, and Bermuda. 
His last appointment was at Pembroke Dockyard, where he was 
from 1904 to 1914. In 1916 he went to Bath. He did valuable work 
at the Bath War Hospital and was also anaesthetist at the Bath Ear, 
Nose, and Throat Hospital. 


General Hospital, Birmingham.—A t a meeting 
of the governors on May 6th Mr. H. Beckwith Whitehouse 
was elected honorary obstetric officer to the hospital, thus 
filling the vacancy caused by the retirement of Dr. Thomas 
Wilson on the conclusion of his term of office. Mr. 
Whitehouse has held the post of assistant obstetric officer 
and assistant clinical lecturer on diseases of women in the 
University of Birmingham. In 1913-14 he was Hunterian 
Professor in the Royal College of Surgeons and he has also 
been Inglebv lecturer at Birmingham. 


Cffrrespuhnft. 


“ Audi alteram partem." 

SAFE CONDUCT OF LABOUR. 

To the Editor of The Lancet. 

Sir, —Yoiu* leading article in The Lancet for May 7th 
under this heading opens up no less important a 
subject than the total abolition of private practice in 
midwifery and in every grade of society as I shall 
attempt to show. The article, I assume, has been 
written by an obstetric surgeon attached to one of the 
large obstetric departments either in a special or 
general hospital and is engaged in actual midwifery 
private practice and incidentally earning his living, or 
at least adding to his income thereby. This hypo¬ 
thetical obstetrician goes through a long and arduous 
training until he reaches the goal of a position on the 
staff and then he does, or expects to do, what 
we all do—namely, begins to get a dividend on his 
investment. His dividend ranges from 40 to 100 
guineas for a confinement. Mine averages a fraction 
over 2 guineas—it used to be a fraction over 1 guinea, 
the fraction being derived from the occasional 3 or 
6-guinea case. If your leading article expresses the 
situation I should certainly be wiped out of existence 
as a practitioner of obstetrics in my private practice, 
as I make no secret of the fact that I cannot conduct 
a case of labour and make the necessary subsequent 
visits as well as the antecedent pelvimetry, Ac., and with 
the necessary surgical ritual and sterile appliances inci¬ 
dental to a surgical operation, simply because my usual 
environment in a case of labour does not permit of it, and 
2 guineas has its own limitations in purchasing capacity. 
But if I am to disappear as a private practitioner so 
should my more fortunate and perhaps capable 
colleague. We have both gained our experience on 
patients of the same social class, and I have no hesita¬ 
tion in asserting that we were no better when we 
started as students than I am in practising among the 
same social class in private as I gained my experience 
from as a student. Both of us, therefore, were as 
students the same potential sources of evil as I am 
to-day, and the only certain way to obviate this in the 
future is to prevent our homologous successors in the 
obstetric art from ever engaging in private obstetric 
practice, for there can be no certainty as to who 
will be a 40-guinea and who a 2-guinea man. 

The assumption that I am such a danger to the com¬ 
munity, as I infer from your leading article I am, has 
fortunately been made by the medical advisers of the 
Kent County Council, and doubtless by all other county 
councils as well, and steps have been taken to establish 
midwifery nurses throughout the county who are now 
attending a proportion of the midwifery cases formerly 
attended by medical practitioners and at a much lower 
figure than the exorbitant 2 guineas. This latter fee is 
only considered necessary in cases of obstetric emer¬ 
gency, requiring all the above-cited ritual and appliances 
necessary for a surgical operation, and is the amount 
offered to the general practitioner who consents to 
enrol himself to accept such fee when summoned 
by a maternity nurse in difficulties. As, however, 
the midwife is replacing the practitioner in normal 
labour the latter in time will have no experience of any 
form of labour other than what the midwife judges to 
be an abnormality. If this arrangement is going to 
improve the existing state of affairs I hope I shall not 
be here to experience the wholesale justifiable homicide 
of the general practitioner of my own generation. 

The statement as to puerperal sepsis and deaths 
from the accidents of childbirth is certainly a great 
surprise to me, and it is in no Pharisaical spirit 
that I say that I have never had either a case 
of puerperal sepsis or death of a mother at, or 
attributable to, childbirth during a period of 20 years’ 
private general and midwifery practice, and there 
must be numbers of practitioners who can say 





1048 The Lancet,] 


THE SEVEREST ANEMIAS. 


[May 14, 1921 


the same. I have had most of the difficulties of labour 
and incomplete abortions to contend with under 
adverse environmental conditions, and before I wore 
gloves, and besides always having carried a boiler and 
thoroughly scrubbing my hands and the patient’s 
vulva and buttocks with soap and water and corrosive, 
and never using anything to dry my hands or the 
patient with I have taken no other precautions. I 
was brought up on the douche for post-partum 
haemorrhage as a student and extern assistant in 
the Rotunda, Dublin, but Leopold Landau and 
Strassmann in Berlin pretty effectually convinced me 
of its dangers. You state that “the morbidity of 
childbirth in private practice amounts to something like 
15-20 per cent, of all cases.’ 1 I am not sure that I 
know what the standard of morbidity is, and so my 
cases can never have been included in the “ all. 1 ’ What 
verification have you of this statement, even assuming 
that everyone else knows the standard of morbidity ? 
It seems a very bold assertion to make unless a big 
percentage of all confinements attended in England, 
say, can show at least a continuous twice daily 
temperature chart for ten days after confinement. 
“ Meddlesome midwifery” is another expression that I 
think can be abused. Would, for instance, the turning 
of an occipito-posterior presentation into an anterior 
one, as I practise early in labour, and which, if I 
remember right, is advocated by Berkeley and Bonney 
in their midwifery, be regarded as meddlesome ? The 
gentleman who lived up to “keeping his hands in his 
pockets ” would most probably regard it as such. 

If my practice is exceptional, and it does not differ 
in essentials from that of many men whom I have 
spoken to, the only alternative is the lying-in hospital 
for all cases, and that will gradually bring with 
it, in my opinion, the whole-time and State service, 
which I can see no alternative for in midwifery, 
if not in general practice altogether. One thing is 
certain, and that is that the public are demanding 
more and more freedom from pain in labour which 
almost necessitates the artificial termination of labour 
under anaesthesia in some form or other. Twilight sleep 
I have no experience of, but with the State hospital 
in being for all classes of patients it looks like 
becoming the routine treatment of normal and abnormal 
labour, supplemented, if necessary, by some other 
form of anaesthesia. The statement, “ the incidence of 
septic infection in lying-in hospitals is extremely 
small ’ 1 seems to me to contravert the alleged danger of 
vaginal examination ; for operative procedure, such as 
forceps and version, &c., must be much commoner in 
such institutions than in private practice owing to the 
fact that actual and potential difficult cases are sent 
into hospital where vaginal manipulation becomes a 
necessity—unless Caesarean section is going to replace 
all other procedure, as one would imagine from the 
practice of some specialists. 

I am, Sir, yours faithfully, 

Charing, Kent, May 9th, 1921. H. E. LlTTLEDALE, M.D. 

*•* Our correspondent’s deductions seem to us 
extreme. He is an experienced obstetrician, and so 
far from being eliminated, as he suggests, would 
become automatically the guide and counsellor to 
others less well equipped.—E d. L. 


THE SEVEREST ANEMIAS. 

To the Editor of The Lancet. 

Sir,— The admirable summary of the difficulties of 
the above subject in an annotation in The Lancet of 
May 7th and the attention now being given to the pro¬ 
duction of these anaemias by X rays impel me to draw 
your attention to an explanation published some ten 
years ago. 1 It was then suggested that pernicious 
anaemia, though of mixed intrinsic and extrinsic origin, 
is more intrinsic than extrinsic, and that the most 
satisfactory way of accounting for it is to regard it as 

1 Gilford, H.: The Disorders of Post-natal Growth and Develon- 
inent, 1911, p. 378. 


a vice of development. The key to the situation consists 
in the recognition of the nature of development. 
Development is regarded as coincident with life and as 
divided into phases, first of progression, then of regres¬ 
sion. It is, in short, best represented as a circular 
movement, which begins with the integration of the cell, 
continues with ever-increasing complexity and diminish¬ 
ing impetus up to middle age, and then merges into its 
declining or regressive phases, in which this process is 
reversed, until an ever-increasing simplification ends in 
the disintegration of death. This, at any rate, is the 
direction or tendency of the cycle, for the different 
organs differ so widely in the amplitude of their cycles 
that while one organ or one system of organs (e.g., the 
female reproductive organs) may practically run its 
course and be completed in about 35 years, another may 
not finish its revolution within double that period. 
Among these long-lived organs is the chromocytic. Its 
life-cycle is, indeed, so long or so slow that in the 
natural course of events it outlasts the cardio-vascular, 
and perhaps all other vital organs. But let us suppose 
that from any reason the cycle of the chromocytic 
organ is shortened, or hastened, so that the red marrow 
enters upon the last stages of its degeneration while 
other organs are still vigorous. It will begin, roughly 
speaking, to repeat the earlier stages of its develop¬ 
mental cycle. 

Now these earlier stages are characterised by an 
abundant proliferation of embryonic cells. And when 
the cycle is so quickened that its senescent stages are 
anticipated, then again must we expect to meet with 
nucleated forms, with evidence of juvenility of the bone- 
marrow and of the manufacture of a copious supply of 
young cells. But these new cells are of no use, for they 
are not young, only spuriously young. They are in 
their second childhood, not embryonic but embryonoid, 
and are evidences of decrepitude. And being regressive 
and senile they cannot do the work of normal blood- 
discs, but can only pass on to their next phase of 
regression, which is molecular disintegration. As a 
matter of fact, they are useless, apart from their 
incompetence, if only for the reason that they are to 
all intents foreigners in the blood stream, and as the 
leucocytic organs are still comparatively young and 
vigorous they make short work of these nucleated 
strangers; indeed, they are equivalent to the blood- 
discs of some lower animals, as was long ago pointed 
out by Woods Hutchinson. They are therefore promptly 
destroyed, and the overgrowth of the spleen and the 
increased pigment in the liver and elsewhere are 
evidences of their wholesale slaughter. 

As for the cause of this premature senescence of the 
red-blood organ, evidently anything which can unduly 
and profoundly accelerate its developmental cycle is a 
potential cause. Among such stimulants or irritants 
are some bacterial toxins. Arsenic, too, in its more 
intimate and potent forms has the same effect. But 
nothing seems better calculated to quicken the revolu¬ 
tion of the cycle to its culmination in the breakdown 
of pernicious anaemia than the X rays. These, like 
arsenic, stimulate in small dose, irritate in large, and 
disintegrate if used still more excessively. They are 
capable of inducing senility of the skin and of 
the testes and ovaries, as well as senile disorders 
elsewhere, including pernicious anaemia and cancer. 
Probably even prolonged exposure to X rays would not 
cause pernicious anaemia were it not that there is 
already some inherent weakness or susceptibility of the 
bone-marrow. And nothing seems more likely to assist 
in the breakdown as some prior developmental incom- 
petency. Such an inborn defect of development implies 
a short life-cycle and an undue readiness to undergo 
the changes of regression and senescence. It is 
especially in such circumstances that we account for 
the pernicious anaemia' of early life, and, above all, for 
aplastic anaemia and for its peculiar features. 

Apart from the way in which this theory fits in with 
and explains the phenomena of the severest anaemias 
there is plenty of evidence in its favour, some of which 
can be found in the book I have mentioned. 

I am, Sir, yours faithfully, 

Reading, May 8th, 1921. HASTINGS GILFORD. 
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RAT DESTRUCTION: A SUGGESTION. 

To the Editor of The LANCET. 

Sir,—A recent voyage on a cargo steamer from 
Durban to Port Louis, Mauritius, has suggested the 
idea that vessels of this type might well prove to be 
very suitable for testing the efficacy of the Rodier 
method for rat destruction. In this method the rodents 
are trapped, the females killed, and the males set free. 
Males accordingly predominate in the long run, and the 
deficiency of females leads to a warfare of extermina¬ 
tion amongst the males, the females also suffering in 
the strife. Many believe that this method is the best 
yet devised for reducing the numbers of rats, but it is 
difficult to obtain conclusive proof on the subject when 
the experiment is conducted under ordinary shore 
conditions. 

On board a ship, however, it seems to me that valu¬ 
able data could be collected. It is not difficult to 
ascertain with some degree of accuracy the normal 
average rat population of any vessel, though, it is true, 
this population varies, for, even if rats are prevented 
from boarding ships as free agents, many are conveyed 
aboard in cargo, especially in the case of merchantmen 
loading grain. Still, even taking into account this 
drawback, a cargo-carrier on a long voyage to Eastern 
ports would appear to offer special facilities for the 
investigation indicated, and I would suggest that the 
Society for the Destruction of Vermin might use its 
influence and see if anything can be done in this 
direction. If reliable statistics could be obtained from 
a ship-board experiment on a considerable scale they 
would be distinctly helpful to those entrusted with the 
duty of dealing with the rat menace either from an 
economic or a sanitary standpoint. 

I am, Sir, yours faithfully, 

Andrew Balfour, 

Director-in-Chief, Wellcome Bureau of Scientific Research. 
Port Louis, Mauritius, April, 1921. 

THE STATUS OF THE DISTRICT MEDICAL 
OFFICER OF HEALTH. 

To the Editor of The Lancet. 

Sir,—I n the correspondence columns of your issue of 
April 23rd a point was raised as to the relative official 
position of the county medical officer and the medical 
officer of health of a district within the county. To 
those outside the public health service it is commonly 
and erroneously accepted that as the county includes 
the district, so, in some similar kind of way, the county 
medical officer is superior to the medical officer of 
health of a district. The editorial note to Dr. Herbert 
Jones's letter (p. 879) in reference to this matter does 
not clear up the point at all, but rather confirms the 
error. It should be observed that by Art. 16 of the 
Sanitary Officers (Outside London) Order, dated 
Dec. 13th, 1910, the copy of the annual report which 
the medical officer of health of a district is required to 
transmit goes to the county council and not to the 
county medical officer. It is therefore properly to 
be addressed not to the latter, but to the clerk 
of the county council or to the chairman. In 
your expression “the county officer is suzerain to 
the district officer,’* the word “ suzerain,” which 
means “ lord paramount,” is certainly not applicable, 
for in the House of Commons on Nov. 18th last Dr. 
Addison, in reply to General Sir Ivor Phillips, stated 
quite frankly and definitely that a county medical 
officer of health did not supervise the district medical 
officer of health. There is, in fact, nothing in the 
whole of the statutory rules and orders relating to 
public health which gives the least t support to this 
claim of “ superiority.” 

I am, Sir, yours faithfully, 

James J. Paterson, M.D. 

Guildhall, Maidenhead, May 3rd, 1921. 

*•* Our correspondent differs from us only on a 
definition. The word “suzerain” implies no more 
than a nominal sovereignty over autonomous States, 
and we carefully qualified our expression with the 
words “ to this extent.”—E d.L. 


SALICIN AS A REMEDY FOR RHEUMATISM. 

To the Editor of The Lancet. 

Sir,—I understand that Buchner of Germany, 
Fontana and Rigotelli of Italy, and Le Roux of France, 
all claim as their work the first accurate investigation 
of the properties of salicin. In 1862, whilst surgeon in 
charge of H.M.S. wooden paddle-sloop Salamander , on 
surveying service in the coral sea off North Australia, I 
had a case of rheumatic fever; quinine had run out, 
and there was no drug store within a thousand miles. I 
happened to have a bottle of salicin, then hardly used 
in medicine, and not supplied by the Admiralty; I 
employed it with success, and may therefore fairly 
claim the discovery of the efficacy of the salicylic 
treatment of rheumatism. 

I am, Sir, yours faithfully, 

Richard Cannon, M.D. 

Villa del Mor, Chili, March 20th, 1921. 


A PROJECT OF GENERAL REPRESENTATION. 

To the Editor of The Lancet. 

Sir, —On Saturday, May 28th, the annual dinner of 
the National Medical Union will be held at the Monico 
Restaurant, Piccadilly-circus, London, at 7.15 p.m. The 
price of tickets for admission will be 10*. 6 d., excluding 
wine. The London President of the Union, Dr. 
Alexander] Blackhall-Morison, will make a communi¬ 
cation on “ a project for the formation of a General 
Medical Council representative of the whole profession 
as a body, related on the one hand to the public and 
on the other to the government of the country and 
empire.** 

The Council of the Union invite all medical men to 
attend the dinner and hear the statement, which has 
received their approval as a practical scheme in the 
interests of both the public and the profession and one 
calculated to heal divisions in our ranks. 

An early intimation to be present at the dinner will 
be welcomed and may be sent to either Dr. J. Wilson, 
25, Larkhall-rise, Clapham, S.W.; Dr. A. Bousfield, 
Tudor Lodge, Homsey-lane, N.; or to myself at this 
address.—I am, Sir, yours faithfully, 

E. H. Worth, 

Hon. Secretary to the National Medical Union. 

2, Aldrington-road, Streatham, S.W., May 8th, 1921. 


THE HYGIENE OF THE SAILOR. 

To the Editor of The Lancet. 

Sir, —Sixteen years ago I went for some voyages for 
my health as ship’s surgeon, and in many instances 
can support Dr. Leonard Burton in his remarks in 
The Lancet of May 7th under this heading. On being 
appointed to one of the newest ships of the Royal Mail 
S.S. Co. I drew their attention to the inadequacy of the 
hospital cabins and facilities for isolating cases of 
infectious disease. I drew up to scale plans for two 
four-berth hospital cabins, with bath-rooms and w.c.’s 
attached, and an attachment on the doors for con¬ 
necting the Clayton apparatus for disinfection with SO^. 
These cabins, together with a cabin for an attendant 
and one for myself for investigating materies, &c., 
to be on the raised poop deck aft, so that all 
infection should be left behind. I was not popular 
at first, but subsequently Sir Owen Phillips, with 
his capacity for seeing what was best for his ships, 
adopted my plans on all his new ships, with the result 
that for three and a half years I was able to prevent at 
once the spread of any infectious disease, of which I had 
to handle many varieties. In addition to these there 
were other hospital cabins with a very complete 
dispensary for’ard, besides one attached to my own 
consulting-room, and the company never hesitated to 
provide me with anything in reason. It is up to the 
doctor to insist on being provided with what is necessary, 
and If he does not do so he has himself to blame very 
often. I am, Sir, yours faithfully, 

Reginald Pollard, M.B., D.P.H., M.K.C.S. 

Egerton-erescent, South Kensington, May 7th, 1921. 
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THE DIET OF THE WEANLING. 

To the Editor of The Lancet. 

Sir,—W ork at infant clinics would lead to the view 
that the tendency at the present time to discourage 
giving milk in any quantity to the weanling is deplorable. 

Anyone wishing to study the result in the children of 
the poor and less affluent middle-class should examine 
the five-year-olds about to start school. It has been 
my duty to do so for the last three years, and I have 
been appalled at their poor physique. The only bright 
spots have been usually in those cases where the 
children have had milk to drink, Rarely does one see 
a child of normal growth who is not getting milk. 
Indeed, to my mind, the one advantage of artificial 
feeding over breast-feeding is that the parents have 
been in the habit of buying milk for the baby and often 
keep it up; whereas the breast-fed baby gets a 
“ bit of what we have ourselves,” and little or no cow’s 
milk. Certainly the worst cases of rickets that I have 
seen have been in breast-fed babies who have had no 
milk after weaning. At one time most babies got butter, 
now most babies get margarine made from vegetable 
oil, so have not even that protection. Given “ food of a 
suitable kind,” one might scrap the milk, but the point 
is so few get it, and incalculable harm may come from 
advising ‘parents to do so (parents, moreover, who are 
not the least likely to overdo it). With regard to the 
children’s dislike for it, one often sees an infant who 
will greedily suck a bottle full of milk with the greatest 
gusto, but refuses to take it from a cup or spoon. Is 
this dislike ? 

One might just as well say that the human mother 
had lost her function of lactation because she could not 
supply milk for ibutter as to argue that she has lost it 
because cow’s milk is necessary for most babies. 

I am, Sir, yours faithfully, 

Leeds. May 9th, 1921. MARION E. MACKENZIE. 

THE DANGER OF ATHLETICS FOR GIRLS 
AND WOMEN. 

To the Editor of The Lancet. 

Sir,—B eing one of those who maintained that women 
had a right to the vote and that their advice was most 
valuable and desirable on public matters, I also held, 
as most feminists do still, that sex was more or less 
incidental and that a well-trained woman could do 
anything a man could, unless, perhaps, when it was a 
case of exerting sheer physical force. I was a keen 
advocate of all forms of physical culture for girls, the 
more so as I suffered from neglect in that way myself 
as a child. Girls were encouraged by me to take up 
the work of a drill and games mistress, it appearing 
almost an ideal occupation. The more, however, I 
came in contact with women who had trained for it the 
more was I disappointed with the effect of that training 
upon them. The girls, also, who took up what had been 
regarded as boys’ games, hockey, and even cricket, 
seemed to deteriorate. They seemed more selfish, 
more concentrated upon material things and material 
advantages. The girl of 15 appeared less a budding 
woman than an enlarged and accentuated copy of 
herself at 10 years old. She had not risen in the 
scale of being. There might be an affectation of 
being “ sporting ” about her, but actually the girl whose 
utmost achievement in physical work was to dance or 
perhaps to fence was quite as honourable and played 
the game of life at least as well. 

But it was the grown women who made me decide 
finally against the present system of strenuous sports 
for girls and realise that the difference between men 
and women, boys and girls, was not one of education, 
environment, and opportunity, but was a vital and 
fundamental one. I knew many women who were 
physical experts and who prided themselves upon the 
fact. Few of them had not had at some time a more or 
less serious breakdown. I inquired into the after¬ 
careers of many and the results were not encouraging. 
This made me keep a very careful check on any girls I 
had to do with, though still I was most unwilling to 
acknowledge that girls could not do what boys could, 


forgetting that difference need not mean inferiority, but 
might even imply the opposite. Yet I saw that the 
young women joining in strenuous games became 
possessed of hard muscles, a set jaw, flat chest, and 
often a hard aggressive manner and an ungainly 
carriage. A girl’s body is more elastic, more variable, 
and more easily altered than that of a boy. Nor should 
it be forgotten that the organs are more easily dis¬ 
placed. The attempt to make a boy of the girl has led 
to the cult of the “boyish” figure with undeveloped 
breasts. Broad elastic bandages are now worn round 
the chest to produce an unnatural flatness, while drugs 
are also taken, I am told, for the same purpose. It is 
unnecessary to say how dangerous are such practices, 
while a flat chest is really a deformity in a well-grown 
and developed young woman. 

So much for their appearance. But the health of 
these athletic women is often more apparent than real. 
They frequently suffer from nerves (manifested in 
irritable tempers), from heart trouble, from some form 
of rheumatism, or from displacement of some kind. 
Sometimes the monthly disability that should prove 
them women stops for long periods. When there is 
any unaccustomed strain upon them they do not seem 
able to meet it. Their marriages are often childless, 
and I have many times heard, when a woman has lost 
a child or had a particularly difficult confinement 
surprise expressed. “ She was such a fine strong girl,” 
or “ One would think an athletic girl such as she would 
be up and out almost at once, like a savage woman.” 
I have been sorry to see the physical inferiority of 
children of sporting mothers, they often being nervous, 
and the mother becoming so as well sometimes. They 
compare badly with the stalwart sons many a slight 
feminine woman produced in Victorian days. 

The attitude of these women to life is frequently not 
a normal one. Their mentality is not healthy. Many 
who decry marriage and affect to despise the opposite 
sex (while imitating them) are yet inordinately occupied 
with the discussion of sexual matters. Allied to this 
aspect is the curious influence exerted by some of these 
women on girls, neurotic girls seeming obsessed by 
them. Most of them seem to have stifled v/hat is finest 
in woman—love, sympathy, tact, and intuitive under¬ 
standing. When we object to girls joining in the games 
of boys we are answered that girls learn a lesson they 
much need—not to play selfishly for themselves, but 
to play for their side. I deny this. At adolescence 
girls are often almost dangerously altruistic, and a girl 
will exert herself far beyond her powers for her side, if 
not most carefully watched. She needs very delicate 
handling in her ’teens, for her feelings are subtle and 
elusive and her affections at full flood. 

Unwillingly I have been convinced by the logic of 
experience. Strenuous games I believe bad for the 
woman and worse for the girl. And the sooner 
it is realised that the differences between the sexes 
are profound and vital and that these differences 
are accentuated and not lessened by evolution, the 
better for humanity. Let it be recognised that 
the present cult is a retrogression, and the young 
girl have placed before her the ideal of true woman¬ 
hood, of all the qualities that make for motherhood; so 
that, whether she has her own family or finds happiness 
in some other sphere, she may realise it is her gift of 
“ mothering ” that makes her of value in the world. 

I am, Sir, yours faithfully, 

C. COWDROY. 

Crouch End High School and College, London, N., 

May 9th, 1921. 


Bognor War Memorial Hospital.— In only two 
years this hospital has become a fully equipped institution, 
and already the provision of a new block is being talked 
about. One hundred and fifty-two patients were admitted 
during the year, and 67 operations were performed. The 
out-patients are constantly increasing ; the number during 
the month of April this year was 222. The hospital is also 
becoming firmly established financially, and it is hoped to 
keep it free from debt. It is receiving good local support, 
and patients are invited to contribute to the cost of treat¬ 
ment. From this source £231 7>. has been obtained. It is 
j hoped to provide wards for paying patients and a maternity 
ward in the future. 
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NOTES ON CURRENT TOPICS. 

The Dentists Bill. 

The Dentists Bill, which gives effect to the recommenda¬ 
tions contained in the Report of the Departmental Com¬ 
mittee on the Dentists Act, 1878, has now been printed. It 
is identical with the Bill which was introduced at the end 
of last session, except for a few alterations of minor 
importance for the purpose of meeting criticisms urged 
against the former measure, and a few other altera¬ 
tions of a purely drafting character. It is understood 
that the measure is now practically an agreed one. 
The Bill provides for the establishment of a Dental Board, 
consisting partly of dentists and partly of medical prac¬ 
titioners, together with a non-professional element. The 
first Board is to be entirely nominated, but in succeeding 
Boards 6 out of the 13 members will be elected bv and from 
the dentists on the register. Clause 1 (which will take 
effect not earlier than one year or later than three years 
from the commencement of the Act) prohibits the 
practice of dentistry by unregistered dentists. Existing 
unregistered dentists are given the right of admission to the 
register, subject to evidence of good character, if they 
satisfy the Board that they have for five out of the seven 
years immediately preceding the commencement of the Act 
been engaged in the practice of dentistry as their principal 
means of livelihood. Existing unregistered dentists who 
have been in practice for less than five years will be 
required to pass an examination before being admitted to 
ihe register. The Board are given a dispensing power 
to deal with cases of persons who cannot meet the 
requirements of the Bill by reason of military service. 
Special provisions are included to deal with limited 
companies carrying on the business of dentistry. Exist¬ 
ing rights are safeguarded, but in future all the directors 
and managers of such companies and the operating 
staff employed by them will be required to be registered 
dentists. The powers of the General Medical Council, so 
far as they relate to the maintenance of the Dentists 
Register, will be transferred to the Dental Board, but any 
regulations made by the Board under the Bill must be 
approved by the General Medical Council and the Privy 
Council. - 

HOUSE OF LORDS. 

Tuesday, May 10th. 

Public Health ( Tuberculosis) Bill. 

The Public Health (Tuberculosis) Bill was considered on 
Report and agreed to. 


HOUSE OF COMMONS. 

Wednesday, May 4th. 

Internment of a Heart Disease Patient. 

Mr. Myers asked the Chief Secretary to the Lord Lieu¬ 
tenant of Ireland whether his attention had been drawn to 
the case of Frederick Schweppe, who was arrested on Good 
Friday morning and was still imprisoned at Arbour Hill; 
whether he was aware that on Nov. 29th, shortly after a 
period of treatment for valvular disease of the heart at the 
Mater Hospital, Mr. Schweppe was arrested and detained 
until Dec. 7th, when he was discharged, the military doctor 
at Arbour Hill having certified that he was a very bad case 
and not fit for internment and ought to be released immedi¬ 
ately; that from then until Good Friday Mr. Schweppe 
attended the doctor; that when he was arrested on 
Good Friday he was roughly handled by men of the 
auxiliaries; that he was at present suffering from sleep¬ 
lessness and his health was generally very weak; that 
Dr. F. H. Moore, of the Mater Hospital, had certified that 
Schweppe had been attending the dispensary for months 
past ana been treated for serious and apparently progressive 
heart disease; and whether, in view of the fact that nothing 
of an incriminating nature was found in Mr. Schweppe’s 
house, and in view also of the man’s state of health 
as certified previously by the military doctor of Arbour 
Hill, he would give instructions for his immediate 
release.—Sir H. Greenwood replied : In the workshop in 
rear of the house occupied by this man a number of 
revolvers and automatic pistols were found, in addition to 
explosives and detonators, and there was good ground for 
believing that he was concerned in the distribution of these 
munitions. An internment order has been made against 
him, but he is at present in hospital suffering from dilated 
heart and hernia, and not in Arbour Hill as stated. It is 
true that he was previously arrested on Nov. 29th, but there 
is no record of any such medical certificate as is referred to 
in the question. "No allegation that he was ill-treated on 
arrest has previously been brought to my notice, but I will 
have inquiries made. Careful attention will be paid to this 
man’s health, and he will not be transferred to an intern¬ 
ment camp unless he iB fitted for such transfer; but in view 
of the circumstances in which he was arrested I am not 
prepared to order his release. 

War Casualty Return. 

Sir William Davison asked the Prime Minister if he would 
state what were the total casualties in killed and wounded 
suffered by Great Britain, the Dominions, by each of the 
Allies, and by Germany daring the l&te war.—Mr. 
Chamberlain (Leader of the House) circulated the following 
printed return 


hetum Showing Approximate Casualties Suffered by Great Britain , India, the Dominions , by each of the Allies , America , and 

Germany During the late War. 


Country. 

Deaths from all causes. 


Wounded. 


Total deaths and wounded. 


Officers. 

O.R. 

Total. 

Officers. 

O.B. 

Total. 

Officers. 

O.R. 

Total. 


Great Britain . 

43,480 

701,222 

743,702 

85,117 

1,608.145 

1,693,262 

128,597 

2,309,367 

2,437,964 


Canada . 

Australia. 

New Zealand . 

South Africa, Newfound- (.; 
land, other Colonies ... S l 

2,887 

2,862 

735 

481 

53,738 

56,468 

15,401 

8,351 

56,625 

59,330 

16,136 

8,832 

6,347 

6,304 

1,668 

792 

143,385 

145.867 

39,061 

14,361 

149,732 

152,171 

40,729 

15,153 

9,234 

9.166 

2,403 

1,273 

197,123 

202,335 

55,002 

12,712 

206,357 

211,501 

57,405 

113,985 


Total Dominions and { 
Colonies .i 

6,965 

133,958 

140,923 

15411 

342,674 

357,785 

22,076 

467,272 

489,248 


India . 

Allied and Associated 
Countries. 

868 

60,530 

61,398 

1,675 

69,184 

70,859 

2,543 

69,714 

72,257 

Reported casualties 
to— 

i ranee . 

— 

— 

1,385,300 

— 

No record. 

— 

— 


— 

Nov. 1st, 1920. 

Belgium. 

— 

— 

38,172 

— 

— 

44,686 

— 


82,858 

„ 11th,1918. 

Italy. 

— 

— 

460,000 

— 

— 

947,000 

— 


1,407,000 

„ 11th,1918. 

Portugal. 

— 

— 

7,222 

— 

— 

13,751 

— 

— 

20,973 

Jan. 1st, 1920. 

Roumania . 

— 

— 

335,706 

— 

No record. 

— 

— 

— 

335,706 

„ 6th,1919. 

Serbia . 

— 

— 

127,535 

— 

— 

133,148 

— 


260,683 

Dec. 4th, 1918. 

Greece . 

— 

— 

5,000 


_ 

21,000 

— 

— 

26,000 


United States of America 

— 

— 

115,660 

— 

_ 

205,690 

— 

— 

321,350 

April lBt, 1920. 

Germany. 

— 

-- 

2,050,466 

— 

— 

4,202,028 

— 

— 

6,252,494 

Approximate. 

Austria . t 

dungary.' 

- 

__ 

1,200,000 

— 

— 

3,620,000 

— 

__ 

4,820,000 

„ 

Bulgaria .: 

— 


101.224 


_ 

152,400 

___ 


253,624 


turkey . 



300,000 



570,000 



870,000 

" 


'Sole .—The figures given in this Return include British naval casualties between August 4th, 1914, and Nov. 11th, 1918, and British 
nilitary casualties during the period August 4th, 1914, to April 30th* 1920, and excludes casualties to Chinese Labour Corps recruited 
cally in Salonica and Mesopotamia, and camp followers in East Africa. 

Note .—The figures in regard to Bulgaria were furnished by the Bulgarian General Staff in 1919, and were considered by them an 
nder-estimate. as many archives were lost in the debacle of 1918. 
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Report of Committee on Dangerous Drugs. 

Mr. Gilbert asked the Secretary for the Home Depart¬ 
ment when the Report of the Committee on the Regulations 
under The Dangerous Drugs Act, 1920, might be expected; 
and whether, and when, it would be published.—Mr. Shortt 
replied: The Committee have, I understand, nearly com¬ 
pleted their inquiry, but I hope to have their Report shortly. 
The Report will be published. 

Finance of Voluntary Hospitals. 

Mr. Gilbert asked the Minister of Health when the 
report of the Departmental Committee on the finances of the 
voluntary hospitals might be expected; and whether and 
when it would be published.—Sir Alfred Mond replied: I 
am informed that the Committee will finish hearing evidence 
this week, and hope to be in a position to present their report 
by the end of the month. 

Military and Naval Cases of Small-pox. 

Mr. Raff an asked the Minister of Health in which hos¬ 
pitals the four naval and 13 military cases of small-pox, 
which were reported in 1919, were treated.—Sir Alfred 
Mond replied: The names of the hospitals and the number 
of cases treated in each are as follows : Colchester Borough 
Small-pox Hospital (1); Evan Fraser Hospital, Hull (3); 
Falking Grange Hospital (1); Lincoln City Small-pox Hos- 

g ital (2); Liverpool Fort Sanitary Hospital (2); Military 
[ospital, Cambridge 11); Military Hospital, Nell-lane, 
Manchester (1); Prees Heath Military Hospital (2): Royal 
Naval Hospital, Portsmouth (1); 3rd London General 
Hospital (1); West Suffolk County Hospital (1). One of the 
milftary cases was not removed to hospital. 

Treatment of Probationer Nurses. 

Mr. Dennis Herbert asked the Minister of Health if his 
attention had been called to the alleged unfair treatment of 
probationer nurses at the West Middlesex Hospital, under 
the Brentford Board of Guardians; if he was aware of the 
serious discontent thus caused amongst the nursing staff; 
and what steps he proposed to take in the matter.—Sir 
Alfred Mond replied: I have been in communication both 
with the board of guardians and with various associations 
which have taken this matter up on behalf of the nursing 
staff, and I have offered, if they so desire, to arrange a 
meeting between these associations and officers of my 
Department, at which the case can be further considered in 
the light of the explanation which I have received from the 
guardians. 

Diagnosis atul Treatment of Venereal Disease. 

Mr. Waterson asked the Minister of Health whether he 
could produce any evidence to show to what extent cures 
were being effected as a consequence of the large expenditure 
of public money which was now taking place in connexion 
with the diagnosis and treatment of venereal diseases; and, 
if so, would he arrange for such evidence to appear in the 
annual reports of his department.—Sir Alfred Mond replied: 
The value of the work done at venereal disease centres 
cannot be measured solely on the basis of the proportion of 
cures effected. I am advised that in the case of these 
diseases prolonged treatment followed by a period of observa¬ 
tion is frequently necessary before a cure can be pronounced, 
and in some cases it is difficult to arrive at a conclusion as 
to cure. There are, however, many cases which, although 
they fail to continue treatment or to remain under observa¬ 
tion until a cure can be pronounced, are nevertheless 
rendered non-infective before ceasing attendance at the 
clinic. As the honourable Member is aware, the system of 
clinics has not been long in operation. The results are 
under careful observation, and the report of the chief 
medical officer of the Ministry for this year will contain a 
statement on the subject. 

Thursday, May 5th. 

Appeal Tribunals. 

Replying to questions by Mr. Hurd and Captain Foxcroft 
regarding the expediting of the work of the Pension Appeal 
Tribunals, Captain H. D. Kino (for the Lord Chancellor) 
stated that five additional Pension Appeal Tribunals would 
commence to sit this month, and further tribunals were in 
course of formation. The average period which elapsed 
between the date an appeal was received by the Pensions 
Appeal Tribunals and the date it was heard was at present 
10 weeks. In Somerset all appeals received up to the 
beginning of February last had been dealt with or would be 
heard within the next two weeks. 

Treatment of Shell Shock. 

Mr. Hurd asked the Minister of Pensions what special 
arrangements were made for ex-soldiers who were Buffering 
from shell shock and were detained in public asylums; how 
their treatment was differentiated from that of ordinary 
inmates ; and what Bteps were taken, or were in contempla¬ 
tion, for treatment especially suited to their malady, and 
for independent examinatiou at intervals by military 


doctors with a view to their earliest possible recovery — 
Mr. James Parker replied: Ex-Service men are not medi¬ 
cally treated in public asylums unless certified under the 
Lunacy. Acts to he insane. Men suffering only from shell 
shock are not bo certified. Treatment is in such cases pro¬ 
vided in an institution of the Ministry of Pensions, the men 
being under the care of experienced medical officers who 
have special knowledge of the particular disability and of the 
appropriate treatment.—Mr. Hurd : Is it not a fact that 
ex-soldiers in these public asylums are treated as though 
they were ordinary lunatics, and is that not a state of things 
that ought to be changed ?—Mr. Parker : I do not think that 
is true, but I cannot speak with authority on the matter.— 
Mr. Hurd : Will the honourable gentleman raise this ques- 
tion with the Minister so that a specific answer to the 
question may be obtained ?—Mr. Parker : Certainly. 

Unemployment and Sickness Benefit. 

Sir Walter de Frege asked the Minister of Labour 
whether his attention had been called to the fact that 
during the time an insured person was in receipt of 
unemployment benefit his health card was not stamped 
and he was consequently falling into arrears with his con 
tributions under this section ; whether unless such arrears 
were paid up his sickness benefit would be reduced 
accordingly; whether under sickness benefit the contrary 
practice was observed; and whether the practice in the 
two cases could be made identical.—Sir A. Mond (Minister 
of Health) replied: It is the case that during periods of 
unemployment insured persons fall into arrears in respect 
of their health insurance contributions. There is, however, 
an allowance of four weeks of unemployment in any 
year before any penalty is imposed in the form of 
reduction of sickness benefit, and even if the arrears exceed 
this amount no reduction in sickness benefit can take 
place until the following year, and this reduction can be 
avoided by the payment of a comparatively trifling sum in 
the autumn preceding. Although the scheme of unemploy¬ 
ment insurance differs materially from that of health 
insurance, it is not the case, as the honourable Member 
would appear to think, that an insured person is credited 
with a contribution for unemployment insurance in respect 
of any week for which he received sickness benefit. 

Indian Medical Service Statistics. 

Major Glyn asked the Secretary for India what was the 
present total establishment of the Indian Medical Service: 
what proportion of the officers in that Service were British 
born or natives of India in the following years: 1910, 1914. 
1918, and 1921; what steps were being taken to safeguard the 
position of British-born officers in that Service who joined 
before the war; what steps, if any, were being taken to 
encourage British-born students to enter the Indian Medics. 
Service; and what were the proportions of candidates to 
enter the Service, British and Indian, in 1910,1914,1918, and 
1920.—Mr. Montagu replied: The number of officers bolding 
permanent commissions in the Indian Medical Service on 
Jan. 1st, 1921, was 767. The following table gives the 
numbers of permanent officers in the Indian Medical Serv ice 
on Jan. 1st, 1910,1914,1918, and 1921 :— 




British born. 

Indians. 

Total 

1910 


. 694 

. 37 

731 

1914 

• •• 

. 722 

48 

770 

1918 


. 712 

71 

.. 783 

1921 

. 

. 638 

. 129 

767 


The distribution as between British born officers and 
Indians has been arrived at after an examination of the 
names in the Army list and must therefore be regarded as 
only approximately correct. I am not sure that I under¬ 
stand what is meant by that part of the question regarding 
British born officers who joined the Service before the war. 
The position of such officers is in no way jeopardised by the 
admission of offloers, European or Indian, during the'war. 
Every effort is being made to fill up existing vacancies avail¬ 
able for Europeans, and the conditions as regards pav, leave, 
and pension have recently be considerably improved. J am 
advised, however, in view of the great shortage of medical men 
caused by the war, that it will be a year before the medica. 
schools of this country are in a position to turn out qualified 
men of the standard required for the Service in anything like 
the normal numbers. The following are the numbers of 
candidates who entered the Service m 1910,1914, 1918, and 
1920:- 

Europeans. Indians. Total. 

1910 (Examination) ... 22 6 2S 

1914 (Examination) ... 18 15 33 

1918 (Selection) . 9 . 9 . IS 

1920 (Selection) . 23 . 52 . 75 

Dentists Bill. 

Sir A. Mond presented a Bill “ to amend the Dentists Ac:. 
1878, and the provisions of the Medical Act, 1886, amend: ug 
that Act.” The Bill was read a first time and ordered to ix 
printed. 
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Monday, May 9th. 

The Bastardy Bill . 

Captain Bowyer asked the Prime Minister whether he 
was aware of the great volume of support that existed in the 
country for the Bastardy Bill; whether he realised that the 
Bill was identical in its clauses with the Bill which left the 
Standing Committee last session ; and whether, in view of 
its simplicity and of the urgent needs of its reforms, he 
would facilitate the passage of the Bill into law.—Mr. Lloyd 
George replied : It is premature until we see what time is 
available at the end of the session to make any fresh 
Dromises as to the allocation of the time of the House. 

The Siresaity of Cheap Milk. 

’aptain Viscount Curzon asked the President of the 
Hoard of Trade whether he was aware that the price of milk 
u the Metropolitan area had been fixed at &ci. per quart for 
he summer months; and whether, in view of tne vital 
necessity of cheap milk to the working population, he would 
immediately appoint a committee to inquire into and report 
oo the cost of production and distribution with the view to 
determining what was a fair price to the consumer.—Sir 
W. Mitchell-Thomson (Parliamentary Secretary to the 
Board of Trade) replied : I understand that the price of 8 d. 
is that recommended bv the National Federation of Dairy¬ 
men’s Associations. The retail price of milk depends not 
only on the cost of production and distribution of such milk 
as is consumed directly, but also upon the loss which has to 
be incurred by the conversion of large quantities of milk 
at this season into butter and cheese, the prices of which 
are governed by those of imported supplies. The report on 
milk prepared by the subcommittee appointed by the 
standing Committee on Trusts (Cmd. 1102) indicated that 
combinations of distributors had not dealt unfairly with 
either producer or consumer down to the autumn of last 
year, and I see no reason to think that circumstances are 
different at the present time. To reimpose control of milk 
prices would involve the re-engagement of a considerable 
find costly staff, and it is not clear that the consumer would 
ultimately benefit. 

Medical Students and Dejence Force. 

Mr. B riant asked the Secretary for War if, as many 
members of the Defence Corps were being retained with no 
special duties to perform who left their medical and other 
studies in order to meet a national emergency, consideration 
would be given to application for leave on the undertaking 
that they would immediately rejoin if their services were 
required.—Lieutenant-Colonel Sir R. A. Sanders (Under 
Secretary for War) replied: Instructions have already 
been issued authorising officers commanding unitB to 
pirant leave to soldiers of the Defence Force up to a 
maximum of 10 per cent, of a unit at any one time. 
These instructions provide for preference being given to 
cases of hardship, including teachers, students, apprentices, 
and those undergoing training under the Board of Education 
and Ministry of Labour, especially those about to undergo 
examination, and those employed in one-man businesses or 
,n similar positions, the remainder being chosen by ballot. 


^ffininunls. 


successful applicants for vacancies. Secretaries of Public Institutions, 
ana others possessing information suitable for this column, are 
invited to forward to The Lancet Office, directed to the 8ub- 
Editor, not later than 9 o'clock on the Thursday morning of each 
week, such information for gratuitous publication. 

Fallen, H., F.R.C.S., has been appointed head of the Department 
of Orthopaedics, including Remedial Exercises and Massage, at 
Charing Cross Hospital. 

Corbett, W. V., M.R.C.S., L.R.C.P., Pathologist to the London 

_ Lock Hospital. 

! IS ^ R * A - F.R.C.8., Assistant 8urgeon to the Seamen’s 

'Dreadnought) Hospital, Greenwich. 

Herbert. J. F. J.. M.B., B.Ch., First Assistant Medical Officer to 
me Marylebone Infirmary. 

Koyal Alexandra Hospital for Sick Children, Brighton : Edmonds, 
Florence M. f M.D., B.S. Lond., Honorary Phvsician : 
r itzmauhick-Kelly, M., M.B., B.S. Lond., Honorary Assistant 
Surgeon. 


Natalities. 


For further information refer to the advertisement columns. 

■yt laid* University. —Professor of Zoology. £1100. 
fn-row-in-Fumess County Borough .— Asst. Sch. M.O. £500. 
u "h. Royal Mineral Water Hospital.— Res. M.O. £250. 

[■' tford County Hospital.— Asst. H.S. £150. 

“< rmingham. Queen's Hospital. —Hon. Obst. O. 

UotU- Borough Hospital.—H.S. £150. Also Hon. S. 

-nrdijf city and Port Education Authority. —M.O.H. and Chief 
M.O. £1200. 


Cardiff, King Edward VII. Welsh National Memorial Association. 
— Asst. Tuberc. P. £300. 

Cardiff, King Edward VII. Hospital .— H.S. £200. 

Cardiff . 17nii'ersity College of South Wales and Monmouthshire. 
Welsh National School of Medicine .— Prof, of Med. and Prof, of 
Surg. £1500 each. 

Chester Royal Infi rma n/.—Asst. H.S. £175. 

Colchester, Essex County Hospital.—H.S. £200. 

Dublin University .— Chair of Zoology. £800. 

Dumfries. Crichton Royal Mental Hospital.— Clin. Path. £400. 
Dundee Royal Infirmary — Hon. Asst. Gyntecol. and Obstet. Dept. 
East Sussex County Council Education Committee ..— Asst. Sch. M.O. 
£500. 

Exeter, Royal Devon and Exeter Hospital. — Hon. Asst. S. and Hon. 
Surg. Reg. 

Goieral Post Office, Headquarters Medical Department .—Asst. M.O. 
£300. 

Great Northern Central Hospital, Holloway, N. — H.S. £150. 
Harroriate Infirmary.—H.S. £150. 

llellingly. East Sussex County Mental Hospital. — Sec. Asst. M.O. 
£450. 

Hospital for Sick Children, Great Ormond-street, W.C — 
Radiographer. Also Clin. Asst, in Venereal Dept. £1 Is. per visit. 
H.S. £100. 

Hull Royal Infirmary.— Asst. H.S. £150. 

Ipswich, East Suffolk and Ipswich Hospital. — H.P. 

Kingussie, N.B., Grampian Sanatorium. — Locum. 

London Temperance Hospital, Hamps(tad-road, N.W. — Ophth. S. 

and Asst. S. Also Res Cas. O. £125. 

Manchester Royal Infirmary. —Res. Surg. O. £250. 

Manchester, St. Mary's Hospitals for Women and Children .— 
Asst. M.O. £100. 

Manchester, Whitworth Park Hospital.— H.S. £100. 

Metropolitan Asylums Board 'Tuberculosis Service .— Jun. Asst. 

M.O. at High Wood, Brentwood. Essex. £515 6s. 

Middh'sbrough Education Committee .— Asst. School M.O. (Female). 
£500. 

Miller General Hospital for South-East London, Greenwich-road , 
S.E.—Res. Cas. O. £150. 

National Hospital for the Paralysed and Epileptic, Qtteen-square, 
Bloomsbury, W.C.— Res. M.O. £200. 

Nottingham City Education Committee .— Jun. Asst. Sch. M.O. 
£537 10s. 

Orkney, Eday Parish Council.— M.O. £5 per week. 

Preston and County of Lancaster Royal Infirmary .— H.S. £200. 
Prince of Wales's General Hospital, Tottenham, N ,— Hon. P. and 
Hon. Asst. P. 

Queen Mary's Hospital for East End, Stratford, E. — Cas. O. 
Rochdale Infi rmary ami Dispensary ,— Jun. H.S. £200. 

Royal College of Surgeons of England .— Election to Court of Exa¬ 
miners. Also Election of Professors and Lecturers. 

Royal Naval Dental Service.— Appointments. 

Royal Nai'al Medical Service— Surg.-Lieuts. 26s. 6d. per diem. 
Royal Waterloo Hospital for Children and Women, S.E.— Hon. P. 
and Hon. Gynteeol. 

St. Bartholomew'8 Hospital .— Asst. M.O.'s to X Ray Dept. 

S. George’s Home, Milman s-street, Chelsea , S.W. — Part-time Visit. 
Asst. M.O. £200. 

Scottish Board of Health. —Part-time Local Referees. £2 2s. per 
session. 

Sheffield City.— Asst. Tuberc. O. £350. 

South London Hospital for "Women, South Side, Clapham Common, 
S. W.— Temp. (P’emale) Asst. S. 

South Shields County Borough.— Ven. Dis. M.O. £750. 
Staffordshire General Infirmary.— H.S. £250. 

Swinton and Pendlebury Urban District .— M.O.H. and Sch. M.O. 
£800. 

Taunton and Somerset Hospital.—Sen. and Jun. H.S.’s. £200 and 

£150. 

Weir Hospital, Grove-road. Balham, S. W. —Res. M.O. £200. 
Worcester County and City Mental Hospital , Poivick.— Sen. Asst. 

M.O. £450. Also Jun. Asst. M.O. £350. 

York County Hospital .— Third Res. O. £150. 


$irtjjs, JJtarriages, anb jeafjjs. 


BIRTHS. 

Farr.—O n May 3rd, at Pembroke-road, Kensington, W., the wife of 
Dr. Arthur Farr, of a son, prematurely (lived for a few hours). 
Milton. —On May 5th, at “ High Lea.” Hendon, the wife of Wallis 
Milton, L.D.S.R.C.S. Eng., of a son. 


MARRIAGES. 

Mollan—Deb Vceux.—O n April 7th, at Christ Church, Rawalpindi, 
India, Captain Mollan, M.C., R.A.M.C., to Violet Samana, 
youngest daughter of the late Lieutenant-General Sir Charles 
Hamilton Des Vceux and Lady Des Voeux, Palace Mansions, 
Kensington, W. 

Wilson—Boyd.— On May 3rd, at Glasgow, Kenneth John Talbot 
Wilson, M.B., Ch.B., of Blandford, Dorsetshire, to Agnes 
Mitchell, second daughter of Mr. David M. Boyd, of Giffnock, 
Glasgow. _ 

DEATHS. 

Brooden.— On May 4th, suddenly, at Ashdown Lodge, Bathurst' 
road, Folkestone, Richard William Brogden, M.B., B.S., aged 6c 

Hollings.— On May 3rd, at Gordon-street, W.C., Edwin Hollings, 
M.D., in his 79th year. 

Hoysted.— On May 3rd, at Geeta, Sideup, Kent, Isaac Hoysted, 
Colonel. R.A.M.C., retired, aged 88. 

Lon a staff.— On May 7th, at Putney, George Blundell LongstaiT, 

M. A.. M.D.Oxon., F.R.C.P., F.S.A., F.L.S., F.G.S., in his 73rd 
year. 

N. B.—A fee of 7s. 6d. is charged for the insertion of Notices of 

Births, Marriages and Deaths. 






MEDICAL NEWS. 


[May 14, 1921 


1054 The Lancet,] 


Utririral Jjtefos 


University of Cambridge.—A fc the congregation 
held on May 7th the following degrees were conferred:— 
M.D. —A. T. Edwards. St. John’s. 

M.B. and B.Ch. —J. B. Hunter, St.John's; W. E. H. Banks, Clare; 

H. Gainsborough, Downing. 

M.B. —H. A. Whyte-Venables. Queen’s. 

B.Ch. —W. N. Goldschmidt. Pembroke. 

Universe op Oxford: Wilde Readership in 
Mental Philosophy. —The electors to this readership will 
shortly proceed to the election of a reader. The emoluments 
of the readership amount at present to £400 a year. Candi¬ 
dates are requested to send in their applications, with 
evidence of their qualifications, to reach the registrar of 
the University not later than June 1st, 1921. An extract 
from the regulations is published in the University Gazette 
(Clarendon Press), April 21st. 

Diploma in Public Health.— The Board of the Faculty of 
Medicine has issued the new syllabus of examination, which 
will come into force in Michaelmus term, 1921. The examina¬ 
tion in “General Pathology with Special Relation to 
Infectious Diseases ” (paper, practical work, and viva voce) 
is transferred to Part 1.; a practical and viva voce examina¬ 
tion in pathology and bacteriology is retained in Part II. 

Holies ton Memorial Prize , 1922.— The next award of this 
prize, which is of the value of about £100, will be made in 
the summer term of 1922. The prize is awarded for original 
research in any subject comprised in the following list: 
animal and vegetable morphology, physiology and patho¬ 
logy, anthropology. Candidates must forward their memoirs 
to the registrar before March 31st, 1922. The conditions 
of eligibility are published in the University Gazette of 
April 27th. 

University of London.—A course of eight 
lectures on Metabolism of Cholesterol and the Sterols will 
be given by Mr. J. A. Gardner at the London (R.F.H.) 
School of Medicine for Women (8, Hunter-street, Brunswick- 
square, London, W.C.), at 5 p.m. on Tuesdays, beginning on 
May. 17th.—A course of eight lectures on Experimental 
Studies in Vegetable Physiology and Vegetable Electricity 
will be given by Professor A. D. Waller, F.R.S., and Mr. J. C. 
Waller in the Physiological Laboratory of the University, 
South Kensington, London, S.W.,at 5.15 P.M.on Wednesdays, 
beginning on May 18th. Attendance at the courses is 
recognised in connexion with the B.Sc. (honours) degree in 
physiology.—A course of four lectures on the Interpretation 
of the Structure of the Brain is now being given in the 
Department of Anatomy, University College, Gower-street, 
W.C., by Dr. C. U. Ariens Kappers (Director of the Central 
Institute for Brain Research, Amsterdam) at 5 p.m. The 
first took place on May 13th, and the other lectures are 
being held to-day, Friday, and on May 19th and 20th. All 
these courses of lectures are addressed to advanced students 
of the University and to others interested*in the subjects. 
Admission is free, without ticket. 

University of Manchester. —At a meeting of 
the governors of the University Court on May 4th Sir 
H. Miers, the Vice-Chancellor, reviewing the work during 
the past half year, stated that the number of students was 
2895, including 508 at the College of Technology, 654 women, 
and 9000 ex-Service students. He said that in carrying out 
ordinary duties the University was faced by a large annual 
deficit. The appeal fund had so far only yielded £220,000, a 
sum far short of the half-million asked for. A good lead 
had been given by Oldham (£8353) and Stalybridge (£3607). 
Some of the grants from local authorities had been increased. 
Comparing the responses at Liverpool with those at 
Manchester, the Vice-Chancellor said that Manchester had 
been badly beaten by Liverpool, whose appeal fund had 
reached £300,000. It was resolved to confer the honorary 
degree of D.8c. on Professor C. S. Sherrington. 

Royal College of Physicians of London.— 
Licences to practise Physic have been granted to the 
following candidates:— 

“Dulcie S. Adkins, Royal Free: Samuel E. Amos, St. Thomas’s; 
Lyon H. Appleby, London; George Annitage. Leeds; Frederick 
Back, St. Thomas’s ; Edward T. Bailey, Middlesex ; Francis 
G. L. Barnes, St. Bart.’s; Geoffrey M. F. Barnett, New Zealand 
and Middlesex ; Sydney H. Barnett, Cambridge and St 
Thomas’s; Davis E. Bedford, Middlesex ; Kaikhushroo 
Maneckji Bharucha, Bombay and London ; Frank A. Bryning 
King’s College; Mary Burfield, St. Mary’s; Samuel B. 
Chambers, Charing Cross ; Philippo C'ouacaud, Guy’s • 
Frederick C. Cozens, '.Cambridge and St. Bart.’s ; Herbert 
A. Crowther. Cambridge and Guy’s; Carl K. Cullen, London; 
Charles B. Dansio, King's College; Fernand Edouard Camille 
Devegm y, Geneva: Irving G. de Zilva, Madras; Charles F. T 
East, Oxford and King’s Coll.; “Keridwen St. Valentine 
Edwards, Cardiff and Univ. Coll.; Guy W. Elkington, Guv’s- 


Ralph W. Fairfax, Charing Cross; Sadik Farris, Liverpool; 

* Katherine M. L. Gamgee and Arthur J. Gardham, an i 

* Janet K. Gatty, Univ. Coll.; Werner Gtithe. Middlesex 
John B. Gregor, Guy’s; Simon Grossman, Edinburgh an] 
Middlesex; Alan B. Hacking, Middlesex; William B. Hargreaves 
Manchester: “Eleanor Harse, Royal Free ; William E. Hayes. 
Oxford and St. Bart.’s; Strafford S. Hewitt, St. Mary ’s; Joseph V. 
Hirst. Cambridge and King’s Coll. ; Reginald W. P. Hosfori. 
St. I Bart.’s; “Margaret O. Howell, Cardiff and Univ. Coll ; 
Bryan L. Jeaffreson, St. Bart.’s; William D. Jenkins, Middlesex; 
David E. Jones, Cardiff and St. Bart.’s; James T. Jones, Guy's*: 
Mohammed Kamil, Middlesex; George W. Karunaratna, Cam¬ 
bridge and Middlesex; “Mary E. Kennedy, Cambridge ami 
London; Morris Korn, London ; John H. Le Brasseur. Cam¬ 
bridge and St. Bart.’s; Robert Lee-Michell, McGill an 1 
Middlesex; “Bessie Levin, Univ. Coll.; Charles G. Lewis, 
Birmingham and Univ. Coll.; Edmund O. Lewis, Cambridge 
and Univ. Coll.; William B. A.Lewis, Cambridge and St. Bart.’s; 
Evan T. Lloyd, Guy’s; John R. Lund, Cambridge and St. 
Thomas’s: Christopher H. Macklin, Middlesex; *E>orotb\ 
McNair, Royal Free; "Henrietta A. C. Main, St. Mary’s; Sytre 
E. J. Miedeina, Amsterdam and St. Bart.’s; "Sybil G. Mocatta. 
St. Mary’s; John C. R. Morgan, Westminster; Bertrams.Nis^c, 
London; Geoffrey Noott, Guy’s; Montague M. Ostrowick, Edin¬ 
burgh ; Rupert J. Parry, Univ. Coll.; Eric F. Peck, Liverpool 
and St. Bart.'s; Frederick A. Phillipps, St. Thomas’s ; “Marjorie 
Pierce and “Cassie Ethel Pratt, Royal F*ee; William S. 
Ratnavale, Calcutta and London ; Howard L. R&yner, Oxford 
and King's Coll.; Andrew McKie Reid, Liverpool: John 
Reith, Oregon and Univ. Coll.; “Edith M. Rooke, Royal Free; 
Frederick M. Rossiter, Michigan, Rush, Penn., and Univ. Coll.; 
Charles I. Schiff, London; Carl G. Schoneboom, Groningen and 
St. Bart.’s; "Margaret Scott-Moncrieff, Univ. Coll.: George 
Selvaratnam Sinnatamby, Ceylon; Henry L. Slaughter, St. 
Thomas's; “Elfrida E. A. Spencer, Charing Cross; Harold E. 
Suter, St. Mary’s; Edward Tagoe, Cambridge and Univ. Coll.; 
Harold B. Taylor, St. Mary’s; Horace W. Taylor, Manchester; 
Clement P. Thomas, Westminster; Eric W. C. Thomas 
St. Bart.’s; Bernard W. Thompson, Cambridge and St. B&rt.’s; 
Frederick H. W. Tozer and John P. Traylen, London; 
Frances I. G. Tweedie, Cambridge and St. Thomas’s; 
William G. D. H. Urwick, St. Bart.'s; “Mary G. Vaughan, 
King’s Coll.; Horace S. Ward, Leeds: “Mildred Warde and 
Joan M. R. Warwick, Royal Free; Joseph F. Weakley. 
Univ. Coll.; Robert A. Webb, Johns Hopkins and Middlesex; 
“Agnes E. Westwood, St. Mary’s; Henry L. Willey, Cambridge 
and St. Thomas’s; David C. Williams, London; and 
“Constance M. Willis, St. Mary’s. 

* Under the Medical Act, 1876. 

Literary Intelligence.— Messrs. William Hodge 
and Go. will shortly publish in the well-known series of 
Notable British Trials a volume dealing with the case of 
Burke and Hare, edited by Mr. William Longhead. 

London Hospital Medical College.—T he 
Schorstein memorial lecture will be delivered by Dr. A. G. 
Gibson on Friday, June 3rd, at 4 p.m., in the anatomical 
theatre of the College. The subject will be Chronic Inflam¬ 
matory Diseases of the Spleen. Members of the profession 
are invited to attend. 

Royal Institution.—A general meeting of the 
members of the Royal Institution was held on May 9th, Sir 
James Crichton-Browne, treasurer and vice-preside*nt, in the 
chair. Sir J. J. Thomson was elected honorary professor of 
natural philosophy, and Sir Ernest Rutherford professor of 
natural philosophy. The Friday evening discourse on 
May 20th will be delivered by Professor E. H. Starling. 
F.R.S., on the Law of the Heart. 

Queen’s Hospital for Children.—A course of 

post-graduate lectures, free to practitioners and students of 
medicine, has been arranged for May and June and will be 
held in the board room of the hospital, Hackney-road. 
Bethnal Green, London, E. The first lecture will be* given 
on Thursday, May- 19th, at 4 p.m., by Mr. B. Whitchurch 
Howell, the subject being the Principles of Orthopaedic 
Surgery (illustrated by cases). Subsequent lectures will be 
announced in our Medical Diary. 

Federation of Medical and Allied Societies.— 

A large number of acceptances have been received for the 
annual dinner of the Federation at the Cafe Royal on 
Thursday, May 26th. Dr. Addison, the first Minister of 
Health, and his successor, Sir Alfred Mond, have both 
accepted invitations to be present. As Monday, May 23ni. 
is the last day on which applications for tickets, price 
12*. 6 d., exclusive of wine, can be received, members of the 
medical ^profession are asked to make early application, 
stating whether they wish to bring any guests and enclosing 
a remittance. 

Donations and Bequests. — Sir John O. S. 

Thursby, of Burnley, left £5000 to the Burnley District 
Nursing Association and £2500 to the Victoria Hospital. 
Burnley.—Under the will of the late Mrs. Julia Norman, of 
Brunswick-terrace, Hove, who has left an estate of the value 
of £36,147, with net personalty £17,396, the testatrix divides 
the bulk of her property between the Putney Hospitai. 
Lower Common, Putney, and the Royal hospital for 
Incurables, Putney Heath. 
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General Medical Council. — The summer 
session of the Council will commence at 2 p.m. on Tuesday, 
May 24th, when the President, Sir Donald MacAlister, will 
take the chair and give an address. The Council will con¬ 
tinue to sit from day to day until the termination of its 
business. 

Medical Society op London.— Lord Dawson 
of Penn will deliver the annual oration on Monday, 
May 23rd, at 9 p.m., on “The Colon and Colitis.” A con¬ 
versazione will follow the oration. 

Aberdeen University Club, London—T he 
bi-annual dinner of the club is to be held on Thursday, 
May 19th, at 7.30 p.m., at the Criterion Restaurant, Professor 
•J. A. MacWilliam in the chair. The secretary. Dr. W. A. 
Milligan, 11, Upper Brook-street, W. 1, will be glad to hear 
from any Aberdeen graduates who would like to be present. 

Liverpool Medical Institution War Memorial. 
On May 11th the Bishop of Liverpool unveiled a tablet, the 
gift of the ex-President, Mr. W. Thelwall Thomas, in 
memory of members and associates of the Liverpool Medical 
Institution who gave their lives in the Great War. 

West Kent Medico-Chirurgical Society.—I t 
is proposed to resume the annual dinner of the Society this 
year in June, but the dinner will not be held unless at least 
20 members signify their intention to be present. Members 
who would like to attend are asked to communicate not 
later than May 27th with the hon. secretary, Dr. C.J.B. 
Buchan, 326, Brownhill road, Catford, London, S.E.6. 

The Retreat (Mental Hospital), York.— Dr. 
Bedford Pierce is resigning his position as medical super¬ 
intendent of this hospital at the end of the year, after nearly 
30 years’ service. The committee of management have 
appointed as his successor Dr. Henry Yellowlees, at present 
the senior physician and deputy physician-superintendent of 
the Royal Edinburgh Asylum, Morningside. 

Friends’ Emergency and War Victims’ Relief 
Committee.— The seventh report, just issued, .covers the 
period from April 1st, 1920, to the end of March, 1921. In 
Austria, Poland, Germany, and Russia distress has been 
helped by the distribution of clothing and food, grants in 
kind to children’s institutions, the importation of cows to 
increase the milk-supply for under-nourished children, by the 
feeding of students and the sale of clothing at reduced prices 
to impoverished middle-class people, and in other ways. In 
France the work has been closed down, but the Maison 
Maternelle de la Marne, the only institution in France 
devoted to the health and convalescence of mothers and 
babies, remains as a memento of the Committee’s work. 
The total expenditure of the Committee for the year 1920- 
1921 was £700,000, the expenses for administration amount¬ 
ing to £18,500, or 2*67 per cent., a very modest figure. The 
address of the Relief Committee is 27, Chancery-lane, 
London, W.C.2. _ 


URBAN VITAL STATISTICS. 

Irish Towns (Week ended April 30th).—The 141 deaths in 
Dublin corresponded to an annual rate of 17*4, or 1*0 per 
1000 below that recorded in the previous week, and included 
4 from infantile diarrhoea, and 1 each from measles and 
scarlet fever. The 133 deaths in Belfast were equal to a 
rate of 16*5 per 1000, and included 10 from whooping-cough. 


BOOKS, ETC., RECEIVED. 

BAiLLEfeBE, Tindael, and Cox, London. 

A Practical Medical Dictionary. By T. L. Stedman, M.D. 
6th revised ed. xii. + 1144. 42s. 

Indispensable Orthopaedics. By F. Calot. 2nd English ed. 
Translated from the French by A. H. Robinson, M.D. 
Pp. xii. + 1108. 42s. 

Aids to Chemistry. By W. Partridge, F.I.C. Pp. 280. 6s. 

Barrier Charts for Health Officers. By S. H. Dukes, M.B. 3s. 6 d m 
Bell, G., and Sons, London. 

The Accmisitive Society: An Analysis of the Deeper Causes of 
Social and Industrial Unrest. By R. H. Tawney. Pp. 242. 4s. 6 d. 
Laboratories: Their Plannings and Fittings. By Alan E. Munby, 
F.R.I.B.A. With Historical Introduction by Sir A. E. Shipley. 
Pp. 220. 25s. 

CAJffBKTDOE University Press, London. 

Side Lights on the Evolution of Man. By Karl Pearson, F.R.S. 
Pp. 27 and Plates. (Eugenics Lecture Series XIII.) 3s. 

Chi rchill, J. and A., London. 

Critical Microscopy : How to Get the Best out of the Microscope. 

By A. E. Coles, M.D. Pp. 98. 7s. 6 d. 

Regional Anatomy. By T. B. Johnston, M.B., Cli.B. Pp. 438, 
12s. 6d. 

The Formation of Colloids. By Prof. The Svedberg. Pp. 127. 7s. 
Notes on Diseases Treated by Medical Gymnastics and Massage. 
By Dr. J. Arvedson. Translated by Mina L. Dobbie, M.D. 
Pp. 280. 8s. 6d. 

A Text-book of Botany for Medical and Pharmaceutical Students. 
By J. Small, D.Sc. Pp. 681. 25s. 


Hoepli, Ulrico, Milan. 

Come Prolungare la Vita: Studio dei Mezzi per Combattere la 
Vecchiaia Precoce. Per Prof. G. Galli. Pp. xvi.-310. Legato 
L.12.50. 

Karoee, S.. Berlin. 

Die Geschlechtskrankheiten und ilire Folgen. Allgemeinver- 
Ktandliches Taschenbucli ftir Jedermann. Von Dr. med. Hans 
Burkh&rd. Pp. 87. 

Die Therapie der Placenta Pnevia. Von Prof. Dr. F. Hitschmann. 
Pp. 174. 

Ueber die Entwicklung und den Ausbau der suprasymphysiiren 
Schnittentbindung an der Universit&ts-Frauenklinik Tubingen. 
Von Dr. Emil Vogt. Pp. 115. 

Syphilis und Nervensystem : Ein Handbuch in Zwanzig Vorles- 
ungen fUr Praktische Arzte. Neurologen und Syphilidologen. 
Von Dr. Max Nonne. pp. 1019. 

Kimpton, Henry, London. 

Roentgen Interpretation : A Manual for Students and Practi¬ 
tioners. By G. W. Holmes, M.D., and H. E. Buggies, M.D. 
2nd ed., revised. Pp. 228. 18s. 

La Nouvklle Revue, Paris. 

L'Example de Florence Nightingale. By M. C. D. Morris. Pp. 14. 
Lewis, H. K., London. 

Types of Mental Defectives. By M. W. Barr, M.D., and E. F. 
Maloney, A.B. Pp. x. + 180. 16s. 

Lippincott, J. B., Company, London and Philadelphia. 
International Clinics. Edited by H. R. M. Landis, M.D., and 
Others. Vol. IV., Thirteenth Series. 1920. Pp. 309. 

Publications from the Dermatological Research Laboratories of 
Philadelphia. Vol. II., 1920. (Collected Reprints.) 

Livingstone, E. and S., Edinburgh. 

A Text-book of Medical Jurisprudence and Toxicology. By 

J. Glaister, M.D. 4th ed. Pp. 902. 30s. 

A Manual of Surgical Anatomy. By C. R. WTiittaker, F.R.C.S. Ed. 
3rd ed. Pp. 430. 15s. 

Longmans, Green, and Co., London, New York, and India. 
Relativity: The Electron Theory and Gravitation. By E. 

Cunningham, M.A. 2nd ed. Pp. 148. 10s. 6d. 

The Rhythmic Dance Book. By Margaret Einert. Pp. 96. 4s. 6 d. 
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A. —Adelaide, Central Board of London Hospital Medical Col- 
Health, Chairman of: Dr. E. E. lege. Sec. of; Dr. A. Lama, 
Atkin, Lond.; Auxiliary Royal j Bologna. 

Army Medical CorpB Funds, j M.—Dr. J. A. Murray, Lond.; Mr. 
Lond.. Sec. of. < A. S. Matthews, Bath ; Ministry 

B. —Lt.-Col. Sir J. Barrett, Mel- ! of Health, Lond.; Medical 
bourne; Dr. A. Balfour, Port Institution, Liverpool; Dr. J. 
Louis, Mauritius; Mr. W. V. Manoukbine, Paris; Dr. H. E. 
Ball, Lond.; Dr. H. Barwell, Mackenzie, Leeds; Meteorolo- 
Lond.; Messrs. P. Blakiston's gical Office, Lond. 

Son and Co., Philadelphia; IN.—National Housing and Town 
Mrs. B. S. Barnes, Barnard Planning Council, Lond.; New 
Castle; Mr. P. Braybrooke, ! York Academy of Medicine, 
Surbiton. Health Committee of; National 

C. —Dr. C. Coombs, Bristol; Mr. Council for Combating Vene- 
C. H. Carroll, Lond.; Mrs. A. B. , real Diseases, Lond.; Marquess 
Cunning, Lond.; Mr. W. F. 1 of Northampton, Lond. 

Cooper, Lond.; Dr. P. J. Cam- i P.—Dr. J. J. Paterson, Maiden- 
midge, Lond.; Miss C. M. head; Mr. C. Payne, Notting- 
Cowdroy, Lond.; Chadwick ham; Dr. V. Pauchet, Paris; 
Trust, Lond.; Central Midwives Dr. B. T. Parsons-Smith, Lond. 
Board, Lond., Sec. of; Dr. H.P. ' Q. —Queen’s Hospital for Chil- 
Cholmeley, Forest Row; Dr. dren, Lond. 

F. J. H. Coutts, Lond. , R.—Mr. F. Robertson, Nuneaton; 

D. —Dr. V. Dickinson, Lond.; Dr. Royal Society, Lond.; Dr. J. D. 

M. L. Dave, Botad, India; Mr. Rolleston, Lond.; Royal Society 
J. Douglas, Glasgow; Dorland of Tropical Medicine and 
Agency, Lond. 1 Hygiene, Lond., Sec. of; 

E. — Lt.-Col. R. H. Elliot, Lond. | Royal Free Hospital, Lond.; 

F. —Federation of Medical and Royal Institution of Great 
Allied Societies, Lond., Sec. of; 1 Britain, Lond.; Prof. S. Russ, 
Friends’ Emergency and War Lond. 

Victims Relief Committee, 8.—Mrs. Scharlieb, Lond.; Prof. 
Lond.; Dr. J. G. Forbes, Lond. I J. S. B. Stopford, Manchester; 
0.—Dr. G. Graham, Lond.; Lord : Savoy Hotel Laundry, Lond., 
Gorell, Lond.; Mr. J. Galt, Manager of; Messrs. Sharland 
Hull; Dr. P. Gully, Leysin; i and Co., Lond.; Prof. W. 
Mr. H. Gilford, Reading. Stirling, Manchester. 

H.—Mr. H. W. Hardy, Lond.; T.—Mr. C. L. Tweedale, Weston; 
Mr. C. E. Hecht, Lond.; Messrs, i Dr. F. Thomson. Lond.; Dr. 
William Heinemann (Medical I J. M. Taylor, Philadelphia. 
Books), Ltd., Lond.; Dr. A. F. U.—University of London, Prin- 
Hurst, Windsor Forest; Dr. B. [ cipal Officer of; University of 
Hood, Lond.; Harveian Society, | Bristol. 

Lond.; Dr. W 7 . J. Howarth, I V.—Dr. S. G. Vinter, Torpoint. 
Lond.; Mrs. A. E. Hornibrook, I W.—Mr. A. J. Walton, Lond.; 
Lond.; Mr. A. H. Hutton, Cook- Dr. H. M. Woodcock, Walton- 
ridge; Dr. J. I. Halstead, on-Tbames; Dr. W. H. Wynn, 
Burnley; Messrs. W 7 . Hodge 1 Birmingham; West London 
and Co., Edinburgh. Hospital Post-Graduate Col- 

L—Indian Medical Service, Offl- lege; W r est Kent Medico-Chir- 
cers of, Lond.; Illuminatino tirgical Society, Lond., Hon. 
Engineer, Lond. ! Sec. of; Dr. J. Walker, Lond.; 

J. — Journal of the American \ Mrs. I. W'atson. Shore; Dr. 
Medical Association, Chicago, j E. W. A. Walker, Oxford; Dr. 

K. —Dr.T.R.Kenworthy,Shipley; R. R. Walker, Lochgilphead; 

Dr. W. H. Kesteven, Kingston Dr. G. Ward, Sevenoaks; Dr. 
Hill. E. H. W 7 orth, Lond.; Messrs. 

L. —Dr. C. Lillingston, Gorleston; W'atson and Sons, Lond.; Mr. 
Dr. H. E. Littledale, Charing; C. H. W 7 hiteford, Plymouth. 
London Lock Hospital, Sec. of; i Y.—Mr. C. Yeomans, Sheffield. 

Communications relating to the editorial business should 
be addressed exclusively to the Editor of The Lancet, 
423, Strand, London, W.C. 2. 
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SOCIETIES. 

ROYAL SOCIETY OF MEDICINE. 1, Wimpole-street, W. 
MEETINGS OF SECTIONS. 

Wednesday. May 18th. 

SECTION OF HISTORY OF MEDICINE: at 5 p.m. 

Annual General Meeting—Election of Officers and Council for 
1921-1922. 

Paver: 

Dr. Charles G. Cumston (Geneva): A Brief Historical Summary 
of the Treatment of Trachoma, with Special Reference to 
the Arabian School and the Writings of Ali-Ibu-el-Aissa. 
SECTION OF SURGERY: at 5.30 p.m. 

Annual General Meeting—Election of Officers and Council for 
1921-1922. 

Exhibition : 

There will be an exhibition of Specimens of Interesting Diseases 
and Tumours of Bone. 

Thursday, May 19th. 

SECTION OF DERMATOLOGY: at 5 p.m. (Cases at 4.30 p.m.) 
Annual General Meeting—Election of Officers and Council for 
1921-1922. 

Cases : The following will be shown by— 

Dr. Stowers: Effect of Brass Paste in the Treatment of a Case 
of Tuberculosis of the Skin. 

Dr. H. W. Barber: (1) Epidermolysis Bullosa; (2) Multiple 
Rodent Ulcer; (3) Diphtheroid Infection of the Skin. 
Friday, May 20th. 

SECTION OF OTOLOGY; at 5 p.m. 

Annual General Meeting—Election of Officers and Council for 
1921-1922. 

Demonstration: 

Mr. J. S. Fraser: Demonstration on the Pathology of Deaf-Mutism. 
Paver: 

Mr. F. J. Cleminson: Sinusitis in Children. 

Specimens: 

Mr. Harry Brook: Exhibition of Casts of Congenital Mal¬ 
formations of the Ear and Artificial Ears. 

SECTION OF ELECTRO THERAPEUTICS : at 8.30 P.M. 

Annual General Meeting—Election of Officers and Council for 
1921-1922. 

In consequence of the present industrial unrest the Council 
has decided not to hold the usual dinner this year. Instead of 
this there will be a clinical evening of an informal nature. The 
subject for discussion will be “The Stomach," opened by the 
President and Dr. Knox. There will also be a demonstration of 
the Potter-Bucky Diaphragm. 

Any Member desirous of taking part in the discussion or who 
wishes to show skiagrams, Ac., is requested to give notice to the 
honorary secretary, Dr. Stanley Melville, 9, Chandos-street, W. 1, 
at as early a date as possible. 


ROYAL SOCIETY OF TROPICAL MEDICINE AND. HYGIENE, 
at 11, Chandos-street, Cavendish-square, W. 

Friday. May 20th.—7.45 p.m., Microscopic Demonstrations. 
8.15 p.m.. Papers:—Lieut.-Col. H. Kirkpatrick, I.M.S. (retd.): 
Some Points on Trachoma. Dr. C. H. Marshall: A New 
Method of Treatment of Human Trypanosomiasis. Mr. C. 
Fran q a: An Early Portuguese Contribution to Tropical 
Medicine. _ 


LECTURES, ADDRESSES, DEMONSTRATIONS, Ac. 

WE8T LONDON POST-GRADUATE COLLEGE, West London 
Hospital, Hammersmith, W. 

Tuesday, May 17th.—10 a.m.. Dr. Robinson: Gynaecological 
Operations and Visit to Wards. 2 p.m., Mr. Banks Davis: 
Diseases of the Throat, Nose, and Ear. Dr. Morton: X Ray 
Department. Dr. Pernet: Skin Department. 5 p.m.. 
Lecture :—Dr. Burnford : Infective Endocarditis. 

Wednesday.— 11 a.m., Mr. MacDonald: Demonstration of Cysto¬ 
scopy. 2 p.m., Mr. Gibb : Eye Department. Mr. D. Armour: 
Visit to Surgical Wards. 5 p.m., Lecture :— Dr. Owen: The 
Treatment of Nephritis. (II.) 

Thursday.—10.30 a.m. , Dr. Simeon : Gynaecological Demonstra¬ 
tion. 12 noon. Dr. S. Pinchin: Disease of the Heart. 2 p.m., 
Mr. B. Harman: Eye Department. Mr. Baldwin: Ortho¬ 
paedic Department. 5 p.m., Special Lecture:—Sir R. 
Armstrong-Jones: The Analysis of Mind and the Value of 
Psychothorapy (open to all medical practitioners). 

Friday.— 10 a.m.. Dr. G. Stewart: Neurological Demonstra¬ 
tion. 12.15 p.m. . Dr. Burnford: Applied Pathology. 2.30 p.m., 
Mr. Addison: Visit to Surgical Wards. Dr. Pritchard: Visit 
to Medical Wards. 5 p.m.. Lecture:—Mr. MacDonald: Sexual 
Disabilities in the Male. 

Saturday.—10 a.m.. Dr. A. Saunders: Medical Diseases of 
Children. 2 p.m., Dr. Owen: Medical Out-patients. Mr. 
Sinclair: Surgical Out-patients. 

Daily:— 10 a.m. Ward Visits. 2 p.m.. In-patient, Out-patient 
Clinics and Operations. 

NATIONAL HOSPITAL FOR THE PARALYSED AND 
EPILEPTIC. Queen-square, W.C. 1. 

MEDICAL SCHOOL. 

Tuesday, May 17th.—2 p.m., Out-patient Clinio: Dr. Grainger 
Stewart. 3.30 p.m.. Dr. Risien Russell (Lecture Room): 
Demonstration of Cases. 

Thursday. May 19t-ii.—: 2 p.m., Out-patient Clinic: Dr. Farquhar 
Buzzard. 3.30 p.m.. Lecture Mr. Scott: Investigation of 
Cases of Vertigo. 

Friday, May 20th.—2 p.m.. Out-patient Clinic: Dr. Gordon 
Holmes. 3.30 p.m., Lecture Dr. Grainger Stewart: Spinal 
Caries. 

Fee for Post-Graduate Course £1 Is. C. M. Hinds Howell, Doan. 


LONDON HOSPITAL MEDICAL COLLEGE (University of , 
London), Turner-street, Mile End, E. 

Courses of Lectures:— J 

A Course of Fourteen Lectures on Psycho-Neuroses, to be given ' 
by Dr. M. Culpin in the Clinical Theatre of the Hospital. Open 
to Students of the Hospital and to Members of the Profession. 

Tuebday, May 17th.— 5.15 p.m.. Lecture V.:— Conflict anl 
Repression. 

Friday.— 5.15 p.m.. Lecture VI.:—Symbolism; Displacement of 
Affect. 

Advanced Lectures in Physiology, to Students of the University ; 

and to others interested in the subject. 

A Course of Eight Lectures on Reception of Sensory Stimuli, % 
be given by Prof. H. E. Roaf in the Physiology Theatre. 

Thuksday.— 4.30 p.m.. Lecture II. 1 

BT. BARTHOLOMEW S HOSPITAL (University of London . 
West Smithfleld, E.C. 

A Course of Eight Advanced Lectures in Physiology, to be given i 
in the Physiological Laboratory, to Students of the Univemty < 
and others interested in the subjeot. 

Tuesday, May 17th.—4.30 p.m.. Lecture m.:—Dr. J. Barcrof:: ' 
Alpinism. ■ 

LONDON (ROYAL FREE HOSPITAL) SCHOOL OF MEDICIM5 1 
FOR WOMEN (University of London), Hunter-street, W.C. d 
Post-Graduate Course of Instruction in Treatment of Venereal < 
Diseases. 

A Course arranged by the London (Royal Free Hospital) Scho.il s 
of Medicine for Women, the Royal Free Hospital, the Elizabeth 
Garrett Anderson Hospital and the London Lock Hospital, for 
the instruction of qualified medical women in the Treatment 
of Venereal Diseases. The Course will extend over two week* 

Tuesday, May 17th.—10 a.m., Introductory Lecture—Mr. J. F..R. 
McDonagh: Some Aspects of the Venereal Problem at 
8, Hunter-street, W.C.) 2 p.m., Mr. C. Gibbs: Clinical 

Demonstration and Visit to Wards (at the Female Lx’k 
Hospital, Harrow-road). 6.30 P.M., Dr. Ruth Balmer: Out¬ 
patient Cliniques for Women and Children (at the Elizabeth 
Garrett Anderson Hospital, 144, Euston-road, N.W.) 

Wednesday.—11 a.m., Dr. D. Thomson: Pathological Lecture 
and Demonstration (at the London Lock Hospital, 91, Deas- 
street, W.) 3.30p.m., Mr. J. E. Lane: Clinical Demonstration 
by and Visit to Wards and Out-patient Department (at the 
London Lock Hospital. Harrow-road). 

Thursday.— 2 p.m., Mr. J. E. R. McDonagh : Clinical Demon¬ 
stration by and Visit to Wards (at the London Lock Hos¬ 
pital, Harrow-road). 5 p.m., Mrs. Rorke. M.B.: Injections 
(at the Royal Free Hospital, Gray’s Inn-road). 

Friday.— 10 a.m., Mrs. Rorke, M.B.: Treatment Ante-natal 
Cases (at the Royal Free Hospital). 5 p.m., Mr. J J- 
Abraham: Clinical Demonstration, Injections, and Out¬ 
patient Clinique for Women and Children (at the London 
Lock Hospital, 91, Dean-street, W.). 6.30 p.m., Dr. Until 
Balmer: Out-patient Cliniques for Women and Children 
(at the Elizabeth Garrett Anderson Hospital). 

TAVISTOCK CLINIC FOR FUNCTIONAL NERVE CASES. 
51, Tavistock-square, W.C. 

A Course of Ten Lectures on Elementary Psychotherapy. tu he 
given by Dr. H. C. Miller, at the Kingsway Hall, Kings way, W.C 

Friday, May 20th.—5.15 p.m., Lecture III.- Conscious Menul 
Methods; Persuasion; Suggestion;Hypnosis; Faitb-heaiiiU 
Quackery. 

INSTITUTE OF PATHOLOGY AND RESEARCH. St. Man * 
Hospital, in the Lecture-room of the Bacteriological Department 
A Course of Lectures on Pathological Research in its Relation to 
Medicine, open to all Members of the Profession and Student*. 

Thursday, May 19th.—4.30 p.m.. Dr. H. H. Dale: Anapbylati* 
and Immunity. 

CHADWICK PUBLIC LECTURE, in the Lecture Room, Medici' 
Society of London, 11, Chandos-street, Cavendish-square, W. 

Thursday, May 19th.—5.15 p.m.. Dr. W. Hunter: Fevers in 
England—their Prevention and Control, with Special Refer 
ence to the Effects of Public Health Acts (1848-191^ 
Lecture III., Period 1891-1920—Compulsory' Notification »nu 
Isolation. 

ROYAL INSTITUTION OF GREAT BRITAIN. Albemarle-streeti 
Piccadilly, W. 

Friday, May 20th.— 9 p.m.. Discourse;—Prof. E. H. Starling: T-> 
Law of the Heart. 

MANCHESTER FRENCH HOSPITAL POST-GRADUATE LEC 
TURES, 24, Acomb-street, Whitworth Park. 

Special Course of Lectures in Gynaecology. 

Wednesday, May 18th.—11 a.m., Demonstration Operations. 

Thursday.-^4.30 p.m.. Lecture VI.:—Dr. A. C. Magian: Parasi'.^ 
of the Genital Tract. 


THE LANCET: SUBSCRIPTION RATES. 


(One Year .£2 2 0 
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(Three Months.0 10 6 

(One Year .£2 10 0 

Abroad ^ Six Months .15 0 
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Subscriptions may commence at any time, and are p»y» ble 
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Westminster and Parr’s Bank. Covent Garden Branch ” 
should be made payable to the Manager, Mr. Charles Good. 
The Lancet Offices, 423 Strand. London, W.C. 2. 
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Books and Publications . 
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OUTLINE OF A 

SCHEME TO FINANCE THE VOLUNTARY 
HOSPITALS OF LONDON. 

By W. McAdam Eccles, M.S., M.B., F.R.C.S. 

The committee appointed by Dr. Addison to look into and 
report on the finances of the voluntary hospitals strongly 
urged 1 the retention of the voluntary system of finance and 
management. King Edward’s Hospital Fund for London 
has come to the same conclusion, 2 and with this two-fold 
decision most of the lay authorities and medical staffs of 
the hospitals concerned" agree. The problem, therefore, is 
how to maintain voluntary contributions so that voluntary 
management may remain. 

In 1920,113 London general and special voluntary hospitals 
spent nearly £3,000,000, while their income fell short of this 
by some £500,000. With this deficit unchecked the road to 
bankruptcy is sure. Since 1911 these voluntary hospitals 
have been treating without payment as in-patients persons 
insured under the National Health Insurance Acts. Mean¬ 
while the approved societies have been accumulating funds, 
possibly amounting to £7,000,000. Lord Cave’s Committee 
suggested that some of this accumulation should be dis¬ 
bursed in grants to the voluntary hospitals, but it is doubtful 
whether the approved societies could or would part with 
the money in this manner. The societies are, however, 
desirous of providing extra “benefits ” for their members. 

Wider Application of the Sussex Scheme. 

In January of this year a scheme devised by Dr. Gordon 
Dill of Brighton was started in Sussex and is proving 
remarkably successful. Its application to London, and 
possibly to the whole of England, is now under consideration. 
In brief, it is as follows: All those whose incomes do not 
exceed £250 a year can become members by subscribing £1 
per annum (equivalent to 4*6J. per week); a married couple 
without children, whose combined income does not exceed 
£400 a year, can both be members for the subscription of 
£1 10*. for the two; and married persons with children 
under 16 years of age, whose combined income does not 
exceed £500, can themselves and their children all become 
members for an inclusive subscription of £2. For this 
yearly voluntary subscription the following facilities are to 
be arranged 

1. Consultations in the patients’ own homes, when too ill 
to leave them. Consultations separate from other patients 
at the cooperating hospitals. 

2. A motor ambulance service. 

3. In-patient hospital maintenance and treatment. 

4. Dental treatment. 

5. Laboratory investigations, X ray, electrical, and 
massage treatment. 

6. Nurses’ services in the homes. 

Access to all the facilities will be available only on 
the application of the patient’s own general practitioner, 
and with the approval of the members of the hospital staff 
concerned. 

Budget as Applied to Tendon. 

It is estimated that in the area of the Metropolitan and 
City Police districts there are some 5,000,000 persons, men, 
women, and children to whom the scheme applies. If all 
these ioined as individuals, married persons, or families, the 
resulting income would be about £3,000,000 per annum. If 
is a basis for calculation it is assumed that sufficient persons 
oin to produce an income of £1,200,000 this might be allotted 
is follows:— 

£ I £ 

hospitals, 52/80(including I Visiting consultants, 8/80 120,000 

25 per cent, to medical Administration, 3/80 ... 45,000 

staff fund. £195,000) ... 780.000 Reserve, 9/80 . 135,000 

-00 nurses, 6/80 . 90,000 - 

O ambulances, 2/80 . 30,000 £1,200,000 

From these figures it will be seen that— 

(1) The hospitals would receive £585,000 net, or £85,000 
>ver and above their deficit in 1920. 

(2) The medical staff fund would amount to £195,000, which 
von Id be administered in any way the staffs attached to the 
lospitals determined. From part of this comparatively large 
und a really well-organised post-graduate medical school in 
.ondon might be financed. 

1 Interim Report, March 8th, 1921. 

2 I nterim Report of the King’s Fund Policy Committee, April 12th, 
921. 


(3) 500 nurses at £180 each per annum could be provided. 

(4) 30 motor ambulances, each provided with two skilled 
men and costing £1000 per annum, could be at the service of 
the general practitioner and the hospitals. 

(5) 38,000 consultations in the patients’ own homes at £3 3*. 
could be provided for. 

(6) The cost of administration and reserve contingencies 
are well covered. 

The Advantages of the Scheme. 

Great advantages lie in the scheme, some of which may 
be mentioned—namely, (a) to the prospective patient: (1) Pro¬ 
vision made during health ; (2) free consultations at home; 
(3) no payment for hospital maintenance or treatment 
during illness; (4) freedom for almoner’s investigation; 
(5) dental treatment; (6) ambulance service; (7) the feeling 
of satisfaction that his subscription is of help to others less 
fortunate. 

(b) To the hospiud: (1) Maintenance of the voluntary 
system, both of income and management; (2) an adequate 
income ; (2) freedom from necessity of making appeals. 

(c) To the general practitioner : (1) All the arranged facilities 
will be obtainable only through the general practitioner; 

(2) much saving of anxiety by being able to arrange a con¬ 
sultation free of charge; (3) can maintain more direct 
contact with his patient; (4) can obtain promptly many 
facilities hitherto difficult or costly to procure. 

(d) To the consultant members of the medical staff of the 
voluntary hospitals: (1) A medical staff fund of 25 per cent, 
of the money received by the hospital; (2) a fund from 
which consultants will be paid for consultations at patients’ 
own homes; (3) more direct relationship with general 
practitioners. 

(e) To the nation : (1) The maintenance of the voluntary 
system; (2) the prompter treatment of cases of serious 
illness needing in-patient hospital treatment, with corre¬ 
sponding saving of life and shortening of convalescence; 

(3) the maintenance of a supply of clinical material for 
medical and nursing education in the schools. 

Some Objections to be Met . 

8ome cogent objections have been levelled at the scheme. 
The first is that it would not be successful because there is 
not enough inducement to make a sufficient number join to 
produce at least £1,200,000 a year. This may be answered 
by stating that the facilities offered are greater than those at 
present obtainable, and all these facilities will be obtained 
free at the time required. Further, the voluntary hospitals 
may have to say in the future that they can only treat 
without payment the really necessitous poor and members 
of the scheme. 

Secondly , it may be thought that if the scheme is successful 
it would greatly diminish the number of the ordinary 
voluntary and other subscriptions. This would probably be 
true, but the gain in income would completely counter¬ 
balance this loss, and the more so the greater the success of 
the scheme. If £3,000,(XX) came in from subscribers to the 
scheme this would cover the whole of the yearly cost of the 
hospitals in London. Again, it is stated that if*the scheme 
is successful it would necessitate additional beds, but if 
successful to this extent there would be money enough to 
provide the extra accommodation. 

And, lastly, it is argued that the cost of running the 
scheme would be great. This is true, but not a penny of it 
would fall upon the hospitals, and the greater the success of 
the scheme the less proportionately would be the cost of 
administration. 

No scheme put forward appears to have all the merits of 
this particular one conceived by Dr. Gordon Dill. If a 
success, it would be a tremendous.boon; if a failure, it can 
hardly leave the voluntary hospitals worse off than they 
are. The approval and cooperation of the lay authorities of 
the hospitals, the medical staffs, the general practitioners, 
the approved societies, and the persons who may need the 
facilities should ensure the abundant success of the scheme. 

PUBLIC HEALTH OF SEYCHELLES. 

In his report for 1919 the Governor, Sir Eustace 
Fiennes, states that the population of the colony is 
now estimated at 24,653. The birth-rate for the year 
was 25*19 and the death-rate 16*84 per 1000. There was 
an epidemic of influenza which affected the majority of 
the population and caused 115 deaths. There was also an 
epidemic of dengue fever. It was noticed that the number 
of cases of lobar pneumonia had considerably increased. 
During the year the lepers were brought from Round 
Island, Prasfin, 35 miles away, to Round Island, Mahe, 
where they are now comfortably housed in good quarters 
and are well cared for, the doctor making regular visits to 
the island. The in-patients treated at Victoria Hospital in 
1919 numbered 723, and 4739 persons were treated at the 
dispensaries. The rainfall was considerably higher than in 
1918, being 101*03 inches ; rain fell on 135 days. 
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THE STABILITY AND INFLUENCE OF THE ANTI¬ 
SCORBUTIC VITAMIN. 

The vulnerability of the anti-scorbutic vitamin has been 
the subject of many researches, and recently this question 
has attracted considerable attention in the United States. 
In 1918 M. H. Givens and H. B. McGlugage showed that the 
raw tomato is an efficient antiscorbutic agent, that this 
fruit can be subjected to a temperature of 55°-60° C. for 
14-24 hours, or 35-40° C. for 36-44 hours and still retain a 
considerable content of its antiscorbutic vitamin, and that 
this treated material is still potent after three months ageing. 
A. F. Hess at the same time proved that canned tomatoes 
are effective as antiscorbutic agents for children and 
guinea-pigs even if canned for a year, so that their 
antiscorbutic value does not diminish appreciably by 
ageing. Feeding experiments on guinea-pigs determined 
the effect of heat and age upon the antiscorbutic acces¬ 
sory. It was found that guinea-pigs are protected 
against scurvv by daily doses of 2-5 g. of fresh raw 
tomatoes ; by 10 g. of fresh raw tomatoes heated one hour at 
100° C.; by 2 g. of dried tomatoes heated 15 minutes at 
100 G.; by 10 g. of tomatoes canned at 15 pounds pressure for 
30 minutes; by 3 c.cm. of commercial canned tomatoes 
three years old ; and by 10 g. of commercial canned tomatoes, 
three years old, cooked 15 minutes at 100° C. The same 
observers, with E. G. van Horne, investigated at the 
University of Rochester the antiscorbutic property of raw, 
dried, and cooked apples and bananas, the two fruits most 
generally consumed in the United States by healthy adults, 
children, and, indeed, by the sick. An attempt to deter¬ 
mine quantitatively their antiscorbutic potency in the raw 
and in the cooked form was made by feeding guinea-pigs on 
a basal diet adequate in all respects except the antiscorbutic 
vitamin, with the result that a dose of 10 g. per diem of 
raw apples or of bananas was found to protect a guinea- 
pig against scurvy for three months. On the other hand, 
an equivalent amount of these foods cooked at 100° C. 
for 15 minutes or dried at 55°-60° C. (with the exception of 
dried apples, which showed some antiscorbutic potency) or 
dried at 55°-60°C. and cooked for 15 minutes at 100° C., will 
not protect the animals against scurvy. The researches of 
A. F. Hess and L. J. Unger on the destruction of the anti¬ 
scorbutic vitamins by oxidation were recalled in The Lancet 
of last week. 

The pathogenesis of deficiency disease opens up a very 
wide subject, and the relation of the scorbutic condition to 
certain of the endocrine glands has been the subject of 
various investigations. We have already referred 1 to certain 
observations of V. La Mer and H. L. Oampbell on changes 
in organ weight produced by diets deficient in antiscorbutic 
vitamin, more especially a pronounced increase in weight 
of the adrenal glands. ’ These observers do not appear to 
have paid special attention to the histo-pathological changes 
occurring in guinea-pigs fed on a scorbutic dietary, but they 
confirm the earlier observations of R. McCarrison, who 
lias published several papers on the pathogenesis of 
deficiency disease, not the lease interesting of which 
is No. IV., on the Influence of a Scorbutic Diet on 
the Adrenal Glands, illustrated with several plates.' 2 
McCarrison showed that a scorbutic diet gives rise in 
guinea-pigs to (1) an increase in size and weight of these 
glands; (2) a marked diminution in their adrenalin content, 
causing pronounced depreciation in their functional 
capacity; (3) haemorrhagic infiltration around the peri¬ 
phery of the adrenal cortex; (4) degenerative changes in 
the cellular elements of the cortex and medulla. The 
impairment of adrenal function occurs before clinical 
evidence of scurvy becomes manifest. It is clear that 
we are still far from a full knowledge of the far-reaching 
effects of any one single vitamin in metabolic activity, and 
much spade-Work will have to be done before the relation 
of vitamins to endocrine glands are laid bare. 

CAMBRIDGE MICROTOMES AND RECORDING 
THERMOMETERS. 

List No. 182 of the Cambridge and Paul Instrument 
Company, Ltd. (45, Grosvenor-place, London, S.W. 1), 
describes three types of Cambridge microtomes manu¬ 
factured to meet the requirements of many different classes 
of work. A new universal microtome offers the advantages 
of ease of manipulation, rigidity, and continued accuracy, 
even after considerable wear, which are characteristic of 
the “rocker,” with the additional advantage that it cuts 
Mat sections. It is capable of cutting sections from objects 
embedded in paraffin or celloidin, or from certain non- 
embedded objects. Ribbons of sections can be obtained 
from paraffin-embedded objects. The rocking microtome 
differs only in miuor details from the patterns of previous 
years. It remains a favourite instrument for cutting 


1 The Lakckt, Fob. 19th, 1921. p. 395. 

2 The Indian Journal of Medical Hesearch, vii., 1919. 


sections of paraffin-embedded objects, and with it long 
ribbons of uniform sections can be produced with eas* 
and rapidity. The freezing microtome is designed for 
cutting sections of tissues during the progress of surgical 
operations. 

List No. 183 describes instruments designed for the 
continuous registration of body temperatures, developed a- ; 
a result of the work of Sir G. Sims Woodhead and Mr. P. C. 
Varrier-Jones, recorded in our columns (“ Investigations on 
Clinical Thermometry,” The Lancet, 1916, i., 173, 281.338. 
450, and 495). The instruments have proved reliable and j 
easy to manipulate, and of ample sensitivity for the require 
mehts of ordinary practice. The thermometers are of the 
electrical resistance type, and consist essentially of a bulb 
containing a coil of platinum wire joined by connecting 
wires to a recorder which may, if desired, be placed at a con 
siderable distance from the patient. 

MOTOR-ESEGO TRICYCLE. 

The machine here illustrated is primarily a standard 
model hand-propelled tricycle, but fitted with a petrol motor 
auxiliary unit, giving a speed of 2-15 miles per hour, and an 
invalid is able to climb hills of any grad ient. The engine is 
easily started by two or th ree motions of the hand levers, 
the hand clutch is then released, the propelling levers 



The Motor-Esego tricycle in use. 

remain stationary, and the machine is under perfect control- 
One important feature of this machine is that in the event 
of the motor not functioning for any reason the rider 
is able to propel the machine home by means of the 
hand levers. 

The machine is manufactured bv Carters Ltd., of 
125-9, Great Portland-street, London, W.l. 

THE HOMELESS CHILD FOR THE CHILDLESS 
HOME. 

Medical men are occasionally asked by those wishing to 
adopt children if they know of a suitable orphan or home 
less child, and more frequently about the chances of finding 
foster-parents for an infant whose mother cannot make a 
home for it. The responsibility of direct introduction 
of principals is often shirked, while a recommendation 
to either side of a reputable society who will make 
the necessary inquiries is an easy and safe pro 
cedure. The National Adoption Society (registered a? 
a benevolent society under .the Friendly Societies Act 
was founded before the war by Rev. W. F. Buttle. The 
committee includes Lady Dawson of Penn, Dr. Charles 
Porter, and Lady Ryall, and the honorary medical admiui* 
trator is Dr. Margaret Rorke. Applications are constantly 
being received from both parties; those from adopters who 
require payment or premium are refused. Every home to 
which a child is sent is visited by a member of the Societ} 
The following general summary for one year gives an idea 
of the numbers dealt with :— 

Applications for adoption. 1975 

Applications for babies . 734 

Adoptions completed. 204 

Further information and application forms are obtainable 
from the Secretary, National Adoption Society, 2 Baker 
street, London, W. l. 
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Lecture III.* 

(Delii'ercd on March 8th , 1921.) 

In my first two lectures I have spoken about the fate 
of the sugar in the blood and the types of diabetes 
mellitus which are already recognised. In this lecture 
I shall briefly discuss the hypotheses for the cause of 
diabetes, and then go on to discuss the principles and 
details of the modern treatment. 

Causation and Treatment of Diabetes. 

The association of the pancreas with the disturbance 
of sugar metabolism has been completely established 
by the work on the extirpation of the pancreas. The 
original observations of Minnowski and von Mering have 
been greatly extended by Allen’s work. Further, the 
islands of .Langerhans are recognised as distinct entities, 
mainly as the result of the work of Bensley 1 and 
Homans, a and the pancreas is therefore a double gland 
with its external secretion into the intestine and internal 
secretion into the portal vein. It is also believed that 
the islands are concerned with the metabolism of sugar, 
as definite changes occur when the surviving remnant 
of the pancreas of a dog is overworked. It would 
seem therefore that the association is one which 
could easily be confirmed by post-mortem examina¬ 
tion. The state of the islands in dogs in whom 
diabetes has been produced by removal of a large 
fragment of the pancreas coupled with exces¬ 
sive carbohydrate feeding does suggest it. These 
cases show hydrops of the cell, and the characteristic 
granules are absent ; the cells have an exhausted 
appearance. In long-standing cases, however, it is 
difficult to make out changes, as the cells gradually die 
and there may be no sign of hydropic degeneration 
(Allen 3 ). In man the evidence is by no means so good. 
This is partly due to the long-standing nature of the 
disease and partly to the fact that the pancreas under¬ 
goes very rapid changes after death. By its position in 
the body it is kept very warm, and is usually invaded 
early by bacteria. Unfortunately, it cannot often be 
examined soon after death. Further, the staining 
reactions of the ordinary acini are usually very poor 
in comparison with those obtained from a fresh speci¬ 
men. Consequently it is not really surprising that 
the finer details, such as the presence or absence of 
granules in the cells of the islands, cannot readily be 
made out. 

Opie 4 observed that the fibrosis which is seen in the 
pancreas may involve the islands of Langerhans, bat these 
may escape if the changes are chiefly around the acini. 
Weichselbaum and Stangl* have greatly extended Opie’s 
work; they pointed out that there was also a change in the 
cells of the inlands, which they called hydrops of the cells. 
The discovery of the specific granules by Bensley has added 
a further test of the functional activity of the cells. If the 
pancreas of diabetic patients is examined fairly early it is 
possible to form some idea whether the islands are affected 
or not. One of the difficulties is that changes of this kind 
do occur in the island cells of patients who have never had 
diabetes. It is therefore necessary to examine many 
portions of the pancreas so as to form some idea of how 
many of the islands are affected. Allen 6 has recently 
stated that working under these conditions he has been able 
to make a correct diagnosis in nearly 100 per cent, of the 
owes of diabetes and non-diabetics that he examined. If the 
pancreas was badly preserved it was not possible to give an 
opinion. 


* Lectures I. and II. appeared in The Lancet of May 7th (p. 961) 
and 14th (p. 1003), respectively. 

No. 5009. 


This work establishes the hypothesis that the islands 
of Langerhans are intimately related to diabetes, but 
the cause of the damage to the islands remains obscure. 

Hypothetical Causation of Glycosuria. 

Extensive involvement with a neoplasm very rarely 
causes glycosuria. General diseases of the pancreas, 
such as acute and chronic pancreatitis, rarely cause 
more than a transient glycosuria. This is probably due 
to the fact that the inlands are little affected by the 
disease which has affected the acini. Thirloix* has 
completely destroyed the acini of the pancreas of a dog 
by injecting into the duct a mixture of oil and lamp¬ 
black without causing any glycosuria. Also the amount 
of pancreas which is necessary in the dog to prevent 
glycosuria is small; the survival of a one-eighth to one- 
ninth of the gland is sufficient (Allen 8 ). 

Syphilis of the pancreas may be a factor in causing 
glycosuria in some cases. 

Warthin 0 found definite changes in the pancreAs which he 
regarded as characteristic of syphilis in 1 a out of 14 cases of 
diabetes. In 2 cases the Spirnclueta pallida was found in the 
pancreas and in 5 cases in the myocardium. Fibrosis of the 
islands was well marked in 11 out of 13 cases. Warthin did 
not assert that syphilis was the cause of diabetes, but only 
that it was a common cause of interstitial pancreatitis, ana 
that if interstitial pancreatitis is the cause of diabetes 
syphilis must play a large part in its causation. Whether 
or no syphilis is the prime cause of the diabetes it may well 
be a contributing factor in causing a gradual destruction of 
the islands, and so of the gradual decrease of sugar tolerance 
with which the clinician is so familiar. 

Since the general diseases to which the pancreas is 
liable do not seem to produce marked changes in the 
sugar tolerance it is permissible to speculate whether 
the islands can be affected by a specific agent which 
affects them without damaging the rest of the 
pancreas. 

The evidence in favour of this hypothesis iB slight at 
present. The instances of sudden onset of very severe 
diabetes which I mentioned in my last lecture suggest that 
a very widespread damage may be done to the islands 
throughout the pancreas. It is difficult to conceive on our 
present knowletlge how this damage can be done. There is 
no evidence of any infecting organism, and only one of my 
cases had any other symptoms besides thirst. In this case 
malaise was complained of and the boy was kept in bed for 
three days, and then returned to school for three days 
before being admitted to hospital. We do not know any 
real parallel to such an infection. It is true that the 
pancreas is damaged in acute pancreatitis—a disease of 
which we do not know the cause. Mumps affect the salivary 
glands, but may also affect the pancreas (Feiling ,0 ) and the 
testicles. 

The evidence for a specific toxin or chemical poison 
is very little stronger. 

It is true that the tetanus toxin is specific for the motor 
neuron b and for no other part of the nervous system. But 
even if there is a specific toxin for the islands, there is no 
evidence where or how it arises. The evidence, therefore, 
for any specific agent which could damage the islands is 
very slight. 

If, however, the islands are affected by such a specific 
agent it is much easier to explain the different grades 
of severity of diabetes which occur. In the mild cases 
comparatively few islands would be damaged, but in severe 
cases the number of islands destroyed would be very great. 
The gradual decrease of tolerance can be explained as being 
due to the destruction of more islands. 

It has been suggested that stimulation of the 
sympathetic nervous system may play a considerable 
part in the causation of diabetes, and this view has 
recently been put forward by Langdon Brown in the 
Croonian lectures, 1918. 11 

It is accepted, as I pointed out in my first lecture, that 
stimulation of the splanchnic nerves produces glycosuria 
by causing an increased output of adrenalin. This may 
well play a part in the causation of the mild type of 
diabetes which occurs in elderly people with many business 
worries. It can also increase the amount of sugar excreted 
in other cases, but it does not seem probable that it can be 
a cause of severe diabetes. Allen’s 12 criticism that stimula¬ 
tion of the sympathetic system can only produce glycosuria 
if the pancreas is already damaged does not agree with the 
observations of McLeod 18 on the healthy football players 
who passed sugar while watching a football match. But it 
is obvious that if the pancreas is damaged sugar will be 
more readily excreted after splanchnic stimulation, 
x 
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Treatment with Extracts of Pancreas. 

Since we are still in ignorance of the cause of 
diabetes there is no chance yet of any preventive 
treatment. As the disease is probably due to the 
damage of the islands of Langerhans, I must first of all 
consider the question of treatment with extracts of 
pancreas. Many attempts have been made to treat 
cases with extracts of the gland on the line of the 
successful treatment of myxcedema with thyroid 
extract. These, however, have all been failures, and 
no improvement has resulted. 14 The attempt to graft 
a portion of a healthy pancreas into a patient is likely 
to fail for the following reasons :— 

In order to make a successful transplant of a gland it is 
essential that the graft be taken from a member of the same 
species. Fresh human pancreas is exceedingly difficult to 
obtain, but I have been told of one unpublished case 
(Grant) where the graft was made from the pancreas of a man 
who had just died of a head injury. It is possible to obtain 
a pancreas in this way a few minutes after death. It is also 
essential that the donor should belong to the same blood 
group as the patient. 

Further, the gland must be placed in a position in which 
the internal secretion can pass to the liver via the portal 
vein, as Hedon 15 showed that it was only efficacious under 
these conditions. This fact adds considerably to the diffi¬ 
culty, and it would be necessary to open the abdomen in 
order to place the graft in the portal circulation,and diabetics 
stand an operation badly in any case. Pratt 16 has 
succeeded in one case in making a graft in a dog by 
burying the gland in the spleen. Most cases of trans¬ 
plantation cannot be said to be successful. 

The attempt to influence the sugar metabolism 
directly by means of drugs has now been given 
up as useless. 



Days 1 2 3 4 5 6 7 8 

g. F.D. = grammes food in diet. g. S.U. - grammes sugar in urine. 
A.A. = alveolar air. 

g. K.B. = grammes ketone bodies in urine. 

Fig. 1.—Showing effect of a vegetable and egg day on output of sugar, 
total ketone bodies, and alveolar COi. 


doses may be added. Large doses of aloes are of great 
assistance. The successful treatment of the constipation 
will be of great benefit to the patient. (2) It is important 
to maintain the general health of the patient as far as 
possible, and tonics like strychnine which do not contain any 
sugar are of some assistance. 

As there are no specifics for the treatment of diabetes we 
are reduced to attempting to correct chemical errors which 
result from the absence of the internal secretion. 
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Fig. 2.—Showing effect of a vegetable and egg day followed by potato 
days on output of sugar, total ketone bodies, and alveolar C02. 
P = potato day. 


Tests on Animals. 

An exhaustive survey of the modes of treatment has 
recently been given by Allen, Stillman, and Fitz, of 
the Rockefeller Institute, and I need only refer in 
passing to work of different men. 

The admirable work of the German schools of Naunyn 
and von Noorden did not really advance treatment very 
much, although it paved the way for it. The brilliant but 
ill-balanced work of Guelpa was largely overlooked because 
of the exaggerated claim which he made for the treatment 
of other diseases by starvation and purgation, and also 
because he neglected the after-treatment. The work of 
Allen and his school on animals has very greatly advanced 
the treatment. 

The advantages of testing different kinds of treatment on 
animals, which cannot resist to anything like the same 
extent as patients, are very great. The difficulty which 
Allen surmounted was that although diabetes does occur 
naturally in dogs it is very rare. Further, the diabetes 
which was produced by complete removal of the pancreas 
was so fatal that no treatment was of any avail in prolonging 
life more than a few days. Partial removal of the pancreas, 
on the other hand, did not produce diabetes. Allen, how¬ 
ever, overcame this difficulty by removing more and more 
of the gland in successive operations until the animal 
became a diabetic of the grade which he required. He found 
that he could cause a mild diabetes if the remnant of the 
gland was one-eighth to one-ninth of the whole gland. 1 ’ The 
diabetes was severe if the remnant was less than oue-ninlh 
of the whole gland. These results were liable to variation, 
as the presence of a local inflammation rendered the diabetes 
more severe. On the other hand, some hypertrophy of the 
gland sometimes occurred. The dogs with the varying 
grades of diabetes were then treated in different ways and 
the results observed. 


Codein, which had a great vogue at one time, is of little 
value except in the later stages of the disease, when it makes 
the patient’s life more tolerable by its sedative action. By 
soothing the patient’s temper sympathetic stimulation may 
perhaps be diminished and the glycosuria may decrease. 
Two kinds of drugs are, however, of use for other reasons : 
(1) One of the complications of diabetes is the severe 
constipation which almost always occurs. This can be 
treated with a mechanical adjuvant such as liquid paraffin, 
or better still by agar-agar. The drugs which are of most use 
are the saline purgatives to which tr. jalapce in3ss. or5i. 


Tests on Human Beings. 

The treatment, which was of value, was then tested 
on patients under the charge of Stillman at the 
Rockefeller Institute and of Joslin at Boston. 

The general principle on which Allen’s diet 17 is baaed 
is that of under-nutrition of the patient. Starvation is 
enforced until the patient ceases to pass sugar in the urine. 
Carbohydrates are then added to the diet in the form of 
vegetables, and the amount is increased until sugar is 
excreted. Then the carbohydrate is decreased, and amounts 
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of protein are added until 1*5 g. of protein per kilo is given. 
Thirdly, fat is added until the caloric value of the diet is 
sufficient. The essential point is that sugar should never be 
excreted in the urine, and further, that the fasting value of 
the blood sugar should be within normal limits. It is 
important to note that Allen makes no exaggerated claim 
for his treatment, as he makes it quite clear that a cure in 
the true sense of the word cannot be expected. 

Conversion of Mild into Severe Type. 


second patient we examined had a very severe form of 
diabetes, and had at one time been treated by a prolonged 
fast after the Guelpa idea. (Fig. 1.) 

The sugar output was high, as 189 g. were excreted, 
although only 80 g. of sugar were eaten. The total acetone 
bodies were very high, as 54g. were excreted. When the 
vegetable and egg diet was given there was a decrease in the 
sugar output to 47 g. on the second day; of the acetone 
bodies to 32 g. The alveolar COa rose from the very low 
figure of 2-8 per cent, to 3’3 per cent., but then declined 


More recently Allen 18 has been studying the different 
methods by which a mi|d diabetic animal may be 
converted into a severe diabetic. 

He found that overfeeding with sugar was the best way of 
converting the mild case into a severe one. The continual 
overfeeding led to a steady decrease in the sugar tolerance, 
and the islands of Langerhans showed absence of granules 
and hydrops of the cell. Similarly, overfeeding with starch 
converted the mild case into a severe one. Overfeeding with 
proteins also produced the same effect, but more slowly than 
m the case of sugar or starch. I will consider the signifi¬ 
cance of these experiments later on. 

As so often happens, other workers had independently and 
for very different reasons arrived at a somewhat similar 
plan of treatment. In 1915 Williamson 10 had advocated the 
use of small quantities of casein and cream, but he did not 
apply it to very severe cases. 

Personal Experiments. 

I will now describe some of the experiments which 
led me independently in 1915 to arrive at a line of 
treatment which, although it differs from the Allen 
diet in its details, is based on the same general principle 
of under-nutrition. The work was interrupted in 1915, 
and although it has been referred to al 23 it has never 
been published. My interest in diabetes really dates 
from 1913, when Hurtley gave a communication to the 
Biochemical Society on the problems of ketosis. 

Hurtley had been working at these problems with the 
cooperation of Sir Archibald Garrod since 1907, and his work 
on the four carbon atom acids of diabetic urine is a most 



Days 1 23456789 


g. A.-A.A. = grammes aceto-acetic acid. g. S. — grammes sugar. 

Fig. 3.—Showing effect of a hunger-day, followed by a gradual 
increase of diet, on output of sugar and aceto-acetic acid. 

valuable contribution to our knowledge of the problems of 
ketosis. 25 Hurtley realised quite early that it was essential 
to estimate the acetone bodies in the urine wheu the carbo¬ 
hydrate of the diet was being reduced. If the carbohydrate 
was reduced below a certain amount there was a sudden 
rise in the excretion of the acetone bodies which was very 
difficult to control Ijy the giving of more carbohydrate. The 
acetone bodies could be reduced, however, if the patient was 
given the diet of vegetables and eggs, which was part of the 
regime of von Noorden ? s oatmeal cure. This sudden 
decrease in the acetone bodies interested us greatly, and it 
was to try to elucidate this point that I first joined Hurtley 
in making the estimations of the alveolar COa and of the 
ammonia output, in addition to the other estimations. The 
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Fig. 4.—Showing total caloric values, and grammes of fat, protein, 
and sugar, in the “ ladder diet.” 

again. In this experiment the fat in the diet was decreased 
from 220 g. to 117 g., the protein from 180 g. to 50 g., and the 
sugar from 80 g. to 12 g. As both the fat and the protein 
were decreased the reduction in the acetone bodies might 
have been due to the reduction of either the fat or the 
protein or both. (Fig. 2.) In the next experiment on the 
same patient the fat was diminished from 240 g. to 140 g., 
while the protein was only decreased from 94 g. to 78 g., 
and the sugar from 50 g. to 10 g. In this case the total 
acetone bodies decreased from 55 g. to 20*5 g.—that is, the 
decrease was rather more than in the previous experiment. 
This experiment strongly suggested what is now well 
recognised, that the acetone bodies are almost entirely 
formed from fat. On the next two days 135 g. of potatoes 
were given and 200 g. of butter. The output of total acetone 
bodies at first rose to 27 g., but then fell to 17 g. The sugar 
output was slightly more than the intake—i.e., 142 g. The 
alveolar COa, which was very low at 2*8 per cent., rose 
steadily through the experiment and reached its maximum 
at 4*2 per cent, on the fourth vegetable and egg day, but 
then began to fall. 

This is the typical result in a very severe case of the 
complete regime of von Noorden with the two vegetable and 
egg days, two potato days, and two more vegetable and egg 
days. This regime always produced a great temporary 
improvement, but on the return to the original diet there 
was an immediate increase in the sugar and acetone bodies 
in severe cases. We treated several other cases in a 
similar way and not until April, 1915, was any real advance 
made. This patient had a severe type of diabetes, but much 
less severe than the previous patient. Gradual reduction of 
the carbohydrate in the orthodox manner had failed to 
reduce the sugar output below 100 g. of sugar on an intake 
of 70 g. The aceto-acetic acid output was 3 4 g. and in this 
experiment, as I was working alone, no estimations of the 
/3-oxybutyric acid were made. On two occasions two 
vegetable and egg days had been tried with temporary 
benefit only. 

On this occasion I decided to try the effect of a complete 
starvation day (Fig. 6, Lecture II.), but I did not give the 
abundant purgatives which Guelpa recommended. (Fig. 3.) 
1 g. of sugar was excreted and only 0 84 g. of aceto-acetic 
acid. On the next day vegetable and eggs were eaten, and 
as he was not passing any sugar and as the aceto-acetic acid 
output was so Tow, 0*84 g., I decided that I would not return 
to the original diet, but increase the food gradually. There¬ 
fore, 75 g. of meat were added to the diet on one day. On 
the next day 40 g. of bacon and 35 g. of sardines were added. 
One day later the meat w T as increased to 150 g. and the bacon 
to 80 g. During this period no sugar was excreted and the 
aceto-acetic acid output was 1*7 g. At this point some 
diabetic bread was added and sugar was excreted. 









1062 The lancet,] 


DR. G. GRAHAM: GLYOBMIA AMD GLYCOSURIA. 


[MAT21,mi 


This was the first time that I had tried to increase the 
diet slowly, although I now regard the increase aB a very 
rapid one. The starvation and gradual increase of the diet 
was repeated, and the man went out of hospital passing no 
sugar. 

This plan of diet with considerable modifications was 
tried on eight other patients in 1915 with considerable 
success, as four of them were on the verge of coma on 
admission to the hospital. At this stage the work had to be 
left unfinished, and could not be resumed again until early 
in 1919, although Dr. Langdon Brown continued to use the 
ladder diet with success 09 his patients. 

0 Routine Now Folloived. 

The diet which we now use remains the same in its 
general plan, but has been modified in various ways as 
the result of reading Allen’s work and further expe¬ 
rience of treating patients. The general routine which 
we now use is as follows (Fig. 4):— 

The patient is allowed his ordinary diet on the first day 
on which he enters hospital with the addition of 600 c.cm. 
milk and 50 g. bread unless he is on the verge of coma. The 
amount of sugar which is passed in this portion of the day 
is estimated and gives a rough idea of the severity of the 
disease. Two days’ starvation are then given, tea, coffee, 
meat extract, and as much water as is desired being allowed. 
Whether the urine is sugar-free or not, the patient is not 
allowed to fast more than two days at a time. On the third 
and fourth days the egg and vegetable diet of 5 eggs, 50g. 
butter, and 300 g. greens is given. If the patient is still 
passing sugar two more fast days are given, and this is alter¬ 
nated, as a rule, until the urine is sugar-free or the attempt 
to get it sugar-free has to be abandoned. If the patient is 
sugar-free 50 g. of meat are added to the midday meal for 
two days. On the seventh and eighth days 50 g. of ham are 
added for tea and one egg is taken away. On the ninth and 
tenth days 50 g. of bacon are given at breakfast and one egg 
is taken away. If the patient passes traces of sugar on two 
successive days he is put back to the bottom of the ladder 
and made to climb up again. If no sugar is passed 100c.cm. 
of milk are given on the eleventh and twelfth days—that 
is, 4 g. of sugar. This makes the tea and coffee more 

r datable. If no sugar is passed 15 g. of bread—i.e., 

g. of sugar, are given in two doses. On the thirteenth 
and fourteenth days another 15 g. of bread are added, 
so that the patient gets four doses of 8 g. of bread 
at four meals. It is most important to divide the carbo¬ 
hydrate among as many meals as possible so as to spread 
the effect of the dose of sugar on the level of the blood sugar 
as much as possible. If the patient is doing well the bread 
is increased to 45 g., which is enough to keep most patients 
comfortable. If the amount of aoeto-acetic acid is quite 
small, a mere trace, the butter is then increased in two 
doses of 25 g., watching the effect on the aceto-acetic acid 
reaction and sugar. 

This makes a diet of: carbohydrates, 41; protein, 35*5; 
fats, 167*5; total calories, 1865, which for a man of 60 kilos 
is 31 per kilo. The protein is 0*57 per kilo. It is quite true 
that this represents a considerable degree of under-nutrition, 
but it seems to be quite enough to enable weight to be 
maintained and life to be enjoyed. I think that it is wiser 
not to try to test the tolerance any further at this stage, but 
at the end of each month, if all is well, the amount of bread 
can be increased by another 15 or 30 g. if it can be tolerated. 
This diet is enough to live on and do light work. If, as 
often happens, the patient passes sugar when he is tested 
with 15 or 30 g. of bread, he is pat baok and kept at a lower 
level for a further period. 

Variation* of the Routine Diet . 

The addition of alcohol to the diet in these severe 
cases, as recommended by Leyton , 94 is worth a trial, as 
he has found that alcohol can be given without causing 
the excretion of sugar. Two ounces of absolute alcohol 
can be used in this way. The agar-agar and bran 
biscuits recommended by Allen are of great assistance 
to the patient, as they provide a medium for eating the 
batter. 

The ladder diet which has developed from the original egg 
and vegetable day of von Noorden differs from Allen’s diet in 
certain important details. The fast is not continued until 
the patient ceases to pass sugar, as we find that the patient 
stands the alternations of egg and vegetable days and fast 
days better than the prolonged fast. Allen haB occasionally 
found that elderly people are upset by the fast and may have 
to be fed on the third and fourth days. The routine alter¬ 
nation which we use may explain why we have not noticed 
any ill-effects. Allen breaks the fast with increasing 
amounts of vegetables and tests the carbohydrate tolerance 
on a diet which oontains very little protein and fat. Later 
he increases the protein to 1*5 g. per kilo, and last of all the 


fat. This scheme is more elaborate than the ladder plan, 
but it is more complicated for ordinary people to carry 
out. 

The question as to whether it is right to add carbohydrates 
first and thus test the carbohydrate tolerance, and then add 
protein, is a very important one and is opposed to our plan. 
Allen’s recent workon the conversion of a mild diabetes 
into a severe one is very important, as he found that it was 
much easier to lower the sugar tolerance of a dog by over¬ 
feeding with sugar than with starch, and with starch than 
with protein. Thus the recent work is opposed to the 
principle of adding carbohydrate first. The ladder plan, 
which was based on the old* idea of avoidance of carbo¬ 
hydrates, appears therefore to be more scientific than 
Allen’s plan. The danger of giving fat is two-fold: (1) It 
may cause an increased formation of acetone bodies, and the 
fat intake must be kept low, especially in severe cases: 
( 2 ) fat has a very high caloric value, and by increasing the 
fat too much it is easy to break the first principle of the 
treatment and overfeed the patient. It is very difficult to 
determine whether the results are better with one plan or 
the other. 

It has been suggested that one reason why the period 
of starvation produced such good results was that the 
absence of food allowed the pancreas to rest its external 
secretion and so improved the internal secretion. Allen * 5 
supported this suggestion, as he found that ligature 
of the pancreatic duct of a partially depancreatiscd dog 
who was excreting sugar caused the cessation or 
diminution of glycosuria. This evidence was very 
suggestive, but it has been shown by Homans 96 that the 
exclusion of the pancreatic juice from the intestines rendered 
it difficult for the animal to digest its food properly and it 
lost weight. Thus tying the pancreatic duct causes under¬ 
nutrition, and it is the under-nutrition, not the resting of 
the pancreas, which prevents the glycosuria. 

The treatment of the patient who passes sugar as soon as 
food is given, in spite of repeated fasts, is very difficult. 
Unless all hope is abandoned of improving the condition 
it is better to persevere with a very small amount of vege¬ 
tables, protein, and fat, adding a certain amount of alcohol. 
The outlook in a long-standing case of this severity is very 
bad, but in an early acute case the treatment should be 
persevered with for a considerable time, as the acute case 
sometimes makes a surprisingly good recovery. 


Exercise in Treatment . 

The question of the effect of exercise on the diabetic 
is a very important one, and Allen 37 has devoted a good 
deal of attention to it. It has been shown that exercise 
causes a diminution of glycosuria and hyperglycamia 
in mild and perhaps moderately severe cases. In more 
severe cases, however, this is not the case, and some¬ 
times an increase of glycosuria and hyperglycemia 
occurs. Allen is strongly of the opinion that exercise 
is of great benefit to the general health of the 
patient. 

My experience has caused me to express myself rather 
differently, and to draw a very Bharp distinction between 
the treatment of the acute stage ana of the convalescent 
stage. Our practice at St. Bartholomew’s for some years 
had been to keep the patient strictly in bed so long as the 
sugar tolerance was being tested. This procedure was 
started originally by the sister of the ward, Miss Powell, as 
she realised that it was impossible to keep a watch over the 
patients when they were up and about in a general ward. 
Even when they are in bed they still occasionally acquire 
carbohydrate surreptitiously. Although the practice was 
started for this reason, it was soon realised that when the 
patient was on a diet of very low caloric value it was much 
better that he Bhould be at rest in bed. The work of Joffe. 
Poulton and Ryffel 98 on the metabolism of a man who only 
took 2000 calories per day, or 34 calories per kilo, showed 
that if the man was taking exercise his energy consumption 
was just as great as that of a well-fed man, but when he 
was lving still his basal metabolism was very much less 
than that of a well-fed man. 

If the diabetic learns to lie still in bed he will have a much 
lower basal metabolism than if he iB up, and therefore will 
be able to live in comparative comfort on a low caloric diet. 
Last autumn, as a result of seeing the three acute cases 
which I described in Lecture II., I was more firmly con¬ 
vinced of the value of the method for another reason. If 
the hypothesis is correct that in an acute case serious 
damage has been done to the islands of Langerhans, it 
seems reasonable to suggest that the patient should be 
treated as if he had had a severe illness. Whether it is 
possible to influence the course of the disease in any way by 
keeping the patient at rest no one can yet say, but the 
practice is justifiable on general principles. 

Therefore, if the patient is seen soon after the onset of 
symptoms he should be kept in bed for a considerable time. 
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My practice now is to keep the patient in bed for four weeks 
after he is able to take a diet of reasonable caloric value 
with about 40 g. of sugar, if that result can be attained. 
During these four weeks no attempt is made to increase the 
diet at all. If he is not able to take sn high a diet he 
should be kept at a level at which he does not have to pass 
sugar for the same period. After that time has elapsed he 
is allowed to get up bv degrees. If he remains sugar-free 
he should gradually take on more exercise, but should avoid 
hard work. This advice is easy to give, but very difficult 
for the labouring classes to carry out. It is important to 
impress on the patients who have to live on a diet of low 
caloric value that they must rest properly whenever they 
are able. When they are convalescent, exercise and fresh 
air is good for them, as for ordinary people, and a general 
improvement in health may improve the sugar tolerance. 

Determinations of the blood sugar have added a great 
deal to our knowledge of diabetes and the question 
arises as to their value in the treatment of diabetes. 
In the diagnosis of the doubtful cases the estimation of 
a number of points on the curve after a dose of sugar 
has been given is of very great importance. By that 
means, as I have shown in Lecture II., it is possible 
to settle whether a patient belongs to the class of 
diabetes innocens or to that of mild true diabetes. 

The estimation of an isolated point is, however, of very 
little value unless special precautions are taken. The figure 
for the blood sugar of the patient who has fasted some hours 
is of some assistance in determining the progress of the case, 
but may mislead the physician entirely unless precautions 
are taken. If the level of the blood sugar is between 0*15 and 
0*18 in the fasting patient it is evidence that the blood sugar 
is not yet normal and that the islands of Langerhans are 
still overworked. If, however, the figure lies within normal 
limits the only information gained is the knowledge that the 
level of the blood sugar has sunk to normal 12 hours after 
the meal. It can tell the observer nothing about the 
response to sugar. In order to do this a dose of sugar must 
be given and the blood examined at intervals through the 
next two and three hours. The information gained by such a 
curve is often of value, but hardly compensates for the great 
amount of time taken in collecting the samples even though 
the time taken in estimating the samples is small. More¬ 
over, if it is known that the patient is a true diabetic useful 
information can be gained by analysing the urine after a 
dose of sugar to see its effect. 

Isolated blood sugar determination can never replace 
urine examination, for it is very important to know 
whether sugar is passed or not. When the patient goes out 
of hospital he should always be taught to examine his own 
urine. The old teaching was that it was unwise to allow 
him to test his own urine, as he would be frightened by the 
discovery of sugar. The modern view is that he should 
learn as much about his disease as possible and know 
whether he is taking too much carbohydrate or not. It is 
better to teach the patient to use Benedict’s solution rather 
than Fehling’s solution, as it is easier for him to learn. 

When he leaves hospital it often becomes difficult for him 
to collect his urine. He is apt to test the urine which is passed 
on getting up in the morning; this urine is usually free 
from sugar and may mislead him. It is better to tell him to 
test his urine after the evening meal in which some carbo¬ 
hydrates have been eaten. Testing one sample after a meal 
is a much more delicate test than testing a mixed specimen. 

After-treatment. 

The after-treatment of the patient is most important, 
as it is very easy for the patient to lapse almost 
unconsciously, and he shonld be seen at regular 
intervals. 

The treatment of minor or serious illness is a very 
difficult matter. The usual effect of illness is to make 
the patient pass sugar and the usual diet for a sick person 
contains a great deal of sugar. If much carbohydrate is 
given the islands will be much overworked, and even if the 
islands escape any damage from the nature of the illness the 
sugar tolerance may be seriously depressed. The diet should 
be of a low caloric value, but milk may have to be given, as the 
otdinaiTr diet is repugnant to the patient. Alcohol should be 
of use in supplying caloric value. As soon as the illness is 
over starvation days should be resorted to and the diet 
gradually increased. Unfortunately, an illness often pro¬ 
duces a permanent decrease in tolerance. Great attention 
should be paid to all minor ailments; boils and pyorrhoea 
and all sources of infection should be dealt with. 

Causation, and Treatment of Diabetic Conut. 

I will pass now to consideration of the cause of 
diabetic coma and its treatment. Coma was one of 
the most dreaded complications of diabetes, but under 


modern conditions it should be very rarely seen. 
However, there will always be some diabetics who 
will die in coma, either because the disease is so acute 
or because the patient has refused to follow the treat¬ 
ment advised, or in those very advanced and severe 
cases when the choice lies between allowing the patient 
to die of under-nutrition or of coma. In the treatment 
of cases of diabetes it is necessary that the doctor 
should be able to make estimations of the amount of 
CO a in the alveolar air of the patient. 

The most accurate methods are either Haldane and 
Priestley’s » or Hasselbach’s *> method. For the clinician 
Fridericia’s apparatus 81 is sufficient and by its use the 
observer can form some idea of the severity of the case. 
The usual figures for the alveolar COa is 5*0 per cent, to 5*5 
per cent, for men. In a severe diabetic it will fall to less 
than 3*0 per cent. In my experience this does not mean that 
the patient is going into coma at once, but that he is in a 
dangerous state. The man whom I have already mentioned 
had an alveolar CO a of 2*6 to 2*8 per cent, for many days. If 
the alveolar COa falls below 2*0 per cent, the patient is very 
unlikely to recover. I have once seen a boy with only 
1*8 per cent, who recovered. If the alveolar COa was less 
than that figure death always ensued. 

The determination of the amount of alveoli reserve in the 
blood by van Slyke’s method is of great value, but is not so 
easily done as the alveolar COa. 

Acetone, aceto-acetic acid, /S-oxybutyric acid are excreted 
in the urine as a result of the incomplete combustion of 
fat, and all three substances have been considered at one 
time or another to be the cause of coma. There are still 
many misconceptions about these substances. Thus acetone 
is either absent from, or only present in very small amount 
in, freshly passed urine, ana is formed as a break-down 
product of aceto-acetic acid—Embden and Schlich ** and 
Folin . 88 The nitro-prusside test which Rothera made more 
sensitive by the addition of ammonium sulphate is a test for 
acetone in a dilution of I in 20 , 000 , but is a much better test for 
aceto-acetic acid, as the latter can be detected in a dilution of 
1 in 400,000. The ferric chloride test has a delicacy of 1 in 
14,000, and Hurtley’s test 81 has a delicacy of 1 in 50,000 for 
aceto-acetic acid. As acetone is only present in urine as a 
decomposition product of aceto-acetic acid it can hardly be 
the cause of coma. The evidence for and against aceto-acetic 
acid and /3-oxybutyric acid must therefore be considered. ■ 

It was pointed out by Neubauer 85 that when the amounts 
of acetone bodies excreted were small, more aceto-acetic 
acid is present than / 3 -oxybutyric acid, but as the total 
acetone bodies increased the percentage of the / 3 -oxybutyric 
acid also increased until it formed 70 per cent, of the total. 
Kennaway 8 ® was able to confirm this from his results. 
Hurtley 88 also confirmed it, but preferred to express the 
results rather differently. He plotted on a table the per¬ 
centage amount of aceto-acetic acid, which corresponded to 
each increase of 5 g. of / 3 -oxybutyric acid in 7 cases. As 
the total acetone bodies increased the percentage of the 
aceto-acetic acid gradually fell to 30 per cent, or lower, but 
if the patient was near coma or in coma there was a rise in 
the percentage amount—in Joslin’s case to 54-67 per cent 
This point was one of several which led Hurtley to regard 
the aceto-acetic acid as the important factor. 

Kennaway 87 has estimated the amount of aceto-acetic 
acid and / 3 -oxybutyric acid in the blood of 13 patients who 
had died of coma. The amounts of aceto-acetic acid varied 
between 53 and 109 mgm. per cent., while the amount of 
/ 3 -oxybutyric acid varied between much wider limits—40 and 
215 mgm. per cent. 

These results suggest that the aceto-acetic acid is a 
much more poisonous substance than the /3-oxybutyric 
acid, as the variations in the amount of aceto-acetic 
acid in the blood are so much smaller than those of the 
/3-oxybutyric acid. Further, Geelmuyden 38 has shown 
that the liver contains much less acetone and much 
more /3-oxybutyric acid than do the muscles, blood, 
brain, lung, and kidney. These results certainly suggest, 
as Hurtley pointed out, that the aceto-acetic acid is 
converted into /3-oxybutyric acid in the liver. 

The work of Hurtley and Trevan 39 has done much 
to establish the view that aceto-acetic acid is the cause 
of coma. They pointed out that sodium aceto-acetate 
and the allied compounds, ethyl aceto-acetate, acetyl 
acetone, and sodium salicylate, all contain the so-called 
enolic group. (Fig. 5.) 

When acetyl acetone was injected into a cat the animal 
died within 40 minutes with all the symptoms of coma, 
deep breathing, &c. When any of the above substances 
were injected into a decerebrate cat with the posterior 
corporaquadrigeminaiDtact hyperpnoea was produced. They 




1064 The Lancet,] 


DR. G. GRAHAM: GLYC2EMIA AND GLYCOSURIA. 


[May 21, 1921 


suggested that the aceto-acetic acid did not produce any 
symptoms in virtue of its H-ion group, but because of the 

enolic group /8-oxybutyric acid has no enolic group 

and does not produce this effect. Trevan has continued 
this work and has shown that when an aceto-acetate is 
injected into a cat in neutral solution hyperpnoea (or air- 
hunger), coma, and a fall of blood pressure take place. 
These results occur, although the reaction of the blood is on 
the alkaline side of normal. The injection of an acid, such 
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as hydrochloric acid, which will produce hyperpnoea, shifts 
the reaction of the blood slightly to the acid side. In 
Trevan’s cats there was no decrease in the alkali reserve 
of the plasma, whereas that is always a marked feature of 
coma in man. He explains this difference by suggesting 
that whereas he injected a neutral solution the patient with 
severe diabetes forms aceto-acetic acid, which has to be 
neutralised. This work of Hurtley and Trevan, and its 
extension by Trevan, shows fairly conclusively that the 
chemical substance which causes diabetic coma is not 
£-oxybutyric acid, but aceto-acetic acid, and that it pro¬ 
duces its effects not by its acid properties, but by virtue of 
the enolic grouping This work explains why the 

injection of sodium bicarbonate is very unsatisfactory 
in the treatment of coma. The addition of the 
sodium bicarbonate adds to the alkali reserve of 
the plasma, and thus supplies an alkali which will be 


%CO?. 



Fio. 6.—Showing effect of 48 g.NaHCOson output of aceto-acetic 
acid and alveolar CO?. 

available to neutralise the aceto-acetic acid. But it cannot 
influence the poisonous action of the aceto-acetic acid. This 
is confirmed by an observation of Allen 40 who raised the 
alkali reserve of the plasma above normal without preventing 
the death of the patient in coma. It may well be asked 
whether administration of sodium bicarbonate to such 
l>atientR is of any use if it cannot neutralise the {xfisonous 
effect of the aceto-acetic acid. 

I think that it is correct treatment to give sodium 
bicarbonate to patients who are either on the verge of 
coma or in coma for two reasons : (1) to raise the alkali 
reserve of the blood if possible, so as to provide plenty 
of alkali to neutralise the aceto-acetic acid which is 


constantly being formed; (2) to enable the neutralised 
aceto-acetic acid to be excreted more easily. I have 
made two experiments which bear on this last point. 
(Fig. 6.) 

The first was made in 1915 on a case of severe diabetes who 
was doing fairly well at that time, as he was only passing 
10 g. of sugar a day. The diet was constant throughout the 
experiment. The aceto-acetic acid output was between 
2 and 3 g. a day. On the experimental day 4 g. of NaHCOs 
were given every hour from 6.0 a.m. to 6.0 P.M., making 48 g. 
in all. The aceto-acetic acid output was 6*0 g. on that day 
and did not return to its original level for another three 
days. The amount of COa in the alveolar air was determined 
at 6.30 p.m. on the previous day and was 4*4 per cent.; at 
10 a.m. on the experimental day it was 5*5 per cent.; at 
6.30 p.m. it was 5*9 per cent. At 10 a.m. on the day after it 
was 5*2 per cent., but had fallen to 4*6 per cent, by 6.30 p.m. 
of that day. If no determinations of the alveolar CO? had 
been made it would have been possible to argue that there 
was an increased formation of the aceto-acetic acid, but, as 
there was a rise in the alveolar COa, it is fairly certain that 
more aceto-acetic acid was excreted in the urine. 

I have repeated this on one other severe diabetic in a 
different manner. (Fig. 7.) 


Alkali 



Hours 7 a.m., 9 11 1 P.M., 3 5 7 9 


Fig. 7.—Showing effect of 48 g. NaHCOs on the excretion of aceto- 
acetic acid, alveolar CO?, and alkali reserve. 

The urine was collected in separate portions from 6 a.m. to 
3 p.m. on two successive days. The diet given was identical, 
but the patient chose to add carbohydrate himself in the 
middle of the second day. He passed 1*5 g. and 2*6 g. of 
sugar per hour in the critical periods. The amount of aceto- 
acetic acid excreted per hour varied from hour to hour on 
the control day. On the experimental day 24 g. of NaHCOa 
was given at *10 a.m. and again at 11 a.m. The amount of 
aceto-acetic acid excreted was slightly greater, 0125 to 0*145 
between 9 and 11. Between 11 and 1 p.m. there was a much 
greater output, 0*19 to 0*345 g. From 1 to 3 the output of 
aceto-acetic acid was rather less, 0*155 to 0*28 g. During the 
four hours after the sodium bicarbonate, therefore, an extra 
0*29 g. of aceto-acetic acid was excreted. The alveolar CO* 
rose from 3*4 at 9 a.m. to 4 0 per cent, at 11 p.m. and had 
fallen to 3*7 per cent, at 1.30 p.m. The alkali reserve rose 
from 51 vols. per cent, to 57 vols. per cent, at 11 p.m. and 
fell to 54 vols. per cent, at 1.30 p.m. The breaking of the diet 
on this day by the patient was peculiarly annoying, but the 
addition of carbohydrate is always thought to reduce the 
acetone bodies and can hardly increase them. The effect in 
this case is similar to that in the other, but whereas the 
extra aceto-acetic acid excreted in Case 1 was 3 0 g. on this 
occasion it was 0*6g. The alkali reserve was not estimated 
in the first case but was within normal limits in the second 
case, and there was no real necessity for the giving of any 
alkali. 

Whether the sodium bicarbonate acts by virtue of its 
alkaline action or by the fact that it supplies more base is 
uncertain. Patients have recovered from coma temporarily 
after normal saline solutions, just as well as after bicar¬ 
bonate solutions. Allen makes a practice of giving plenty of 
sodium chloride to his ill patients and it may well be that the 
base is the important factor which is required. Therefore 
either sodium bicarbonate or sodium chloride should be 
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given to cases in coma or on the verge of coma. If the 
patient is admitted on the verge of coma special attention 
most be paid to getting the bowels open. The patient 
should be made to drink plenty of fluid, beginning with one 
pint every hour, with or without 4 g. of sodium bicarbonate. 
No food should be given. If the patient is already in coma 
bleeding should be resorted to, and a big intravenous 
infusion of sodium bicarbonate or sodium chloride. Estima¬ 
tions of the alveolar CO? should be made two or three times 
a day, preferably by the Hesselbach method, as the patient 
is often too ill to assist the observer. These estimations 
enable the observer to form some idea of the severity of the 
disease and to watch the effect of treatment. If the coma 
has developed quite early in the disease great efforts should 
be made to keep the patient alive, as the very acute cases 
sometimes recover in a surprising manner. Nevertheless, 
patients in coma usually die. 

Conclusion. 

The account of the setiology of diabetes which I have 
given shows how little we really know in spite of the 
great advance which has been made. Similarly, the 
treatment has been improved out of all knowledge 
since 1915, but the disease remains a dread disease. 
It is true that we prolong the life of the severe cases 
for several years, and during most of that time the 
patient feels comparatively well. Yet the treatment is 
in no sense of the word a real cure. The most that we 
hope to do at present is to arrest the disease, and in 
order to do that the dietetic restrictions must be severe 
and carried out with the cooperation of the patient. 

In conclusion, I wish to express my thanks to all 
those who have helped me, especially to Sir Archibald 
Garrod for permission to investigate his patients and 
for much real assistance; to Dr. Hurtley for originally 
interesting me in this subject and for much assistance 
with the chemistry of the disease ; and to Miss N. Powell, 
for many years the sister-in-charge of Sir Archibald 
Garrod’s male ward, for her supervision of the patients 
and the assistance with the details of the diets. 
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A Mental Hygiene League.— There has recently 
been formed in France (99, Av. de la Bonrdonnais, Paris vii.) 
a League for Mental Prophylaxis and Hygiene. The League 
proposes to study problems relating to the prevention of 
mental disorders and the preservation of a “psychic 
equilibrium” both in individuals and in groups. The care 
of mentally deflcient children is receiving attention, and the 
League is also advocating the provision of earlv treatment 
clinics. At present these are designed as a part of the organi¬ 
sation of the existing asylums. It may well be that experience 
will show that they will be more successfully developed in 
connexion with general hospitals. The League is anxious to 
be brought into contact with organisations having similar 
aims in other lands. 


THE NON-OPERATIVE TREATMENT OF 

SURGICAL TUBERCULOSIS* 

By Sib HENRY GAUVAIN, M.A., M.D., M.C. Cantab., 
medical superintendent, lord mayor treloar cripples' 

HOSPITAL AND COLLEGE, ALTON. HANTS; HONORARY CON¬ 
SULTING SURGEON TO THE WELSH NATIONAL MEMORIAL 
ASSOCIATION FOR THE TREATMENT OP 
TUBERCULOSIS. ETC. 


The following remarks will be confined to tnberculons 
disease of the bones, joints, and glands, in which 
conditions non-operative treatment may now be 
adopted with confidence and a reasonable assurance of 
success. In certain other non-pulmonary tuberculous 
lesions—e.g., of the kidney—operative interference 
still has an essential field, while in such situations as 
the meninges of the brain treatment of any sort remains 
almost futile. Operative treatment of an active tuber¬ 
culous lesion is based on a false pathology, except in 
cases where the lesion occurs in a situation where its 
presence is incompatible with life. It is the logical 
sequence to the “tuberculome” theory of surgical 
tuberculosis. 

Lannelongue showed that the progressive extension 
of a tuberculous abscess towards the skin was not a 
mechanical phenomenon, but was the result of primary 
infection and subsequent excentric destruction of 
tissues by tuberculous elements advancing mnch as does a 
neoplasm. Hence there was evolved a radical treatment 
which arrived at the total extirpation of tuberculous tissues. 
This practice, possible and efficacious with small tuberculous 
foci, exposed the patient to serious danger when applied to 
extensive bony lesions. The mortality, both immediate and 
indirect, after major operations was appallingly high, and in 
the survivors, especially growing children, the extensive 
mutilations involved produced deplorable orthopaedic 
results. Resection of the hip-joint and excision of the 
knee often left children sadly crippled, while in spinal caries 
the situation of the lesions made it usually impossible to 
excise all the bony tissues invaded by tuberculous disease. 
Improvements in surgical techniquftaiid in asepsis did much 
to reduce mortality, but even in the latest apology for radical 
treatment which I have seen, a paper read by Sir Harold 
Stiles at the annual meeting of the British Medical Associa¬ 
tion in 1912, the results compare most unfavourably—in spite 
of the writer’s acknowledged pre-eminence as a surgeon— 
with those obtained by less daring but much safer 
conservative measures. 

To the “ tuberculome ” theory just referred to the con¬ 
servative surgeon opposes a theory based on the defensive 
resources of the patient. A tnberculons lesion provokes a 
reaction. There is the formation of a zone of resistance 
about the focus of the disease by the formation of fibrous 
tissue which encysts, limits, and "tends to prevent the pro¬ 
gress of invasion. Thus the issue is the result of two 
opposing forces—the disease which attacks the organism 
ana the reaction which this attack provokes. It appears 
reasonable to reinforce this natural defence and diminish 
the virulence of the attack of the bacillus, limiting in this 
way its progress. 

Spread of Conservative Treatment. 

Fully to appreciate the change which has arisen in 
surgical opinion and policy, it would be desirable to 
sketch the evolution of ideas prevailing during the last 
50. years, and such a study is indispensable for a 
correct appreciation of our views to-day. Time, 
unfortunately, does not permit that review, desirable 
though it undoubtedly is. Two reports, however, must 
be mentioned. 

In 1908 Sir Anthony Bowlby demonstrated in the dearest 
possible manner the undesirability of radical treatment in 
tuberculous disease of the hip-joint when he delivered an 
address at Nottingham on 900 cases of tuberculous disease 
of the hip-joint, treated at the Alexandra Hospital, with a 
mortality of less than 4 per cent. This paper constitutes a 
landmark of the highest importance in the history of the 
treatment of surgical tuberculosis, and I would urge its 
careful perusal by all interested in the subject. His brilliant 
record was only possible by abstention from major opera¬ 
tions in active tuberculous disease of the hip-joint and 
aseptic technique in such minor operations as were 
indicated. The other report to which I would refer is that 
of a discussion opened by Mr. A. H. Tubby in 1912 at the 


* The opening paper delivered before the Medical Society of 
London on March 14th, 1921. 
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Royal Society of Medicine, which admirably expressed the 
more enlightened views lately prevailing, and made it clear i 
that the leanings of surgeons generally were towards con- I 
servative as opposed to radical treatment. The value of | 
treatment in the country was emphasised, though even as 
recently as 1912 the speeches reported at that discussion 
show that all that is implied by conservative treatment 



4 3 2 


Fio. 1. —Treloar Cripples’ Hospital, Alton, from the air. Photo¬ 
graph taken from an aeroplane flying at a height of 4500 feet 
above the hospital. 

1. Hospital private railway station. 2. Power house, woi’kshops, 
and laundry. 3. Part of college for training of crippled boys. 
4. Oarage and coach-house. 5. Isolation hospital. 6. Offices. 
7. Queen Alexandra Nurses’ Home. 8, 8. The 20 wards. 9. Out¬ 
patient department and treatment block. 10. The central kitchen. 

as I conceive it wa9 still ill-understood. One speaker 
summarised the position in a sentence : “ I look forward to 
the time when all these cases will be treated until they are 
well in convalescent homes in the country.” I may here 
be permitted to interpose, that it is just these ill-equipped, 
inadequately staffed, and inefficient country homes which 
have done so much to aiscredit conservatism in treatment. 
Much more is required than they can supply, as I hope to 
show presently, and the hope for these patients in the 
future lies in up-to-date, well-equipped, properly staffed, 
efficient country nospitals as part of the scheme for the 
treatment of sufferers from surgical tuberculosis. It may 
not be without interest to recall that no inconsiderable part 



Fio. 2.—So-called Marconi apparatus for correction of extreme 
deformity in tuberculous disease of the spine. The compensatory 
curves in the spinal column of the patient to be treated on this 
apparatus are first straightened ; the angular curvature can then 
be most effectively treated mechanically by traction on the head 
and pelvis and pressure on the deformity. Great care must be 
exercised, but extreme deformity is correctible or reducible by 
this method unless too firm ankylosis has taken place. 

of the discussion was devoted to tuberculin treatment. 
Clinicians were then by no means greatly convinced of its 
value, nor does there appear to be an appreciable change in 
their attitude towards tuberculin to-day. 

One point of great importance came out clearly: 
‘‘tuberculous joint disease is arthritis occurring in*a 
tuberculous patient, and is not merely a joint affection.” 
This is the keynote of, and justification for, non-operative 
treatment of surgical tuberculosis. It needs the greatest 
possible emphasis, for even to this day there is too great a 
tendency to concentrate unduly on the local lesion and 
disregard the fact that the patient himself has contracted a 
general disease, of which any particular lesion or lesions 
are merely local manifestations. 


Present Uses of Pure Surgery in Honey Joint , and Gland 
Tubercle . 

The title of this paper is perhaps hardly a satis¬ 
factory one. Pure surgery still plays a part in the 
treatment of bone, joint, and gland tubercle, though in 
cases of active disease a continually diminishing part. 



Fig. 1a.— Treloar Cripples’ Hospital, H&yling, from the sea. Note 
the flat littoral, extensive beach, the proximity of the Pavilion to 
the sea, the absence of anything which could interfere with 
marine treatment. In addition, the situation has been carefully 
selected because of the bracing but equable marine climate, 
clearness of atmosphere and absence of mist, remoteness from 
rivers. abundant sunshine of high actinic value aided by the 
reflected light from the sea, protection from cold winds by the 
South Downs on the north, peculiarly low rainfall owing lo 
physiographical conditions, sandy absorbent soil, remoteness 
from towns and absence of interference by seaside visitors, 
extensive beach in relation to area of land purchased, &c. 

It is often justifiable in the extirpation of the smaller 
tuberculous lesions; it is occasionally permissible in such 
conditions as tuberculous disease of the knee-joint in adults 
where progress by conservative measures is slow and 
the time factor is of importance; it may be esseutial 
for the saving of life under increasingly rare circumstances 
in almost any situation of the body. It is again indispensable 
in the correction of ankylosed or other deformities where 
faulty initial treatment* has permitted such deformities 
to arise—e.g., a hip-joint ankylosed in a bad position. 
It may be called for where faulty technique has resulted 
in secondary infection. But no striking advance has 
been made in the operative treatment of acute tuberculous 
bone and joint disease unless bone grafting of the carious 
spine be considered as such. That operation is, however, 



Fig. 3.—Patient suffering from extreme angular curvature of the 
spine, the result of tuberculous disease. 

essentially a conservative measure. No attempt is made to 
deal with the lesion which calls for such an operation. It 
is simply an internal method of splinting the spine, designed 
as a substitute for the instrument maker’s skill. In the 
majority of cases it is an unnecesssary operation provided 
reasonable facilities are available for treating the patient; 
in certain cases it has distinct and considerable dangers; 
in a limited number of cases it presents certain advantages. 
It possesses one point in its favour in that it is a con¬ 
servative operation; it is a tangible if tardy recognition of 
the fact that to immobilise a tuberculous lesion is a better 
way of promoting healing than to attempt its extirpation; 
but with increasing appreciation of the value and utilisation 
of properly applied conservative treatment the indications 
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for the performance of this operation should be greatly 
reduced, to the advantage of the patient. I would appreciate 
the operation more if it made cure certain where a purely 
non-operative method of treatment would have failed; but I 
cannot conceive that it would have saved the life of any one 
of my spinal caries cases who have died. It would have 
increased my mortality if generally adopted, and I think I 
can demonstrate that it would have made little appreciable 
difference in the length of treatment required. 

Definition of Conservative Treatment. 

The title “non-operative treatment” of surgical 
tuberculosis conveys no suggestion as to what the 
treatment if non-operative may be. Treatment, where 
operation is avoided in these conditions, is usually 
termed conservative. This term again is open to 
criticism. What is the conservative treatment of 
surgical tuberculosis ? 

As usually understood it conveys no very exact meaning. 
By some it has been confused with convalescent treatment, 
but there is a period of convalescence in the natural history 
of the disease in a patient whether he be treated conserva¬ 
tively or radically. Others regard conservative treatment 
as treatment without operation, but have no very clear ideas 
of what should be substituted for operation. May I explain 
what I understand by conservative treatment? I would 
define conservative treatment in surgical tuberculosis as 
the adoption of all measures which tend to improve the 
patient’s general health, increase his powers of resistance to 
tuberculous disease, and preserve or restore the part or parts 
attacked, in contradistinction to radical treatment, which 
aims at the cure of the disease 
by the removal of the local lesion. 
It will be evident that such a 
definition is the very antithesis 
to lack of treatment, that it 
necessitates the employment of 
very active, numerous, and com¬ 
plicated methods, that it by no 
means necessarily implies ex¬ 
clusion of surgical interference, 
although surgery from being the 
one treatment becomes relegated 
to a very inferior but still useful 
position, as a possible aid to cure 
or amelioration under certain 
conditions. Moreover, I would 
give it a wider meaning than 
mere institutional treatment, and 
would not confine conservative 
treatment even solely to the 
application of merely medical or 
surgical care. There are means of 
improving the patient’s condition, 
additional to those directly derived 
from the arts and science we 
practise, which possess an im¬ 
portance we have been slow to 
recognise. Chronic disease, which 
must of necessity involve lengthy 
treatment, has for too long been 
regarded from the purely patho¬ 
logical point of view. For this 
error blame must be ascribed to 
both the practitioner and the 
public. The former has narrowly 
concentrated on his own particular 
duties and disregarded the wider 
issues. The public has been content 
to leave the matter to the practi¬ 
tioner, and the intellectual and 
industrial aspect of the problem has 
been utterly ignored. The psycho¬ 
logy and future well-being of the 
patient have been neglected, yet no 
one would deny their importance. 
A normal, healthy, well-cared-for, 
suitably occupied* child is a happy 
child. He is given full play for 
natural healthy mental and 
physical activities. Conversely, it 
is of obvious assistance to the 
patient to make him happy and 
normal, and all means to that end 
should be encouraged and utilised. 
The monotony of immobilisation, 
of long-enforced recumbency, of 
fixation in unnatural attitudes 
cries for alleviation. Consider 
what such unnatural restrictions 
would mean to us, who have so 
many resources of our own to fall 


back upon, and what they must be when uncompensated. 
This state of affairs should have been remedied long ago. 

I may not pause to explain in detail how, but shortly, all 
child patients should be educated, and manual instruction 



Fu». 5.--Tuberculous disease of the hip-joint with marked tlexion 


and adduction. 

Fig, 6.—Same patient photographed from above. This is a case of 
right-angled adduction, the most difficult deformity to correct in 
tuberculous disease of the hip-joint. 

Fig. 7.—Same patient; treatment completed and deformity 
corrected. 

should play a large part in the scheme, adolescents trained 
in work suited to their limitations, and adults occupied. 
In addition, all should be amused and entertained, and 
shown how to amuse and entertain themselves. The 
institutions at Alton and Hayling have been called the 
“happy hospitals.” The secret of that happiness lies in 
the fact that the patients are as busy, as occupied, and 
therefore as happy and as contented as the staff. To assist 
in carrying out this part of the work we employ, on the 
educational side 14 trained teachers, and on the technical 5 
trained instructors. This should be an essential branch of 
conservative treatment in every special institution for 
surgical tuberculosis. 

Need for Prevention. 

In any comprehensive scheme for th£ treatment of 
surgical tuberculosis prevention should play a much 
greater part than hitherto. 

Much more should be done than is being done for the child 
with the stigmata of tuberculosis, the pre-tuberculous child, 
the offspring of tuberculous stock. I would advocate the 
establishment of properly equipped preventoriums where 
such children could have the benefit of preventive treatment 
under the best climatic, hygienic, dietetic, and educational 
conditions, and under skilled supervision. Such a pre¬ 
ventorium is in contemplation at Alton, where it is antici¬ 
pated it will be of especial value as demonstrating what 
mav be accomplished on these lines. Non-residential open- 
air‘schools meet these needs to some extent, but they are 
necessarily imperfect, for the child returns nightly to 
unfavourable conditions. 

Conservative Treatment of Tuberculous Abscesses of Bony 
Origin . 

Conservative treatment includes consideration of 
general treatment, involving climatic, hygienic, 
dietetic, drug, educational, and other methods which 
it is desirable to employ, and local treatment, which 
is concerned with the correction or prevention of 
deformity and is largely orthopaedic in character, but 
subject to those limitations enjoined by the fact that 
the patient is tuberculous. Under this heading may 
also be included those surgical measures which have 
still a place in treatment. To only one shall I here 
allude, and that is to the conservative treatment of 
tuberculous abscesses of bony origin. 

I would state as a rule, to which there need scarcely be 
any exception, that tuberculous abscesses secondary to 
disease of the spine, hip, or, indeed, any of the larger bones 
or joints, should never be opened. Neither should they be 
left in the hope that they will be absorbed. As soon as 



Fig. 4.—Same patient 
as Fig. 3, with the 
deformity largely re¬ 
duced after treatment 
on the “Marconi.” 
Further reduction of 
the deformity can 
now be obtained by 
using the “ swinging 
back-door splint.” 
(See The Lancet, 
1911, i., p. 568. 

Mechanical Treat¬ 
ment of Tuberculous 
Disease of the Spine.) 
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Fio. 8.—Tuberculous disease of the knee-joint, with subluxation of 
the tibia and sinus formation. 

possible after their formation and as early in their evolution 
as the skill of the surgeon permits they should be aspirated. 
Occasionally their aspiration may be assisted by the employ¬ 
ment of modifying fluids. The technique and arguments for 
the selection of this form of treatment, I, with my friend 
Dr. Jacques Calve, have already fully detailed. 


Fig. 9.—Same patient as Fig. 8 after treatment. Deformity corrected- 
sinus healed, movement returned to joint. 

becomes denser, shrinks towards the causative lesion, 
continues to protect the organism from further spread of the 
disease, and becomes in time a mass of protective tissue, 
which gradually absorbs when no longer required. Incision 
of an abscess, on the other hand, necessarily increases the 
risk of dissemination of disease, and leaves a comparatively 


Kio. 10.—Tracing of skiagram of knee-joint of patient (Figs. 8 and 9 F IG - H- 
before treatment. 


-Tracing of skiagram of same patient (Figs. 8. 9, 10) after 
treatment. 


One point, often disregarded, is that the method of healing 
of a tuberculous abscess successfully aspirated is essentially 
different from that of a similar abscess which has been 
incised and has proceeded, as so often it does, to sinus 


weak cicatrice probably infected with tubercle bacilli, which 
often tends to break down, perhaps years afterwards. Sinus 
formation then ensues, secondary infection frequently 
follows, healing is delayed and occurs in the reverse order to 
that succeeding aspiration—viz., from the causative lesion to 


Fig. 12.—Tul>ereulous gland of the neck. 

Fig. 13.—Same patient after aspiration. 

formation. In the former case healing is centripetal, in the 
latter centrifugal. In the abscess skilfully asnirated the 
fluid contents are withdrawn, the abscess wall collapses, 


14 15 

Fm. 14.—Patient Buffering from multiple tuberculous lesions with 
much toxa'inia. The lesions included cervical adenitis, tuber- 
culous iritis with photophobia, tuberculous disease of hip-joint 

Fn. nC 15. 11 Siune patient after treatment. All lesions healed, geuentl 
condition good, movement has returned at hip-joint; there i* no 
deformity. 














The Lancet,] 


SIR HENRY GAUVAIN: SURGICAL TUBERCULOSIS. 


[May 21, 1921 1069 


I 


A 


% 

i 


x 


the surface. I do not think that anyone who has acquired 
skill and any considerable experience in the aspiration of 
tuberculous abscesses would ever willingly revert to their 
evacuation by incision. (See Figs. 21, 22.) 

Adjuvant Treatment and Auxiliary Methods. 

Adjuvant methods of treatment have largely increased 
in relative importance and scope of application in recent 
years, and represent perhaps the most interesting 
advances made in the non-operative treatment of 
surgical tuberculosis. 

Amongst such aids are heliotherapy, balneotherapy, 
chemotherapy, vaccine treatment, and the therapeutic 
employment of X rays and other electrical agents. Auxiliary 
methods are of importance for the patient’s general well¬ 
being, and are also often directly concerned with his disease; 
they comprise attention to the teeth, skin, throat, nose, 
ears, and eyes. These matters are frequently neglected, 
but demand attention and skilled care. I should also 
include under auxiliary methods of treatment a branch 
institution such as we are fortunate in being able to 
make use of, where chronic cases not requiring any special 
treatment may be detained indefinitely, and thus give room 
at the hospital for more acute patients urgently needing 
specialised care. 

After-Care. 

Lastly, I would touch on the all-important matter of 
after-care. 

All patients who have suffered from surgical tuberculosis 
shouldhave the continued advantage of occasional skilled 
supervision. No special hospital for the treatment of these 
conditions can be considered complete unless it possesses 
au out-patient department where discharged patients may 
be periodically examined, advised, and assisted. Not only is 
medical help required, but advice in the choice of occupation 
and assistance in obtaining suitable employment should be 



Fig. 18.—Sun balcony at Sandy Point, Hayling Island. Canvas 
blinds can be pulled down over the patients to protect them from 
showers or excessive sun, and canvas weather screens can be lashed 
to the uprights shown, to afford shelter from too strong winds. 

forthcoming. Associated with this department facilities are 
necessary for sending patients to open-air camps and holiday 
homes working in conjunction with, and under the manage¬ 
ment of, the parent institution. Many discharged patients 
at some time or other need such “ toning-up ” as these 
offshoots from the hospital can supply. Some cachectic 
cases, indeed, though not suffering from active tubercle, 
urgently require prolonged detention in residential open-air 
institutions, with the possibly ultimate transference to a 
residential technical school, such as the college for per¬ 
manently crippled boys we maintain at Alton. Here lads 
between the age of 14 and 18 are admitted, detained for three 
years, trained in a trade suited to their limitations, and con¬ 
tinue their general education during this period of training. 

Conclusion. 

All the methods of treatment I have just indicated 
are undertaken at the Treloar Cripples’ Hospital and 
College at Alton and Hayling Island, and it is on 
experience gained there that I base my remarks. There 
is great hope for the future. The treatment of surgical 
tuberculosis has now aroused lay as well as medical 
interest. Active Government measures are being taken 



Fig. 16.—Extensive lupus which had resisted treatment for seven 
years. 

Fig. 17.—Same patient after chemotherapeutic and heliothera- 
peutic treatment. The scars remaining are the result of scraping 
operations performed previous to admission. 

to combat the disease. Municipalities are devising 
schemes of their own under expert advise and with 
Government subsidy. If the spirit of the voluntary 
institutions can be maintained this is all to the good. 
Many medical men are exerting their powerful influence 
to promote reform. Prominent amongst these I wuuld 



Fig. 19.—Ambulant patients at Hayling Island enjoying sun, sea 
and sand—valuable adjuncts to the cure. 

mention Sir Robert Jones, long a distinguished practi¬ 
tioner of conservative treatment, who advocates ortho¬ 
paedic centres in every locality. The desirability of 
associating cases of surgical tuberculosis with general 
orthopaedic work may be criticised, but every medical 
man will support and sympathise with the efforts he is 
making. My experience is that it is quite fallacious to 
suppose that adults do not respond well to conservative 
treatment. It is of equal importance in adult cases 
of tuberculous disease, and yields equally gratifying 
results, although with adults there may be a more 
frequent necessity for operative aid. 

I have contented myself by referring simply to the 
general principles underlying the conservative treat¬ 
ment of surgical tuberculous affections. It is a method 
involving minute attention to detail. Any individual 
case may require the application of numerous measures 
appropriate to its peculiar requirements and varying 
according to the stage of the disease or even to the 
idiosyncrasies of the patient. To discuss these various 
forms of non-operative treatment summed up in the 
word conservative, the indications for their individual 
or combined employment, the extent to which they may 
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Fig. 20. —Patients suffering from spinal caries on specially designed 
spinal stands receiving sun treatment at Alton. All patients are 
educated while receiving treatment, and the illustration shows 
a teacher giving instruction while insolation is proceeding. 

be usefully adopted, the effects which they separately 
or in combination produce, and the ultimate results 
which may be reasonably anticipated, is obviously 
impossible. The final judgment to be passed on any 
method of treatment must depend on the end-results 
achieved. Accordingly, I would refer the reader to the 
accompanying illustrations and tables of results, which 
will convey more graphically than any words the 
significance and value of conservatism in the treatment 
of surgical tuberculosis. 

Table I. gives an analysis of results of treatment of 
patients suffering from surgical tuberculosis at the Lord 
_ - ^ Mayor Treloar 

Cripples’ Hos- 
pital, Alton, 
« EHK. \ Hants, from 

/ JPQHj jL. \ fclie opening of 

/ V ' -V j P k ^ \ the hospital in 

/ 4m \ September, 

I Wt 9 JBB \ 1908, to Jan. 

\ 31st, 1921. 

Cases sent 
B ^ I l n as tuber- 

Wmjt / certained after 

mHL J admission not 

’ ^ to be suffering 

HR j from tube r- 

n^, fi, £/ culous disease 

W*/ —e.g., pseudo- 

coxalgiasentin 

Fig. 21.—Skiagram (taken from below) of a rculous 

spinal abscess containing liquid, caseous and Disease 01 cne 
calcareous pus, taken whilst being aspirated, hip-joint — are 
The pus was liquefied by the injection of included 

modifying fluids. Note the cannula in the . t 

abscess cavitv. in la Die 1. 


Fig. 20a. —Ambulant patients leaving the wards for natnre study 
and sun treatment at Alton. 


It will be seen from 
Table II. that if we ex¬ 
clude patients who died 
from intercurrent disease 
the number of deaths 
directly due to tuberculous 
disease is reduced to 47, or 
barely over 2 per cent, of 
patients discharged. While 
meningitis is the com¬ 
monest terminal cause of 
death, a certain number ot 
these cases were septic as 
well as tuberculous, and 
I would regard secondary 
infection as the most 
serious complication which 
may arise. It may almost 
always be avoided if non¬ 
operative treatment is 
undertaken. Spinal caries 
is not only the commonest, 
but also the most fatal 
form of surgical tubercle 
admitted. It is noteworthy 
that 10 of the 13 patients 
suffering from spinal caries 
who died of meningitis were 
under the age of 5 years, 
and in many cases death occurred within a com para 
tively short time after admission. Contrary to what i 
frequently assumed by the public, surgical tuberculosi 


Fig. 22.—The same case later. 
All that is left of tho abscess 
is the small particle of cal¬ 
careous pus indicated by the 
white line at A. (Skiagram 
taken from above.) 


Table II.— Analysis of Mortality Statistic. 


Lesion 


Spine 

Hip 

Knee 

Other 


Cause of death. 

,Spine 

Hip Knee. Ankle. 

Multiple. 

Other. 

Total 

Meningitis. 

13 

6 4 2 

— 

1 

26 

Sepsis . 

8 

6 I 1 

2 

1 

18 

Miliary tubercle... 

1 

— 1 — : — 

1 

_ 

2 

Cerebral abscess 

1 

— — | — 

— 

_ 

1 

Intercurrent 

4 

-1 J 

1 

1 

9 

27 

12 8 2 

4 

3 

56 
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SPINAL CARIES IN CHILDREN. 

A METHOD OF FIXATION. 

BY W. T. GORDON PUGH, M.D., B.S.Lond., 

MEDICAL SUPERINTENDENT, QUEEN MARY’S HOSPITAL, CAR8HALTON. 


although some flattening of the ribs behind may occur 
when a child is kept lying for a prolonged period. 

If the prominence is moderate and not; sharp the child 
can, as a rule, lie on a crash or leather cover, conveniently 
made taut by inserting duralumin rods in the side hems and 
drawing these together with a couple of webbing straps 
beneath the frame, which is bent at the hump to secure 


The appliances most generally used in this country 
in the treatment of spinal caries in an active stage are, 
so far as one can judge from the cases admitted to 
Queen Mary’s Hospital, Carshalton, the Whitman 
stretcher, the double Thomas splint, the Berck tray, 
the plaster bed and the recumbent plaster jacket, and 
less commonly the spinal board, the Bradford frame, 
and the Phelps box. All these have features which 
recommend them, and all have imperfections the 
importance of which is more readily realised when 
the disease is treated on a large scale, as it is at 
Carshalton. 

Drawbacks common to all are that the straps and buckles 
which restrain the patient are within his reach ; thus recumb¬ 
ency is often by no means complete, and supervision may 
become a constant strain. While the spine is being treated 
other parts of the body are apt to suffer from the immobili¬ 
sation ; the chest often becomes flattened, and if the patient 
is long recumbent considerable wasting of the muscles of 
the lower limbs occurs from disuse, and the knee-joints may 
become lax and over-extended. In some cases there is 
slight contracture of the tendo Achillis owing to dropping 
of the feet, even though a cradle has been used to take away 
the weight of the bedclothes. The resulting inability to 
dorsiflex the ankles beyond the right angle produces for a 
time an awkward gait, and may lead to some degree of 
talipes valgus. Another drawback met with in some 
appliances is that there is no satisfactory arrangement for 
the use of the bedpan ; further, portability is often limited, 
and even the more portable appliances are not very con¬ 
venient to move more than a short distance. 

Apparatus Used at Carshalton. 

The apparatus which I use at Carshalton is a frame 
which rests on a carriage of simple design; the latter 
is not essential to the frame, which with its head 
end resting on a block acts equally well on a bed. 

The frame, like the Whitman stretcher, is made of gaspipe 
and is generally eight or ten inches longer than the patient; 
it has a flat transverse bar opposite the shoulders and a 
padded one just above the knees. It is slightly narrower 
than the distance between the iliac crests, but from the 
lower part of the thighs is cranked out an inch and a half on 
each side to allow of more freedom of movement for the 
legs. It may be conveniently described from the foot 
upwards. An adjustable felt-lined foot-rest prevents the 
feet from dropping, and a bend in the frame at the 
level of the knees allows the latter to assume their natural 
position of rest in slight flexion. The thighs at their lower 
end rest on the padded crossbar to which knee-straps are 
attached by means of a saddler’s D. (Fig. 2.) The legs 
lie on a felt-covered wooden flap, which can be dropped at 
suitable intervals to allow of active exercise of the thigh 
and leg muscles, the separate strap over each knee ensuring 
that this movement takes place without disturbance of the 
spine by the psoas. (Fig. 1.) To avoid the foot-rest when 
raising the legs the child has to dorsiflex his feet and thus a 
full range of movement at the ankle-joint is maintained. A 
flap beneath the buttocks allows of the use of an enamelled 
tray, 10“ x 7" x 3," as a bedpan ; if the frame is on a carriage 
the tray is suspended from the tubing by a special holder, 
otherwise it rests on the bed. (Fig. 2.) This flap, three or 
four inches wide, is made of duralumin ; one border is curled 
closely round the tubing and serves as a hinge ; the free end 
rests on a flat catch inserted in the tubing, and has a slot 
through which the catch slips if rotated, and thus the flap 
can be made to drop. If a child has enuresis the enamelled 
tray may be left under him with the flap in position to 
support the buttocks, and wetting of the bedding may in 
this way be avoided. 

The “apron” consists of two transverse pieces of crash 
towelling connected by a duralumin fod on each side. The 
chest-piece is shaped to avoid the neck and sends a 
process over each shoulder, which ends in a webbing loop; 
at the side it passes beneath the armpit to end in a narrow 
pocket or hem in which the rod fits. The pelvis-piece which 
ends in similar pockets runs across the lower abdomen not 
extending lower than the level of the top of the infcer- 

S luteal fold, which is the upper limit of the duralumin flap 
eneath the buttocks. Through slots in the shoulder bar 
and three holes in each connecting rod the apron is laced 
behind the frame with blind cord, the ends of which are 
tied to the foot of the frame out of the patient’s reach. 
Compression of the front of the chest is thus avoided, 


Fig. 1. 



hyperextension. If the prominence is marked or so sharp 
that the skin is likely to be injured the child is made to lie 
on a thin plaster bed instead of a cover. The plaster bed is 
readily made by placing the child on his face in the hyper- 
extended position and running plaster bandages up and 
down over the back between the scapular spines and lower 
sacrum, subsequently strengthening the bed with celluloid 
solution. Several inspections of the back are advisable 
during the first week, but after that it is unnecessary to 
remove the patient more often than once a month, when 
the opportunity is taken of placing a few squares of 
Gamgee tissue beneath the prominence with a view to a 
gradual correction of the deformity. As the correction 
obtained calls for it a new plaster bed is made. 

In high dorsal caries the frame is bent backward instead 
of forward at its upper end and the plate on which the head 
rests is domed downwards 
to allow of hyperextension; FlG. 2. 

in cervical caries a leather 
collar is added to prevent 
rotation of the head. The 
children are provided with 
hand mirrors so that they 
can observe what is going 
on around them. Between 
head-plate and shoulder-bar 
there is a clear interval 
through which crumbs can 
fall. 

The carriage is short, 
extending only from the 
shoulders to the knees; it 
is 30 inches high and con¬ 
sists of four deal uprights 
joined by side and end 
rails; it is supported by 
wheels, and hinged to it 
on each side is a narrow 
table on which the child 
rests his arms and places 
his toys, school books, or 
eating utensils. The cloth- 
iagconsists of vest and showing buttock-flap, knee-bar, and 
nightgown open at the back pan-holder (from below), 
along their whole length, 

and between them a jersey open behind to within 3 inches 
of the neck. In mild weather stockings are worn, but in 
winter the legs are enclosed in a bag made of old blanket 
material; a broad binder is wrapped round the pelvis and 
thighs and a waistcoat shaped to enclose the shoulders 
round the chest, both being made of the blanketing and 
enclosing the frame. A cot sheet, blankets, and counterpane 
complete the bedding. No difficulty has been experienced 
in keeping patients thus equipped out in the open air on 
their carriages day and night throughout the winter 
months. The frame can be readily unclamped from the 
carriage for transference to a bed. 

Although somewhat complicated for purposes of 
description the apparatus is not difficult to measure 
for, make, or apply. It is made in the hospital work¬ 
shop at a cost which compares favourably with that of 
several less effective appliances. With slight modifica¬ 
tion it is used in the treatment of hip disease. 

X 2 
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THE ACTION OF 

DIGITALIS AND ATROPINE ON THE PERI¬ 
PHERAL BLOOD PRESSURE. 

By I. HARRIS, M.D., L.R.C.P., L.R.C.S. Edin., 

HONORARY PHYSICIAN, CARDIOGRAPHIC DEPARTMENT, 
NORTHERN HOSPITAL, LIVERPOOL. 

In this paper the action of digitalis and atropine on 
the peripheral circulation has been studied, and from 
the relation between blood pressure and pulse frequency 
certain deductions have been made with regard to the 
influence of these drugs on the general circulation. The 
leading idea of the paper is to make the output of the 
single contraction a sort of criterion by which the 
effects of these drugs are to be gauged. It is assumed 
that a large systolic output will give rise to a corre¬ 
spondingly large pulse-pressure reading and vice versa. 
(The duration of the systole is taken into consideration.) 
The observation was conducted at the heart clinic of 
the Northern Hospital, Liverpool. Digitalis was pre¬ 
scribed, and blood pressure and pulse tracings were 
taken before the administration of the drug and once 
weekly whilst the patient was under its influence. 

Procedure with Atropine. 

With atropine the following procedure was adopted. 
The drug was administered hypodermically, the blood 
pressure and a cardiogram being taken before and half- 
hourly after administration. In some cases continuous 
polygraphic tracings were taken for from an hour and a 
half to two hours while the patient was under the 
influence of the drug. 

Method of observation .—The combined palpation and 
auditory method was used to determine the systolic 
pressure, whilst for the diastolic I depended on the 
auditory method alone. 

Systolic pressure.—Until a few years ago, it was generally 
assumed that digitalis increased the arterial blood pressure 
even if administered in therapeutic doses. More recently 
it has been observed that digitalis given in therapeutic 
doses does not increase the pressure. My exDerience was 
as follows: Soon after digitalis was administered an increase 
of pressure took place in the majority of cases, lasting a com¬ 
paratively short period, after which it gradually fell, reaching 
a level considerably lower than before the administration of 
this drug. In some instances the declining curve does not 
show a straight downward line, but here and there a sudden 
rise is observable. This is often found in cases where 
digitalis has been administered for a lengthy period. 

Diastolic pressure.—The gradual fall of the diastolic 
pressure owing to the action of the drug is far more 
pronounced than has been the case with the systolic. 
Now and then a slight increase is observable immediately 
after the administration of digitalis, or even in the latter 
stages, in cases where the systolic increase is pronounced. 
As a rule, however, digitalis effects a gradual decline in the 
diastolic pressure from the very commencement. 

Pulse pressure .—The pulse-pressure curves show in the 
majority of cases a tendency towards an upward movement 
tor a considerable time, after which they begin to decline. 

The pulse pressure continues to increase at a time when 
both the systolic and diastolic pressure are on the decrease; 
the two latter pressures may fall considerably below the 
level at which they have been before the administration of 
the drug, yet the pulse pressure may continue to rise. 

Pulse-rate .—Soon after the administration of digitalis the 
pulse rate often becomes lower, but later on for a longer or 
shorter period it keeps on very much the same level as 
before the administration of the drug, after which it becomes 
accelerated. Whilst it is true that soon after the administra¬ 
tion of digitalis the systolic pressure is often raised and the 
ulse frequency diminished, no absolute interdependence 
etween these two factors is demonstrable. In some 
instances a slowing of the pulse-rate is observable without 
any corresponding increase in blood pressure, and vice versa. 

Relation of pulse pressure to systolic pressure and pulse 
frequency in hearts unaffected by drugs and those under the 
influence of digitalis .—in hearts unaffected by drugs the 
pulse pressure and pulse frequency stand, as a rule, in a 
definite relation to the systolic pressure. The higher the 
systolic pressure the higher the pulse pressure and 
vice versa. Thus in a typical case of senile heart the 
systolic pressure is raised and pulse pressure is corre¬ 
spondingly high, whilst in the normal heart, or in 
uncomplicated mitral disease, the systolic pressure is not 
raised and the pulse pressure is small. The pulse-rate, too, 
more often than not bears a certain relation to the systolic 
pressure in hearts unaffected by drugs. As a rule, a low 


pulse frequency is accompanied by a high pulse and systolic 
pressure, and the duration of the systole bears a certain 
relation to the pulse pressure, a long systole being generally 
correlated to a high pulse pressure and vice versa. The 
systole in a senile heart or in heart-block is distinctly 
longer than in a normally beating heart, and the pulse 
pressure is correspondingly high in these instances. These 
relations are completely altered bv the action of digitalis. 
Under digitalis we often find] a high pulse pressure in con¬ 
junction with a high pulse frequency, a short systole and a 
low systolic pressure. 

Atropine: Action of atropine on cases unaffected by other 
drugs. —Within half an hour after the hypodermic injection 
of 1/100-1/75 of a grain of atropine, in the majority of cases 
under observation, the systolic pressure fell and the pulse 
pressure became diminished; the diastolic pressure, too, 
fell, but to a lesser degree than the systolic, and the pulse- 
rate became lower. Usually, as we have seen, a low pulse- 
frequency is correlated to a high systolic and pulse pressure. 
Under the influence of this drug, in doses indicated above, 
both these pressures became low. 

Action of atropine on cases previously under the influence of 
digitalis.— In all essentials the effect of atropine* in doses 
indicated above is the same whether the patient has been 
nnder the influence of digitalis or not. The systolic and 
ulse pressure become lower and the pulse frequency also 
ecomes lower. If the pulse frequency has increased owing 
to the action of digitalis, the administration of atropine will 
considerably lower the pulse-rate. Similarly under atropine 
any cardiographic evidence of digitalis poisoning which may 
be present will disappear. 

Action of atropine in doses of 1/50'gr. —Atropine in doses of 
1/50 gr. increases the pulse frequency, the systolic pressure 
becomes lower under its influence and the pnlse pressure 
diminished. 

Contrast in effect of digitalis and atropine action. —Under 
digitalis a high pulse pressure is found in conjunction with a 
high pulse frequency, a short systole, apd a low systolic 
pressure. Under atropine in doses of 1/100-1/75 gr. a low 

f mlBe pressure is correlated to a slow pulse with a relatively 
ong diastole and a low systolic pressure. 

Discussion. 

We have seen how, after a comparatively short 
period, the systolic pressure falls and the pulse pressure 
increases. The fall of the former is obviously due to 
the low diastolic tension, which we have seen is one of 
the characteristic features of digitalis action. Now, the 
pulse pressure represents the output of a single systole ; 
a high pulse pressure therefore means a correspondingly 
large output (the duration of the systole being taken 
into account). As the pulse frequency is not diminished 
but often increased, it follows that the total output of 
the heart per a given time is Increased under digitalis. 
Even where the pulse pressure is not increased, since 
the pulse-rate is often increased, the total output would 
still be greater than normal. 

Abnormal Loivering of Systolic and Dia8tolic Pressures. 

The question now arises, Why are the systolic and 
diastolic pressures lower than normal when they 
ought to be higher, since the arteries receive more 
blood into them from the ventricles per given time than 
before the action of digitalis becomes effective ? There 
are two possible explanations of this apparently 
paradoxical phenomenon. It is conceivable that 
dilatation of the arteries might cause a fall in the 
systolic pressure, although the total amount of blood 
they contain is increased. This does not seem a very 
plausible explanation. First of all, there is no evidence 
that under the influence of digitalis dilatation of the 
vessels takes place ; on the contrary, all evidence points 
the other way. Digitoxin contracts all vessels, whilst 
digitalin contracts the vessels of the abdominal organs 
and dilates the vessels of the extremities 1 ; the action 
of digitalis accordingly cannot result in fall of pressure, 
owing to dilatation of the arteries. Moreover, if 
dilatation of the vessels were the correct explanation of 
the fall of pressure under digitalis, it would still have to 
be assumed that with the increased output which the 
drug effects the blood accumulates on the side of the 
arterial circulation. This is an improbable assumption. 
Whence does the heart derive the blood for an increased 
output? From the reserve volume which remains 
normally in the ventricles after systole ? This would 
soon be exhausted. From the veins? On the one 
hand we are supposed to have a piling up of blood on 

1 Cuslmy : The Aofcion of Drugs. 




The Lancet,] 


* r . HARRIS : DIGITALIS, ETC., AND PERIPHERAL CIRCULATION. [MAY 21, 1921 1Q73 


tli© arterial side; on the other hand, we have an ever- 
increasing ontput of the heart, the supply of which 
can only be derived from the veins. In other words, 
the veins, relatively at any rate, would receive less 
blood from arteries and give up more than is normally 
the case. Such double factors acting even in incon- 
-siderable quantities would in a very short time com¬ 
pletely empty the veins of their contents, when one 
considers the number of beats per 24 hours, and the 
fixed quantity of blood contained in the circulation. 
The theory that digitalis takes blood from the veins and 
piles it up on the arterial side seems to be accordingly 
untenable; it is extremely unlikely that the fall of 
pressure under digitalis is due to dilatation of vessels. 

There is only one alternative explanation. The flow 
of blood in the vessels might take place at an accele¬ 
rated rate owing to the influence of digitalis. Under 
these circumstances it is conceivable that the blood 
might leave the arterial system at a quicker rate than 
is normally the case. The increase of the output of the 
single contraction might not compensate adequately 
the accelerated rate of outflow of the fluid from the 
arteries. The total amount of blood contained in the 
arterial system per given time would accordingly be less 
than normal. The diastolic pressure would become low 
under such conditions, and incidentally also the systolic. 

Increased Heart Content of Blood Caused by Administra¬ 
tion of Digitalis . 

That the flow of blood under the influence of digitalis 
is accelerated has long been proven. 2 But now comes 
the most interesting feature of the whole problem. A 
given volume of fluid which circulates in a closed 
system at the same rate at every part will contain 
exactly the same amount of fluid in all its parts per 
given time, whether the rate of flow is slow or quick, 
since the volume of fluid which leaves one side of the 
system is replaced by exactly the same amount of an 
inflow from the other. If the total quantity of blood 
per given time is to be diminished in the arterial 
system owing to the accelerated rate by which the 
outflow takes place, it must be assumed that the inflow 
takes place at a slower rate or in a decreased volume. 
This would presuppose that at another part of the 
circulatory system the quantity of blood is greater and 
the pressure higher than normal. 

Which part of the circulation is thus affected ? Not 
the venous side of the circulation to be sure. A 
cursory glance at the veins of a patient who is under 
digitalis is sufficient to convince oneself that the 
pressure in them iB not increased and that the quantity 
of blood they contain is not larger than normally. We 
are driven to the conclusion that the only part of the 
circulatory system which could possibly contain a 
greater quantity of blood than normal owing to the 
influence of digitalis is the heart. As a matter of fact, 
the following consideration will show that it could not 
be otherwise. Supposing that under the influence 
of digitalis the pulse-rate, as it often does, remains 
the same as before the drug has been administered, 
the duration of diastole, to put it at the lowest 
—indeed, the duration of all phases of the heart— 
is the same under digitalis as before. But the flow 
of. blood is accelerated. In the same time unit the 
heart will receive a greater quantity of blood than 
before the action of the drug. On the other hand, the 
outflow from the heart is not accelerated, since, as we 
have seen, the diastole in this instance remains of the 
same duration. The heart, therefore, will contain at 
the beginning of the systole a larger quantity of blood 
than under normal conditions. It is true, too, the 
output per single contraction is increased. It is also 
possible that soon after the administration the total 
amount of blood on the arterial side is increased. It is 
more probable, however, that the total amount of blood 
in the arteries is at no time augmented, and the increase 
in the systolic pressure, often observable soon after the 
administration of digitalis, is generally assumed to be 
due to contraction of the blood-vessels. But as the 


a Gottlieb and Magnus: Archiv ftir Experimentelle Pathologie 
and Pharmakologie, xlvii. Edmund : American Journal of 
Physiology, xviii. 


rate of the blood stream quickens under the influence 
of the drug the vessels give a greater volume of blood 
to the heart than they receive from it; the result is a 
fall of the arterial pressure and a rise in the intra¬ 
cardiac pressure. The angina-like pain from which 
patients suffer who are under the influence of an over¬ 
dose of this drug and the fatal issue which sometimes, 
though rarely, attends its use, is to be attributed to 
high intracardiac pressure. 

We see the action of digitalis does not effect, as is 
generally held, a diminution of blood on the venous side 
and a piling up of the fluid on the arterial side of the 
circulation. The true facts are different. The action 


Table I .—Digitalis. 

Av. = About average duration of a single beat in seconds. 


V 

§ 

Date. 

BP 

Av. 

i 

Date. 

BP 

Av. 







o 


8 

D 

P 


o 


S 

D 

P 


1 

22/12/20 

140 

98 

42 

0*56 

5 

1/10/20 

105 

35 

20 

0*54 


28/12/20 

105 

60 

45 

0*76 


8/10/20 

125 

80 

45 

0*83 


4/1/21 

115 

70 

45 

0*56 


15/10/20 

100 

85 

15 

— 

2 

17/12/20 

140 

100 

40 

0*56 


22/10/20 

105 

76 

29 

062 


21/12/20 

150 

110 

40 

0*36 

6 

22/12/20 

no 

78 

32 

0*72 


28/12/20 

118 

78 

40 

0*64 


28/12/20 

125 

76 

49 

0*72 

3 

22/10/20 

29/10/20 

3/11/20 

130 

120 

145 

100 30 
75 1 45 
105! 40 

0*66 

0*6 


4/1/21 

11/1/21 

21/1/21 

118 

140 

88 

75 

80 

35 

43 

60 

33 

0*6 

0*76 


19/11/20 

95 

75 

20 

0*68 

7 

7/12/20 

105 

70 

35 

0*52 

4 

12/10/20 

26/10/20 

10/11/20 

26/11/20 

145 

130 

120 

120 

115 

86 

85 

78 

30 

44 

35 

42 

0*74 

0*72 

0*7 


14/12/20 

21/12/20 

28/12/20 

4/1/21 

11/1/21 

105 

100 

125 

100 

108 

58 

45 

55 

55 

70 

47 

55 

70 

45 

38 

0*52 

0*59 

0*63 








18/1/21 

100 

60 

40 

•— 


Gases 1,2,3,5,6, digitalis xv., thrice daily. Case 4, C. Case 7, 
digitalis xv. 

BP, blood pressure. S, systole. D, diastole. P, pulse pressure. 

The llgures in tbe first line of each case represent readings taken 
just before digitalis was administered. 

It is a common occurrence to observe a sudden rise in the 
S 3 'stolic pressure after the patient has been for some weeks under 
the influence of the drug. Possibly this rise is in the nature of a 
reaction to the condition of the circulation, brought about by 
digitalis and not to the direct action of the drug. 


Table 11.—Atropine. 

Sec. = Duration of beat in seconds. 


Before injection. I 


About 4 hour 
after injection. 


Case. 

S 

BP 

D 

P 

6 

o 

CO 

Atror 

Time 

Time 

P.M. 

BP 

P 

w 

£ 

1x1 Bp 

Sec. 

8 

5 

**1 s 


P 

1 

155 

85 

70 

O'72 

1/75, 2.20 

,2.40* 105 

70*35 

0*88 

3.30145 

80 

65 

0*84 

2 

115 

60 

55 

0'85 

1/75, 2.30 

3.0 

X06 

80 25 

0*9 

3.15 115 

78 

37 

0*92 

3 

125 

78 

47 

0'6 

1/75, 2.10 

2.40; 74 

48 26 

0*6 

5.15J 90 

65 

25 

0*64 

4 

115 

78 

37 

0*72 

1/75, 2.15 

2.45 

70 

52il8 

0*88 

3.30! 115 

78 

37 

0*96 

5 

108 

68 

40 

0*6 

1/75 

2.50 

70 

50|20 

0*64 

3.30100 

65 

35 

0*85 

6*+ 

150 

65 

85 

— 

1/75, 2.45 

3.15 

110 

45 65 

— 

3.15170 

65 

105 

— 

7# 

75 

50 

25 

0*64 

1/100,2.15 

2.45 

75 

60 ! 15 

1*2 

3.45! 80 

58 

22 

0*76 

8* 

125 

85 

40 

0*72 

1/100,2.20 

3.0 [110 

89 

21 

0*68 

4.0 !ll0 

80 

30 

— 

9 

120 

96 

22 

— 

1/75, 2.5 

2.30| 80 

48 

32 

— 

3.15* 50 

40 

10 

— 

10* 

120 

76 

44 

10 

1/50, 2.5 

2.35100 

68 

32 

0'77 

4.10| 55 

48 

7 

0*72 

11* 

100 

68 

32 

0*6 

1/50, 2.10 

2.45 

85 

68 

17 

0*48 

3.18* 90 

64 

36 

0*5 

12* 

80 

50 

30 

0*93 

1/50, 2.30 

3.0 

35 

54 

19 

0*6 

4.30100 

70 

30 

0*6 

13 

115 

60 

55 

1*08 

1/50, 3.0 

3.30 

120 

* 

44 

0*84 

~ i ~~ 

1 



— 


About 1 hour 
after injection. 


* These cases have been under the influence of digitalis. 1A case 
of auricular fibrillation. 1 Some cases did not react to atropine. 


of digitalis brings about a diminution of the quantity 
of blood in the peripheral circulation and a piling up of 
the fluid in the heart’s cavities. 


Quickening of the Pulse-rate Resulting from Action 
of Digitalis. 

Once it is recognised that owing to the action of 
digitalis the volume of blood in the heart’s cavities is 
augmented, another feature in connexion with the 
action of digitalis becomes comprehensible, which 
otherwise would remain unexplained. It is a well- 
known fact, to which I have already referred in this 
paper, that the pulse frequency increases if digitalis is 






ATI* 

1074 The LANCET,] DR. C. GOULDESBROUGH : X RAYS IN SPINAL ARTHRITIS.=[May, 21, 1921 


pushed long enough. Paralysis of the vagus is the 
orthodox explanation of this phenomenon. This 
explanation is unsatisfactory. I pointed out some¬ 
where else that the dose of digitalis required to bring 
about an acceleration of the pulse-rate stands in a 
definite relation to the condition of the myocardium. 
If the latter is affected a small dose of digitalis is 
sufficient to bring about a quickening of the pulse-rate. 
It is difficult to understand why the vagus should so 
much more easily be paralysed when the heart mus ‘le 
is diseased. As a matter of fact, as will be seen later 
on, there is ample evidence to show that the vagus 
function is not impaired at the time when acceleration 
of the pulse-rate takes place. To what, then, is the 
frequency of the heart’s action due? 

It is generally assumed that the endocardium is 
endowed with an apparatus, stimulation of which is 
the exciting cause of the systole. The volume of blood 
in the heart’s cavities has a good deal to do with the 
bringing about of a systolic contraction. It is obvious 
that if the cavities of the heart are filling up at an 
accelerated rate a volume of blood sufficient to excite a 
systolic contraction will accumulate in a shorter period 
of time than is normally the case. In other words, the 
pulse will become accelerated. No doubt digitalis acts 
also on the inhibitory apparatus, but the longer the 
patient has been under the influence of the drug the 
higher the rate of acceleration of the flow of the blood 
through the vessels. Soon a condition will be reached 
which overbalances its inhibitory effect. We see it 
actually happening in Case 1, Table I. Digitalis first 
effected an increase in pulse pressure. When the 
patient was kept under this drug for another week no 
further increase in blood pressure was recordable, but 
a pronounced acceleration in the pulse frequency took 
place instead. A further increase in pulse pressure 
was evidently impossible in this case, simply because 
as soon as the intracardiac pressure reached a certain 
height it excited systolic contraction. 

The slowing of the pulse-rate brought about by 
atropine is evidently due to vagus stimulation. 
Apparently 1/100-1/75 gr. of atropine is not strong 
enough a dose to effect paralysis of the vagus endings. 
We know vagus stimulation lowers the output of the 
heart; hence the smallness of the pulse pressure. The 
intracardiac pressure will be diminished under these 
conditions, owing to the feebler contraction. The 
latter circumstance would explain why the cardio- 
graphic signs which are attributable to a high intra¬ 
cardiac pressure disappear under this drug. We have 
seen that in cases which, under the influence of 
digitalis, have exhibited an accelerated pulse frequency 
an injection of atropine effects a lowering of pulse 
frequency. Evidently the vagus function remains 
unimpaired, in these circumstances, as otherwise this 
nerve would not react to stimulation. 

Atropine in doses of 1/50 gr. evidently paralyses the 
vagus ending, the pulse-rate is increased, the duration 
of the diastole being shorter than normal, the heart 
would not completely fill itself as is normally the case; 
the output per single beat would accordingly decrease, 
and one would get a relatively small pulse pressure 
under the circumstances. Evidently the total output of 
the heart under atropine is less than normal, otherwise 
we would be unable to explain the fall in the systolic 
pressure. 

Summary and Conclusion. 

Under the influence of digitalis the diastolic pressure 
becomes lower and incidentally the systolic, whilst 
pulse pressure rises. The decline of the diastolic 
pressure is not due to a diminished output of the heart 
—the contrary is the case. The low diastolic pressure 
is neither due to dilatation of the arteries. The conclu¬ 
sion is that the blood stream leaves the arterial circula¬ 
tion at a greater rate than under normal conditions. 
The corollary to this conclusion is that under digitalis 
the heart contains at the beginning of the systole a 
greater amount of blood than before. The quicken¬ 
ing of the pulse observed in the latter stages of digitalis 
is due to the fact that in a shorter time than normal the 
intrac&rdiaa pressure is sufficiently high to excite 
contraction. 


■ ■ -■ ■ - ■■■■ 

THE X RAY APPEARANCES OF SO-CALLED 

OSTEO-ARTHRITIS OF THE SPINE. 

BY CLAUDE GOULDESBROUGH, M.A., M.B., 
B.Ch. Oxon., M.R.C.S., L.R.C.P. Lond., 

A88IBT. SUPERINTENDENT, X RAT DEPT., BT. THOMA8*8 HOSPITAL. 


The excuse for publishing this short article is that it 
deals with certain facts in connexion with this disease 
which are apparent on radiographic examination, and 
which, to my knowledge, are either unknown or have 
never been published before. Excluding the question 
of injuries, one of the commonest conditions to be 
found in the routine examination of hospital patients 
is that of so-called osteo-arthritis of the spine. In fact, 
excluding tuberculous disease, the well-known appear¬ 
ances presented in this condition are continually 
cropping up, and it is interesting to note how often the 
clinical symptoms associated with other diseases can 
be proved to be due entirely to this pathological state. 
The commonest and most interesting of all is that in 
which the patient is sent to the X ray department 
suspected of renal calculus with typical symptoms of 
pain in either loin, sometimes very acute, and even (if 
the history is to be believed) of hsematuria, although 
how the latter can be caused is a mystery. 

An analysis of 196 cases sent to the department in 1913 
and suspected of renal calculus resulted as follows:— 

Calculi present. 19 or 9*7 per cent. 

Calculi not present. 144 ,, 73*4 ,, 

Cases not re-examined . 12 ,, 6*1 „ 

Osteo-arthritis of spine. 17 ,, 8*7 ,, 

Nephroptosis . 1 „ 0*5 „ 

Calcareous deposits. 2 „ 1 „ 

Bone growth . 1 „ 0*5 „ 

From this it can be seen that the number of cases 
which prove to be osteo-arthritis of the spine and not 
calculus very nearly equalled the number of cases of 
renal calculus, the other conditions present totalling 
together only four. 

The cases which were not re-examined were either 
those in which the patient did not attend again or in 
which the physician himself decided that the doubtful 
shadows, combined with the weak clinical history, did 
not substantiate the original diagnosis, and therefore 
were probably neither osteo-arthritis nor calculus. An 
examination of a very large number of cases, both on 
living subjects and dried specimens, has led to the con¬ 
clusion that the disease is unequal in its distribution. 
The dorsal region is by far the commonest to be 
affected; then come the lumbar and sacral regions; 
and, lastly, the cervical regions. This distribution is 
important from the X ray point of view, because the 
dorsal region, being hidden by the heart, diaphragm, 
and liver shadows, is the most difficult to see; and it 
is extremely probable that numerous cases of even well- 
marked osteo-arthritis in this region are bound to be 
missed on the most careful examination when the disease 
is solely confined to this area of the body, as is frequently 
the case. Another important point is that the disease 
has to be very fairly advanced before any departure 
from the normal can be detected. These two points 
alone—namely, greater susceptibility of the dorsal 
region and inability to diagnose very early stages of 
the disease—lead to the conclusion that the condition 
is much more common than has been generally supposed. 

Two Distinct Types, very rarely Combined . 

There are radiographically two distinct types of 
osteo-arthritis of spine, though very rarely one sees 
them combined. 

Type A .—The first type is very uncommon, but undoubtedly 
occurs; in this type "there is no typical “lipping” of the 
articular edges of the vertebrae, but only an erosion of the 
fibro-cartilage between adjacent vertebra, causing approxi¬ 
mation of the bony segments of the spine. In four cases this 
had undoubtedly taken place, and was not caused by any 
caries (tuberculous or otherwise), and in all four cases the 
condition was limited to two adjacent segments in the 
lumbar region with the intervening fibro-cartilage. In one 
of these cases there was present also, lower down in the 
lumbar region, the typical “lipping” generally associated 
with this disease, and forming the second type. 
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Type B .—This second type can be met with in all stages, 
from slight “ spikiness ” of the articular margins to com¬ 
plete synostosis of the whole of the spine—forming the well- 
known poker-back spine. The gradual progress of the 
disease of this type is as follows: It may commence either 
unilaterally or bilaterally, and may be equally marked on 
both sides, or one side may be more involved than the other. 
Whichever way it is, the affected side or sides first shows 
this slight sharpening of the normally round lateral borders 
of the bony articular surfaces. This increases in extent, and 
as it increases the spikes so formed tends to turn slightly 
outwards and downwards in the case of the lower articular 
margin, and upwards and outwards in the case of the upper 
articular margins. Both these spiky prolongations then 
turn directly upwards and downwards, so that they eventually 
meet and fuse. Then if the disease progresses this band of 
opacity gradually thickens, so that eventually a solid shadow 
is seen surrounding the affected segments and hiding all 
details of the spine itself. The whole appearance (if both 
sides are involved) is then that of a spine over which plaster- 
of-Paris had been poured and then allowed to set. 

This state of affairs is so unlike that presented in any 
other osteo-arthritic conditions seen elsewhere in the 
body that it seemed possible some other factors were 
present in the spine which allowed the disease to 
progress much more markedly and in a different 
manner than elsewhere. Accordingly, with the kind per¬ 
mission and assistance of Professor S. G. Shattock, to 
whom I am greatly indebted, a number of dried osteo- 
arthritic spines were examined at the Royal College of 
Surgeons of England and photographed and X rayed. 

From the examination of these specimens two 
important facts were deduced, one of which has 
already been mentioned—namely, that even when the 
disease is quite well advanced the X ray plates of the 
dried skeleton show very little change. How much 
more, therefore, would be the difference in the living 
body when the faint shadows seen in the dried bones 
in the early stages would not be differentiated at all. 
The second fact is even more important. It can be 
seen conclusively from the appearance of these so-called 
osteo-arthritic deposits along the lateral borders of the 
“poker-back” spine produced, that the normal rounded 
outlines of the vertebrae are unaltered, and that these 
deposits are not bony in origin at all, but are due to 
calcareous masses surrounding the normal vertebra— 
i.e., calcification in the lateral and sometimes central 
portions of the anterior common ligament of the spine. 
The actual bone itself is unaltered, the differentiation 
between the two shadows being quite plain. Con¬ 
sequently this condition is not that of an osteo arthritis 
at all; it should rightly be termed a state of flbrositis 
ossificans, in order to differentiate it from the true 
osteo-arthritic condition seen in true bony “lipping” 
of the knee-joint, where actual proliferation of the bone 
itself takes place. 

This fact suggests a possible explanation of the 
difference seen in the two types, A and B, of this condi¬ 
tion. It is well known that one of the first effects of 
this disease is to cause atrophy of muscles and loosen¬ 
ing of ligaments around the seat of the disease. This 
fact is taken advantage of in certain forms of treatment 
for osteo-arthritis of the knee, when by means of tuning 
up the muscles around the joint (by electricity, Ac.), 
the joint surfaces of the femur and tibia, which before 
were pressing on the semilunar cartilages, and thus 
causing pressure erosion and pain, are now forced away 
from each other with consequent relief of the sym¬ 
ptoms, although the actual bony proliferation of the 
articular edges still remains. 

This state of affairs must exist also in the affected 
spine so that, owing to the relaxation of ligaments, 
pressure erosion takes place of the flbro-cartilage 
between the bony segments, but at the same time, or 
before this, calcification begins in the common ligament. 

If this latter condition is delayed erosion of the disc 
occurs, possibly followed later by calcareous deposits. 
If, however, as usually happens, calcification advances 
considerably before pressure erosion takes place, then, 
although the ligaments have weakened considerably, 
yet by reason of their solidity owing to deposition of 
salts the two segments of the spine are kept apart 
as if by buttresses, and consequently no pressure occurs 
on the flbro-cartilage. 


MANIFESTATIONS OF HYSTERIA . 1 

By HILDRED CARLILL, M.A., M.D. Cantab., 

PHYSICIAN TO WESTMINSTER HOSPITAL; LECTURER ON NERVOUS 
DISEASES IN THE MEDICAL SCHOOL; ASSISTANT FHY8ICIAN 
TO THE WEST END HOSPITAL FOR 
NERVOUS DISEASES. 


It has probably seemed to some that hysteria is 
more important and more common of late years than 
in the past. For reasons which we all appreciate the 
patients who present hysterical manifestations are 
now more numerically apparent, but there is no 
evidence which points to a material difference in their 
variety. We have recently been deluged with a 
literature of hysteria, and on this account I must ask 
your indulgence for taking the subject as the text of 
my lecture; but the condition is of such importance 
and diagnostic mistakes are still so numerous that an 
unfailing interest in it is amply justified. 

Various theories have been put forward to explain the 
puzzling fact that hysterical manifestations aredisplayed. 
by one person and not by another; in acknowledging 
here the help of writers and colleagues, I should like 
to bear personal testimony to the excellent work of 
Dr. A. F. Hurst, whose conviction that hysteria consists 
of symptoms produced by suggestion, and therefore 
curable by psychotherapy has proved to be correct in 
what is possibly a majority of cases. In capable hands 
the disability has been permanently cured ; but in some 
persons who show the manifestations of hysteria the 
suggesting element which results in the particular 
disability is amazingly difficult to discover. In the 
case of patients who are not cured either this definition 
is wrong, diagnosis is incorrect, or treatment is 
inadequate. The mental condition of a hysterical 
patient is closely connected with his special symptoms, 
but is not necessarily identified with them. In 
some patients symptoms are readily and permanently 
cured, leaving the individual apparently normal; 
in others the symptoms are perhaps cured, but the 
mental state fails to react to the same degree, with the 
result that the patient is less happy after treatment 
than before. The reasons for this state of affairs are 
thought to be fairly well known. Considerable experi¬ 
ence is needed in order to decide correctly how much 
explanation of the cause of the symptom shall be given 
to the patient, and what proportion of the explanation 
shall precede or follow the cure of the symptom, but it 
is probable that in some cases the physician’s outlook 
is insufficiently wide. Comparatively few possess at 
the same time neurological convictions adequately 
strong and a personality sufficiently optimistic and 
courageous, internally as well as externally, to carry 
out with constant success the treatment of hysteria. 
The most experienced medical man may have to deal 
with a nervousness lest his capacity, proved in the 
past, may fail him. The onlookers anticipate a cure, 
and if a dramatic result is not immediately forthcoming 
they sometimes waver audibly in opinions which a 
moment before seemed fixed and immovable. Many 
patients can be labelled hysterical at a glance. Others 
need diagnostic acumen. Once a case is definitely 
diagnosed hysterical the patient is to be regarded 
equally definitely as curable. 

The observer, whether practitioner or friend, who 
first witnesses in its infancy a manifestation of hysteria 
is responsible if it continues, for every case can 
probably be strangled at the onset; but a hysterical sym¬ 
ptom is not necessarily more difficult to cure because 
it has reached maturity. 

A Case Illustrating Onset of Hysterical Palsy . 

During a visit to a nursing home I was asked by the 
matron to see one of the maids who had managed 
to get a crotchet needle beneath the skin of her 
palm. ” Oh, it is sore,” she said, as I entered 
the room, “and I can’t move any of my fingers.” 
The needle was doing no immediate harm, but its 

1 A lantern lecture delivered before the West Kent Medico- 
Chirorgical Society on March 11th, 1921. 
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influence was harmful, so I held its free end and 
ordered her to move her Angers in all directions, also 
her wrist, elbow, and shoulder, pain or no pain. Later 
the needle was removed, and she at once resumed full 
work. It is my custom to make a patient demonstrate 
the absence of hysterical sequelae at once after every 
operation with a hypodermic needle, intrathecal needle, 
and the like. I have heard of a case of hysterical 
paraplegia following lumbar puncture, and I have seen 
severe palsy of the upper limb after vaccination, and 
also after a subcutaneous injection of antitoxin over 
the deltoid. We who sit here imagine, no doubt, that 
we are immune from the possibility of acquiring these 
manifestations, but I wonder whether we are right in 
so thinking. I believe that the wish is father to the 
thought. 

Psychology of Hysteria. 

I am not going to trouble you with long terms and 
strange words in an attempt to explain the psychology 
of hysteria ; I believe that many are dissuaded from a 
study of this subject by the regrettable factethat, even 
in English, its language is foreign. Englishmen do not 
readily acquire a knowledge of strange tongues. I think 
it must be difficult to explain in any language the exact 
reasons why, for instance, one of my cases lost his 
hair. Seven years before I saw him he was in a fire- 
brigade, and during the two months which followed his 
burial beneath the ruins of a burning house he lost per¬ 
manently every hair of his body, including those of the 
nareb, pubes, eyebrows, and lashes. My difficulty is that I 
have seen no case resembling this in men who were 
buried during the war under nearly identical circum¬ 
stances, so that we might suppose the physical and 
mental reaction would be similar. 

I have said that we can directly prevent the con¬ 
solidation of a hysterical disability without any but the 
most superficial examination, provided that we witness 
its onset and appreciate its cause. If, however, we 
meet the case after consolidation has occurred, at a 
period near to or remote from the onset, we shall 
examine with care, bearing in mind that a minute 
examination may serve to increase the patient’s idea 
of physical illness. A sufficiently accurate examina¬ 
tion can, as a rule, be made, under cover of conversa¬ 
tion or the like, to exclude organic disease and, at the 
same time, to prevent undue interest in the mind of 
the patient. Above all, we must not adhere too closely 
to the reports of former advisers, for it is easy to have 
the diagnosis of hysteria suggested to our own minds to 
the mutual disadvantage of patient and physician. 
But hysteria is so very common that it should 
be in our thoughts in every case where there is 
no evidence of organic disease, or where the 
organic lesion has healed, or whero the lesion is at 
best inadequate to account for the disability—given at 
the same time a temporaturo and pulse-rate which do 
not vary materially from the normal over a period of 
time. An isolated temperature of 98° F. taken in the 
consulting-room is apt to be misleading. 

The disabilities of all of us are either physical or 
mental both in their origin or their continuation. The 
population contains more physically fit than the 
reverse, but it is a question whether this can be 
said of the entirely mentally fit. I think that many 
of us are mentally ill at fairly frequent intervals. 
No doubt it is easier to recognise this in others than in 
ourselves; but however this may be I feel that there is 
always a good chance that a patient may have no 
primary physical lesion. 

A Mistaken Diagnosis. 

The following misapplication of the practice of 
psychotherapy occurred in my own experience. For 
18 months a young officer had limped and complained 
of pain in the right lower limb. For three months he 
had required a stick, and with this he walked about 
every day. He did not look ill, and no evidence of 
disease was detected by his physician or myself. He 
was able to stand and hop on the affected limb, but 
when he lay down he could not raise the leg against 
gravity. He could, however, support it in the air when 
it had been raised passively. He was encouraged to use 


the limb with considerable success, and after the 
examination walked back to his ward by way of an 
extensive garden. The same evening he collapsed 
suddenly and died. A sarcoma of his pelvis had reduced 
his acetabulum to the consistency of egg-shell, and the 
ischium was removed with scissors. There was exten¬ 
sive haemorrhage in the thigh and retroperitoneally as 
high as the kidney. 

In the past few months diabetes, malignant endo¬ 
carditis, and cerebral tumour have been referred for 
treatment by psychotherapy, and I have a patient who 
for months wore an apparatus for foot-drop which 
followed the removal by frost-bite of two toes. 

Varieties of Hysterical Manifestations. 

There is little to be gained by a recital of the 
varieties of hysterical manifestations or of the 
precise causes of their occurrence. In the treat¬ 
ment of hysteria the physician deals with every 
department of medicine. The clinical types can be 
grouped broadly as follows: headache; sensory dis¬ 
orders of skin and mucous membranes (so-called sub¬ 
jective and objective), whether decrease, abolition, 
increase or pain ; disorders of muscular contraction or 
control, spasms either tonic or clonic, or palsy, 
all of which can be voluntarily imitated, which 
may be manifest in abnormal gait or posture ; abnor¬ 
malities of speech and articulation, aphonia, stammer¬ 
ing, and the various laryngeal and respiratory tics, 
including cough and hiccough ; disorders of the special 
senses; disorders of cerebral control, such as fits, 
sleep-walking, insomnia, or excessive sleep; gastric 
and intestinal disorder, with needless vomiting, con¬ 
stipation, diarrhoea, flatulence, and incontinence and 
retention of urine. We must also remember that 
hysteria is seen in quite young children. 

Hysterical pain is of abiding interest to us all. If a 
patient says he has pain we must assume that lie has. 
It is useless to tell him that he merely imagines he has 
pain. Our work is to discover whether the behaviour 
of his pulse, temperature, sweat glands, and pupils 
resembles that which our experience has shown to be 
characteristic of proved organic mischief; and if it is 
not we try by persuasion to get the patient himself to 
modify his former opinion and statement. Pain, after 
all, is the reaction to a stimulus, and the reaction is 
variable. The duty of the physician is to weigh all the 
evidence and then to assess the probable value of the 
patient’s statement. 

In October, 1915, a lad sustained a comminuted fracture 
of the proximal phalanx of his great toe. A piece of metal 
had dropped across his foot. In December, 1915, the toe 
was amputated at the site of fracture and great 
pain was complained of directly consciousness was 
regained. This persisted. In August, 1917, I found the 
foot held in a varus position owing to localised pain. He was 
unable to do much apart from drawing his compensation 
payment. The toe-nails on the right foot had not once 
required cutting since the accident. No other evidence of 
disease was found, but the patient’s attitude towards 
examination was not normal. He would not tolerate the 
slightest touch on the affected part unless his attention was 
previously distracted, and said he wanted to have his foot 
off; nevertheless, he got about the ward with comparative 
ease and slept well, the limb requiring no protection from 
the bed clothes. I made a note that the failure of the nails 
to grow was evidence of injury to the peripheral nerves, and 
then proceeded to cure the pain. Conversational methods 
were useless, so I took off my coat, grasped the toe stump, 
and held on. Over and over we went round and round the 
room, the roars of the boy arousing the hospital, but in 
15 minutes he had ceased his struggles and I had won. He at 
once put on his ordinary boots, and r in a week was back at 
work in the dockyard. Six months later he was still full 
of gratitude. 

(Edema or lowered local temperature, want of expres¬ 
sion of the part, ridges on the nails, and the like are 
frequently seen in hysterical conditions. They may be 
due to the original organic lesion of which a residue has 
been perpetuated by hysteria, or they may be, in the 
case of contracture and spasm, caused by the deformity. 
Thus a hysterical disability may cause an organic 
lesion as well as the reverse. The organic signs most 
not, however, be allowed to dominate the picture. A 
man with agony of the lower limb persisting for months 
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after a sciatic neuro-fibroma, due to shrapnel, had been 
removed, and who begged for amptutation, was com¬ 
pletely cured by psychotherapy. Had the abolition of 
the ankle-jerk on that side, due to the initial shock to 
the nerve trunk, been too lovingly regarded he would 
still be disabled from work. Hysterical wrist- and foot- 
drop is often diagnosed when the condition is in reality 
a monoplegia, flexors as well as extensors being 
useless. 

Among gastric cases is that of a young medical man 
whose epigastric hunger pain persisted in the face of a 
laparotomy which disclosed no disease. At his second 
visit to me he gave me his belt and emptied his pockets 
of lozenges and biscuits. A great deal of constipation 
is, I feel sure, due to the unnecessary prescription of 
bedpans ; unless the risks are very great patients 
should be let up. In every case of persistent vomiting 
or regurgitation of gastric contents, witness the act. A 
man of 23 had for two and a half years brought up a 
mouthful of fluid half an hour after each meal. He 
then swallowed it again. Gastric lavage and bismuth 
meals were naturally ineffective. He mentioned tea in 
particular, and at his first visit, after conversation, I 
gave him tea. Nothing abnormal occurred and he was 
amazed, saying that he was better than for 12 months. 
“My improvement is wonderful and I cannot under¬ 
stand my previous treatment.” A man who complained 
that he always belched whenever he put a pipe between 
hto teeth was cured by opening the mouth on a gag for 
a time and by teaching him the needlessness of the act 
rather than by dieting, alkalies, and carminatives. 

An instance of the overflow of needless energy, 
destructive and painful, yet giving a moment’s pleasure 
withal, can be observed in a man now in my ward. He 
has a craze for biting through his lower lip with his 
incisors and for a year or more has not withdrawn his 
protecting finger from his mouth, either for meals or for 
rest or during sleep. He has shown his wisdom, how¬ 
ever, in resisting advice to have the teeth extracted. I 
think it probable that many tics are merely forms of 
hysteria. 

Hysterical affections of the bladder are fairly 
common and are especially tragic when unrecognised. 
During a night retreat in France in November, 1914, a 
man fell into a trench. Before, during, and after his 
fall he was frightened, and that night he allowed a little 
urine to escape in his sleep. Later on he heard someone 
Bay something about a fractured pelvis and injury to 
bladder, and for the next three and a half years, 
though well in other respects, he had passed urine 
every hour. His clothes were soaked and so was his 
mattress until he was presented with a urinal for use 
at night. He used it for 12 months. Treatment con¬ 
sisted of an explanatory statement that an injured 
bladder would not so behave. This was news indeed 
to him. Then followed a demonstration in the lavatory 
of perfect sphincter control. 

Hysterical disorders of the special senses and hys¬ 
terical fits are of vast interest. The cry which may 
precede the epileptic attack is not to be mistaken, but 
the doctor rarely witnesses the initial stage of the fit. 

Malingering and Hysterical Deception . 

Malingering must not be diagnosed unless the patient 
is found in flagrante delicto or his voluntary confession 
elicited, and neither of these occurrences is entirely 
free from the possibility of error. A man with vision 
of less than 6/60 was allowed to hear read out at a class 
the remarks of a fictitious professor that in cases of 
blindness which followed cerebro-spinal fever the 
patient could invariably see and recognise a small 
object when it was one among others. Having persisted 
in failure to see a penny on a piece of white paper, and 
the class having been reminded in his hearing that the 
man’s original illness was cerebro-spinal fever, his 
eyes were uncovered, and he promptly recognised the 
details of the penny placed between two other coins. 
Yet I doubt if he lied consciously in the first instance. 

The motives which underlie the deception of the 
hysteric are not always apparent. The correctness of 
the diagnosis is proved by the cure alone, but it does 
not follow that failure to cure is an indication that the 


diagnosis should be changed to that of malingering 
The following is an instance of confessed malingering. 
A man of 20 in 1917 came in a bath chair to see me. 
His right leg had been comparatively useless for nearly 
a year. The trouble had followed a fall from a ladder, 
and for many weeks he had been lying at home instead 
of assisting his country. He arrived at the hospital 
in a motor ambulance. I was prepared to consider him 
hysterical, even when he jumped up with alacrity on 
seeing me prepare the battery; he admitted, however, 
that he was ashamed of himself, and was told to propel 
the steward back to the ward in the bath chair. The 
following day he refused further examination, although 
he still limped a little, saying that his certificates about 
paralysis were as good as mine. The sentence of the 
court-martial was six months’ hard labour. Possibly 
this served his purpose. 

Preventive Treatment . 

There can be little doubt that if, prior to or at the 
immediate onset of hysterical disabilities, a personality, 
professional or otherwise, was at hand the vast majority 
of them would be killed at the onset. The instance of 
the girl with the needle in the hand is a case in point. 
The ideal is to prevent before onset by reassurance. 
Nothing is so remarkable as the way in which the state¬ 
ments of medical men to their patients settle in their 
minds. For years they recall and repeat them, and 
when they are erroneous they may defeat the object of 
subsequent treatment. 

Treatment of Consolidated Cases. 

The essentials for this are a capacity for confident 
recognition of the nature of the disability, sympathy, 
unlimited patience, plenty of time, opportunities of 
seeing the patient from time to time after treatment 
has removed the disability, and a refusal to be put off 
the scent by failure. Treatment is thoroughly hard 
work. When in the case of a palsy I have made a 
decision, I photograph the patient and I tell him at the 
same time to arrange for the photographer to come, in 
say two days, to make a record of the cure. In these 
cases sticks and crutches are broken before treatment 
is started. I detain a cured case for his influence on 
the next, and I require a voluntary signature that the 
cure is complete. 

(1) Methods of conversation and explanation are, no 
doubt, the ideal forms of treatment, but failure is fairly 
frequent. The intelligent cooperation of the patient 
is sometimes wanting. In my experience the use of 
faradism is of little avail except to demonstrate to the 
patient the integrity of the muscles or to increase by 
suggestion the area of normal sensation, so that by 
degrees It includes the area which is anesthetic. Cases 
of vomiting, incontinence, fits, and so on, are specially 
amenable to conversational methods. 

(2) I have frequently had recourse to treatment by 
suggestion and gross-suggestion, and with considerable 
success, but I am not necessarily proud of the method. 
Should ethical reasons dissuade us from finding with 
the X rays an imaginary lump pressing on the nerve in a 
monoplegic limb and from removing it by “ deep and 
painful massage ” under anaesthesia ? Does the proved 
success in former cases justify us in performing an 
operation for a lesion which is imaginary in a case 
of hysterical deafness ? I was criticised strongly 
after I performed a trephining operation 3 in a case of 
hysterical sleeping attacks, but my critics did not 
say what I should have done to the patient, who was 
in the habit of going to sleep during conversation. 
I think that those who formerly relied on hypnotism 
are making less and less use of it. Hysteria and a 
capacity to be hypnotised are not synonymous terms. 
Neither are suggestibility and hysteria synonymous. 
We are all of us suggestible, but it seems that the 
hysterical have a peculiar susceptibility to suggestion. 

When the symptoms are cured is there anything else 
to cure ? Sometimes there is and sometimes not. As a 
rule, when there is something else left it will be relieved 
by the accompanying conversational methods, but 
much depends on the presence or absence of matters 

* This case was described in The Lancet, 1919, ii., 1128. 
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connected with pension and unemployment. Cures have 
been stabilised by the mention of punishment in the 
event of relapse after demonstrated relief from dis¬ 
ability. 

(3) Psycho-analysis is necessary to throw light on 
unconscious motives in other cases. To bring into the 
front line of consciousness repressed experiences we 
may make use of the most careful case-taking and 
inquiry with success. I confess myself to a wonder 
whether the ablest analyst would elicit anything of 
importance which I could not tell him at the outset, but 
until I have had some hysterical condition which has 
resisted cure by other methods perhaps I ought to keep 
silence about this. As regards conscious sexual motives 
and movements, homosexual and otherwise, I have 
been struck with the facility with which these are 
brought out in conversation. Drug habits may be 
cured when the underlying unhappiness or loneliness is 
made manifest and removed. The variety of the drug 
matters little. It is needed no longer by the patient, 
who is completely mentally happy. The importance 
of putting cause and effect in the correct sequence 
to masturbators is very considerable; in fact, for all 
disabilities, hysterical or otherwise, there is more 
in treatment by psychotherapy than we sometimes 
dream of. 

TWO CASES OF 

RETROPERITONEAL HEMORRHAGE. 

By T. G. D. BONAR, M.B., B.S.Lond., M.R.C.8., 

SURGICAL ASSISTANT AND DEMONSTRATOR OP ANATOMY, 

GUY’S HOSPITAL. 

• _ 

The two following cases may be of interest, first, 
because of their similarity of history and symptoms, and, 
secondly, on account of their difference in result and 
pathology. 

Case 1.—M. A., a woman aged 30, was admitted in October, 
1919, complaining of abdominal pain, vomiting, and constipa¬ 
tion of some days’ standing. She was married and had had 
four children, all of whom were alive and well; no physical 
defect in them had been noticed. Her mother and father 
had both died from pulmonary tuberculosis, whilst she 
herself had suffered from ansemia and had signs of a left 
apicular phthisis. She gave a history of her left eye having 
been removed for “tuberculous trouble” some years pre¬ 
viously, although the actual lesion we were unable to 
ascertain. 

Her history of the present disease was as follows: Her 
last baby was born in December, 1918, and the day before 
the birth of the child 9he slipped and fell heavily on the 
pavement, but she felt no ill-effects after it. In May, 1919, 
she noticed dragging pains in her right loin, followed by a 
swelling, which moved readily when she turned from her 
side to her back, the swelling always falling into the 
most dependent position. She paid no attention to the 
swelling and pain, but continued with her work. Her 
bowels were always regular and her appetite was good. 
The day before her admission in October, 1919, she was 
suddenly seized with a violent attack of pain in her right 
hypochondrium, and she began to vomit incessantly a 

f reenish-coloured fluid. She had than been constipated for 
he last four days. 

On admission on Oct. 5th, 1919, her pulse was 98, tempera¬ 
ture 99 2° F., and respirations 24. She looked extremely ill, 
had a drawn face, and was bathed in cold sweat. Her 
tongue was dirty, furred, and had commencing sordes. 
She had great pain in her right side and felt as if she 
wanted to vomit, although she was unable to do so. The 
pain travelled round from her right hypochondrium to the i 
back of her right loin. On examination she had phthisis 
at her left apex and her breathing was shallow. Her 
abdominal wall moved well on respiration, but she was 
slightly rigid and tender over a small area just below her 
ninth and tenth ribs in her right hypochondrium. A vague 
swelling could be felt bimanual ly in "the right hypochondrium 
and there was tenderness and swelling in her right loin. Her 
urine was normal; rectal and vaginal examinations revealed 
nothing. A turpentine enema was given, but was returned 
without result. After being in bed for a couple of hours 
she felt much easier, but five hours after admission the pain 
returned and was worse than before. She was now j 
definitely tender and rigid over the whole of the upper part 
of her right rectus muscle. The vague tumour was still 
palpable, but could not be traced upwards or downwards. 
She was not tender under her costal arch nor for a distance 


of l£ in. below it. Her pulse and temperature had both 
fallen, so she was given a hypodermic injection of morphine 
gr. l/6th. An hour later she was much easier, and she spent 
a fairly comfortable night. 

The next morning she again vomited large quantities of 
the greenish-coloured fluid. On abdominal examination 
she was very rigid and tender in her right hypochondrium. 
The previously small tender area had now increased in size, 
having extended as far laterally as her left rectus muscle 
and downwards into her right iliac fossa. By mid-day she 
had vomited four times, and she now was becoming dis¬ 
tended, and peristalsis was visible on the left side of the 
abdomen above the level of the umbilicus. 

It was decided to perform laparotomy, tte diagnosis being 
held over. An acute cholecystitis or an appendicular 
abscess was suggested but the difficulty was to explain the 
visible peristalsis. The abdomen was opened by a right 
paramedian incision. On opening the peritoneal cavity the 
distended transverse colon forced its way out. On examining 
the abdominal contents the whole large gut was found to be 
distended, but the small intestine was not, nor was there 
any cause of obstruction found. The left kidney, gall¬ 
bladder, stomach, pancreas, appendix, and pelvic organs 
were normal. The right kidney could not be palpated 
definitely owing to a large retroperitoneal haemorrhage of 
recent origin. The maximum amount of clot was behind 
the hepatic flexure of the colon, and the clot extended 
downwards as far as the mesentery of the appendix and to 
the mid-line as far as the aorta. There was no obvious 
cause for the haematoma. There was no free blood in the 
peritoneal cavity. The intestines were returned and the 
abdominal cavity sewn up. 

After the operation great difficulty was experienced in 

etting the patient’s bowels to act in spite of the frequent 

OSes of ol. ricini, calomel, other purges, and pituitrin. 

| After they had once begun to act no difficulty was experi¬ 
enced. She did very well after the operation, and at a later 
date she was X rayed, but no evidence of either thoracic or 
abdominal aneurysm was detected. She was discharged the 
end of October, 1919, feeling much better and looking very 
well. 

In November, 1920—a year after her operation—she was 
admitted to a hospital outside London, complaining of 
vague pain in the right loin. On examination a large 
palpable right kidney was discovered. Her urine was 
normal and there was no history of hasmaturia, or vomiting, 
or polyuria. X ray examination was negative. Mr. P. Turner, 
surgeon to the hospital, saw her and decided that operation 
was necessary. She was operated on in December, 1920, and 
an abdominal incision was made. A tremendous amount of 
bleeding took place at the operation owing to the shortness 
of the pedicle and the slipping of a ligature. On cutting 
through the perirenal fat great difficulty was experienced in 
separating the kidney from its attachment. After freeing 
the kidney it was found to be swollen in its lower pole, and 
the outside of the kidney was coloured a deep bluish-black 
colour. The kidney was excised. On examining the kidney 
after its removal its lower pole was found to be uniformly 
distended and stained a black colour. On sectioning the 
lower pole a gelatinous black non-encapsulated mass was 
found to be replacing the kidney substance. A section 
for microscopical examination showed melanotic sarcoma. 
Unfortunately the woman died shortly after the operation, 
so that no post-mortem examination was possible to 
ascertain whether there were other deposits of melanotic 
sarcoma. 

I am greatly indebted to Mr. Turner for his notes on 
the above case and his permission to publish it. 

Case 2.—C. B., a woman aged 44 years, was admitted to 
Guy’s Hospital on Jan. 18th, 1903, under Dr. (now Sir) William 
Hale-White, 1 for pain in the back, right side, and right iliac 
region. Patient had been married for 20 years toa tuberculous 
husband and had had seven children, all of whom had died 
young, the cause of death in six being chest trouble and in 
the remaining one diphtheria. Just two years before admis 
sion patient had had an attack of severe pain in the sacral 
region extending to the right side. This passed off in a few 
days, but since then she has had numerous similar attacks 
at intervals varying from a week to two months. In 
November, 1902, patient “ brought up ” blood clots and 
fainted, but felt better afterwards. 

The history of the present illness is as follows: On 
JaD. 10th patient had an attack of pain in her right side of 
such severity that she had to take to her bed. The pain 
subsequently extended to the sacrum and right iliac regions. 
Since the onset of pain there had been absolute constipation, 
neither flatus nor fsBces being passed. Her bowels had 
always acted regularly until the first attack of pain, but 
these attacks were always associated with constipation. 
There had been one attack of vomiting a day or two before 
she was admitted. 

1 Med. Reps., 1903, Hale-White, No. 35. 
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On admission patient was thin and cachectic. The 
abdomen was thin-walled and distended. Surface was 
irregular owing to protrusions of numerous coils of dis¬ 
tended intestine. The abdomen moved well on respiration. 
There was visible peristalsis. On palpation the right iliac 
region wae tender, and there was a marked resistance of the 
muscles on the right side of the abdomen. Occasionally it 
appeared possible to feel a firm mass in the right iliac 
region, but a minute or two later this would be impalpable. 
The abdomen was tympanitic on percussion. Patient also 
complained of a gnawing pain in the back, which was 
increased by movement. Various enemata and ol. ricini were 
given without result. Dr. Bryant and Mr. A. L. Dunn saw 
patient, and concluded that the diagnosis rested between 
appendicitis, chronic intussusception, and malignant disease 
of the cfflcum and ascending colon. As the general condition 
was good it was decided that there should be a further 
period of observation before operation. For two days the 
condition remained unchanged in spite of further enemata 
and purgatives. 

An operation was performed by Mr. Dunn on Jan. 18th, 
the abdomen being opened in the right semilunar line. The 
whole of the intestine, large and small, was examined, but 
no obstruction found. It was noticed that the lymphatics of 
the omentum was very distended with chyle. On the day 
following small doses of calomel were given hourly, followed 
by an enema, with a result that the bowels acted several 
times and the patient felt better. The improvement was 
maintained for several days, but on the 23rd, in the evening, 
the patient suddenly collapsed and, in spite of restoratives, 
died early in the morning of the 24th. At the post-mortem 
examination a ruptured abdominal aortic aneurysm was 
found. The sac, which was as large as an orange, was 
situated immediately below the diaphragm. The aneurysm 
had ruptured at its lower right-hand corner, the aperture 
being tne size of a florin. There was extensive erosion of 
the last dorsal and the first two lumbar vertebra. There 
was a very large amount of retroperitoneal haemorrhage, 
blood being extravasated beneath the peritoneum over the 
whole of the right side and down into the right side of the 
pelvis. 

Remarks . 

The points of interest of the first case were :—1. Was 
the patient’s eye removed for tuberculous trouble or 
was it a growth of the eye—e.g., melanotic sarcoma? 
I was unable to obtain any report on this subject, and 
had only the patient’s statement for this. 2. Was the 
retroperitoneal haemorrhage due to haemorrhage into an 
early growth in the right kidney with an extravasation 
into the retroperitoneal tissues ? The right kidney at 
this operation was not reasonably palpable owing to the 
haemorrhage. 3. At the second operation, a year after 
the first, the retroperitoneal haemorrhage had been 
absorbed but had left adhesions around the right kidney, 
making the latter difficult to remove. 4. Was the 
melanotic sarcoma of the kidney secondary to the eye 
in spite of the strong tuberculous history obtained ? 

In the second case it is interesting to notice the 
following points1. The strong family history of 
tubercle. (Cf. the first case mentioned.) 2. The 
difficulty, as in the first case, in getting the patient’s 
bowels to act; but, once opened, no further difficulty 
was experienced. 3. At operation, as in the first case, 
no cause was found to account for the visible peristalsis. 
4. Both cases gave practically the same symptoms and 
signs clinically, and after death each had a different 
pathology. 


The late Dr. Thomas Watt.— After practising 
for 36 years at Paisley, where he was held in great esteem, 
Dr. Watt died on May 10th, aged 59. Originally intended for 
the teaching profession he graduated M.A.‘ at Glasgow 
University m 1882, but afterwards took up the study of 
medicine, and in 1886 obtained the degrees of M.B., C.M., 
immediately entering upon general practice. In 1899, when 
there was a severe epidemic of enteric fever at Paisley, Dr. 
Watt took charge of the Infectious Diseases Hospital. Later 
he visited Germany, Denmark, and Holland in order to study 
milk-supply in connexion with tuberculosis, and on his 
return to Scotland was associated in a campaign to educate 
the public on the relation of milk in the prevention of con¬ 
sumption. At the time of his death he was senior visiting 
physician to Paisley Infirmary. He was also medical repre¬ 
sentative on the board of directors of the Royal Victoria 
infirmary and medical officer to the post-office there. During 
the war he was actively associated with the work of the 
■Red Cross. 
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ROYAL SOCIETY OF MEDICINE. 


SECTION OF TROPICAL DISEASES AND 
PARASITOLOGY. 

At a meeting of this section of the Royal Society of 
Medicine on May 2nd, presided over by Surgeon Vice- 
Admiral Sir Robert Hill, a paper was read by Sir 
Leonard Rogers entitled— 

The Mortality and Prognosis of Cholera Treated by the 
Author's Hypertonic Saline Method , based on 
2000 Cases. 

The hypertonic solution used was composed r of 
120 gr. of sodium chloride, 6 gr. of potassium chloride, 
and 4 gr. of calcium chloride to the pint of sterile 
water. It was administered intravenously, under 
strictest antiseptic precautions, at a temperature usually 
of 98-99° F. in amounts of one to two quarts according 
to the severity of the case, a period of at least 15 
minutes being taken for the injection of one quart of 
fluid. That method of treatment introduced in 1908 to 
1909 had proved a considerable advance on the use of 
rectal, subcutaneous, and intravenous injections of the 
normal isotonic salines formerly employed, and particu¬ 
larly so in association with the more recent administra¬ 
tion of alkali and permanganate. A series of tables 
and diagrams providing a graphic record of the results 
of treatment by that means in the cholera wards of the 
Medical College Hospital at Calcutta, and of the various 
observations on patients suffering from the disease, 
together with the case-rate and mortality figures, were 
thrown on the screen and explained during the course 
of the lecture. An account was given of observations 
on the blood changes in cholera, including the blood 
pressure, specific gravity, the percentage of blood 
corpuscles obtained by the heemocrite, and of the 
beneficial effect on the blood by means of hypertonic 
saline injections, which had materially improved the 
prognosis of cases. Indications for its use were failing 
pulse, blood pressure below 70 mm., and specific gravity 
over 1060. 

Examples of the degrees of blood concentration and loss 
of fluid. —Taking the averages in seven fatal cases it 
was shown that the normal percentage ratio of the 
volume of blood corpuscles to serum being about 
45 to 55, the percentage of corpuscles was increased to 
71 and the percentage of serum reduced to 29, with a 
loss of fluid from the blood amounting to 64 per cent. 
In 12 cases recovering after transfusion the average 
percentage ratio of corpuscles to serum was 63 to 37 
and the loss of fluid from the blood 52 per cent.; in five 
mild cases not transfused the average volume of 
corpuscles was 56 to 44 per cent, of serum and the 
loss of fluid 35 per cent. 

Seasonal incidence. —Both before and after the intro¬ 
duction of the new treatment in 1908 the case-rates and 
death-rates tabulated month by month showed the 
highest mortality in the beginning of the year, and the 
tendency of the death-rate to fall steadily through 
the hot weather, attaining a minimum in the rainy 
season coincident with the greatest number of cases. 
The seasonal incidence was- therefore of considerable 
importance, the case-rate being highest and the 
death-rate lowest during the rainy season. 

Race and sex-incidence .—Statistics derived from the 
Calcutta Medical College Hospital, 1895 to 1905, had 
revealed no special susceptibility attaching to any one 
race. The Chinese, however, had proved much more 
resistant to the disease than Hindus. Males were 
attacked in greater numbers than females, probably 
owing to their more frequent exposure to infection. 
Although so pronounced a fall in the death-rate had 
been achieved by the new treatment, the relation of 
race and sex-incidence to mortality still showed no 
marked variation of either factor. (Table I.) 
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Among females exception occurred in the case of 
pregnancy, which considerably lessened the prospect of 
recovery from an attack of cholera, and therefore 
justified resort to premature delivery. The effect of 
the new treatment on the death-rate at various ages 
was remarkable. Under the old method of treatment 
in 1895 to 1905 the mortality among patients under 
10 was 52*8 per cent., increasing as age advanced, to 
reach 73*7 per cent, among those over 50 years. With 
the use of hypertonic salines the reduction which had 

Table 1. 


Race. 

Percentage 

mortality. 

Sex. 

Percentage 

mortality. 

1895- 

1905. 

Under new 
treatment. 

1895- 

1905. 

Under new 
treatment. 

Hindus .... ... 

61*6 

21*6 

Males. 

! 60*3 

20*7 

Mahomed an e... 

57 3 | 

20*4 




*- ... 

Europeans ... 

56*5 

18*8 

Females ... 

i 60*3 

1 

19*9 

i 


occurred in the death-rate of cases between the ages of 
5 and 50 years was a very important feature, and for 
patients under the age of 10 it had fallen to 16*4 per 
cent. The influence of the duration of the disease 
previous to admission and treatment on the number of 
fatalities and cause of death was demonstrated by the 
striking fact that, if the attack had lasted 12 hours, 
collapse was the cause of death in 67*4 per cent, of 
fatal cases; and if admission had been delayed for 
24 hours from the onset, death from uramia occurred 
in 54*8 per cent. 

The relationship of the specific gravity of the blood 
to the case mortality showed that the closer the blood 
approximated to the normal the lower was the death- 
rate—e.g., with a specific gravity of 1055 12*7 per cent, 
of cases proved fatal, but with a rise in specific gravity, 
1067 to 1071, the death-rate was nearly doubled. It 
became evident that with specific gravity above normal 
more frequent saline transfusion was necessary, in¬ 
creasing in quantity from 1 litre if the specific gravity 
was 1062, to 2 litres if specific gravity rose to 1066. 
Study of the relation of blood pressure to cholera death- 
rate showed that with falling blood pressure the 
mortality increased, but the tendency to fall was 
counteracted by the treatment. In cases with blood 
pressure of 90 mm. or over the death-rate was 15*2 per 
cent., but rose to as high as 84*7 per cent, when the 
blood pressure fell below 70 mm. (Instances from 
Table I.). The effect of fall in blood pressure on the 
condition of collapse was also described, and examples 
showed that with a blood pressure of 90 mm. or over 
collapse occurred in 9*3 per cent, of cases, and in as 
many as 93*7 per cent, when the blood pressure fell 
to 70 mm. or under. It had been found essential 
to apply the treatment as soon as the blood pressure 
fell. 

Low alkalinity of the blood in cholera .—Dr. Sellards, 
working in the Philippines, found that large doses of 
alkali could be given in cholera without increasing the 
alkalinity of the blood, and he had used injections of 
2 per cent, sodium bicarbonate with success in over¬ 
coming anuria and relieving collapse. Colonel J. W. D. 
Megaw, who had seen Sellards* work, in 1911 gave 
injections of alkali with good effect in cases of 
choleraic uraemia. His own observations showed that 
reduction in the blood alkalinity of cholera patients 
was attended by an increase in the death-rate— 
e.g., with an alkalinity of N/45 the mortality was 
12*5 per cent., if reduced to N/80-N/100 the death-rate 
rose to 27*3, and a still further fall in alkalinity below 
N/100 produced a mortality of 60 per cent. It was there¬ 
fore apparent that a close relationship existed between 
falling blood pressure, a high specific gravity, low 
Alkalinity of the blood and a high death-rate in cholera, 
and it was important that routine administration 
of alkalis should be carried out from the onset of the 
attack to avert fatal uraemia. The tabulated results 
showed that without alkali treatment the death-rate 
was 25*6 per cent., and in 11*1 per cent, the direct 
cause of death was uraemia, but under alkali treatment 


the mortality fell to 19*7 and uraemia provided only 
3*95 per cent, of the deaths. Full details of four cases 
were quoted, showing the beneficial action of alkalis 
in increasing the flow of urine, raising the blood 
pressure, and reducing the high specific gravity of the 
blood, with the result that three out of the four cases 
recovered. Further particulars were given illustrating 
the relation of blood pressure and specific gravity of 
blood to the amount of urine secreted, and emphasis 
was again laid on the necessity for saline and alkali 
treatment in order to maintain the flow of urine. For 
the fall in urinary output coinciding with a low blood 
pressure of 75 to 80 mm. and a high specific gravity of 
the blood accentuated the dangerous association of 
blood concentration and arrested renal function, the 
combined result of the great drain on the tissue fluids 
caused by the frequent and excessive evacuation of 
the bowels. 

The influence of the temperature on the death-rate in 
cholera was shown by records of rectal temperature 
and the corresponding case-mortality (Table 117). 


Table II. 


Temp. over. 

Deaths per cent. 

Temp. over. 

Deaths per cent. 

103° F. 

! 5*2 

95° to 96° 

33*6 

O 

§ 

1 9*1 

95° and under 

| * 50*0 


Owing to failing circulation and consequent increased 
heat loss from the body surface, it occasionally 
happened that axillary temperature readings were 
lower than the rectal. 

Considerable interest attached to Table III., showring 
the relationship of the mortality rate to the number of 
hypertonic saline injections during the years 1912 to 
1919. 

Table III. 


1 ! 

! Death-rate per Number of saline injections. 


Year. 

| cent, of cholera 
cases. 

0-1 


2-3 

| 3-10 

1913 ... 

i 24*5 


30*0 

42*0 

j 28*0*1 " 

1915 ... 

| 17*2 

Given . 

15*8 

26*3 

57 8 !_Per cent. 

1917 ... 

14*6 

in— 

20*0 

16*7 

j 63*31 of cases. 

1919 ... 

, 22*6 


147*2 

.-24*6 

j28*2 J 


Previous to 1918 the number of cases treated in 
hospital by the hypertonic saline method was about 
200 in each year, but in 1918 this figure rose to over 
300, and in 1919 to over 400. The table showed that 
for any given year the higher the percentage of cases 
receiving the larger number of injections the lower was 
the death-rate, particularly was this evident in the 
years 1915 and 1917. During 1918 and 1919 the number 
of cases requiring the treatment was so great that it 
was impossible in a large proportion of cases to 
administer more than one or two injections, conse¬ 
quently the case-mortality rose for those years. 

The method of treatment by salineB which had been 
employed during the last 25 years could be divided into 
periods as shown in Table IV. 

Table TV. 


i Results in percentages. 
Year, i ' Treatment. i _ 



i | Deaths. ] 

| Recoveries. 

1895-1905. 

Rectal and subcutaneous salines. 

| 59*0 

41*0 

1906. 

Normal salines intravenously. 1 

52*0 ! 

i 48*0 

1907. 

Rectal and subcutaneous salines. 

i 59*5 

40*5 

1908-1909. 

| Hypertonic intravenous salines. 

32*6 

67*4 

1909-1914. i 

Hypertonics plus permanganates. 

25*9 , 

i i 

74*1 


In subsequent years, by the addition of alkalis to 
the improved treatment already developed by the use 
of hypertonic saline and permanganates, there had 
resulted a still further reduction in the death-rate to 
19*1 per cent, for 1915-1917. 
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Discussion. 

Surgeon Rear-Admiral P. W. Bassett-Smith said 
that Sir Leonard Rogers’s work on cholera supplied the 
best example he knew of the value of the application of 
scientific methods of deduction to the securing of 
successful treatment. The large number of statistics 
given had rendered possible the drawing of conclusions 
from the results, for it was important to have figures 
over a range of years. He himself had had no personal 
experience of the use of hypertonic salines, but he 
recalled in his early days in China the success attending 
the use of isotonic saline injections by Dr. Jameson in 
Shanghai, which established that means as the correct 
line of treatment in cholera, in order to replace the loss 
of tissue fluids, to encourage the secretion of urine, and 
to counteract uraemia. 

Dr. P. H. Manson-Bahr stated that opportunities of 
treating cholera in Egypt during the war had been few 
owing to the small number of cases which had occurred. 
He regarded the pathology of collapse as likely to be 
much the same in bacillary dysentery as in cholera, 
and to call for the same treatment. Although Sir 
Leonard Rogers’s apparatus and outfit for dealing with 
cholera had been available, official sanction for its 
application in cases of dysentery was refused because 
the patients were not suffering from cholera ! 

Dr. W. Broughton-Alcock had had opportunity of 
applying the hypertonic saline treatment with benefit 
in cases of bacillary dysentery, following the line of 
observation of the specific gravity of the blood. He 
had found the method of considerable help in cases of 
extreme collapse due to Shiga dysentery. He asked 
Sir Leonard Rogers how it was possible to diagnose 
mild cases of cholera quickly, for rice-water stools did 
not occur as often as he would have expected in mild 
cholera. 

Sir Leonard Rogers, in his reply, referred to the 
successful use of isotonic or normal salines in China, 
and the fact that the Chinese were more resistant and 
responded better to the injections than did the Hindus. 
Failures in the past attending the use of salines by 
Dr. A. J. Wall in India had been due to the fact that 
he had employed not isotonic but hypotonic salines of 
0*6 per cent, chlorides or 0*2 per cent, chlorides and 
0*4 per cent, bicarbonate, instead of the 0*9 or 0*85 per 
cent, chloride of the normal isotonic saline. Bacillary 
dysentery responded well to hypertonic saline injec¬ 
tions, together with rectal wash of permanganate. 
Saline treatment, especially if the solution was above 
normal, was of great value also in black water fever. 
For the diagnosis of mild cases he said that Colonel 
Greig relied on cultures grown on DieudonnG’s media 
and then testing for agglutination with various strains 
of anticholera serum. Cholera tended to appear in 
cycles, one year of high being followed by another of 
low prevalence. The larger the number of cases the 
lower was the mortality, and the milder cases•occurred 
towards the end of an epidemic. 

The Ankylostomiasis Campaign in Egypt , 1913-1915. 

A paper on this subject by Dr. A. F. MacCallan 
was read, in the absence of the author, by Dr. W. T. 
Prout, honorary secretary of the section. As the 
result of reports on the prevalence of ankylostomiasis 
in middle Egypt by Sir David Semple and Dr. Graham, 
Lord Kitchener in 1918 instructed Dr. MacCallan to 
organise a campaign to investigate and deal with the 
disease, which was widespread in country districts and 
native villages. The sum of £E.12,000 was available for 
the campaign and this was directed to the erection of 
tent hospitals of 50 beds in the various villages, and 
travelling dispensaries to reach the more remote parts. 
Efforts were also made to improve the sanitary con¬ 
ditions, or rather to introduce sanitation in places 
where it did not exist, for the proper disposal of 
excreta, and to erect brick latrines. Under his direc¬ 
tion a survey of the provinces of Shargui and Assiut 
was made by the late Dr. Stimner and Dr. Kennedy. 
The two provinces were divided into several areas, 
each of which was visited in turn by the travelling 
hospitals and mobile laboratories. Under the super¬ 


vision of the two medical officers systematic examina¬ 
tions of the blood and stools of large numbers of the 
male natives were carried out by trained assistants. 
The stools in each case were submitted to washing and 
centrifugation, and at least ten minutes was devoted to 
the microscopical examination of the deposit for the 
parasitic ova before a negative report was returned. As 
the result of these investigations it was estimated that in 
Shargui province, with a population of 620,000, the inci¬ 
dence of ankylostomiasis infection among males 
amounted to 56 per cent., and in Assiut province, with 
a population of some 450,000, the incidence was about 
46 per cent. It was only possible to examine about 
1 per cent, of the population, and owing to the difficulty 
of obtaining specimens from female natives the exami¬ 
nations were perforce restricted to males. Through the 
agency of the travelling hospitals and dispensaries 
treatment by thymol was carried out with considerable 
success, the results amounting to over 70 per cent, of 
cures among patients treated. Valuable information 
was also obtained in the course of the surveys as to 
pellagra and bilharzia. Owing to the interference of the 
war the special campaign against ankylostome infection 
was necessarily suspended in 1915 and much then 
remained to be done to cope with the problem in the 
affected areas. 

Based on what had already been accomplished, the 
need for the following preventive measures was advo¬ 
cated by Dr. MacCallan: (1) Recognition and oblitera¬ 
tion of the habitat of the ankylostome larvae ; (2) intro¬ 
duction of proper sanitary measures in the villages and 
provision of a suitable pail system for the disposal of 
excreta; (3) erection of shelters in the villages for the 
treatment of infected natives; (4) treatment on 

scientific lines of cases of anaemia in the country 
districts; (5) research investigations as to the nature 
and action of the toxins of Ankylostoma duodenale. 

Discussion. 

Sir Robert Hill much regretted that Dr. MacCallan 
had been prevented from attending the meeting to 
deliver his paper. 

Dr. J. B. Christopherson stated that the problem of 
ankylostomiasis in Egypt opened up a large field for 
investigation and treatment. From his own experience 
there he emphasised the need for peripatetic hospitals 
among the villages to deal with the three principal 
plagues of Egypt—namely, ankylostomiasis, bilharziasis, 
and Tcenia nana infection—which were diseases of the 
agricultural rather than the urban districts. The 
Egyptian native was very amenable to treatment and 
ready to avail himself of it when brought to him by the 
travelling hospital, but he was unwilling to go out of 
his way to obtain necessary relief. 

SECTION OF LARYNGOLOGY. 
Exhibition of Cases and Specimens. 

A meeting of this section of the Royal Society of 
Medicine was held on May 6th, Dr. W. Jobson Horne 
presiding. 

Abduction Paralysis in Exophthalmic Goitre. 

Mr. T. B. Layton showed a middle-aged woman, the 
subject of Bilateral Abduction Paralysis associated 
with Exophthalmic Goitre. For the goitre she had 
been under observation and treatment since 1895. She 
had diphtheria in 1887, and she still continued to have 
attacks of sore-throat.—Sir James Dundas-Grant 
suggested that the symptoms may have been due to 
pressure exerted by the enlarged thyroid gland on the 
sympathetic nerve.—The President said that surgical 
interference was usually blamed for such paralyses 
when there had been an operation for the condition, 
but in this case there had been no surgery. He agreed 
with Mr. E. D. Davis and Sir William Milligan in 
the rarity of such paralysis in exophthalmic goitre. 

Suppurative Sequelee of Scarlet Fever. 

Mr. Layton and Mr. J. F. O’Malley showed 
cases of this kind. Mr. Layton’s case was one of 
frontal sinusitis in a child, aged 12, which came on in 
the course of scarlet fever. There was a subperiosteal 
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abscess. The bone beneath was healthy, but a track 
led down to the front of the inner wall of the orbit, 
where the pns had escaped from the ethmoid cells 
through the lacrymal bone. The frontal sinus was full. 
An ugly scar resulted. Mr. O'Malley’s case was one of 
bilateral subperiosteal suppuration of the orbit, due to 
ethmoidal suppuration, which had supervened during 
the scarlet fever. His operation of drainage of the 
ethmoidal region caused the swelling to subside, but did 
not quite eradicate the ethmoidal disease.—Sir William 
Milligan related a case which had had a number 
of operations done on the continent unsuccessfully, 
leaving gross disfigurement. After his own successful 
operation he greatly reduced the deformity by means 
of a pure gold plate, which was found by X rays to be 
still in situ more than 12 years subsequently. 

Tumour of Pharynx . . 

Mr. W. H. Kelson showed a young man with a 
Tumour in the Pharynx. He had been operated on for 
enlarged tonsils and adenoids, and had had treat¬ 
ment for antral, ethmoidal, sphenoidal, and frontal 
suppuration.—Other cases were also shown. 


$tkietos anb ftortius of gunks. 


A Physical Interpretation of Shock, Exhaus¬ 
tion, and Restoration. 

By George W. Crile, M.D. Edited by Amy F. 

Rowland, B.S. London: Henry Frowde and Hodder 

and Stoughton. (Oxford Medical Publications.) 1921. 

Pp. 232. 26*. 

In this work Dr. Crile has collected the evidence 
concerning shock accumulated during the last few 
years by himself and his fellow workers. He attempts 
to show that the degree of shock is proportional to the 
extent and duration of injury and to the richness of 
the nerve-supply in the injured part; that regional 
nerve-blocking or cocainisation of the bulb and spinal 
cord is effective in preventing its onset; that “trauma 
alone or sufficient strychnine alone causes exhaus¬ 
tion of the vaso-motor centre” after producing 
preliminary stimulation; and that this stimulation 
does not occur in the unshocked animal if the 
bulb and cord are anaesthetised with cocaine. Dr. 
Crile puts forward the evidence of changes in the 
brain cells, through a hyperchromatic stage to final 
disintegration, which result from trauma, but which, he 
says, do not occur “ if the trauma is limited to territories 
disconnected from the brain by section of the spinal 
cord or by local anaesthesia.” He again places on 
record his observations with Dr. Dolley on “Anaemia 
and Resuscitation,” and notes the important fact that 
the brain-cell changes are ‘ ‘ in certain respects identical 
with those in shock.” The minute morbid anatomy of 
the brain, liver, and adrenals in experimental insomnia 
is described, together with the restorative effects of 
sleep, morphia, and nitrous oxide anaesthesia. Accord¬ 
ing to Dr. Crile, similar changes occur in these organs 
after severe exertion, emotion, infection, haemorrhage, 
starvation, asphyxia, chloroform, and ether anaesthesia, 
electrical stimulation, the administration of adrenalin, 
excessive thyroid feeding, and finally after the excision 
of the adrenals, thyroid, or liver. Changes in H- 
concentration and reserve alkalinity in these conditions 
are briefly mentioned, and, lastly, the results of certain 
observations of the electric conductivity of the brain, 
liver, and other organs are given. 

This mass of evidence requires extremely careful 
and critical study, and it is unfortunate that the form 
in which it is put forward does not lend itself to such 
inquiry. For instance, Fig. 57, on p. 68, is supposed to 
demonstrate increase in the output of adrenalin due to 
the presence of foreign protein, whereas the only 
inference that can legitimately be drawn from the 
data presented is that the blood of the pregnant cat 
sometimes contains a demonstrable amount of adrenalin. 
Again, Fig. 58, on p. 69, is a tracing intended to 
show the effect of anaphylaxis in causing increased 


output of adrenalin and the influence of morphia in 
preventing such change. The legend refers to “the 
injection into a morphinised animal of beef serum, 
which in the normal animal would have caused a strong 
anaphylactic reaction.” There is no reference to any 
previous sensitising injection, and, on the face of it, it 
appears that the author regards the effect of a single 
injection of foreign protein as equivalent to an anaphy¬ 
lactic reaction. Some of Dr. Crile’s passing comments 
are also disquieting. On p. 70, for example, he says :— 

“In oases of suboxidation and asphyxia the outstanding 
phenomena are diminished voluntary muscular activity and 
diminished mental activity. In contrast, however, there is 
increased respiratory activity. If our explanation of these 
phenomena is that they are due only to the want of oxygen, 
then why is not the activity of the respiratory system 
diminished for the same reason ? ” 

Dr. Crile seems for the moment to have forgotten 
the important part played by increased partial pressure 
of CO*, and by changes in H-concentration, in the 
regulation of the respiratory centre, also that anoxaemia 
is not the sole factor in asphyxia. Finally, we cannot 
admit the validity, even as collateral evidence, of the 
observations made on the electrical conductivity of 
presumably dead tissues, in the investigation of the 
functional changes of living cells. 

In his discussion of the aetiology of shock and 
exhaustion the author describes various theories put 
forward. He ignores the work of the Special Investiga¬ 
tion Committee on Shock and Allied Conditions, set up 
by the Medical Research Council, 1 and dismisses in a 
few words the evidence that in shock the effective blood 
volume is diminished by the collection of blood in 
widely dilated capillaries, which are not, as far as we 
know, directly under the control of the central nervous 
system. The brain-cell changes which he describes 
may equally well result secondarily from anaemia. In 
his attempt to demonstrate the preponderating 
importance of a primary assault on the central nervous 
system in shock, Dr. Crile brings forward a great deal 
of evidence, some of which is highly dubious—for 
example, the work of Alexander and Cserna 2 on the 
oxygen consumption of the brain. He regards the 
anaesthetic action of nitrous oxide as being wholly 
dependent on its interference with the use of oxygen 
by the brain cells, and has apparently overlooked 
G. T. Kemp’s 1 work in this regard. He refers, on 
p. 119, to the fact that “the brain cells have no 
basal metabolism except that of energy transforma¬ 
tion, associated with work,” but on the previous page 
he states, on the authority of Mathews, that “ sugar is 
burned in the brain.” Whether this occurs only during 
consciousness he does not say. It is, however, in his 
presentation of an “electro-chemical” hypothesis as to 
the method of exhaustion that Dr. Crile departs furthest 
from the fundamental data of physiology. His assumption 
that the brain cells are electric batteries and the nervous 
impulse neither more nor less than an electric current 
is untenable and can only lead to confusion. 

The book contains so much interesting material that 
it is a matter of regret that Dr. Crile did not give more 
experimental details in order to permit of intelligent 
comment and criticism, instead of complicating this 
difficult subject by the presentation of hypotheses 
impossible to verify. The volume is excellently 
printed and the illustrations are satisfactory, though 
some of the blood-pressure tracings would be easier to 
analyse if the writing upon them were not too small 
to be decipherable without the aid of a hand lens. A 
useful bibliography is appended. 


Catalysis and its Industrial Applications. 

By E. Jobling, M.C., A.R.C.Sc., B.Sc. London: 

J. and A. Churchill. 1920. Pp. 144. 7*. 6 d. 

This volume is the second edition of one of a series 
of text-books on Chemical Research and Engineering, 
edited by Mr. W. P. Dreaper. Berzelius, as long ago 
as 1835, defined as “catalytic” the phenomenon that 


1 The Lancet, 1919. ii., 159,1153. 

* Alexander and Cserna: Bioch. Zs., 53,105-115. 

* G. T. Kemp: Brit. Med. Jour., 1897, ii., p. 1480. 
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many chemical reactions which proceed slowly may be 
accelerated by the introduction of some foreign material. 
Since that time great and important advances have been 
made in chemical industry by means of catalytic 
agencies. The literature on the subject is voluminous, 
and Mr. Jobling has rendered a service to chemists in 
preparing this volume, for it will appeal both to the 
student and to those who desire a readable account of 
the technical applications of catalysis. The chapters 
on sulphuric acid manufacture, industrial chlorine, and 
fixation of atmospheric nitrogen are of particular 
interest, as is also the one dealing with the most recent 
offspring of catalysis—viz., the hydrogenation of fats. 

The style of writing is lucid. A useful feature is a 
list of references, including patents and bibliography, 
at the end of each chapter. 


Diseases of the Stomach. 

Diagnostic und Therapie der Magenkrankheiten . Seventh 
edition. Von Professor Dr. I. Boas. Leipsic: G. 
Thieme. 1920. Pp. 671. M.138.5. 

To any who are not familiar with Professor Boas’s 
name as a European authority upon diseases of the 
alimentary canal the fact that this volume is the 
seventh edition of a work which first appeared 30 years 
ago is evidence enough of the lifelong interest and 
experience of the author in that province of medicine. 
Much progress has been made in 30 years; indeed, the 
student of human nutrition who has followed his subject 
over that period has known intellectual adventures of 
rare quality. He has seen the principle of the conser¬ 
vation of energy applied to man; has watched 
chemical, physical, and surgical methods transform the 
study of abdominal disease from a morass of inaccurate 
generalities to a cultured field of medical science; he 
has seen, most unexpected of all, the gigantic experi¬ 
ment of the rationing of nations; and, lastly, has 
looked upon the spectacle of the under-nutrition of half 
a continent. Most changes have their drawbacks, even 
changes for the better ; and the disadvantage of the 
application of chemistry, physics, and surgery to the 
diagnosis and treatment of disease is that the doctor 
is sometimes apt to allow the test, or the photograph, 
or the operation to take the place, in whole or in part, 
of that careful study of the history, symptoms, and 
signs which was, is, and must be the basis of his work. 
Professor Boas’s book will counteract any such 
tendency. It is full of clear common sense as well as 
accurate knowledge of clinical medicine and laboratory 
work. 

The first part treats of general methods of investiga¬ 
tion. A good account is given of the tender points 
which the author has described near the spine in 
diseases of the stomach and gall-bladder. Tenderness 
on deep pressure to the left of the spine between the 
tenth dorsal and first lumbar vertebra, usually opposite 
the twelfth dorsal, suggests gastric ulcer. With pyloric 
and duodenal ulcers there may be a tender spot to the 
right of the spine. With gall-stones the tender point is 
two or three fingers’ breadth to the right of the twelfth 
dorsal vertebra and may be as far out as the posterior 
axillary line ; it may persist for weeks or months after 
an attack of biliary colic. The difficulty of not knowing 
how hard to press is got over by the use of the algesi- 
meter, which records the pressure against a spring. A 
normal man bears 5 to 10 kilogrammes with this little 
instrument, whereas tenderness is elicited at the 
pressure point in a case of gastric ulcer with 3 kilos. 
The description of chemical methods is excellent, but 
that of X rays is inadequate. It is clear that, though 
the author makes use of X rays and shows some plates, 
he has not had the advantage of close cooperation with 
a good radiologist. For example, 2£ pages are devoted 
to methods of blowing up the stomach with air or other 
gas, 15 pages to dietetic methods of determining the 
motor power, and only 5 to the general description of 
the use of X rays; although the barium meal offers the 
quickest, safest, and most informing way of finding out 
the shape and motor power of the stomach. In the 
account of the various forms of gastroscope, coloured 
pictures are given of the appearance of the gastric 


mucous membrane. The author does not think that 
the last has been heard of this instrument, although 
radiology has put it in the background for the time. 
He agrees with most workers that the limits of gastric 
acidity in normal people are fairly wide, 0*15 per cent, 
to 02 per cent., also that a high figure may be obtained 
in those w r ho have no symptoms, especially in heavy 
smokers and people who consume much meat and 
condiments. 

The second part of the book is devoted to general 
methods of treatment. Of these diet occupies much 
space, the teaching being substantially that of the 
author’s Special Dietetics, recently reviewed in these 
columns. Of other methods of treatment described 
baths, massage, electricity, poultices, stomach wash¬ 
ing, and medicines are all dealt wdth systematically. 

The last part, dealing with special diseases, contains 
much interesting matter. The importance of diagnos¬ 
ing achylia or subacidity, the symptoms of which are 
sometimes misleading, is referred to. 16 per cent, of 
3147 chronic dyspeptics were found by Kelling to be 
suffering from this disorder. Such figures, however, 
must not receive too much attention, for an up-to-date 
X ray examination or an exploration would probably 
have shown that some of these were not the subjects of 
simple achylia. In writing of hyperchlorhydria, the 
view is put forward that some cases with symptoms 
but without ulceration are suffering from small erosions. 
The author notes that treatment commonly leads to 
disappearance of symptoms, although the hyper¬ 
acidity as shown by test meals is unaffected. This 
is in complete accord with the best experience; we 
should look upon the presence of hyperchlorhydria 
as a valuable guide to treatment rather than as a 
condition w r hich can be altered in a short time. 
Professor Boas would exclude salt from the diet, but 
regards the measure as of temporary benefit only. 
Sodium bicarbonate has been found to lessen secretion 
when given in small doses on an empty stomach, 
though, when given with food, secretion is increased, 
probably because of the production of sodium chloride 
and carbon dioxide. He is, on these grounds, against 
the taking of bicarbonate at the height of secretion, 
saying, however, that it may be useful during the 
healing of an ulcer. Alkali should, as a rule, be taken 
in small doses before food, though he does not think 
that it can systematically diminish the secretion 
of HC1. The form recommended is a mixture of 
bicarbonate of soda and magnesia, with reduction of 
salt in the food. He is doubtful about atropin, but 
recommends Merck’s magnesium perhydrol in &-g. 
doses, which in the acid stomach forms magnesium 
chloride and peroxide of hydrogen, the latter decom¬ 
posing to water and oxygen. In gastric ulcer a distinc¬ 
tion is drawn between the treatment of a simple ulcer 
and of the general liability to ulceration, the “ ulcer 
disease.” The treatment of the latter must be over a 
long period, and is needed whether the simple ulcer is 
operated upon or not. In about half the cases medical 
treatment does not lead to a permanent cure. It should 
always be tried first, except in patients who cannot 
afford the necessary time or money, or who cannot 
get suitable diet. Gastro-enterostomy is recommended 
for pyloric ulcer, and resection, if the technical diffi¬ 
culties are not too great, for ulcer of the body of the 
stomach. The author says occult blood is commonly 
present after gastro-enterostomy. 

The X ray diagnosis of cancer of the stomach is 
inadequately described; for example, the characteristic 
rapid emptying with a gaping pylorus in cancer of the 
body is not mentioned. In the chapter on gastro- 
coloptosis the relation of this condition to a general 
asthenia is given prominence, and wise and sound rules 
are laid down for treatment. The author does not 
recommend operation by stitching up the stomach or 
the bowel—first, because in nearly all cases suitable 
treatment by appropriate feeding, rest, massage, &c., 
leads to relief; and, secondly, because dropping of 
these organs is, as above mentioned, frequently part of 
a general condition which operation does not benefit. 
Even after stitching is done the same general treat¬ 
ment has to be carried out for the same length of time 
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as if the operation had not been done, if a good result 
is to be secured. The diagnosis and treatment of 
numerous forms of gastric neurosis are described 
carefully, a useful classification being adopted into 
neuroses with one symptom—such as anorexia, nausea, 
pain, rumination, excessive peristalsis—and neuroses 
with more than one symptom. 

This book is written from a broad and sensible 
standpoint and contains an unusual amount of close 
observation and wise advice. The author refers to 
several French authors, but appears to be almost 
unacquainted with contemporary British and American 
work, a neglect which may be due in whole or part to 
the inaccessibility of foreign books. 


GYNAECOLOGICAL AND OBSTETRICAL TUBERCULOSIS. 

Gynaecological and Obstetrical Monographs. By 
Charles C. Norris, M.D., Associate in Gynaecology, 
University of Pennsylvania Medical School, Ac. 
London and New York: D. Appleton and Co. 1921. 
Pp.356. 21*. 

Dr. Norris believes that tuberculosis of the female 
genital tract and peritoneum is of frequent occurrence, 
but that it is usually secondary to tuberculosis else¬ 
where. After a short historical sketch he considers 
the diagnosis by laboratory methods, and concludes 
that histological examination is usually sufficient, but 
that in doubtful cases animal inoculation should be 
carried out. A chapter is then devoted to the pathology 
of the chief forms of tuberculosis in the various parts 
of the genital tract, followed by a very interesting survey 
of congenital and placental tuberculosis. The conclusion 
is come to that these are very rare conditions, and 
that, for a congenital haemogenic infection to occur, a 
maternal bacillsemia and a permeability of the placenta 
must be present. The disease is believed to arise 
in four ways: (1) by direct infection through the blood 
stream, (2) by direct infection from without, (3) by 
extension of a near-by focus, or (4) by a lymphatic 
infection. Tuberculosis affecting the various parts of 
the genital tract is considered in detail, and a large 
number of useful case-histories from the literature 
and from Dr. Norris’s own experience are given. There 
is an instructive chapter on the important subject of 
pregnancy and tuberculosis. The writer maintains 
that in the presence of an extensive lesion, even in the 
quiescent stage prior to the fifth month of pregnancy, 
the uterus should be emptied. After the fifth month, 
however, little can be accomplished other than general 
hygienic and dietary treatment. As a general rule it 
is best to hasten the labour by applying forceps when 
the cervix is fully dilated. 

The final chapters deal with the menstrual disturbances 
in pulmonary tuberculosis, the dangers of operations 
in this disease, tuberculous disease of the breast, and 
tuberculosis of the peritoneum. An analysis of 
2356 cases of the latter condition treated surgically 
show some 31 per cent, permanently cured, 30 per cent, 
definitely improved, and 36 per cent, with recurrence, 
the development of tubercle elsewhere, or death from 
intercurrent disease. The book is a valuable con¬ 
tribution to the literature of this important subject. 


Margarine. 

Monographs of Industrial Chemistry. By William 

Clayton. London: Longmans, Green, and Co. 

1920. Pp. 187. 14*. 

In this volume the author has given a clear account 
of the modern processes involved in the manufacture of 
margarine. The methods of analysing the finished 
product and its constituents and the chemical properties 
of these are described, and butter, renovated butter, 
and lard compounds are also dealt with. A chapter on 
nutritional chemistry will doubtless be perused with 
considerable interest by our readers, as in it the results 
of the investigations on vitamins so far as they affect 
butter and its substitutes are discussed. Butter pre¬ 
eminently is the source of the essential “fat-soluble 
A” vitamin. The oleomargarines, containing 50 per 


cent, of beef fats, are good substitutes for butter, and 
their value in this respect is improved by admixture 
with butter itself to the legal limit of 10 per cent. 
Most oleomargarines contain lard, which is known to- 
be devoid of “fat-soluble A,” and it follows, therefore, 
that the animal fat portion of an oleomargarine should 
not contain lard. Vegetable oils and fats, and hydro¬ 
genated oils are lacking in this vitamin, so that the 
“ vegetable ” or “ nuts and milk ’’ margarines are not 
substitutes for butter from the true dietary point of 
view. 

The author has rendered a service to technology in 
preparing this volume. Margarine has come to stay 
and its cheapness and ease of manufacture render it a 
formidable rival to butter. The product is capable of 
considerable improvement, particularly in the matter of 
texture and flavour, but in view of the great amount of 
technical investigation, which, to judge from thia 
volume, is being directed to these points, there is every 
hope that margarine in the near future will be indis¬ 
tinguishable by the palate from butter. Mr. Wilson has 
included a number of good illustrations and a useful 
bibliography. 


The Things which are Seen. 

A Revaluation of the Visual Arts. By A. Tryst an 

Edwards, M.A. London; Philip Allan and Co. 

1921. Pp. 354. 18*. 

This is a very interesting book, and one which gives 
occasion for much thinking, even though we may not 
always agree with the author’s ideas. He deals, as is 
clear from the title, only with the visual arts, music 
and literature being excluded. He arranges the visual 
arts in the following order: first, the cultivation of 
human beauty ; second, the art of manners; third r 
the art of dress; fourth, architecture; and fifth and sixth, 
the minor arts of painting and sculpture. This order, 
though it may give offence, he admits, “ to many who 
are accustomed to arrogate to themselves the title of 
artists, can be shown to be in complete accord with the 
judgment of mankind, with that mature judgment 
which best finds its reflection in the opinions of the 
average man.” The reader will ask himself who is the 
average man intended in the quotation, and Mr. 
Edwards does not tell us definitely. But he makes 
obvious who he is not: he is not the representative 
of public opinion. We endorse this view that 
the real preferences of the vast majority of people 
are shown, not by what they say or are taught 
to say, but by what they do; whence it follows 
that, by examining the deeds which men perform 
and the conventions established among them, we 
can obtain a more accurate idea of our fellow- 
men than can be obtained from any attention to 
the expressions of sentiment heard on all sides. Mr. 
Edwards’s thesis is that the value of the arts is in 
direct relation to their benefit to society, and he places 
the cultivation of human beauty in the first place, 
because a high general standard of beauty will not be 
achieved unless the social virtues are practised. 

In a general review in the first portion of the 
book Mr. Edwards refers to his omission of literature 
and music, and with regard to the latter art makes 
a statement with which we cannot agree: “ Rhythm 
and melody can never give complete satisfaction 
to the average man unless they are brought into 
direct relation with human life by being associated 
with a song or a dance, a theatrical or operatic 
display, or some form of ceremonial.” We own 
that it is difficult for any one of us to say what 
may completely satisfy his neighbour, but we have 
seen a packed audience standing in the area of Queen's 
Hall on a hot August night listening with delight to 
Bach’s concerto for two pianos in C major, and demand¬ 
ing the repetition of the brilliant fugue with which the 
work concludes; the performance did not come under 
any of the heads mentioned by Mr. Edwards. Such 
artistic triumph can have no relation to successful 
effort; and as the art of music was definitely left out 
of the scope of the work, it might have been better not 
to drag it in with any comment. 
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The second part of the book deals with form and 
subject and the grammar of design, the latter 
involving number, punctuation, and inflection; and 
this section will be found by many of our readers the 
most interesting part of the work. Mr. Edwards's 
remarks upon duality and plurality will make 
many persons realise what they have probably not 
realised—namely, that where pairs exist in the human 
body the duality has been resolved—e.g., the two 
hands are really each of them one-half of unity. 
Humpty Dumpty discoursed to Alice about her face, 
saying, “ Your face is the same as everybody has—the 
two eyes so (marking their place in the air with his 
thumb), nose in the middle, mouth under. It’s always 
the same. Now if you had the eyes on the same side 
of the nose, for instance, or the mouth at the top—that 
would be some help.” “ It wouldn’t look nice,” Alice 
objected, but Humpty Dumpty merely shut his eyes 
and said, “Wait till you’ve tried.” Few of us could 
say offhand why it would not look nice, but having 
read Mr. Edwards’s book we know that such an arrange¬ 
ment would violate the canons of number, punctuation, 
and inflection. 

Mr. Edwards shows less than his usual acumen when 
he refers to “doctrinaires, according to whose view it 
is wrong to adopt in England the architectural forms 
indigenous to ancient Greece or Rome,” who “ show 
the same kind of affectation as do those literary purists 
who go out of their way to avoid all words of Latin 
origin.” To our mind, the architectural forms of Greece 
and Rome are unsuitable for England on account of 
climatic differences. Windows are a monstrosity in a 
classical building, and so is a high-pitched roof, both of 
which are necessary in a northern climate. It is just 
as bad to transport northern architecture to a southern 
climate, as may be learned in Seville Cathedral. 

Although we cannot always see eye to eye with Mr. 
Edwards, we have found his book capital reading. It 
is well written, widely informed, and often original in 
a stimulating and pleasing way. Those who study it 
will And their personal powers of observation quickened 
and their desire to see things correctly made more keen. 

In many directions the book will be of particular 
interest to medical men. 


Syphilis and Venereal Diseases. 

Fourth edition. By C. F. Marshall, M.D., and 
E. G. ffrenoh, M.D. London: Bailli£re, Tindall, 
and Cox. 1921. Pp. 434. 25*. 

This fourth edition has been revised throughout and 
a considerable amount of new matter added. The 
result is a valuable book, for not only does it contain 
excellent descriptions of venereal diseases and the 
routine methods of their treatment, but the teaching is 
practical and should help the practitioner to deal with 
all the stages of the diseases and their complications. 
Special emphasis is laid on the necessity of a clinical 
diagnosis as opposed to a pathological one; the 
tendency to rely on the pathologist in these days 
is great, and it is refreshing to find responsible 
writers who urge the medical man in charge of a case 
to begin by using his own powers of observation. The 
pathology, however, is not neglected. 

The authors hold, and we agree with them, that a case 
of syphilis should not be submitted to a routine treat¬ 
ment, but that more attention should be paid to each 
individual, whose temperament, amongst other things, 
requires to be fully studied. A long course of mercurial 
treatment is strongly advocated; reliance on the 
arsenical preparations has been carried too far. The 
advantages and disadvantages of the various methods of 
treatment are fully discussed. The desirability of using 
potassium iodide in preference to any of its substitutes 
is emphasised; at the present stage of our knowledge 
there can be little doubt as to the wisdom of this 
advice. In common with most syphilologists the authors 
believe that the harmful effects of salvarsan have been 
much exaggerated. They attribute the ill-effects to the 
improper surroundings of the patients, and especially to 
a cold atmosphere; but as in most large clinics salvarsan 
treatment is used on out-patients at all times of the 


year, while the cases of poisoning are not numerous, 
we do not find this idea quite probable. Intramine is 
found to be a useful drug in the treatment of salvarsan 
poisoning. 

Congenital syphilis receives adequate consideration; 
the diagnosis and treatment of gonorrhoea in all its stages 
are thoughtfully set out, but the tests for establishing the 
fact of cure are not very clearly described and might in 
future editions be elaborated. This book is deservedly 
popular. It is well got up and the illustrations are 
adequate. __ 

Essentials of Medical Electricity. 

Fifth edition. By Elkin P. Cumberbatch, M.A., 
B.M., B.Ch. Oxon., M.R.C.P., Medical Officer i/c of 
the Electrical Department, St. Bartholomew’s 
Hospital, &c. London: Henry Kimpton and Co. 
1921. Pp. 388. 10*. 6 d. 

We welcome a new edition of Dr. Cumberbatch’s 
excellent book on medical electricity. Since its modest 
beginning in 1905, when the whole subject was in a 
state of flux, each succeeding edition of this work has 
steadily progressed in value. During this period the 
theory and practice of electrical work in medicine have 
undergone modifications, to an extent appreciable when 
we compare the present edition of Dr. Cumberbatch’s 
treatise with the first edition—indeed, the development 
of medical electricity can be traced through the series. 

This last volume differs in no essential particular 
from those that have gone before. The necessary 
additions have been made. Treatment of deep-lying 
organs has been reconsidered in view of the growing 
belief that it is not possible to introduce ions far below 
the surface by the galvanic current. It is far more 
probable that the good effects of such applications 
are due to a shifting of the ions within the tissues than 
to any introduced from without. Reference is made to 
the use of slowly varying currents, including the 
variety known as three-phase, where the variations 
between three electrodes follow a regular progression. 
The author’s valuable work on diathermy is here 
brought up to date, with the addition of notes on the 
treatment of gonococcal infection by raising the 
temperature of the affected parts. 

The book in its present form remains a handy and 
safe guide to the medical application of electric current. 


Die Chirurgie der Peripheren Nervenverlet- 
zungen. 

Mit be8ondercr Beriicksichtigung der Kricgs-Nerven- 
verlctzungen. Von Privatdozent Dr. Walter 
Lehmann. Berlin: Urban and Schwarzenberg. 
1921. Pp. 270. M.81. 

This monograph combines the author’s own experi¬ 
ence of injuries of the peripheral nerves during the 
war, with a critical review of the methods and results 
of other surgeons in Germany. In size it is com¬ 
parable with Tinel’s well-known “ Les Pleasures des 
Nerves,” but, as is natural in a work written after 
rather than at the beginning of the war, it devotes 
a larger space to treatment and results than to 
clinical syndromes. The book contains three parts, 
which are divided into 11 sections and 38 chapters. 
The first part deals with the pathological and 
clinical sides of nerve injuries, the second with pro¬ 
gnosis, treatment, and results, and the third with the 
aetiology, symptoms, and treatment of injuries to special 
nerves. A list of 660 references arranged under the 
number of the chapter to which they belong occupies 
30 pages at the end of the book. The literature 
quoted is almost entirely German, only nine foreign 
contributions being included. Although 349 of the 
papers referred to were written during the war, no 
reference is made to any foreign journal later than 1910. 

On the whole, the problems of this chapter of war 
surgery seem to have been dealt with on the same lines 
as in this country, and with very similar results. In the 
section on Prognosis and Treatment of Nerve Injuries 
and their Results a chapter is devoted to the various 
materials and methods used for protecting nerves after 





1086 The Lancet,] REVIEWS AND NOTICES OF BOOKS.—NEW INVENTIONS. 


[May 21,1921 


suture or freeing. Calf’s artery, prepared by the 
formalin method of Foramitti, is spoken of favourably, 
and seems to have been widely used in Germany. One 
section is devoted to the operative methods for bridging 
large gaps in nerves and their results. Gradual 
lengthening and suture by means of a two-stage opera¬ 
tion is praised, but no ultimate results are quoted. As 
in this country, there have been only a few successful 
end results from nerve grafting and similar procedures. 
An extraordinary implement called a nerve winder, 
designed by Bethe, for gradually stretching a nerve is 
depicted on p. 130; the obvious defects of this apparatus 
are pointed out by Dr. Lehmann. 

This work does little to advance our knowledge, but 
should nevertheless be read by those who wish to 
know what has been done in Germany in this branch 
of surgery during the war. 


Introduction to Physical Chemistry. 

Einfiihrung in die Phytikalische Chemie fiir Bio - 
chemiker , Mediziner , Pharmazeuten und Naturwissen- 
schaftler. Von Dr. Walther Dietrich. Berlin: 
Julius Springer. 1921. Mit 6 Abbildungen. 
Pp. vi. + 106. M.20. 

In this volume the subjects of osmosis, dissociation, 
equilibrium, hydrogen - ion concentration, surface 
phenomena, and colloids are discussed in a very 
elementary fashion, evidently as introductory to a 
fuller study at a later date in the student’s course. 
The subject-matter is usually adequately treated 
in our text-books of physiology and biochemistry, and 
medical students at least will hardly need another 
account. The chapter on hydrogen-ion concentration 
may, however, be of assistance, for students generally 
find it difficult to get a clear understanding of this very 
important part in the life processes. The chapter on 
surface phenomena may also be read with advantage. 
Otherwise we may say that the description of osmosis 
is far too long and of colloids far too short. 


Chemistry pf Enzyme Actions. 

By K. Georoe Falk;, Harriman Research Laboratory, 
Roosevelt Hospital, New York. American Chemical 
Society Monograph Series. New York: Chemical 
Catalog Company, Inc. 1921. Pp. 136. 

In this monograph the author discusses enzyme 
action from a chemical rather than the more usual 
physical standpoint. As enzymes are catalysts pro¬ 
duced by living matter, they should, of course, be 
studied from both aspects. Special emphasis is laid 
upon the chemical nature of enzymes themselves. The 
purest preparations have always been found to contain 
nitrogen; most enzyme preparations contain about 
15 per cent, of nitrogen, but sucrase is an exception in 
its content of about 2 per cent. only. Horse radish 
peroxidase appears to be a nitrogenous glucoside. Even 
though we cannot as yet locate enzymes amongst a 
definite group of organic compounds, an idea may 
perhaps be gained of the chemical structure of that 
part of their molecule which is effective in producing 
the catalytic action. In this connexion special study 
has been made of the action of lipase, and we can locate 
its action in the CO —NH grouping of proteins and its 
tautomeric form of C(OH) = N-. The chief factor in 
enzyme action is adsorption with the substrate or pro¬ 
ducts of the reaction. Instead of adsorption being a 
purely physical process, the author regards it as being 
primarily a chemical one, corresponding to the addition 
process of general chemistry. Combination only occurs 
if the chemical groups can interact to form the adsorp¬ 
tion compound. 

These are the chief points in the book, though other 
chemical analogies are mentioned as of some possible 
importance. They might with advantage have been 
developed at greater length, and less space devoted to 
the pure physical chemistry. The long preamble to 
every chapter with constant repetition of contents of 
previous chapters is quite unnecessary. 


lltefo Jnfrentiffits. 


THE G.P. URETHRAL AURORASCOPE. 

The instrument here illustrated is not original, as 
similar instruments in the main are fairly well known 
to specialists. The head of the instrument contains an 
electrical circuit leading to an internal lighting bulb. 
The light is obtained by means of a simple dry battery 
f |rr | of 3 to 

4 VOltB 
power, 

■ which can also be drawn from the 
B house supply by means of a trans- 

■ former. A suitable focal lens gives a 

■ clear view through the urethral metal 
9 tube, when every detail of the urethra 
% can, under air pressure, be brought 

under direct observation. The head 
is also fitted with a stop cock through which the urethra 
is inflated by means of rubber bellows. By inter¬ 
changing the eye-piece for one of my own design a 
probe of cotton-wool can be moistened with any caustic 
and passed through the opening in the lower segment 
of the operating optical eye-piece. The exact location 
of the disease being in view, direct pressure is made on 
the proximal end of the probe, which allows sufficient 
play for the distal end to protrude through the urethral 
tube and touch the diseased area. Various sizes of 
urethral tubes are supplied. 

The instrument will do the work of the most 
expensive urethroscope, and has been made for me by 
the Aurorascope Co., Ltd., Fulwood House, Fulwood- 
place, Holbom, W.C., where it can be seen and tested. 
The price is £4 4s., operating optical eye-piece 10s. 6 d. 
extra, and it is fitted in a leather pocket-case measuring 
9 x 4| x l inches. Henry Dutch, M.D. 


CARNEGIE UNITED KINGDOM TRUST. 

The seventh annual report of the Carnegie United 
Kingdom Trust has recently been issued, dealing with the 
year ending Dec. 31st, 1920. During this period the work of 
the Trust was considerable, for although conditions were 
still very different from those of pre-war days (notably as 
regards building operations), there was an improvement on 
the stagnation obtaining in 1919. The section of the report 
devoted to physical welfare deals with the subject under 
four headings—central institutes, play centres, model 
centres, and published reports. With reference to the 
trustees’ offer io provide £40,000 each for two central insti¬ 
tutes for infant and child welfare, the report states that local 
difficulties have prevented action in Edinburgh, but that 
preliminary steps had been taken towards the establish¬ 
ment of the London institute; the only practical alternative 
to abandonment of the whole project was found to be 
the securing of a leasehold property (No. 117, Piccadilly), a 
building suitable for the purpose and conveniently situated, 
to house the Central Institute proper, together with its con¬ 
stituent child-welfare societies, ana probably also the Incor¬ 
porated Institute of Midwives. The grant of £40,000 will 
cover the whole cost of lease, equipment, and sinking-fund 
charges. Grants have been promised for six model centres, 
one of which—the Motherwell centre—is now in course of 
erection. Plans have been passed for the Shoreditch, 
Birmingham, and Liverpool centres, and it is hoped that 
building will soon be possible in these places. The plans of 
the Rhondda centre will probably shortly be submitted, the 
difficulty of obtaining a site having now been overcome; 
political" and social conditions have prevented any move¬ 
ment to establish the Dublin centre, and the corporation 
of the city may invite the trustees to modify the project 
or abandon it altogether—a course which would be 
particularly unfortunate, since child-welfare work is 
very urgently required in Dublin. Very few applica¬ 
tions have been received for the establishment of 
play-centres, and some of them when received had to be 
refused, as the centres were to be administered by voluntary 
bodies and not by competent local authorities. A consider¬ 
ably increased grant has been approved for the Blackrock 
centre, and a provisional grant has been promised to the 
Borough of Norwich. At Chester it has been decided to 
acquire a new site for the projected centre. It has been 
decided that twp further reports might usefully be published 
—one, a summary of laws dealing with powers of local 
authorities regarding physical welfare; the other, a report 
on the ideals to be aimed at in setting up ohild-weliare 
centres—and their preparation is under consideration. 
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The Ministry of Health. 

At the end of last week Sir Alfred Mond, on the 
vote to meet expenses in connexion with the 
Ministry of Health, made a statement in respect of 
the present position and future intentions of his 
department, which has produced an excellent effect 
both within and without the House of Commons. 
For although the sum asked for was a very large 
one, the explanation of huge work ahead of the 
Ministry of Health led to an agreement to the vote 
without any damaging criticism, while the public 
learned that the Ministry has been, and is, working 
along definite lines to promote and correlate efforts 
in behalf of the public health. Considering the 
vagne and various attacks that have been made on 
the Ministry of Health for political purposes from 
its quite early days, this may be regarded 
as a very healthy state of affairs; as the public 
ignorance, which has been exploited by irrespon¬ 
sible public statements, disappears, the real 
economy of spending money in the prevention of 
disease will become clear. 

The Minister of Health began by pointing out 
the perfect absurdity of drawing any comparison 
between the estimates in connexion with the Local 
Government Board in and before 1914 and those 
of the Ministry of Health at the present moment. 
All such comparisons have been transparent 
nonsense to those who know, and remember, how 
the Ministry of Health came into being, and what 
numerous activities it represents other than those 
of the old Local Government Board. Nor is this 
the whole Btory. New programmes of work, con¬ 
sidered by neither the old Local Government Board 
nor by any of the departments whose functions 
have been transferred to the Ministry of Health, 
have been added to the designs of the Ministry, 
while the administration of the National Insurance 
Commission, which was dislooated by the war 
before it had received proper trial of its possi¬ 
bilities, has called for large reconsideration. And 
if comparisons between the numbers and spheres 
of work of the medical staff of the old Local 
Government Board and that of the new Ministry of 
Health cannot be drawn, it becomes waste of time 
to debate whether that medical staff, when 
alluded to as “ medical officers,” implies only 
“medical officers” as distinct from “medical 
inspectors,” or implies the medical staff as a whole. 
In the House of Commons Dr. Addison stated, 
during the debate, that under the Local Govern¬ 
ment Board in 1918 there were already 38 medical 
officers. The statement was perfectly true, and not 
a person ought to have been deceived into thinking 
that he meant 38 heads of groups and sub-groups, 
under whom medical inspectors worked. He was 
clearly including the “medical inspectors” under 


the term “ medical officers,” as is always done in 
conversation. 

The actual figures, which* can be fairly com¬ 
pared in order to show the relative position of 
the headquarters staff of the Ministry of Health in 
1918 and to-day, are as follows:— 

1918. 

Medical Officer. 1 

Assistant Medical Officers 5 
Medical Inspectors. 23 

Med. Inspectors of Food 5 
Med. Inspectors Poor-law 2 
Med. Bacteriologists ... 2 

38 

Insurance Medical Officers 8 

46 

Here is Sir Alfred Mond’s statement on the 
matter, and it will be seen that it tallies both with 
the facts and with Dr. Addison’s figures:— 

On April 1st, 1919, the number of pensionable 
medical men in the Local Government Board and 
the Insurance Commission of England and Wales 
was 46; the number at present in the Ministry 
is 59, or a difference of 13, distributed as 
follows: Maternity and child welfare, 2; tubercu¬ 
losis, 2; venereal disease, 2; port isolation hos¬ 
pitals, 3; statutory medical services and intelligence 
work, 3; and work taken over from the Home Office, 
1. These are additional functions to the work 
which is being looked after by the medical staff of 
the Ministry of Health, apart from the newly estab¬ 
lished regional officers. There are no less than 
1800 sanitary authorities which look to the Ministry 
for guidance, 114 port authorities, 646 Poor-law 
unions, 1029 isolation hospitals for infectious diseases, 
and 4220 public vaccination districts which have to be 
inspected. There are a vast number of maternity 
centres and tuberculosis sanatoriums to which the 
Ministry give grants and which also have to be 
inspected. 

This statement, which will be found in our Parlia¬ 
mentary Correspondent’s report, should be remem¬ 
bered, when, in the future, the wholesale cutting 
down of the members of the medical staff of the 
Ministry of Health is under discussion on the 
score of economy. Colonel Fremantle, during 
the debate in the House of Commons, alluded to 
“ a canard going round the press that the Ministry 
of Health inherited from the Local Government 
Board a staff of only four medical officers.” He has 
since written to the Times , where the unfortunate 
announcement was made editorially in the course 
of a plea for economy, giving much the same 
comparative figures as those we print above. All 
advocacy of economy is welcome to-day, but its basis 
should be correct. 

Three expressions of opinion and intention came 
from the Minister of Health, which revealed to the 
House of Commons a story of strenuous industry. 
He claimed that in spite of difficulties the depart¬ 
ment had succeeded in making a reduction of over 
£3,000,000 in the estimates of this year as compared 
with last year, while considerable progress had 
been made with housing schemes. And here he 
pointed out—what is now well known—that some 
local authorities have exaggerated local wants. 
The national need is grave enough without such 
troublesome errors. Secondly, in reply to points 
raised principally by Sir Watson Cheyne, Sir 
Alfred Mond stated that there was no inten¬ 
tion on the part of the Government to start 
a State Medical Service, although an endeavour 
was being made to improve the existing panel 


1921. 

Chief Medical Officer ... 1 

Senior Medical Officers... 6 

Medical Officers— 

General . 43 1 

Food. 5,50 

Poor-law. 2 1 

Med. Bacteriologists ... 2 


59 
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systems in certain directions. We may hope 
that one of these directions will be the encourage¬ 
ment of all movements on the part of the 
Approved Societies to assist in the support of 
the voluntary hospitals. It was announced, on the 
very afternoon that the Minister of Health was 
speaking, that a number of beds in the London 
Hospital would have to be closed, and the Minister 
allowed that the position of these great charities 
was giving his department cause for anxiety; 
but recent action by the Approved Societies 
should have an encouraging influence here. 
These Societies have discussed with the British 
Hospitals Association the possibility of providing 
institutional treatment for their members, who 
form so large a section of the panel patients, 
in return for contributions on an agreed per¬ 
centage basis, and if the voluntary system can 
be supported in this way on any general plan 
the relief to the charities should be great 
and promptly felt. Lastly, Sir Alfred Mond 
defended the policy of the Government in respect 
to venereal disease, a policy directed towards 
official propaganda, but also towards the pro¬ 
motion of treatment. While he stated that he 
refused to accede to any demand to regard the 
question from a merely medical point of view, it is 
well known that a comprehensible policy in respect 
of the control of venereal disease, taking note of 
the therapeutic side, will shortly claim public 
attention. There is nothing new about such a 
policy, but for various reasons it has not been 
pressed forward by the Ministry, and medical men 
will agree that it is difficult, dangerous, and some¬ 
times wrong for a Government department to lay 
down from the centre rules which cover therapeutic 
details. Indeed, it can be argued that a Govern¬ 
ment department acting along such lines would be 
“ prescribing by correspondence,” the mischief of 
which has been sufficiently illustrated by countless 
charlatans. Further, the Ministry of Health is 
bound to take into consideration the freedom of 
opinion of the local authorities working beneath 
its ®gis. For this reason the Ministry can 
hardly go further in the definite treatment of 
venereal disease than to acquiesce in freedom 
of action on the part of those who represent 
the ratepayers. But medical men have learnt 
with pleasure that, in view of the prevalence of 
venereal disease, the Ministry proposes to offer 
public advice, pointing out the duty which lies on 
all individuals infected to take measures to purify 
themselves. It need hardly be added that those 
measures must be sufficient and must be prompt, 
or they will only constitute an imitation of 
protection. The duty of the Ministry is to help 
those who desire to help themselves; and the 
duty of the local authorities is to come promptly 
to a decision as to the methods which can be 
employed to such an end. 


Prague as a Health Focus. 

Health conditions in Prague under imperial 
rule left much to be desired. It was difficult to 
obtain a trained nurse. In the large part of the 
town the drainage was inadequate, and the rough 
stone-paved streets in the older quarters were not 
kept free from garbage. Things are apparently 
improving. Set in the very midst of the European 
storm circle, the Czecho-Slovak Republic enjoys 
none the less some measure of the peace essential for 


any organised health effort. A number of voluntary 
health and social organisations have long existed 
in the Republic without any contact between each 
other, and now, at a meeting called by the Czecho¬ 
slovak Red Cross, representatives of nine of the 
most active of these organisations have arranged 
to meet on a council in whose deliberations 
public health and social effort shall have their 
fitting place. Each organisation will preserve 
its independence, the council meeting four times 
a year for joint deliberation. A central office 
with a part-time secretary in the building of the 
Red Cross provides for the collection and circula¬ 
tion of information. The generosity of the Inter¬ 
national Health Board of the Rockefeller Foundation 
has made it possible to open this office at once on 
an experimental basis. 

At the same time the Ministry of Public Health 
and Physical Education is making every effort 
to mobilise all forces against the spread of infec¬ 
tious diseases. This is a measure of wise 
precaution, although the general situation in 
Slovakia itself is not alarming. Neither the 
typhus epidemic nor the small-pox epidemic which 
were anticipated for the spring fulfilled the 
gloomy promise, and of the latter only scattered 
foci persist in Slovakia. No cholera has been 
reported. The Ministry has at its disposal a 
mobile column to fight epidemics, consisting of 
four motor-cars, one containing a laboratory, a 
second to accommodate personnel, a third for 
transport of patients, and a fourth containing 
disinfecting plant. Four nurses are attached 
to the unit, the chauffeurs are trained disinfectors, 
and a physician is in charge of the whole. The 
unit will at first operate in Slovakia along with a 
sanitary train lent by the American Red Cross to 
the Government. Proceedings will be made easier 
later by the passage into law of a Bill now before 
the Assembly for the administration of local 
health under a national service of officers. The 
measure was deemed necessary in order to secure 
an adequate medical and public health service for 
Slovakia, where the peasants are ignorant and 
greatly in need of medical and health services 
although unable to support their health officer 
locally. The nationalisation of some two thousand 
part-time health officers will increase the budget 
of the Ministry of Health by about 50 million 
crowns, but it will make it possible for the Ministry 
to send to Slovakia young Czech doctors who other¬ 
wise would not go there because they could not 
support themselves by private practice. 

At the Ministry itself a new section has been 
organised for the study and reform of public health 
activities. The first task of this section will be to 
demonstrate the value of statistics and public 
health education in the programme of a would-be 
modern State. The section has two chiefs, one 
of them being Prof. Selskab M. Gunn, technical 
adviser to the Ministry, who represents the 
Rockefeller Board; the other Mr. KolInsky, who 
returned recently from a study trip to England 
and the United States under the auspices 
of the same Foundation. The personnel of this 
section will chiefly consist of doctors who have 
spent a year studying public health adminis¬ 
tration in the United States. An advisory board 
consisting of prominent men in the field of public 
health in Czecho-Slovakia has been attached to the 
section. The whole movement will be watched 
with sympathetic interest by the neighbours of the 
Republic, near or remote, who would like to see 
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at Prague a health centre from which the infection 
of true hygiene may radiate out into lands where 
plague centres are the rule. We hope the Little 
Entente, as the understanding between Roumania, 
Hungary, and Czecho-Slovakia has been termed, 
has included in its understanding a concerted 
campaign against epidemic disease. 


Rickets and Vitamins. 

In the April number of the British Journal of 
Experimental Pathology Professor D. Noel Paton 
and Mr. A. Watson, after a brief recapitulation of 
their previous work on the subject, give a detailed 
account of further experimental investigations into 
the aetiology of rickets in pups. They use through¬ 
out pups from the same litters for comparative 
tests, as, in their opinion, the susceptibility of 
different strains is so varied as to invalidate 
statistics collected except on this principle. 

The object of the first of the new series of experi¬ 
ments recorded has been to test the possibility 
of rearing dogs free from rickets, when confined 
in a laboratory, on diets : (1) rich in milk-fats, 
and (2) poor in fats supposed to contain an anti¬ 
rachitic factor. Both sets of pups developed rickets, 
but those on an abundant diet less rapidly. In 
order to ascertain whether this delay could be 
attributed to a decrease in susceptibility due 
to more ample energy intake, apart from the 
influence of any accessory food factor associated 
with milk-fat, a second series of experiments 
was undertaken. Pups from three litters were 
divided into four classes, in each of which 
the energy intake was kept ample throughout 
the whole period of growth mainly from one 
of the following sources: (A) Whole fresh milk 
and bread (2 pups); (B) whole dried milk and 
bread (3 pups); (C) separated milk, bread and lard 
(4 pups); (D) separated milk and bread (9 pups). 
Two of the pups in Class D were kept in a large 
kennel with an open yard, and were freely exercised 
every day; and in order to try and hasten the onset 
of rickets two others, also in Class D, were kept 
in a rabbit hutch from the age of 12 weeks to 
the age of 16 weeks. The rest were kept in a 
laboratory, a large sunny room with a concrete 
floor, in movable pens measuring 5£ ft. square. 
Very special precautions were taken to ensure 
cleanliness. Of these pups, one, in Class B, died at 
the end of the ninth week of the diet, not from 
rickets. One only, in Class D, of the remainder 
developed rickets. The conclusions drawn from 
these experiments by the authors are as follows:— 

(1) In young dogs under ordinary laboratory con¬ 
ditions a liberal allowance of milk-fat, up to even 
H g. daily per kilo of body-weight, does not prevent the 
onset of rickets. 

(2) Pups kept largely in the open air may escape the 
development of rickets on an intake of less than 1 g. 
of milk-fat per kilo of body-weight. 

(3) With scrupulous care as to cleanliness it is, at 
least sometimes, possible to rear pups free of rickets in 
the laboratory on an intake of only about 0*5 g. of 
milk-fat per kilo of body-weight, along with bread, 
provided that the diet affords an adequate supply of 
energy. 

(4) The energy value of the diet, however supplied, 
quite apart from the presence of any hypothetical anti¬ 
rachitic factor in milk-fat, would seem to play a part in 
controlling the development of rickets; but that it is 
only a contributory part is shown by the development 
of rickets in pups with a high energy intake if con¬ 
fined in the laboratory without scrupulous care as to 
cleanliness. 


(5) Milk-fat may be reduced to about 0*3 g. per kilo 
of body-weight, if its place is taken by an equal amount 
of lard, without the onset of rickets. 

(6) The results of these observations give no support 
to the conclusion of the Accessory Food Factors Com¬ 
mittee of the Medical Research Council that rickets is a 
deficiency disease due to a lack of an antirachitic 
factor in the diet. 


Much work on accessory food factors has been done 
since the publication in 1919 of the report referred 
to. With more knowledge distinctions have become 
less absolute. For example, Professor E.Mellanby, 1 
referring to the observations of Hess and Ungeb, 
emphasises the difference in distribution of the 
fat-soluble factor and the so-called antirachitic 
factor in vegetable fats. He says that though 
cotton-seed oil is generally accepted as contain¬ 
ing no fat-soluble A, in his experience it is 
one of the better vegetable oils in preventing 
rickets. And investigators are by no means agreed 
even on the presence or absence of fat-soluble A 
in any given foodstuff. Professor Paton, following 
most authorities, assumes that lard is considered 
vitamin-free, while quite recent work by Dr. J. C. 
Drummond 2 differentiates between lard derived 
from grass-fed pigs and those fed on a diet 
deficient in vitamins. In the former he has found 
fat soluble A. Incidentally Professor Paton deduces 
from the first experiment quoted above that for 
experimental purposes 11 dried milk may safely be 
substituted for fresh milk.’’ Dr. Drummond classes 
their relative content of fat-soluble A as ++ and 
-j—j— |-. Since quantitative results that cannot 
be expressed numerically are of doubtful value, 
not even the firmest adherents of the vitamin 
hypothesis could regard this as an important con¬ 
tribution to the question of the form in which 
milk ought to be supplied to children. We only 
mention it as a further sign of what an enormous 
mass of work yet remains to be done before the 
presence or absence of a vitamin from any food¬ 
stuffs, still less the eetiology of rickets, can be 
proved. In fact, those who are inclined to be quite 
bewildered by the conflicting results of different 
eminent observers in the same field can derive 
some help from a critical essay by T. B. Osborne 
and L. B. Mendel. 8 These authors draw attention 
to the contradictions existing in the literature as to 
the presence or absence of a fat-soluble vitamin 
in a given experimental diet, and are inclined to 
attribute the discordant results of various workers 
to traces of this vitamin in certain diets 
generally considered free from them. However, 
they agree with Professor Paton in emphasising 
that the crucial experiment in which nutritive 
failure ensues immediately upon giving a diet 
deficient in this respect has not yet been done. 
They might have gone even further. Until a more 
accurate quantitative basis of estimating vitamin 
content be attained the question must remain 
unsolved. - 


i The Lancet, 1920, i., 857. 

* Maternity and Child Welfare, May, 1921. 
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A^Tthe Medical School, King’s College Hospital, Denmark 
11, London, S.E. 5. 
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toxin being possibly of placental origin as suggested by 
Willson. The haemorrhage may be apparent, the blood 
escaping under the edge of the placenta or through the 
cervix into the vagina, or it may be concealed, the 
blood accumulating in the retro-peritoneal space and 
infiltrating the muscle fibres, thus causing uterine 
atony, or it may rupture into the amniotic sac. 
The haemorrhages which are small at first coalesce 
and extend to the tubes, ovaries, and out into 
the broad ligaments. Bloody fluid may be found in 
the peritoneal cavity probably coming from small fissures 
in the surface of the uterus. In a typical case the onset 
is sudden and violent, the severity of the symptoms 
depending on the degree of the separation. The patient 
who is in the last three weeks of pregnancy complains 
of a sudden abdominal pain of a colicky nature and soon 
shows signs of acute anaemia, followed by shock. A 
bloody vaginal discharge may or may not appear. On 
examination the uterus is found to be larger than usual, 
very tender, and of a peculiar wooden consistency. No 
placenta can be felt per vaginam. Treatment consists 
in emptying the uterus as soon as possible by forceps, 
version or Caesarean section, stopping the haemorrhage, 
and combating the anaemia. In some cases hyster¬ 
ectomy may be required. The prognosis is very grave, 
the maternal mortality being about 60 per cent, and the 
foetal mortality about 90 per cent. Cases which survive 
require the utmost care and attention. 


SURGERY OF THE THYROID GLAND. 

In the April number of the British Journal of Surgery 
Mr. James Berry gives an account of a series of 500 
operations for goitre, with special reference to the after¬ 
results. The youngest patients were five girls of 14 
years of age, who had parenchymatous goitres. Opera¬ 
tions on children under pubertj- were only undertaken 
when urgent, for in the young there is danger of inter¬ 
fering with growth and normal development. The 
oldest patients were seven males between 70 and 75 
years of age. The two commonest forms of goitre 
operated on were the non-encapsuled adenoparen- 
chymatous, 137 cases, and the encapsuled cystic 
adenomatous, 109 cases. Seventy-nine operations were 
for true exophthalmic goitre as distinguished from 
“false” exophthalmic goitre. In the latter there is 
tachycardia, tremor, Ac., without exophthalmos, mostly 
with unilateral goitre. Sometimes true exophthalmic 
goitre develops in a patient who has previously had 
an ordinary goitre for a more or less long period. 
Twelve cases of malignant disease were operated on, 
these being selected from a large number of cases 
of malignant disease which were seen. Of the cases 
operated on, two were sarcomata, one undetermined, 
and the others carcinomata of various types. The 
indications for operation were chiefly dyspnoea (274), 
discomfort and deformity (99), and exophthalmic goitre 
(79). Tracheotomy was never performed for innocent 
goitre, and is considered to be much more dangerous 
than thyroidectomy. But when dyspnoea is urgent a 
long tracheotomy tube, such as Koenig's, should be at 
hand. With bilateral goitre and severe dyspnoea it is 
often dangerous to rely on a unilateral operation. If 
only one lobe is removed, the other may bend the 
trachea to the opposite side and increase the dyspnoea. 
An important practical point is that often it is not the 
most obvious and prominent part of the goitre which is 
the cause of the dyspnoea. The real offending part is 
not unlikely to be the opposite lobe lying more deeply, 
perhaps wholly unsuspected, behind the sternum. An 
x ray examination is often useful in showing which 
part of the trachea, appearing as a band of light, is most 
deflected. In the young with bilateral goitres it is 
usually the least prominent lobe which causes the 
dyspnoea. The lower the situation of a goitre, the 
more liable it is to produce dyspnoea. Discussing the 
methods of operating, the writer remarks that he has 
never performed total removal of the gland and that he 
considers it unjustifiable and never necessary even for 
malignant disease. He rarely performs total removal 
of even one lobe. .A portion of gland is nearly always 


left at the hilus, or “dangerous area,” for various 
reasons, one being to safeguard the recurrent laryngeal 
nerve. Seven patients died from operation: two of them 
had simple goitre and succumbed some days later to 
pneumonia; three had exophthalmic goitre and died 
from cardiac failure; two had malignant goitre. 
Recurrent laryngeal nerve paralysis is known to have 
occurred three times. It is sometimes unavoidable in 
large, deep-seated tumours. The nerve lies in front of 
the groove between the trachea and oesophagus. It 
may be pulled forward with the gland when operating 
and is most likely to be injured at a level a little below 
that of the lower border of the pharynx. 

An important table given is that showing the late 
results in 406 cases. The patients with simple goitre 
are nearly all well and in much better health than 
before operation. Of the 78 patients with exophthalmic 
goitre 53 are practically well, 18 much improved, 

1 improved, 2 not improved, 1 worse, and 3 died. All 
were operated on before Dec. 31st, 1919, and 24 of them 
in 1913. Complete cure in this disease, with no trace 
of the previous symptoms remaining, is rare. Often a 
considerable amount of exophthalmos remains in 
patients who consider themselves otherwise well, and 
they may have palpitation on exertion. The opera¬ 
tions are considered to be much more dangerous than 
most operations for simple goitre. The patiepts are 
often quite unsuitable for operation when brought to 
the surgeon. In some ligation of one or both superior 
thyroid arteries will give great relief. The condition of 
the myocardium is a very important factor in prognosis. 
Relapse may occur after a long period of good health. 
Of the 12 patients operated on for malignant goitres, 5 
are living and well after periods of l£ to 7£ years. One 
is fairly well but with recurrence 1£ years after opera¬ 
tion. Four have died from recurrence within a year, 
and 2 died from the operation. There has been no 
marked myxoedema in any of the author’s cases. In a 
few, chiefly of extensive bilateial removals, there have 
been slight transient symptoms of thyroid insufficiency 
and the patients have benefited from taking thyroid 
extract. Tetany has never been seen by the author to 
follow operation for goitre, though he has operated 
1338 times, and he is sceptical as to the separate 
function of the parathyroids. 

We have closely followed Mr. Berry’s own account 
of his experience, which adds a new and useful chapter 
to the literature on the practice and principles of this 
branch of surgery. _ 

THE ROYAL SOCIETY EXHIBITS. 

The annual conversazione of the Royal Society was 
held at Burlington House, London, on May 11th, when 
Fellow demonstrated to Fellow such portions of new 
and original work as lent themselves readily to iso¬ 
lated treatment, the interest centring round the light 
thrown upon natural law rather than upon its application 
to human need. Medicine as the most highly special¬ 
ised of sciences was consequently little represented. 
Mr. J. E. Barnard showed how certain animal tissues 
reveal marked differentiation of structure when illumi¬ 
nated by means of ultra-violet light. The image 
obtained is a fluorescent one and the resulting colours 
or tints depend on differences of chemical constitution. 
Apart from the biological interest of the method the 
image so formed is of considerable value for testing 
the optical qualities of microscopic objectives as the 
object so illuminated is a perfectly self-luminous one. 
Dr. Leonard Hill exhibited a recording kata-thermo¬ 
meter. This instrument gives a continuous record of 
the cooling power of the environment exerted on the 
surface of the bulb of the kata-thermometer, which is 
automatically kept at skin temperature. Introduced 
into the bulb of the “ kata,” which is filled with 
alcohol, is a coil of wire with a large temperature 
coefficient of resistance. This coil forms one arm of a 
Wheatstone bridge, which is balanced when the coil is 
at a temperature of 36*5° C. An automatic device is 
used by which the current sent through the coil 
varies according to atmospheric conditions, so that 
the coil is kept at 36'5° C. The ammeter placed 
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in series with the coil indicates the variations 
of current and so the cooling power. Mr. L. T. 
Hogben, from the Zoological Laboratory of the 
Imperial College of Science, illustrated the effect 
of pineal gland administration on the pigment cells of 
tadpoles. Within half an hour the melanophores 
retract to such an extent as to turn the brown opaque 
tad into a grey translucent one. No other organic 
extract has been found to produce this result. Of 
more practical importance was a demonstration by Mr. 
Franklin Kidd on the application of cold-storage and 
gas-storage to English apples. The Food Investiga¬ 
tion Board recognises that improved methods of apple 
storage are required in order to bring the home 
grown apple into successful competition with imported 
apples throughout the winter season. In cold-storage 
the apples are kept just above freezing point. The 
method is costly. In gas-storage the apples are held in 
a gas mixture, created and maintained by their own 
respiratory activity, no machinery being required.. The 
optimum CO? pressure has been determined and by its 
means the life of the apple is prolonged at a lower 
level of metabolism to twice its normal span. The 
specimens shown fully bore out this contention. 


• INTERNATIONAL TEAM-WORK. 

Cooperative effort in medical research has of recent 
years been productive of so much good and its value is 
now so widely recognised that no one can doubt that 
team-work will continue to contribute to the advance of 
medical science. Yet when all due respect has been 
paid to the advantages of such cooperation one is forced 
to admit its limitations. Brilliant as are the results 
published from that most admirably equipped of all 
local teams captained by the Mayo brothers in America, 
it is doubtful whether anything they have produced 
can rank in practical importance beside the dis¬ 
coveries of such individuals as Koch, Pasteur, or 
Noguchi. The truth is that local team-work must be 
compared, not always to its advantage, with individual 
exploits. For this reason it is well to remember that 
for many years there have been widely scattered 
international teams working together with magnificent 
harmony in the various fields of physical disease. This 
would not have been possible but for the fine medical 
tradition that has always prevailed among physicians 
of every race and [creed. It would be inaccurate to 
speak of the captain of an international team. The 
inspiration of genius is its sole directing force. But 
such a team is handicapped unless it possesses at least 
one member endowed with such critical insight and 
deductive imagination that he is able to sift the work of 
his colleagues and rearrange their variously coloured 
contributions into a comprehensive and cohesive 
pattern—in short, the value of a captain is as obvious 
in an international as in a local team. A brilliant 
example of this will be found in a recent paper on the 
course of the tubercle bacillus from sputum to the 
child by Dr. Allen K. Krause, of Baltimore. 1 Dr. Krause 
first restates the three main theories of the aetiology of 
pulmonary tuberculosis which may shortly be described 
as “the dust,” the “droplet,” and “the ingestion” 
theories. He argues that from the absence of direct evi¬ 
dence to confirm any one of these theories it is necessary 
to seek for correlative evidence. Here another group of 
observers, statisticians rather than pathologists, furnish 
their contribution. A composite infection chart is built 
from the charts of Moro (Munich), Mantoux (Paris), 
Petruschky (Danzig), Gaughofner (Prague), Pirquet and 
Hamburger (Vienna), Nottiinan (Diisseldorf), Veeder 
(St. Louis), and Armstrong (Framingham). The evidence 
so collected shows that 10 per cent, of children are 
infected by the end of their second year of life, by 
3 years 15 to 20 per cent., by 6 years 50 to 60 per cent., 
by 15 about 75 per cent.—i.e., only about one-seventh 
of all infected receive their first infection during the 
first two years. If the “ droplet” method of infection 
accounts for all infections, then children must be 
confined indoors more between the ages of 4 and 7 


* New York State Journal of Medicine, March, 1921, p. 83. 


than between birth and the age of 3. The argument 
is that infection is most rife at the age when children 
play amongst the dust both of the house and of the 
street. The hands of the normal child “ are dirty 
most of the time” and “ few children have developed 
a consciousness about putting their hands in their 
mouths.” Here is a practical moral drawn from the 
work of two generations of the members of the tuber¬ 
culosis team scattered across the world. It is a 
moral that deserves attention. 


ACUTE NITROBENZOL POISONING. 

According to Dr. Robert F. Loeb, Dr. Arlie V. Bock 
and Dr. Reginald Fitz, 1 of the Medical Clinic of the 
Massachusetts General Hospital, Boston, who are 
engaged in a series of studies on the physiology and 
pathology of the blood, nitrobenzol or oil of mirbane, a 
coal-tar derivative resulting from the action of strong 
nitric acid on benzol, was first discovered by Mitscherlich 
in 1834, but it was not until 1859 that Caspar described 
it as a new poison with toxic properties. It is 
employed in the manufacture of high explosives, 
and is used to a limited extent in perfumery, soap, 
confectionery, cookery, in making dyes, and in 
pharmaceutical laboratories. Grandhomme, in 1883, 
collected 43 cases of nitrobenzol poisoning, the majority 
of which had occurred a comparatively short time after 
nitrobenzol had been used commercially. After the 
appearance of Grandhomme’s work only a few new 
cases were published until two years ago, when Stifel 
reported 17 cases which were poisoned by nitrobenzol 
in shoe polish. Subsequently Scott and Hanzlik, 
Donovan, and Dr. Loeb and his colleagues met with 
cases in which intoxication was due to nitrobenzol 
being consumed as a substitute for alcohol. The toxic 
action of nitrobenzol, as shown by Filehne’s experi¬ 
ments in 1878, is due to the fact that it renders the 
blood unable to transport oxygen. Experiments on dogs 
showed that hemoglobin was changed into another 
form with a characteristic spectroscopic absorption line 
which did not correspond to any of the ordinary 
hemoglobin products. Whether nitrobenzol hemo¬ 
globin, meth-hemoglobin, or both are produced is 
uncertain. The clinical picture consists in a gradual 
onset of nervous and digestive symptoms going on to 
coma and death, the skin assuming a characteristic 
blue-black colour. The urine is almost black and 
contains para-amido-phenol. In cases which recover, 
the changed hemoglobin returns to normal hemoglobin 
quickly, so that oxygen can again be carried to the 
body cells in a short time. Although the majority of 
the recent cases in America have been mild, nitrobenzol 
may often be a fatal poison, as is shown by the fact 
that the mortality among Grandhomme’s cases was 
32 per cent. There is no specific antidote, but treat¬ 
ment consists in as complete and rapid removal as 
possible from the body of any nitrobenzol which has 
not been absorbed. Bleeding and transfusion are 
indicated in the severest cases. 


THE “STABILITARY” REACTION OF THE BLOOD. 

Every laboratory worker who has to collect from 
patients each week large numbers of blood specimens 
for fixation of complement tests is acquainted with those 
curious phenomena which occasionally occur during 
clotting. Sometimes a blood sample will clot almost as 
soon as it is withdrawn from the syringe, occasionally 
it will remain fluid for several hours, occasionally also 
it shows haemolysis, and every now and then a specimen 
is found which produces an almost opalescent serum. 
Some of these phenomena are doubtless due to 
mechanical factors of manipulation; but apart from 
these it seems clear that we are presented with 
inexplicable stages in that colloidal reaction, coagula¬ 
tion of protein, which is probably due in a large 
measure to the reduction in the surface energy at the 
interface of the colloid, and is known biochemically as 
the adsorption phenomenon. These colloid changes 

1 The American Journal of the Medical Sciences, April, 1921. 
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give rise to outward and visible signs such as 
agglutination and precipitation, altered rate of 
coagulation, increased or decreased viscosity, and 
the like; and every one of them has been made 
the basis of a clinical laboratory test. In the 
current number of the British Journal of Tuberculosis 
Dr. A. Westergren, of Stockholm, describes briefly 
the “ stabilitary ” reaction of blood which depends on 
the rate of sedimentation of red blood corpuscles in a 
column of withdrawn citrated blood. Briefly, the test 
is as follows. The blood is withdrawn from the patient’s 
vein by means of a syringe having one-fifth of the 
barrel filled with 3’8 per cent, sodium citrate solution. 
When the remaining four-fifths have been filled with 
patient’s blood the contents are immediately emptied 
into a small test-tube and well mixed. The mixed blood 
is then drawn into a pipette-tube 30 cm. long (with 
an inner diameter of 2'5 mm.) up to a height of 20 cm. and 
placed in a rack. The time is noted, and the tube allowed 
to stand for 1,2, and 24 hours, when the test is read 
off by measuring the height of the layer of plasma in 
millimetres from the lower meniscus of the free surface 
to the upper border of the deposited blood corpuscles. 
In blood drawn from healthy men the top layer of 
clear plasma at the end of one hour is said to be 2 mm. 
and in women 5-10 mm. An increased sedimentation 
(i.e., a reduced suspension stability of. the blood) is 
found in pregnancy and in acute infectious diseases, 
especially when associated with much pyrexia. Dr. 
Westergren finds that this increased sedimentation is 
markedly shown in cases of acute pulmonary tuber¬ 
culosis. He says: “No single test of an active or 
probably active case has given a normal value, and 
no case which must be considered quite benign, and 
certainly shows no signs of activity, has given a high, 
even a middle-high, figure.” He therefore considers 
the reaction to be a more reliable measure of activity 
than is a temperature record. The reaction is, of course, 
in no way specific, and can only have a relative 
value in estimating activity as an aid to diagnosis 
and prognosis. A full account of this reaction is given 
in English in Acta, Med. Scandinavia Vol. LIV., 
pp. 247-281. _ 

SO-CALLED SNOW-BLINDNESS. 

Some interesting notes regarding the pathological 
effects of the visible and invisible spectrum on the eye, 
more especially in relation to snow-blindness, are 
contributed by Mr. Arthur W. Ormond in the April 
number of Guy’s Hospital Reports. These make it plain 
that both visible and invisible rays can produce definite 
pathological effects on the ocular tissues, but further 
inquiry is required to prove the exact wave-lengths 
which set up these changes. The heavy incidence of 
cataract in glass-workers—exposed as they are to 
the intense heat and brilliant illumination of molten 
glass—led to the suggestion that the heat rays are the 
cause of the injury in these cases, and the balance of 
opinion appears to be in favour of this hypothesis. 
However, more recent experiments suggest that 
lenticular changes may be produced by ultra-violet radia¬ 
tions. The effects of sunburn are probably due not to 
visible but to ultra-violet rays. Meantime, we have some 
interesting first-hand observations by a young officer, a 
member of a Canadian Arctic expedition, who visited 
Parry Archipelago and its neighbourhood. To begin 
with, it is suggested that snow-blindness is “a bad 
term, as the victim is not blind.” The condition was 
never experienced in extremely low temperatures and 
seldom at freezing point, but generally in a condi¬ 
tion of mist or fog, a fog-haze or “white-darkness” 
in snow-covered regions when all sense of perspective 
and stereoscopic vision is lost. Bright sunlight affected 
the eyes in a different manner, and real blindness was 
never the result of bright glaring sunlight and shadow. 
The symptoms of severe conjunctivitis and superficial 
ulceration of the cornea were pronounced, “ grittiness,” 
discharge from eyes and nose, in 24 hours intense local 
pain—lasting sometimes for 10 or 12 hours—the pain 
being described as the sensation of thousands of red-hot 
needles being forced through the eyes to the sockets. 


The eyeballs and lining of the lids are covered by a 
greyish film, through which the iris and pupils are 
just discernible. The sufferer can see nothing, even with 
the eyes held open. If the eyes are protected by 
bandages at the first noticeable symptoms, after three 
days the eyes are practically normal, but there 
is a tendency to relapse if unfavourable condi¬ 
tions recur. The use of dark or coloured glasses is 
sufficient protection, but the leader of a party cannot 
always keep glasses before his eyes; the glasses 
become dimmed with hoar-frost and have to be 
removed to be cleaned. The native Eskimos are not 
immune from attacks of snow-blindness, and Scott and 
Sliackleton observed that dogs and ponies manifested 
characteristic symptoms. The Eskimo has learned to 
recognise weather conditions which are dangerous from 
this point of view and arranges his travels accordingly. 
When he does travel—rarely more than five miles a 
day—he protects his eyes with horizontally slotted 
wooden spectacles cut from soft drift timber ; even these 
are not absolutely preventive. Nansen records that in 
his Polar expedition only two of his jparty, who had 
neglected the necessary precautions, suffered from 
snow-blindness. 

As to the part of the spectrum responsible for the 
sensations experienced by the victim, we may exclude 
the infra-red rays ; nor is the visible spectrum entirely 
responsible, for in the tropics, where light is very 
intense, symptoms such as these are not experienced, 
and in summer there is no complaint of “ snow-blind¬ 
ness” amongst ordinary Swiss tourists. Fuchs, of 
Vienna, records that some visitors to the Alps 
after exposure to the snowflelds “see red,” espe¬ 
cially in a dimly illuminated room. The question 
remains whether snow-blindness can be due to ultra¬ 
violet rays alone. During the war an acute condition 
of the eyes similar to snow-blindness was set up in 
persons working with a searchlight device elaborated 
for signalling at sea, whereby all parts of the spectrum 
except the ultra-violet and a few red rays were filtered 
out. The effects seem to be due not so much to the 
quality as to the quantity of these rays. A few of 
the short rays may penetrate to the lens, but experi¬ 
ment shows that very few ultra-violet rays reach as far 
as the retina. Retinal symptoms are not amongst those 
caused by snow-blindness. The glass made by Sir 
William Crookes for “goggles” to prevent blindness, 
which transmits the greatest amount of light and the 
smallest proportion of ultra-violet rays, effectively 
combats the source of irritation. But the luminous 
rays of the spectrum imder certain conditions may 
also produce pathological effects ; in the slighter cases 
there is recovery, but in some cases the scotoma is 
permanent. Some thoughtless people found this out 
to their cost during the recent partial eclipse of the sun. 


SOME CONDITIONS AFFECTING THYROID 
ACTIVITY. 

According to W. B. Cannon and P. E. Smith, of the 
Harvard Medical School, 1 gentle massage of the thyroid 
of a cat for two or three minutes causes an increased 
rate of the denervated heart, amounting in some 
instances to 33 per cent, over the basal rate. The 
development of the maximal increase of rate is usually 
slow, requiring 30 to 60 minutes, and its diminution is 
also slow. This augmentation of heart-rate caused by 
thyroid massage occurs in the absence of the adrenal 
glands. Stimulation of the cervical sympathetic trunk 
as it leaves the ganglion stellatum induces a similar 
augmentation of the denervated heart, but this does 
not occur if the thyroid gland has been previously 
removed. If the cardiac fibres from the stellate 
ganglia are severed, as well as the vagus nerves and an 
afferent nerve, such as the sciatic or brachial, is 
stimulated under a degree of anaesthesia which will 
permit of reflex contraction of the nictitating 
membrane and dilatation of the pupils, there is a 
primary increase of rate due to adrenal secretion, 


1 Endocrinology, iv., 1920. 
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followed by the slowly developing increase charac¬ 
teristic of thyroid stimulation. If the vagi and the 
cardiac fibres of the stellate ganglia are cut, and the 
animal is asphyxiated under conditions which permit 
the eye changes already described, there is a similar 
primary rise due to adrenal secretion, followed by 
the secondary thyroid effect. If the thyroid glands 
have been previously removed, sensory stimulation and 
asphyxia induce only the increase of rate due to 
adrenal discharge. 

Some interesting observations on hyperplasia and 
hypersecretion of the thyroid glands in children and 
adolescents are recorded by E. Schlesinger. 2 In 
goitrous regions the thyroid is larger in new-born 
children than in non-goitrous districts. This hyper¬ 
trophy, however, disappears in a few months, and the 
follicles of such children later on are smaller in diameter 
(100-150 fj) than normal (200-250 /*). In boys there begins 
at about the ninth and in girls at the sixth-seventh year 
a new enlargement of the thyroid gland, which diminishes 
just before puberty. The hyperplasia which occurs in 
about one* third of the girls and in one-sixth of the boys 
from 10-17 years of age is accompanied by tachycardia, 
which in the majority of the cases is not neuropathic 
in origin, but is a sign of hyperthyroidism. Exoph¬ 
thalmos and thyroid heart were only occasionally 
observed. An interesting feature was the mental 
activity and quick comprehension in these cases of 
thyroid hyperplasia. Growth was accelerated, and in 
girls the sexual development more pronounced than in 
the other girls of the same age. Sometimes curvature 
of the spine and marked myopia were observed. The 
use of thyreoidin proved very useful and caused the 
cardio-vascular symptoms to disappear. 


The Croonian Lectures to the Royal College of Phy¬ 
sicians of London will be delivered by Dr. F. L. Golla 
on June 9th, 14th, 16th, and 21st, at 5 P.M. The subject 
will be the Objective Study of Neurosis. 


2 Zeitschrift f. Kinderheilk., vol. xxvii., 1920. 


URBAN VITAL STATISTICS. 

(Week ended May 7th, 1921.) 

English and Welsh Towns .—In the 96 English and Welsh 
towns, with an aggregate population estimated at 
184 million persons, the annual rate of mortality, which 
bad been 12*5 in each of the four preceding weeks, fell 
to 12-4 per 1000. In London, with a population of 
44 million persons, the annual rate was 11*5, or 0*6 per 
1000 below that recorded in the previous week, while among 
the remaining towns the rates ranged from 6*0 in Enfield, 
6*8 in Ealing, and 6*9 in Gillingham, to 19*2 in Halifax, 19*3 
in Liverpom, and 19*8 in Stockton-on-Tees. The principal 
epidemic diseases caused 238 deaths, which corresponded to 
an annual rate of 0*7 per 1000, and comprised 76 from 
whooping-cough, 57 from infantile diarrhuBa, 55 from diph¬ 
theria, 31 from measles, 16 from scarlet fever, and 3 from 
enteric fever. Whooping-cough caused a mortality of 1*6 in 
Derby and diphtheria ol 2*4 in Acton. 'There were 3195 cases 
of scarlet fever, 2343 of diphtheria, and 1 of small-pox under 
treatment in the Metropolitan Asylums Hospitals and the 
London Fever Hospital, against 3255, 2453, and 1 respectively 
at the end of the previous week. During the week ended 
April 30th 4 cases of encephalitis lethargies were notified in 
the County of London, from Bethnal Green, Camberwell, 
8t. Marylebone, and Woolwich respectively. The causes of 
31 of the 4427 deaths in the 96 towns were uncertified, of 
which 10 were registered in Birmingham. 

Scottish Towns—In the 16 largest Scottish towns, with an 
aggregate population estimated at nearly 24 million persons, 
the annual rate of mortality, which had been 14*6, 14*6, and 
15*0 in the three preceding weeks, fell to 14*7 per 1000. 
The 343 deaths in Glasgow corresponded to an annual rate 
of 16*3 per 1000, and included 29 from whooping-cough, 
6 from infantile diarrhoea, 3 from diphtheria, and 1 from 
measles. The 124 deaths in Edinburgh were equal to a 
rate of 14*5 per 1000, and included 5 from whooping-cough 
and 4 each from measles and diphtheria. 

Irish Towns .—The 152 deaths in Dublin corresponded to 
an annual rate of 18*7, or 1*3 per 1000 above that recorded 
in the previous week, and included 3 from diphtheria, 
2 from infantile diarrhoea, and 1 from whooping-cough. 
The 125 deaths in Belfast were equal to a rate of 15*5 per 
1000, and included 9 from whooping-cough, 3 from infantile 
diarrhoea, and 2 from scarlet fever. 


TUBERCULOSIS. 


Results of Proper Sanatorium Treatment. 

The twenty-fourth annual report of the Loomis 
Sanatorium, New York, must be rather disconcerting 
to the arm-chair pessimist. This 95-page report is so 
full of information that it is possible not only to learn 
the results achieved, but also—and this is far more 
important—to learn something of the ways and means 
yielding these results. The Loomis Sanatorium has a 
capacity for 183 patients “ presenting a fair prospect of 
recovery.” In practice this standard means that about 
10 per cent, of the cases are incipient, 50 per cent, 
are moderately advanced, and 40 per cent, are far 
advanced on admission. To judge by the list of occupa¬ 
tions of the patients, they belonged for the most part to 
the class for which King Edward VII. Sanatorium, 
Midhurst, caters. After nearly a quarter of a century’s 
work, inquiries were addressed to 1582 former patients. 
In 1350 cases information as to the fate of these patients 
was obtained. In 91 per cent, of these replies it was 
stated that the patient was still alive, and of the 1225 
survivors 85 per cent, were “leading normal lives, 
and, in most instances, pursuing their vocations.” 

So much for the results. How were they obtained, 
and why are they so much better than the results 
obtained elsewhere? The average duration of treat¬ 
ment was from 30 to 45 weeks. How many public 
sanatoriums in this country keep their patients so long? 
A resident, fully qualified dentist was employed, and 
during the past year radiographic dental studies 
were part of the routine examination of every 
new patient. “ It seems unquestionable that even 
unrecognised dental disease exerts an unfavourable 
influence upon the recovery of tuberculous patients.” 
How many public sanatoriums in this country provide 
their patients with adequate dental treatment? The 
resident medical staff of the Loomis Sanatorium 
consists of five. How does this ratio of five doctors to 183 
patients compare with the staffing of public sanatoriums 
in this country ? Constantly increasing use has been 
made of the X rays, not only in diagnosis, but also in 
controlling treatment. Of serial stereograms the report 
says: “Such studies will often enable the clinician 
immediately to make a readjustment of the patient’s 
regime which checks further retrogression, but which, 
if delayed until the development of more significant 
symptoms, may not be availing.” A few months ago 
in this country a medical superintendent, in charge of 
a sanatorium with more than 100 beds, and carrying out 
treatment by artificial pneumothorax, was refused an 
application for an X ray apparatus. Not only is the 
treatment varied greatly at the Loomis Sanatorium, but 
there is a widely ramified system of research in the 
laboratory and at the bedside. In how many public 
sanatoriums in this country are facilities provided 
for research or even for checking the researches of 
others ? In 17 per cent, of the cases resident in the 
sanatorium when the report was issued treatment by 
artificial pneumothorax was being practised. How 
many sanatoriums in this country still refuse to give 
any of their patients the benefit of this treatment ? With 
regard to occupational therapy, the report expresses no 
doubt as to its benefits to the mind, but it does not 
attempt to decide how far it is beneficial to the body. 
The occupational therapy practised at Loomis appears 
to consist of light, skilled work, such as basketry and 
typewriting, and the exercise prescribed is graduated 
walking. Conspicuous by its absence is the unskilled 
heavy labour of trenching and tree-felling meted out to 
consumptives in some English sanatoriums. Many 
other distinctive features of sanatorium treatment, as 
practised at Loomis, might be noted, but the r6sum£ 
just given should suffice to show that a high percentage 
of permanent sanatorium .cures is not the result of 
fortuitous circumstances, but of prolonged and skilled 
treatment. 

King Edward VII. Sanatorium: Fourteenth Annual 
Report. 

This report, which covers the period July, 1919- 
July, 1920, shows that a considerable amount of 
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research work is being carried out in addition to 
the ordinary routine of treatment. This is all to 
the good, and it is almost a truism that patients and 
physicians alike prosper most in institutions in which 
research follows hand in hand with routine work. 
Studies have been undertaken into the relation of 
Pfeiffer’s bacillus to tuberculosis, and among 85 cases 
investigated 8 were found harbouring this bacillus. But 
only in one case was there evidence to suggest that it 
might play an important part in the genesis of the 
patient’s symptoms. Other research concerned the 
acid-fastness of tubercle bacilli and complement- 
fixation. A large proportion of the staff was given 
prophylactic vaccine treatment against influenza, 
and since this vaccination there have been no 
further indications of influenzal infection among 
them. The treatment adopted was that of graduated 
labour, punctuated by adequate rest. In April, 1920, 
an up-to-date and thoroughly efficient X ray 
department was opened, and this has proved useful 
for artificial pneumothorax treatment, which has 
now been taken up in this institution. A case is 
referred to in which the physical signs were confined to 
one side of the chest, but in which an artificial pneumo¬ 
thorax was not induced because the X rays showed 
both lungs to be involved. 

Light on Mixed Infection in Pulmonary Tuberculosis. 

Two recent papers illuminate the problem of mixed 
infection in pulmonary tuberculosis from a hitherto 
comparatively obscure quarter. Dr. Arthur L. 
Bloomfield 1 has studied the mechanism of the 
bacillus carrier state, with special reference to the 
Friedlander bacillus. He believes that the survival 
of important pathogenic organisms in the body may 
depend on the existence of a focus of diseased tissue in 
the upper air passages, where these organisms multiply 
and whence they are discharged to other parts of the 
body. He attempted to produce artificially a carrier 
state by frequent reinoculations of a person whose 
tongue was swabbed with a freshly isolated strain of 
B. Friedlander. Cultures were taken at various intervals 
for a week, but it was found that within 24 hours of 
the last inoculation B. Friedlander could no longer be 
found. Of 85 unselected persons, 5*8 per cent, proved 
to be carriers of B. Friedlander , and this carrier state 
persisted throughout the period of observation. But 
there was no tendency for contacts to acquire the 
carrier state, and differential cultures showed the 
breeding-place of the B. Friedlander to be in the tonsil. 
The carrier’8 own strain or a foreign strain of B. Fried - 
lander implanted upon the free surfaces of the mucous 
membranes disappeared as quickly as in a non-carrier. 

The second paper is by E. Schulz, 3 who records, at 
considerable length, the case of an officer, aged 40, who 
had suffered from pulmonary tuberculosis since 1908. 
The most instructive features of his chequered career 
were these : his sputum contained numerous staphylo¬ 
cocci and influenza bacilli as well as tubercle bacilli. 
The tonsils were not enlarged and gave rise to no 
symptoms, but their bacteriological examination 
reveided numerous staphylococci as well as diplo- 
cocci, Friedlander’s pneumococci, and a few granular 
rods. He was subject to acute exacerbations of fever, 
which were not permanently controlled by antiseptic 
treatment of the tonsils. The last bacteriological 
examination of the tonsils showing an almost pure 
culture of staphylococci and diplococci pneumococci 
being conspicuous by their absence, tonsillectomy was 
performed. Soon afterwards examination of the sputum 
revealed total absence of cocci, tubercle bacilli alone 
being found in great quantities. The operation was 
followed by the disappearance of clinical signs of mixed 
infection, the temperature being normal, and the sputum 
sterile except for tubercle bacilli. 

(( In 1913 Brauer drew attention to the relation of 
“exercise fever” in pulmonary tuberculosis to slight 
chronic inflammatory changes in the upper respiratory 
passages, and he focussed attention on the tonsils. 


0 * American Review of Tuberculosis, January. 1921. 

2 BeitrUge zur Klinik der Tuberkulose, March 15tb, 1921. 


More recently John 8 has pointed out that in some 
cases suspected of pulmonary tuberculosis treatment of 
the tonsils restores the patient to complete health. 
Still more recently Kraus 4 has discussed the relation of 
apical catarrh of the lungs to chronic tonsillitis. 

The Framingham Tuberculosis Demonstration. 

It may be remembered from earlier accounts 6 that 
Framingham, Massachusetts, a representative com¬ 
munity of approximately 16,000 souls, was chosen as the 
subject for a gigantic experiment in hygiene, with 
tuberculosis as the central problem. This demonstra¬ 
tion began early in 1917, and was financed by a special 
gift from the Metropolitan Life Insurance Company to 
the National Tuberculosis Association. In a recent 
report Dr. D. B. Armstrong 6 has given a bird’s-eye view 
of the results already achieved. They are, indeed, 
imposing. His review may be discussed under the 
following headings:— 

Incidence. —Approximately 1 per cent, of the population 
was found to suffer from active tuberculosis, and another 
1 per cent, from inactive tuberculosis. When the search 
for tuberculosis was started there were only 27 known cases 
of tuberculosis under care, and there had never been more 
than 40 known cases at one time, the ratio of known cases 
to annual deaths being about three to one. An intensive 
search soon revealed several hundred cases, and the ratio of 
known active cases to annual deaths was found to be nine or 
ten to one. As Dr. Armstrong very pertinently remarks, 
this first step—i.e., discovery of the disease—is essential, 
for it is of relatively little use to provide adequate machinery 
for the care of one-third of the active cases m a community 
if the other two-thirds are undetected. 

Machinery for detection of tuberculosis. —Before the demon¬ 
stration was instituted the detection of tuberculosis largely 
depended on nurses and other non-medical persons. The 
examination by medical men disclosed approximately nine 
times as much tuberculosis as was found by the nurses in 
their search for the disease. Consequently, though no 
reflection is cast on the utility of the nurse in the anti¬ 
tuberculosis campaign, it is now admitted that the full 
quota of tuberculosis cannot be found without proper medical 
examination. The routine medical examination of three- 
fourths of the population of Framingham yielded many 
discoveries of tuberculosis. 

Percentage of cases to be diagnosed at an early stage. —Before 
the demonstration only 45 per cent, of all the cases were 
detected at an early stage. Since the beginning of the 
demonstration this ratio has been raised to 83 per cent. The 
calculation is made that the remaining 17 per cent., found to 
be advanced when first detected, could be further reduced by 
3 per cent., but that at least 14 per cent, of all cases will 
escape early detection however effective the machinery for 
early diagnosis may be. 

The proportion of inevitable deaths. —To the question, How 
many patients will die in spite of adequate treatment ? the 
answer is given that, in spite of all measures, the irreducible 
mortality is probably about 16 per cent. This estimate is 
based on the fact that 21 per cent, of the 356 earlv and late 
cases under observation during the four years of the demon¬ 
stration had terminated fatally. A careful study of these 
cases suggested that, with proper machinery, 5 per cent, 
could have been saved, and by the subtraction of this 5 per 
cent, the irreducible minimum of the 16 per cent, mortality 
is obtained. 

Number of beds necessary for the treatment oj tuberculosis .— 
At least one bed should be provided for every annual 
death. 

Cost of a tuberculosis campaign .— Dr. Armstrong finds that 
it is impossible to separate the cost of tuberculosis work 
from that of general health work, as the two are closely inter¬ 
woven. At the beginning of the demonstration Framingham 
was spending approximately 40 cents per year per head on 
all kinds of health work. It is now spending about $2 per 
year per head from public and private funds. He proceeds : 
“ This amount of money will buy reasonably adequate 
pre-natal, infant, and pre-school work; satisfactory school 
health work; industrial health work; special tuberculosis 
work along many lines; and general community sanitation.” 

Results. —Tuberculosis as a cause of illness in 
Framingham is apparently being brought under 
control. The mortality per 100,000 for the decade 
preceding the demonstration was 121*5. The corre¬ 
sponding ratio for the period of the demonstration 


8 Miinch Med. Woch, 1916, Nr. 34. 

* Therap. d. Gegenw., 1920, Nr. 1. 

5 The Lancet, 1921, i., 344. 

6 The American Review of Tuberculosis, February, 1921 
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was 84'2—i.e., a reduction of about one-third. For 
1920 the corresponding ratio was 64*5 per 100,000— 
i.e., a reduction of about one-half of the pre-demon¬ 
stration rate. Should the U.S.A. as a whole follow 
Framingham’s lead, it is estimated that 75,000 lives 
could be saved annually. 

Norfolk Tuberculosis Farm, Colony. 

The inauguration of this colony was due to the 
initiative of the Norfolk Branch of the British Red Cross 
Society, who in 1919 offered to contribute the sum of 
£25,000 towards the establishment and equipment of a 
farm colony for patients in whom tuberculosis had been 
arrested by sanatorium treatment. The offer was con¬ 
ditional on the maintenance and further development 
of the project being undertaken by the Norfolk County 
Council, the Norwich City Council, and the Yarmouth 
Borough Council, who accepted the offer and obtained 
from the Ministry of Health the appointment of a 
Statutory Joint Committee to manage the undertaking. 
A property of over 700 acres was purchased, with good 
farm buildings, at Stanninghall, five miles from Norwich. 
The site of the colony is in a very open situation, on 
high ground, close to the picturesque ruins of an ancient 
abbey. Existing farm buildings have been utilised as an 
administrative block, containing committee-rooms and 
offices and apartments for a resident superintendent, 
matron, and nurse. There are also good kitchens and 
a dining-room for the patients. The colony was opened 
in April, 1920. There are at present 30 inmates, all 
men. The first patients were housed in a small number 
of shelters, but a large army hut was purchased later 
and divided into cubicles for 20 men. These cubicles 
are open to the south, and each accommodates two 
patients; they can be closed by curtains when the 
weather conditions do not admit of their being left open. 
Another large hut is now being adapted for the recep¬ 
tion of 20 more patients. There is a well-equipped 
carpenter’s shop on the premises, built by the inmates, 
and the men are being trained in carpentering, also in 
poultry and pig-keeping, making their own fowl-houses 
and pig-styes, as well as in market gardening, fruit 
farming, and forestry, under the supervision of 
experts who give their services voluntarily. A 
bowling-green is now being laid down, and a large 
hut has been fitted up as a recreation-room open 
after 6 p.m. for billiards and other amusements. 
The colony is under the medical supervision of Dr. 
W. B. Christopherson, tuberculosis officer for Norfolk, 
Dr. F. W. Burton-Fanning acting as medical adviser. 
Mr. H. R. Orr, formerly games master at Elston school, 
is resident superintendent, and the matron is Miss 
Bobby, for many years at Kelling Sanatorium. In 
regard to admissions, preference is given to ex-Service 
men, who are examined prior to admission in order to 
exclude acute cases. Beds are allotted in the pro¬ 
portion of three-eighths for Norfolk, three-eighths for 
Norwich, and two-eighths for Yarmouth. Up to the 
present the Insurance Committees pay £2 11*. for 
each' inmate, but financial support now passes into 
the hands of the county council. The farm is being 
carried on as a separate undertaking under the 
management of Mr. Charles Gowing. The Red 
Cross Society spent over £9000 on stocking the 
farm, and it is hoped that as the colony grows 
the inmates will be able to take over from the farm 
such land as they can work. In the meantime the 
farm pays rent to the Joint Committee. The imme¬ 
diate need of the colony is the provision of cottages 
where married men can have their wives and families 
to live with them. 


Donations and Bequests.—B y the will of tl 
late Mr. Henry John Milbonrne the testator left £5000 
Dr. Barn&rdo’s Homes, and £200 each to Middlesex Hospit 
King’s College Hospital, Guy’s Hospital, University Colle 
Hospital, East London Hospital for Children, Surgical A 
Society, Great Northern Hospital, and St. Mary’s Hospital 
Subject to his wife's life interest, the late Mr. E. 

^* rrn ^ n 8^ iam * has left, among other beques 
f° tho Women’s Hospital, Birmingham, a 
the Children’s Hospital, Birmingham. 


MEDICINE AND THE LAW. 


What Constitutes “ Breach of Agreement ” by a Panel 
Doctor . 

Reports of Inquiries and Appeals under the National 
Health Insurance (Medical Benefit) Regulations 
{England), 1913, which are published from time to 
time, contains a large amount of information which is 
of considerable interest to the panel doctor. The first 
volume, which was published in August, 1917 (Cd. 8549), 
includes notes of inquiries held upon medical practi¬ 
tioners and persons supplying drugs, reports of appeals 
against deductions on the ground of excessive pre¬ 
scribing, and of cases relating to questions of “com¬ 
petence and skill.” A second volume, published in 
January, 1919 (Cd. 18), contains reported decisions 
down to June, 1918. All these reports are anonymous 
in the sense that the name of the practitioner 
whose conduct is called in question is not published. 
Under Section 15 (2) (b) of the National Insurance Act, 
1911, any duly qualified medical practitioner who is 
desirous of being included in the medical list of an 
Insurance Committee is entitled to be so included, but, 
“where the Insurance Commissioners, after such 
inquiry as may be prescribed, are satisfied that his 
continuance in the list would be prejudicial to the 
efficiency of the medical service of the insured they 
may remove his name from the list.” 

The form of the inquiry is prescribed in Part YI. of 
the National Health Insurance (Medical Benefit) Regula¬ 
tions (England), 1913. These Regulations provide that 
if any representation is made by 'an Insurance, Local 
Medical, or Panel Committee to the effect that the con¬ 
tinuance of a practitioner upon the panel is prejudicial 
to the efficiency of the medical service of the insured, 
the Commissioners shall thereupon institute an 
inquiry. If similar representations are made by any 
other person or body the Commissioners have a 
discretionary power to institute an inquiry, and they 
have a further power to do so, in cases where they 
think fit, in the absence of any representation. For the 
purpose of each inquiry the Commissioners constitute 
an Inquiry Committee consisting of three persons, 
one of whom must be a barrister-at-law or a solicitor in 
actual practice and the other two medical practitioners. 
It is the duty of the Inquiry Committee to draw up a 
report stating such relevant facts as appear to them to 
be established by evidence and the inferences which 
may properly be drawn. After consideration of 
this report the Commissioners take such action, if 
any, as they think fit. It should be mentioned that it 
was decided in one case (September, 1917, vol. it., p. 21) 
that evidence on affidavit will not be received. A 
witness must attend and submit to cross-examination. 
Parties may be represented by solicitor or counsel. By 
the National Health Insurance Act, 1918, the provisions of 
the Arbitration Act, 1889, have been applied to these 
inquiries. The effect of this is that witnesses may be 
compelled to attend, and costs may be awarded to the 
unsuccessful party. 

It will be useful to deal with some of the cases in which 
practitioners have appealed to the Commissioners on 
questions relating to alleged negligence or breach of 
agreement. Article 45 (16) of the National Health 
Insurance (Medical Benefit) Regulations (England), 1913, 
requires an Insurance Committee to inform a medical 
practitioner of the decision arrived at on any case dealt 
with by the Medical Service Subcommittee to which 
he has been a party, and entitles the practitioner to 
appeal from the decision to the Insurance Com¬ 
missioners within 14 days after receiving such notice. 
Article 51 of the same Regulations deals with the 
procedure on appeal, and empowers the Commissioners 
either to decide the case without a hearing or, if they 
think that a hearing is required, to authorise any two 
or more of their number to hear and determine the 
appeal. It is important to notice that the Insurance 
Committee is bound by the agreement with the practi¬ 
tioner, and has no power to go outside it. Thus an 
Insurance Committee’s power to withhold money from 
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a doctor on the panel must be exercised strictly in 
accordance with the terms of the agreement and regula¬ 
tions conferring the power, which require that the case 
shall first be investigated by the Medical Service Sub¬ 
committee or Joint Services Subcommittee. So a decision 
to withhold money from a doctor, at which the Com¬ 
mittee purported to arrive after the matter had been 
considered by the Medical Benefit Subcommittee only 
and without notice being given to the doctor, was held 
to be invalid. 

Again, a charge must be strictly proved by proper 
evidence. For example, where there was a complaint 
made by an insured person against a practitioner on 
the ground that he had failed to attend her, the ques¬ 
tion turned on the nature of a verbal message alleged 
to have been sent to the practitioner and of his reply 
to the messenger. Neither the complainant nor the 
messenger attended before the Medical Service Subcom¬ 
mittee, nor was any written statement by the messenger 
put in evidence. It was held that there was not 
sufficient evidence before the Committee to support 
the complainant’s case. 

If a panel doctor appoints a deputy the effeot of 
Clause 8 of the common form of agreement is that 
the practitioner is responsible in all respects for the 
acts and omissions of the deputy. The Commissioners 
have thus interpreted the clause :— 

"This clause does more than impose an obligation on the 
practitioner to supply a competent deputy. It requires 
the practitioner, when he is prevented from giving attend¬ 
ance personally, to provide that another practitioner will 
attend his patients as his deputy on his behalf; and we 
cannot doubt that in these circumstances the deputy attends 
the patient as the agent of the other practitioner, who is 
responsible in all respects for the acts and omissions of the 
deputy.” 

In the case, however, of any complaints being made 
against a practitioner acting as deputy for a practi¬ 
tioner on the panel, the Commissioners have said that 
notice of the charge and hearing should be sent to both 
practitioners concerned. 

The panel doctor is under a statutory duty to the panel 
patient. It has been held that a practitioner on the panel 
and an insured person on his list cannot, by mutual 
arrangement and without reference to the Insurance 
Committee, release the former from the obligation to 
treat the latter imposed by Clause 2 (ii.) of the agree¬ 
ment. Unless and until the insured person is trans¬ 
ferred from the doctor’s list in accordance with one of 
the methods provided by the medical benefit regula¬ 
tions the doctor’s obligations remain unchanged, and 
the acceptance of a fee in respect of services within 
the scope of the agreement involves a breach of the 
agreement. In the course of a decision the Com¬ 
missioners made the following observations of a general 
nature:— 

“ It is obvious that it is within the power of a doctor on 
the panel to adopt an attitude towards his panel patients 
which will inspire them with misgivings as to the efficacy of 
the treatment and drugs provided under the panel system. 
Apart from open disparagement of the system, a feeling of 
distrust may be created in the minds of his patients, and 
m particular those who, for whatever reasons, are pre¬ 
disposed to view with suspicion the arrangements made for 
medical benefit. If it comes to the notice of an Insurance 
Committee that in more than one instance the patients of a 
Panel doctor have expressed their intention of foregoing 
their right to medical benefit and of obtaining treatment 
from the same doctor as private patients, the conduct of the 
doctor is clearly liable to misconstruction.” 

The Commissioners pointed out that there was nothing 
in the case before them to lead them to suppose that the 
practitioner whose conduct was under notice had erred 
in this respect. 

A marked distinction is drawn by the Commissioners 
between mere error of judgment and negligence. In one 
casethe appellant, who had treated a patient for neurosis, 
chronic rheumatism, and biliousness from September, 
1913, to Jan. 31st, 1914, visited the patient in response 
to a message from the latter’s wife on Feb. 1st, 1914, 
and examined him without taking his temperature. 
In the afternoon the patient called in another practi¬ 
tioner who diagnosed rheumatic fever. The Insurance 
Committee found that the allegation of neglect on the 


part of the appellant had been substantiated. It was 
held that, while the failure of the appellant to take the 
patient’s temperature might have been an error of 
judgment, it did not constitute a breach of his agree¬ 
ment. In another case the Medical Service Sub¬ 
committee held that a charge of one guinea for 
attending a consultation was not justified. The 
practitioner appealed. It appeared that the appellant 
while attending a patient for typhoid fever was 
asked by the patient’s mother, who was acting 
as his nurse, to meet another practitioner in con¬ 
sultation. The appellant consented to do so, but 
charged a fee on the ground that the consultation was 
unnecessary and that in attending it he was acting on 
behalf of the patient’s mother. On a complaint by the 
insured person, the Insurance Committee decided that 
the charge was a breach of the appellant’s agreement. 
It was held that as the appellant had in fact attended 
the consultation his action was for the general benefit 
of the patient, and in view of the mother’s anxiety the 
consultation was not unnecessary. In giving their 
decision the Commissioners pointed out that it was open 
to the practitioner to refuse to attend the consultation 
if he believed that no benefit to his patient would result 
therefrom, directly or indirectly. 

The procedure to be adopted by & practitioner 
who declines to accept a particular patient is laid 
down in the regulations. Arrangements made under 
Article 21 (4) of the Medical Benefit Regulations, 
1913, required an insurance practitioner, who refused 
to accept an insured person for treatment, to 
give him a form containing instructions as to the 
steps to be taken to obtain treatment. In one 
case appellant, to whom an insured person applied 
for treatment, having refused treatment under the 
medical benefit arrangements and omitted to give the 
patient the form referred to, accepted the insured 
person as a private patient and subsequently charged 
him £5. It was held that the practitioner had com¬ 
mitted a breach of his agreement with the Insurance 
Committee. It was also decided in this case that the 
fact that the doctor might, if he had put in motion the 
proper procedure, have had it established that some of 
the services rendered by him to the patient were of 
a specialist character, and therefore outside the scope 
of his agreement, did not justify his action. 

In issuing certificates of “ incapacity ” the practi¬ 
tioner cannot divest himself of his responsibility by 
calling in a medical referee. In one case an insurance 
practitioner, being doubtful as to the continued in¬ 
capacity for work of an insured person attended by 
him, suggested to the patient’s Approved Society that 
an examination by a medical referee was advisable. 
The referee having stated that in his opinion in¬ 
capacity still existed, the practitioner continued, 
notwithstanding his personal opinion to the contrary, 
to issue certificates of incapacity, some of which were 
given without examining the patient. It was held that 
the practitioner could not evade his personal responsi¬ 
bility for the issue of medical certificates by pleading 
that he acted on the opinion of a medical referee. His 
proper course was to have refused to issue certificates. 

In one case the appellant, while attending an insured 
person on his list who was seriously ill, stated in the 
presence of her mother and herself that she required a 
drug which was very expensive and which he could not 
order owing to her being on the panel. In consequence 
of this statement the patient’s mother engaged another 
doctor and paid for his services. It was held that the 
doctor’s action was not consistent with the professional 
obligations which he had undertaken by the terms of 
his agreement with the Insurance Committee, and that 
the expense of employing another doctor was reason¬ 
ably incurred in consequence of the appellant’s breach of 
the agreement. The referee in giving his opinion said 
“The appellant on the occasion in question made use, 
without justification, of language which gave his patient and 
her mother reasonable ground for believing that the 
patient could not receive adequate treatment as an insured 
person, and that such action is not consistent with the 
rofessional obligations which the doctor by the terms of 
iB agreement had undertaken to discharge.” 
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The doctor should not make any attempt to disparage 
the panel system or panel treatment. 

A rsenic in Borax. 

A summons under the Sale of Pood and Drugs Act 
was heard at Salford on April 27th against a pharmacist 
for selling borax not of the nature or substance 
demanded. Borax sold to a health inspector contained 
arsenic equal to 3 gr. per pound of borax, instead 
of 1/28 gr., as required by the British Pharma¬ 
copoeia. The defence relied on a warranty obtained 
from the supplying Arm. The pharmacist ordered 
B.P. borax, but apparently received a bag of com¬ 
mercial borax intended for another customer. The 
stipendiary upheld the view that the defendant had a 
warranty within the meaning of the Act and dismissed 
the summons. In another case the sample of borax 
contained arsenic equal to 1$ gr. per pound of borax. In 
neither case was it suggested that the defendants had 
caused the adulteration. The defendant bought borax 
from two firms, but did not know from which he received 
the consignment from which the inpector’s sample was 
taken. He always ordered B.P. borax. No question of 
warranty was raised. The Stipendiary in this case 
said there was 42 times more arsenic in the sample than 
there should be. A fine of one guinea was imposed. 

It will be noted that in both the above cases 
the defence was that of “warranty,” the defendant 
being entitled to have the charge dismissed on proving 
that he “ purchased the article in question as the same 
in nature, substance, and quality as that demanded of 
him by the prosecutor, and with a written warranty to 
that effect ” ; also that he had no reason to believe it to 
be otherwise, and that he sold it in the same state as 
when he purchased it. A very large number of cases 
have turned upon the question as to what constitutes a 
written warranty within the above section (§ 25 of the 
Food and Drugs Act, 1875). Invoices have been rejected 
as such in the past when not quite distinct in their 
terms. But an invoice stating that the sale was one of 
B.P. borax was presumably deemed sufficient in the 
first of the above examples, and in the second it is clear 
that a defendant, who could not say on oath from which 
of two consignments from different firms he had taken 
the sample sold, could not connect with it anything in 
the nature of a written warranty. For his own pro¬ 
tection, as well as for that of the public, a druggist 
should insist on his wholesale supplier warranting 
distinctly on his invoices the nature and quality of the 
goods that he delivers. It is to the public interest that 
strict proof of a warranty should be insisted upon. 


PARIS. 

(From our own Correspondent.) 

Syndicates of Medical Men. 

Since you have recently discussed in your columns 
the ethics and the practicability of some form of 
combined action on the part of medical men or allied 
professions, the position in France may be of interest 
to your readers. There are several syndicates of 
medical practitioners in France. Their members are 
practitioners who live in the same district. These 
syndicates are nearly all grouped in a union: “Union 
des Syndicats Medicaux de France,” the members of 
which are chiefly general practitioners. Few consultants 
have so far joined the existing syndicates and there 
is no independent syndicate of consultants. A syndicate 
of hospital attendants (orderlies) as well as a syndicate 
of nurses had originally been set up by those employed 
in State hospitals ; these syndicates later amalgamated 
in one under the heading: “ Syndicat General du 
Personnel des Hopitaux, Hospices et Maisons de Sante 
<le 1’ Assistance Publique.” This syndicate and similar 
ones in the French Provinces and colonies are 
grouped in a federation : “ Federation des Services 
de Sant6 de France et des Colonies.” One of 
these syndicates is even now fighting a battle 
against the State on behalf of its members. As reported 


in a previous letter the decision of the Ministry of 
Pensions concerning the remuneration of practitioners 
treating pensioners has been opposed by the Union 
des Syndicats MSdicaux de France, who have 
decided not to consider the decree of the Ministry of 
Pensions. The committee of the Syndicat Medical 
de Paris have urged its members to uphold the 
decision arrived at by the Union des Syndicats 
Medicaux de France, and more especially to refuse to 
fill in and sign forms issued by the Ministry of Pensions. 
Members of syndicates were asked by the committee 
to continue to give medical attendance to pensioners, 
but to treat them as ordinary patients. It has now 
been proposed by the Union F6d6rale des Associations 
des Mutil£s et R£fonn6s de Guerre to refer the decision 
to a committee consisting of delegates from the 
Ministry of Pensions, the Associations of Pensioners, 
and the Medical Syndicates. 

Analysis of Water in War Zone . 

At a recent meeting of the Soci6t6 do Medecine 
Publique et de G£nie Sanitaire Mr. R. Wibaux submitted 
a report on the present organisation of the laboratories 
exclusively devoted to analysis of waters in the French 
counties which were invaded during the war. They 
were set up for this special purpose soon after the war 
by the Minist&re des Regions Lib6r£es. In his report Mr. 
Wibaux pointed out that originally laboratory lorries 
were used, but were ultimately replaced by laboratories 
installed temporarily on any available premises. A 
motor-car is attached to each temporary laboratory, 
and it is the duty of a bacteriologist to drive to the 
various wells in the district to procure the specimens 
of water to be tested. Mr. Wibaux expressed th€ 
wish that such services should remain permanent, 
and that they should be extended to the whole of the 
country on a large scale. 

Reorganisation of Sanitary Services. 

It has been proposed to revise the Medical Act 
of Feb. 15th, 1902, which deals with the organisation 
of the sanitary services in France. The French 
Government has been seeking the opinion of the 
members of the Academie de Medecine on this matter, 
and they have been officially asked to express their 
views. A special committee has been appointed to that 
effect, and the last meetings of the Academy of 
Medicine have been largely devoted to debates on the 
committee’s report. In the course of one of these 
meetings Mr. L6on Bernard emphasised the opinion 
that sanitary conditions in any area should not be regu¬ 
lated by the local authorities, but should be under the 
immediate control of a chief medical officer of health, 
who would superintend an extensive area. 

Franco-Anglo-American League against Cancer. 

The annual meeting of the Franco-Anglo-American 
League against Cancer was held at the Faculty tie 
Medecine de Paris on April 19th, Mr. Ler6du, Minister 
of Hygiene, in the chair. At the opening of the meet¬ 
ing Professor H. Hartmann expressed a vote of thanks 
to those who had given grants to the League. A report 
of the managing committee was read by Mr. R. Le Bret, 
general secretary. Mr. J. Worth, the treasurer, 
submitted a financial report. Professor C. Regaud 
suggested that great benefit to the population might 
ensue if pamphlets were distributed under the joint 
auspices of the League, the Academy of Medicine, and 
the Pasteur Institute, pointing out the necessity of 
early surgical treatment of cancer. 

War Memorial for Internes Killed in the War. 

A war memorial was unveiled a few days ago at 
the HOpital de l’Hotel-Dieu in memory of the internes 
who were killed in action. Speeches were made by 
Mr. B6rard, Minister of Education; Mr. P. Monrier. 
Director of the Administration del’Assistance Publique; 
Mr. H. Roger, Dean of the Faculte de Medecine de 
Paris ; and General Buat, representing the Minister of 
War. The President of the Republic, the President of 
the Senate, the Minister of Hygiene, Marshal Foch, 
Marshal Petain, and the Rector of the Academy were 
also represented at the ceremony. 

May 11th. 
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A MONTHLY RECORD OF ATMOSPHERIC POLLUTION. 

Meteorological Office : Advisory Committee on Atmospheric Pollution : Summary of Reports for 

August, September, October, November, 1920. 
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1*90 3*07.0*61' 0*12' 0*02 

Malvern . 

22 

— 1 0 18 

1*00; 0*64 1*87 3*69 0*77 0*25 0*02 

Newcastle - on-Tyne 

36 

0*43 

4*44 

12*30 

312 

4*36 24*65 2*41' 0*52 0*09 

Newcastle - on-Tyne 

22 

0*42 2*95 

5*39! 0*88 2*74,12*38 1*15 0*45 0*05 

Rochdale ... . 

29 

— 

— 

- 


— 120*89 — 

i -t - 

i 

47* 

; i 1 14*47 ) 1 

Rothamsted . 

37 

— 

0*40 

0*67 

1*40 

2*11 4*58 — 

- - 

Rochdale. 

44) 

i * ~ 

- - •, 6 - 19 ! > 1 - ■ - 

St. Helens. 

27 

0*03 

0*87 

0*98 

1*54 

2*04 5*46 0*97 0*77 0*03 


51 ; 

* i 

I 1 14*62 \ 

Southport— 






1 


Rothamsted . 

41 

— ! 0*48 

0*76' 1*24 1 95 4*43 — — — 

Hesketh Park ... 

2i 

0*04 

0*53 

0*43 

0*60 

1*07 2*67 0*34 0*33 0*02 

St. Helens. 

30 

0TG, 3*53 

5*09 0*96 3*34 13*08 1*22 1*11 — 

Wood vale Moss... 

28 

— 

— 

— 

— 

— 3*53' — 

_ 1 — 

Southpoi*t— 



i 1 ! 1 1 ! 






. 

J 

i 

Hesketh Park ... 

2A 

0*10 0*68 

0*77l 0*51 2*40 4*46 0*59 0*83 0*02 







! 


Wood vale Moss... 

28 

— 1 — 

— — — 3*29 — | — - 

Scotland. 








Scotland. I 


' 

j ; 

Glasgow— 







i 

Glasgow— 

— 

— — 


Alexandra Park... 

34 

006 

0*91 

1*26 

0*44 

0*6') 3*30 0*57; 0*38 0*08 

Alexandra Park 

50 

0*18 1*47 

1*75! 1*68 2 78, 7*86 1*08 2*50 0*10 

Bellahouston Pk. 

29 

0*26 

2*12 

3*02 

0*92 1*50 7*86 0*45 0*30 0*16 

Bellahouston Pk. , 

104 

0*23 1*52 

2*35' 3*72 5*32 13*14 2*05 2*51 0 21 

Blythswood Sq.... 

34 

0*31 

2*12 

3*29 

1*80: 

2*8310*35 1*00 

0*64 0*18 

Blvthswood Sip ... 

91 

0*16 2*98 

4 14 3*67 7*49 18*44 2 41 2*59 0*18 

Botanic Gdns. ... 

39 

0 11 

1*49 

1*94 

0*93| 

1*46 5*93 0*88 

0*26 0*0f> 

Botanic Gdns. ... 

90 

0*15 1*80 

3*30 2*12 6*03 13*40 1 90 2*11 0*14 

Queen’8 Park ... 

36 

0*17 

1*30 

1*73 

1*45 

1*97 6*62 ; 0*84 

0*34 0*07 

Queen's Park 

66 ; 

0*19 1*70 

3*18 1*07 4*19 10*33 1*20 1*68 0*05 

Richmond Park.. 

32 

0*25 

3*09 

3*86 

1*54 13*0611*80 1*66 

0*36 0*12 

Richmond Park... 

64 1 

0*38 3*33 1 

5*27 2*77 7*67 19*42 2*91 1*73 0*09 

Ruchill Park 

42 

0*07 

0*99 

1*47 

0*81,1*76 5*10.0*70 

0*42 0*10 

Ruchill Park 

112 

0*17 1*58 

2*29 0*74 I 6*54 11*32 2*35 2*49 0 11 

Tolcross Park ... 

30 

0*19 

1*73 

1*83 

1 21 

1*62 6*60 0*82i 0*29 0*06 

Tolcross Park ... 

83 

0*18 3*34' 

3 24 1*94'5*78 14*48 2*21 2*05 0T3 

Victoria Park ... 

44 

0*24 

1*47 

2*34 

0*66 1 41 612'1*00 0*28 0*11 

Victoria Park ... 

.17 

0*09 1*73 

2*47 2*36 7*62 14*27 2*66 2*79 0*22 







, j 

1 

Stirling .* 

77 1 

0*13 1*82 

2*00 2*77 3*98 10*70 0*86 2*00 0*13 


„ Ti. = Total insoluble. Ts. = Total soluble. Tr. - trace. * East side of town. 1 West side of town. I Town. 

Tar " includes all matter insoluble in water but soluble in CS 2 . “Carbonaceous” includes all combustible matter insoluble in 
water and in CS«. “Insoluble ash ” includes all earthy mattor, fuel, ash, &c. One metric ton per sq. kilometre is equivalent to: 
la) Approx. 91b. per acre ; ( b) 2*56 English tons per sq. mile; (r) 1 g. per sq. metre ; (tJ) 1 1000 mm. of rainfall. 

The personnel of public health authorities concerned in the supervision of these examinations and of the analytical work involved 
reumius the same as published in previous tables. The analyses of the rain and deposit caught in the gauge at the Meteorological Office 
were made in Tiie Lancet Laboratory. 
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Carmpithnu. 


" Audi alteram partem." 


EARLY DIAGNOSIS IN DIPHTHERIA. 

To the Editor of The Lancet. 

Sir,—F or the past two years it has been impressed 
upon me that sufferers from diphtheria have been 
arriving at my hospital, on the whole, rather later in 
the disease than was the case for a good many years 
previously. The death-rate in 1919 was 13*6 per cent., 
and I have to go back to 1901 to And a death-rate either 
exceeding or equalling it. In 1920 the death-rate was 
11*2, and I have to go back to 1903 to And that exceeded 
or equalled. Certainly the death-rates of 1919 and 1920 
were higher than one would have expected, and 
naturally one looks for some explanation. A simple 
one would be that the disease was more severe in type, 
but though I am not prepared to deny that the type 
may have been somewhat more severe I am satisAed it 
was not the main cause, if, indeed, it affected it at all 
materially. The real explanation appears to be what 
I have just called attention to—the fact of so many 
patients arriving at the hospital after the disease 
was well advanced and without previous antitoxin 
treatment. 

This slower recognition of diphtheria of late has 
puzzled my mind, and I have striven to And the 
explanation, but evidently no one reason by itself gives 
a satisfactory explanation. It is not to be assumed 
that only the milder forms come in late ; it is any kind 
of diphtheria, and quite commonly the most severe. 
This cannot all be laid at the door of the prac¬ 
titioner, for it is quite clear that on many occa¬ 
sions he is not called in at the commencement of 
the disease, but for what proportion this accounts 
he would naturally be a better judge than I. There 
can be no doubt, however, that delay is greatly 
attributable to awaiting the result of a bacteriological 
examination. At Arst sight it seems curious that this 
should have increased, but it may be that so many 
practitioners were not in civil practice during the war, 
and consequently had not the opportunity to study 
diphtheria clinically. 

Yet I do not think that is the sole cause of the 
tendency to wait for bacteriological examination, 
for some scientiAc books lay too much stress on 
the Anding of the bacillus, and I have even been 
told by a medical man that the medical officer 
of health expected it. I do not know how far 
the medical officer of health may be considered 
responsible, but an excellent scientiAc text-book states 
that examination of the membranous exudation 
with the demonstration of the presence of the 
diphtheria bacillus is the only reliable method of 
diagnosis. This kind of erroneous statement might 
best be met by the epigrammatic remark of an authority 
on diphtheria: “Were it not that the diphtheria 
bacillus had given us antitoxin, it would have been 
well had it never been discovered.” I have no wish to 
discourage bacteriological examination; indeed, I always 
carry it out, but to let treatment wait upon the result 
of the examination means delay, and delay in diph¬ 
theria often means death. For 15 years MacCombie 
kept records of the diphtheria death-rates according to 
the day on which the disease was treated with anti¬ 
toxin, and as these results were founded on over 7000 
cases they may be taken as conclusive. The death-rate 
when antitoxin was given on the Arst day was 0*5 per 
cent.; on the second day 4 per cent.; on the third day 
10 per cent.; on the fourth day 15 per cent.; and on the 
Afth and succeeding days 16 per cent. 

My own experience of treatment on the Arst day has 
not been quite so good as MacCombie’s, but his Agures 
demonstrate what waiting without treatment for a 
bacteriological examination means. Moreover, it must 
be remembered that the bacteriologist, at all events 
at Arst, may fail to And the bacillus in well-marked 


diphtheria, and maybe another swab is taken with 
further delay. As a matter of fact, failure to find 
the bacillus in a culture taken early in the disease is 
not uncommon. It may not be found even in a second 
or third culture, and rarely not at all. Failure to find 
the bacillus in purely laryngeal diphtheria is common 
and well known, but perhaps it is not so well known 
that in the severest form of faucial diphtheria cultures 
taken on the first day are not uncommonly negative. 
On the other hand, the case for examination may be a 
carrier and the finding of the bacillus of no value. 
Nevertheless, a culture should always be taken, and 
care should be exercised in the choice of examiner, the 
dabbler in bacteriology being avoided. 

However, in milder forms of faucial disease with a 
suspicion of diphtheria, sometimes the question will 
arise whether one ought to let treatment wait for the 
culture result. The difficulty is often great, for the 
point one has to decide in such a case is whether the 
disease will continue mild or develop into a severe 
attack. In my experience this is difficult to do without 
occasional error, and I think there can be no doubt that 
if the clinical evidence favours diphtheria the patient 
should be treated for that disease at once. In practice 
it comes to this : if one is sufficiently experienced to 
say that a given patient will certainly recover if treat¬ 
ment is postponed to the second or third day, then one 
may wait, but if one cannot say so then it is one’s duty 
to give antitoxin.—I am, Sir, yours faithfully, 

Frederic Thomson. 

North-Eastern Hospital, Tottenham, N.. May 12th, 1921. 

THE INTERNECINE VENEREAL CAMPAIGN. 

To the Editor of The Lanoet. 

Sir, —Lord Gorell states in his letter which yon 
printed in your issue of May 7th that there is now 
admitted to be but one point of difference between the 
two societies. In order that your readers may appreciate 
the extent of the difference it is necessary for them 
to read our letter to Lord Gorell of April 22nd, which 
was not published in full in The Lancet. We adhere 
to the position defined in that letter, and are still 
ready to meet the National Council for Combating 
Venereal Diseases according to our letter to the Bishop 
of Birmingham of Feb. 25th, accepting his invitation to 
a round table conference, on the understanding that 
the National Council for Combating Venereal Diseases 
were prepared to take action forthwith on the terms 
of the report of the Bishop’s committee. 

The National Council for Combating Venereal Diseases 
did not accept this invitation, therefore the conference 
did not take place.—We are, Sir, yours faithfully, 

Willoughby de Broke, 

President of the Society for the Prevention 
of Venereal Disease. 

H. Bryan Donkin, 

Vice-Chairman. Executive Committee. S.P.V.D. 

H. Wansey Bayly, 

Honorary Secretary, S.P.V.D. 

Harley-street, W., May 13th, 1921. 


A LEARNED LAYMAN ON VENEREAL DISEASE. 

To the Editor of The LANCET. 

Sir,—M any of your readers have read the recent 
series of articles in the Morning Post by Mr. Harold 
Cox, entitled “The Path to Pauperism.” They are 
written with interest and power, and deservedly arrest 
attention. The skill which has enabled their author 
to exercise such infiuence is to be envied; but. 
unfortunately, wo possess in these articles a striking 
example of how one, who possesses ability both as a 
publicist and a literary man, can become by deficient 
knowledge lacking in accuracy. This is all the more 
regrettable as the subject of venereal disease is so 
clearly a public and not only a professional matter. 

In the Morning Post of April 28th Mr. Cox treats of 
the Ministry of Health under the three headings of 
(11 Departmental Rivalries, (2) Venereal Disease, 
(3) Maternal and Child Welfare; and it is the second of 
these sections—viz., that dealing with venereal disease 
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—on which I desire to comment. The problem o1 
venereal disease in relation to the nation’s welfare is 
an extremely complex one, in respect to both its 
medical and sociological aspects; and Mr. Cox 
exhibits a degree of knowledge which is superficial, and 
therefore dangerous, especially in view of the prestige 
conferred on his statements by his own position and 
that of the journal in which his words appeared. 

Mr. Cox, having previously indicted the Ministry of 
Health on the charge of being indifferent “ to the true 
interests of the health of the nation,” proceeds to level 
a similar charge against that body with regard to its 
attitude towards venereal disease. He attracts our 
attention by stating that syphilis and gonorrhoea are 
“ the most easily preventable of all diseases.” He fails, 
however, to indicate the nature of those preventive 
measures which so easily secure success. He then 
considers the attitude of “ two private societies.” His 
description of the Society for the Prevention of Venereal 
Disease is imperfect and substantially fails to do justice 
to that body. He writes that it “adopts the common- 
sense view that the prevention of venereal disease is an 
obligation resting upon the individual and also a matter 
of immense importance to the nation. It, therefore, 
demands that facilities should be provided for indi¬ 
viduals to obtain the knowledge and the means by 
which venereal disease can be prevented.” The Society 
for the Prevention of Venereal Disease, in addition to 
zeal for the adoption of medical measures, also 
recognises the importance of the ethical and religious 
factors in the prevention of venereal disease, and Mr. 
Oox fails as a critic by omitting so important a fact in 
relation to this Society. 

He then proceeds to deal with the National Council 
for Combating Venereal Diseases, saying:— 

“ The other Society takes the view that nothing should be 
done to help in the prevention of the disease, but that as 
soon as the disease has been acquired public money should 
be spent in trying to cure it. The latter Society receives 
large subsidies provided out of the taxpayers’ money to 
enable it to advertise itself. For this purpose, as Dr. 
Addison confessed in the House of Commons, the country 
has had to pay about £13,OCX) a year for the last three years. 
How much is to be spent in the current year on advertising 
this futile Society has not yet been announced, but the total 
sum asked for by the Ministry of Health and similar bodies 
in Scotland and Ireland on account of venereal disease is 
£512,550. None of this money is to be spent on effective 
methods of prevention. The so-called Ministry of Health 
refers that people should first run the risk of getting the 
isease, and that the Department should then try to cure 
them. This policy is apparently due to theological as well 
as departmental considerations. Dr. Addison and his staff 
seem to have held the view that venereal disease is an afflic¬ 
tion designed by Providence as a penalty for sin. Histori¬ 
cally that is a curious view, because syphilis, at any rate, 
did not appear in this country till late in the Middle Ages, 
and it may be presumed that there was sin before that time. 
Apart from this historical fact, the Addisonian theory is still 
difficult to understand. In effect Dr. Addison and his theo¬ 
logical and medical advisers have been saying, “ Since 
disease is a punishment for sin, we will not allow people to 
know how they can prevent it. Nevertheless, we will do 
oar best to cure them at the taxpayers’ expense when they 
have acquired it.” 

Mr. Cox thns accuses both the Ministry of Health 
and the N.C.C.V.D. of refusing to take steps in respect 
to the prevention of venereal disease, while spending 
public money in attempting to cure those who have 
fallen victims. He has not thought it worth while to 
inquire what views are held on this matter by either 
the Ministry or the National Council. Now both the 
Ministry and the Council realise that the fundamental 
cause of venereal disease is the indulgence in pro¬ 
miscuous sexual intercourse, and also that it is their 
duty to diminish causes rather than treat symptoms. 
They know that much of the promiscuous sexual 
intercourse which gives rise to venereal disease is due 
to the lack of efficient education of the young, of 
adolescents, and even of adults in sexual matters. 
They rightly devote, therefore, a substantial portion of 
their attention towards dissemination of such instruc¬ 
tion as will tend to prevent the occurrence of those 
conditions, which experience has shown to be provo¬ 
cative of promiscuous sexual intercourse, and therefore 


of venereal disease. The Ministry and the Council are 
not irrational idealists, nor do they confine their efforts 
to educational methods. They also advocate efficient 
cleansing by those who will wilfully or carelessly persist 
in placing themselves in danger. Mr. Cox’s statement as 
to the N.C.C.V.D. taking the view “ that nothing should 
be done to help in the prevention of the disease ’ ’ is 
untrue. 

Turning to the financial aspect of the question, Mr. 
Cox has* no idea as to the cost to the country of venereal 
disease. The sums spent by the adoption of far-seeing 
and rational methods for reducing the cause of these 
diseases will prove the means of saving the country a 
vast expense. The propaganda work carried out by 
the National Council is of estimable value, for it is 
directed to the very root of the evil. To regard this 
moneyas being spent “ in advertising this futile Society ” 
merely because an important branch of their work is 
carried out through the channels of the press is childish 
in the extreme. The remarks as to venereal disease 
being regarded by the N.C.C.V.D. asapunishment for sin, 
have as far as I can find, no basis, and their humour 
becomes malicious. Mr. Cox has, I think, trustfully 
accepted statements concerning the bodies which he 
abuses without understanding their activities. His 
articles produced under the aegis of so respected a 
journal, and signed by so respected a publicist are 
capable of doing great damage to the nation. 

I enclose my card, from which you will see that I 
ought to know my subject. 

I am, Sir, yours faithfully, 

May 14th, 1921. A MORPHOLOGIST. 


SURGICAL SHOCK. 

To the Editor of The Lancet. 

Sir,— In The Lancet of May 7th a review of 
“Principles of General Physiology” by Professor 
W. M. Bayliss mentions the theory that in surgical 
shock a widespread dilatation of capillaries leads to a 
pooling of blood. I believe that surgeons who have 
seen many cases of shock have failed to find pooling of 
blood in capillaries. Would Professor Bayliss or your 
reviewer state where, in a human subject suffering 
from surgical shock, these dilated capillaries are to be 
found *? I am, Sir, yours faithfully, 

Plymouth, May 8th, 1921. C. HAMILTON WHITEFORD. 

Professor Bayliss, to whom we referred Mr. White- 
ford’s inquiry, replies as follows 

I thank you for giving me the opportunity of making 
a few remarks on Mr. Whiteford’s letter. He does 
not tell us what evidence of pooling in capillaries 
surgeons have looked for and failed to obtain. Since 
the effect in question is not confined to the capillaries 
of any particular region and the total volume of these 
vessels, compared with the rest of the vascular 
system, is enormous, it is clear that a dilatation 
too small to be detected by direct observation may 
produce a large increase in the total volume. The 
evidence, in the nature of things, must be more 
or less indirect. It would be impossible to give it 
adequately in a brief account, and those interested 
may be referred to the special reports of the Medical 
Research Council, Nos. 25, 26, and 27, especially the two 
latter. In summary, it may be given thus. Observa¬ 
tions during the war on shock unaccompanied by 
haemorrhage showed that the low blood pressure was 
not due to any heart effect, nor to pooling of blood in 
arteries or veins. But it was found by the vital red 
method that the blood in actual circulation was greatly 
reduced. The dilatation of arteries and veins having 
been ruled out, it could only be in the capillaries. 
Other confirmatory evidence was obtained and the 
conclusion was greatly strengthened by the discovery 
of toxic substances having the required action. In 
addition to the literature quoted in the reports 
mentioned, Mr. Quenu’sbook, “ ToxSmie Traumatique,” 
deals with this aspect of wound shock. 

West Heath-road, N.W., May 12th, 1921. 
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THE DANGER OF ATHLETICS ’ FOR GIRLS 
AND WOMEN. 

To the Editor of The LANCET. 

Sib,—I have read with great pleasure Miss C. 
Cowdroy’s letter in The Lancet o t May 14th under this 
title. My experience leads me to agree with her entirely. 
I have seen a number of girls and young women whose 
health has been permanently damaged by indulgence 
in strenuous athletics, and even if they escape physical 
injury I find they have degenerated into beings of 
neutral sex who are unfitted for either the work of men 
or women. Whilst writing on this subject I should 
like to mention another harmful and dangerous craze. 
Physical jerks for the middle-aged has done a great 
deal of harm to many people. The average man or 
woman of 50 can keep perfectly fit if he or she does not 
over-eat or drink too much and takes a good amount 
of walking exercise daily. If they do this there will be 
no need for “ physical jerks.” If they do not they may 
easily “jerk” themselves into their graves. 

I am, Sir, yours faithfully, 

Leslie Thorne Thorne, M.D. 

Harley-street, W., May 14th, 1921. 


INTRAVENOUS INJECTION OF STIBENYL 
IN KALA-AZAR. 

To the Editor of The Lancet. 

Sir,— With reference to the dosage of stibenyl in the 
treatment of kala-azar and other tropical diseases 
raised in Dr. P. Manson-Bahr’s letter in your issue of 
May 7th, it ought to be made clear that each batch is 
tested for toxicity by the Medical Research Council, 
and all material issued for use conforms with their 
standard. Stibenyl is tested on mice, as in the case of 
salvarsan, and the dose that must be tolerated is 
0*15 mg. per gramme body-weight used intravenously in 
a concentration of 1 per cent. The maximum dose 
that has been suggested for an adult person is 0‘6 g., 
which should allow a very large margin of safety. 

We are, Sir, yours faithfully, 

Allen and Hanburys, Ltd. 

Bethnal Qreen, London, E., May 12th, 1921. 


CJie Shiites. 


ARMY MEDICAL SERVICE. 

Cols. H. X. Dunn (late R.A.M.C.) and H. J. M. Buist retire on 
retired pay. _ 

ROTAL ARMY MEDICAL CORPS. 

Major S. McK. Saunders is restored to the establishment. 

Capts. O. K. Maurice and W. Pailthorpe are seconded for service 
with the Egyptian Army. 

Capt. A. W. Bevis retires, receiving a gratuity. 

Temp. Capts. T. M. Richardson and V. H. L. MacSwiney 
relinquish their commissions and retain the rank of Captain. 

TERRITORIAL, FORCE. 

Major J. G. McCutcheon (late R.A.M.C., Special Reserve) to be 
Captain, and relinquishes the rank of Major. 

Captains to be Majors: J. G. McCutcheon, G. E. J. A. Robinson, 
F. R. M. Heggs, and E. L. D. Dewdney. 

Major F. W. Kendle.T.D. resigns his commission and retains the 
rank of Major with permission to wear the prescribed uniform. 

Supernumerary for Service ivith O.T.C .—Major W. D. Sturrock. 
from General List, to be Major, and to command the Field 
Ambulance Section, Oxford University Contingent, Senior 
Division, O.T.C. 

TERRITORIAL FORCE RESERVE. 

Capt. A. Coleridge to be Major. 

DEFENCE FORCE. 

To be temporary Majors: J. M. Cowan and W. Haig. To be 
temporary Captains: J. M. Chrystie, A. H. D. Smith, R. Morshead. 
A. G. Williams. A. E. H. Reid, D. C. Graham, and V. T. W. Eagles. 
To l>e temporary Lieutenants: E. H. Mayhew, J. E. Sinclare, and 
A. N. Rush worth. 

2nd Highland Field Ambulance (D.F.).—To be temporary 
Lieutenant-Colonel: J. W. Tocher. To l>e temporary Major: 
W. F. T. Haultain. To be temporary Captain : H. ,J. Rao. To lie 
temporary Lieutenant. II. J. Dawson. 

i>t Ixjndon Field Ambulance (D.F.).—O. W. MeSheehy (Major. 
Il.A.M.C.) is granted the rank of temporary Lieutenant-Colonel 


while commanding a Field Ambulance. To be temporary Major: 
E. Knight. To be temporary Captains: A B. Mount, A. L. Robinson, 
and R. J. Arundel. 

1st London Sanitary Section (D.F.).—To be temporary Captain: 
H. C. Sands. 

2nd London Field Ambulance (D.F.).—To be temporary Lieu¬ 
tenant-Colonel : H. G. Haynes. To be temporary Captains: M. 
Coughlan and W. Hassard. To be temporary Lieutenant: G. W. 
Almeyde. To be temporary Quartermaster with the rank of 
Captain : A. J. H. Knight. 

3rd London Field Ambulance (D.F.).—To be temporary Lieu¬ 
tenant-Colonel : M. H. Allen. To be temporary Captain: L. J. G. 
Carre. 

4th London Field Ambulance (D.F.).—To be temporary Captain: 
C. H. Welch. 

5th London Field Ambulance (D.F.).—To be temporary Lieu¬ 
tenants : J. R. K. Flemming and H. W. Collins. 

6th London Field Ambulance (D.F.).—To be temporary Captain: 
E. H. Bingley. 

2nd (London) Divisional Sanitary Section (D.F.).—To be tem¬ 
porary Captain ; H. Brian-Pearson. 

1st (Lowland) Field Ambulance (D.F.).—To be temporary Lieu¬ 
tenant-Colonel : E. S. Forde. To be temporary Major: E. P. 
Cathcart. To be temporary Captain: J. K. Rennie. To be tem¬ 
porary Lieutenants: A. H. Jacobs and N. M. D. Fox. 

2nd (Lowland) Field Ambulance (D.F.).—To be temporary Lieu¬ 
tenant-Colonel : G. B. Fleming. To be temporary Major: J. R. C. 

3rd South Midland Field Ambulance (D.F.).—To be temporary 
Lieutenant-Colonel: T. A. Green. To be temporary Major: D. B. A. 
O’Keeffe. To be temporary Captains: A. D. Symons and J. C. 
Brasher. To be temporary Lieutenant: B. A. Astley-Weston. 

1st East Anglian Field Ambulance (D.F.).—To be temporary 
Captains: A. G. Atkinson and H. F. Gilmour. 

2nd East Anglian Field Ambulance (D.F.).—To be temporary 
Captain: W. T. G. Boul. 

3rd (Highland) Field Ambulance (D.F.).—To be temporary 
Lieutenant-Colonel: G. W. Miller. To be temporary Major : W. A. 
Robertson. To be temporary Captain: J. Kin near. 

1st (Home Counties) Field Ambulance (D.F.).—To be temporary 
Captain: E. A. Houchin. 

2nd (Home Counties) Field Ambulance (D.F.).—To be temporary 
Captain : R. A. Freeman. 

3rd (Home Counties) Field Ambulance (D.F.).—To be temporary 
Captain : V. E. Negus. 

3rd (Welsh) Field Ambulance ID.F.).—To be temporary Lieu¬ 
tenant-Colonel : C. L. Isaac. 

1st Wessex Field Ambulance (D.F.).—To be temporary Lieu¬ 
tenant-Colonel : A. Cary. To be temporary Major: R. Ward. 


ROYAL AIR FORCE. 

T. P. Harpur is granted a temporary commission as Flying Officer. 


INDIAN MEDICAL SERVICE. 

The [King has approved the grant of the rank of Captain to the 
undermentioned on relinquishing their temporary commissions: 
Moses Solomon, Jamna Das, Jitendra Kumar Banerji, Ullah 
Anantthaya, and Ram Chandra. And the honorary rank of 
Lieutenant-Colonel to the undermentioned on relinquishing his 
temporary and honorary commission: Raghavendra Row. 

The King has approved the retirement of the following officers: 
Brevet Col. C. M. Goodbody and Lieut.-Col. S. E. Prall. 


DEATHS IN THE SERVICES. 

Sir Robert William Jackson, C.B., Deputy Surgeon-General, 
retired, died on May 12th at Dublin in his ninety-fourth year. He 
entered the Army Medical Department in 1854, served in the 
Crimea, and was present at the fall of Sevastopol. He served 
throughout the Indian Mutiny, and was present at the relief of 
Lucknow and at the Battle of Cawnpore (medal with three clasps). 
He also took part in the Ashanti war (mentioned in despatches), 
and saw service in South Africa. In Egypt he was present at the 
Battle of Tel-el-Kebir (medal with clasp and bronze star). He 
retired in 1882, in which year be was knighted. 


North European Conference on Venereal 
Diseases.— This Conference opens at Copenhagen to-day 
(May 20th) with an address by Sir David Henderson, 
Director-General of the League of Red Cross Societies. The 
following special problems are to be presented: 1. The 
supply and cost of arsenical compounds for the treatment 
of syphilis; the possibility of establishing an international 
standard for the export and import of such compounds. 
Discussion to be opened by Dr. Kristian Gron for the 
Norwegian Red Cross Society. 2. The provision in im¬ 
portant ports, by international agreement, for the treatment 
of cases of venereal diseases among sailors, and measures to 
be taken in connexion therewith. Discussion to be opened 
by Lieutenant-Colonel L. W. Harrison for the British Red 
Cross Society. 3. The part of the Red Cross in combating 
venereal disease, its relation to Government and voluntary 
agencies. Discussion to be opened by Professor C. E. A*. 
Winslow for the League of Red Cross Societies. 4. Medical 
measures for the prevention of venereal diseases. Discussion 
to be opened bv Dr. Jersild for the Danish Red Cross 
Society. The British delegates to the Conference are 
Colonel Harrison, Dr. F. N. Kaye Menzies, and Mrs. 
Neville Rolfe. The German Red Cross is represented by 
Professor J. Jadassohn, Professor Galewsky, and Professor 
F. Pinkos. 
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H&rliamtittgqr Intelligent. 

HOUSE OF LORDS. 

Wednesday, May 11th. 

Public Health {Tuberculosis) Bill. 

The Public Health (Tuberculosis) Bill was read a third 
time and passed. (The measure received the Royal Assent 
on the following day.) 

Thursday, May 12th. 

Criminal Laic Amendment Bill. 

The Earl of Crawford, replying to the Bishop of London, 
who asked whether the Government would be able to grant 
facilities for the passing of the Criminal Law Amendment 
Bill this session, Baid that if the measure continued to 
maintain the non-controversial character with which it left 
their lordship’s House the Government would be glad to do 
its best at a later stage of the session to pass it into law. 
No more definite indication than this could be given owing 
to the fact that there was considerable pressure on the time 
of the House of Commons._ 

HOUSE OF COMMONS. 

Tuesday, May 10th. 

Rabies in England. 

Mr. Hugh Morrison asked the Minister of Agriculture 
whether there had been at least 18 cases of rabies in England 
since .January last as against only three cases for the same 
period in the previous year; whether a dog infected from 
rabies had been found 70 miles from its home; whether dogs 
who had developed the disease after being watched were in 
confinement for seven and a half months; and, if so, was he 
satisfied that the present regulations were sufficiently 
stringent to stamp out the disease.—Sir A. Griffith- 
Boscawen replied: (1) The number of cases of rabies 
confirmed in Great Britain since Jan. 1st last is 17, but 3 
of these refer to dogs which had died in the previous year. 
The actual number of cases this year is therefore 14 com¬ 
pared with 4 during the corresponding period of last year. 
(2) Dogs suffering from rabies have been known to wander 
for 70 miles from their homes, but the longest distance 
which a mad dog has wandered recently in this country is 
approximately 50 miles. (3) In one case only in this country 
in recent outbreaks has the disease taken seven and a half 
months to develop. The average period of incubation for the 
series has been two and a half months, and no case has 
arisen in a dog after its release from quarantine for the 
prescribed period of six months. The Ministry is satisfied 
that the existing regulations are adequate. 

Wednesday, May 11th. 

Orthopedic Hospital at Hammersmith. 

Sir William Bull asked the Minister of Pensions 
whether, in view of the difficulty experienced by the 
Hammersmith board of guardians in finding suitable 
accommodation for the sick poor of that borough, due to the 
exclusive occupation of the workhouse and infirmary in 
Ducane-road by the Ministry of Pensions for use as an 
orthopaedic hospital, and in view of the fact that the full 
accommodation of this establishment, 800 cases, did not now 
appear to be required, the greatest number accommodated 
at any one time since Jan. 1st, 1921, having been 686 cases, 
he could give a definite assurance that these premises 
would be restored to the Hammersmith board of guardians 
on Jan. 1st, 1922, as indicated in conferences which had 
taken place between representatives of the Ministry and of 
the local authorities held variously since June, 1918.—Major 
Tryon (Parliamentary Secretary to the Ministry of Pensions) 
replied: The matter is under consideration and I am unable 
to make a definite statement at the present moment. I am 
communicating with my honourable friend. 

Food for Children Under Fire. 

Mr. Tyson Wilson asked the Minister of Health whether, 
in view of the widespread distress in the country, he would 
cancel Circular M. and C. W. 185, issued March 31st, 1921, 
and re-issue Circular M. and C. W. 4, of August 9th, 1918, 
so that maternity and child welfare committees might 
provide children under 5 years of age with food.—Sir Alfred 
Mond replied: Circular 185 does not alter the conditions 
previously prescribed on which food may be supplied to 
children under 5, except in regard to the supply of milk, 
which under the Circular is to be supplied free, or at less than 
cost price, only in necessitous cases. In the circumstances 
no purpose would be served by cancellation of the Circular. 

Hydrophobia and the Pasteur Treatment. 

Mr. Frederick Green asked the Minister of Health how 
many persons bitten by alleged or suspected mad dogs since 
the first case of rabies was notified in this country after the 
•war had refused the Pasteur treatment, and if any of those 


persons had contracted hydrophobia.—Sir Alfred Mond 
replied: So far as I am aware there have been only two 
cases in this country since the armistice in which persons 
bitten by dogs which were reasonably suspected to be rabid 
have refused the Pasteur treatment. Neither of these 
persons developed hydrophobia. 

Superannuation of Local Government Officials. 

Mr. Myers asked the Minister of Health whether he would 
be able at an early date to give effect to the promise made 
by his predecessor and introduce a Bill making provision 
for a national scheme of superannuation for Local Govern¬ 
ment officials.—Sir Alfred Mond replied: As I have pre¬ 
viously stated in reply to questions, the Government regret 
that they cannot proceed with this matter at the present 
time in view of the charges which the scheme would impose 
upon the rates. 

Suffering of Mothers and Children in Ireland. 

Viscountess Astor asked the Chief Secretary to the 
Lord Lieutenant of Ireland whether he had received 
representations as to unnecessary suffering caused to 
expectant mothers and to women with new-born children 
through certain police and military regulations in Ireland; 
and whether he would consider the appointment of 
a committee of medical and infant-welfare experts to 
consult with the military authorities as to the best 
methods' of obviating or* minimising such suffering.— 
Mr. Henry (Attorney General for Ireland) replied: My 
right honourable friend-the Chief Secretary has received no 
representations of this nature and has no reason to think 
that there are any grounds on which the appointment of a 
committee such as is suggested would be justified. He will 
be glad, however, to consider any representations! that may 
be made to him on the matter. All doctors and nurses who 
choose to apply for curfew permits can obtain them. 
Doctors and nurses are also expressly exempted from motor 
restrictions and can use motor vehicles without restriction 
as to distance or time. 

Ma tern ity Wei fa re. 

Captain Wedgwood Benn asked the Prime Minister the 
amount which would be involved by the State annually by 
the ratification of the maternity convention, as estimated 
by the Government; upon what weekly sum the Govern¬ 
ment had based the full and healthv maintenance grant for 
mother and child; and whether the annual estimate had 
been worked on a contributory or non-contributory basis.— 
Sir Alfred Mond (Minister of Health) replied : I am having 
laid as a White Paper a Memorandum by the Government 
Actuary on the Washington Draft Convention concerning 
the employment of women before and after childbirth. The 
Memorandum deals with the points raised by the honourable 
Member. 

Captain Wedgwood Benn asked the Minister of Health 
the number of women industrially employed who received 
maternity benefits under the Health Insurance Act for the 
last year* for which returns were available; and the total 
amount paid out in maternity benefits for industrially 
employed women in that year.— Sir Alfred Mond replied : 
The information as to numbers is not available, and could 
only be obtained by calling for a special return from all 
societies and branches. The amount paid as maternity 
benefit to employed women «in England and Wales for the 
year 1920 in respect of their own insurance was approxi¬ 
mately £230,000. In addition, £160,000 was paid as maternity 
benefit to women who were entitled to special benefits on 
cessation of employment on or after marriage. 

Dentists Bill. 

The Dentists Bill was read a second time and committed 
to a Standing Committee. 

Scottish Midicires Order. 

The House approved the Scottish Board of Health 
(Midwives (Scotland) Act, Transfer of Powers from Secretary 
of Scotland) Order, 1921. 

Thursday, May 12th. 

Ministry of Health Vote. 

The House went into Committee of Supply on a vote of 
£15,245,098 for the expenses of the Ministry of Health, 
Mr. James Hope in the chair. 

Sir Alfred Mond (Minister of Health) said the activities 
of the Ministry spread over a wide field, and, dealing with 
very novel propositions under difficult conditions, naturally 
afforded room for legitimate criticism. But a great deal of 
the criticism had neither been constructive nor well 
informed, nor had it made any endeavour to deal with the 
difficulties of the situation with which his predecessor and 
he had been faced. In spite of their difficulties they had 
succeeded in making a substantial reduction in the 
estimates this year of over £3,000,000. He was applying 
himself to the task of seeing whether still further economies 
could be made. Considerable progress had been made in 
housing. They were now trying to limit the present scheme, 
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catting down in outlying districts where the housing need 
was not so great, and concentrating on the great industrial 
centres in which the housing need was greatest. He would 
give 300,000 as the gross figure of houses of different classes. 
If, however, fewer could be done with he would be pre¬ 
pared to cut it down to the minimum requirements. A 
subject which had aroused a good deal of criticism and 
comment in the press was the medical establishment of 
the Ministry. Whereas the old Local Government Board 
had a relatively small medical staff and relatively little to 
do in the way of medical duties, the National Health 
Insurance had a much larger staff, and when the two were 
joined together that automatically increased the staff of 
the Ministry of Health. On April 1st, 1919, the number of 
pensionable medical men in the Local Government Board 
and the Insurance Commission of England and Wales was 
46. The number at present in the Ministry was 59, or a 
difference of 13, distributed as follows: Maternity and 
Child Welfare, 2; Tuberculosis, 2; Venereal Disease, 2; 
Port Isolation Hospitals, 3; Statutory Medical Services and 
Intelligence Work, 3; and work taken over from the Home 
Office, 1. These were additional functions to the work 
which was being looked after by the medical staff of the 
Ministry of Health, apart from the newly established 
regional officers. There were no less than 1800 sanitary 
authorities which looked to the Ministry for guidance, 114 
port authorities, 646 Poor-law unions, 1029 isolation hos¬ 
pitals for infectious diseases, and 4220 public vaccination 
districts which had to be inspected. There were a vast 
number of maternity centres and tuberculosis sanatoriums 
to which the Ministry gave grants, and which also 
had to be inspected. It might be considered cheaper 
to hand out money without seeing how it was spent 
in order to save a little in administration, but if this 
money which the taxpayer handed over to these various 
institutions was spent badly they might lose a great deal 
more than the cost of a few inspectors who went round to 
see that the money was properly expended. They were not 
up to their full establishment on the medical services ; there 
were two vacancies, but he did not intend to fill them at the 
present time. There were also some six temporary appoint¬ 
ments, the work of which had lapsed and which it was intended 
to discontinue for the present. There was also the possibility 
of the reduction of two more of the permanent established 
staff, making a total reduction on establishment and non¬ 
establishment of between nine and ten. That was as far as 
they could wisely go at the moment. The health-rate of the 
country was good. The birth-rate was rising and the death- 
rate declining. Infantile mortality showed a continued 
steady decline. The work at the maternity welfare centres 
with its concomitants, which would require development of 
pre-natal and post-natal care of mothers, was one of the 
most beneficent reforms any country could undertake. The 
number of health visitors had gone up from 1400 to 1700, 
the number of non-resident centres had risen from 1400 to 
1900, the number of maternity homes from 740 to 1200, and 
the infant hospitals for children under 5 years from 50 to 
367. He hoped that they would not economise on the infant 
life of the country. 

Proqrc** in Treatment of Tulterculmi*. 

They were making very good progress with tuberculosis. 
They could not build up perhaps in a day, and they might 
achieve relatively little at a time, but they could be con¬ 
fident that with all the difficulties and all the scepticism 
that one encountered, if they proceeded on sound lines 
of sanitation and on reasonable lines of care and treat¬ 
ment, if they proceeded on the lines of teaching 
people more about hygiene and how to avoid the disease, 
they could produce great improvement still in the physical, 
moral, and mental standard of our people. The venereal 
disease work so far as it bad gone was making good progress. 
It was a very difficult but a very important piece of work. 
Although he did not believe in covering the country with 
nothing but posters drawing attention to this matter, and 
over-emphasising it, he was quite convinced that they must 
steadily proceed both with propaganda and with treatment. 
He was considering the issue of a new circular explaining 
the policy of the Department, which consisted in a sane and 
moderate view of this complex and difficult problem, which 
had a moral and a social as well as a medical side. Whilst 
he was prepared to assist in protecting the health of the 
nation against this dangerous illness he was not prepared to 
accede to the demands of those who seemed to regard the 
question with perfect sincerity and great enthusiasm 
merely from the medical aspect without taking the wider 
view. The appointment of some 33 medical referees whose 
duties were largely connected with the examination of 
members of Approved Societies for National Health Insurance 
had received a very considerable amount of criticism in 
the press. These appointments were really made as long 
ago as 1914 by that House. It was very difficult some¬ 
times to determine whether a man was malingering, or 
whether he was fit to go back to his work. There 


was always a danger, he would not say of a bias on 
the part of his own medical attendant to give him 
the benefit of a doubt, but it was in the interests of the 
Approved Societies, of the State and the community, and 
really of the man himself, that he should go back to his 
normal life as quickly as possible. That was the work 
which the medical referees were largely occupied in doing. 
He had some doubt as to their utility when he came to his 
present office, and not being in the habit of merely accepting 
statements presented to him by other people, he went into 
the question himself. He asked over six medical referees in 
different parts of the country to come and see him, and he 
was very much impressed with the value of their work and 
with the way in which it was appreciated both by Approved 
Societies and the most intelligent of the ordinary general 
practitioners in the districts in which they worked. They 
acted also to a considerable extent as consultants, and were 
ready to act in that capacity to panel doctors when they had 
more than ordinary difficulty. He did not believe that their 
presence was resented by members of the general medical 
profession. They had not been acting very long, and they 
were only engaged as an experiment for a certain number 
of years; but as far as he could see at present they were 
doing good and useful work, and it would be a very great 
mistake under the pressure of clamour or prejudice now to 
do away with a very fruitful source of development of this 
work, by men very carefully chosen and very able, before 
anyone had had time to judge how far the work was really 
going to be of utility to the people. He believed that there 
was a great future before the Ministry of Health, which 
was only in its infancy. He hoped that one day research 
would be associated with the Ministry, for research 
was going to be one of the most fruitful of developments. 
He /elt very greatly the responsibility of the position in 
which he was placed. There was a great work to be done, 
and if they could assist to put up a few small stones of the 
great building of national wealth and national health, and 
so endeavour to make disease a thing of the past, when 
illness will be a forgotten tradition and when people would 
wonder how they endured the present sanitary surround¬ 
ings, the time spent would not be in vain. 

Improvement of the Panel Service. 

Sir Watson Cheyne asked what alteration, if any, was to 
be made in the medical services? He presumed that 
something would be done, because they knew that the panel 
service could be improved, and it would lie between 
improving it and introducing some new service—a form of 
State medical service. Personally he favoured finding out 
what the defects of the panel service were and trying to 
improve it rather than scrapping it and introducing a new 
service which certainly would not be at all fa\ourable to the 
medical profession. Various things were required to bring 
the panel system more into the condition in which it ought 
to be. Much assistance was required in helping the medical 
men to diagnose their cases and also in regard to certain 
other matters. Various accusations had been made against 
panel doctors—chiefly of negligence, imperfect diagnosis, and 
so forth. His practice had been almost entirely in consulta¬ 
tion with other doctors, and he had never come across any 
evidence of the kind in private practice. At the same time 
he could quite believe that it might be possible in a few 
cases that the statements might be more or les6 justified. 
When the Insurance Act was first under consideration he 
was always very doubtful about the question of medical 
benefit. He welcomed the idea of insuring against sickness, 
so as to provide money to tide over the sickness and so 
forth; but he very much questioned the advisability of the 
panel system as regarded the services of doctors. His belief 
was that the panel service could be very much improved in 
various ways. He believed that the one thing wanted to 
put things right was to increase the free choice of doctors. 
He wished to call attention to the question of research. He 
understood that the Medical Research Committee was 
ready to assist the Ministry of Health in any way it could. 
It was up to the Ministry to help any of their‘staff who 
wished to do research, and not to have to go to another body 
and ask leave. The existence of u proper research depart¬ 
ment was extremely necessary for the future of the Ministry. 
At present very little was being done. He mentioned these 
matters in the hope that the Minister would tell him that 
something was contemplated in that direction. 

Mr. Irving, a Socialist Member, protested against the 
Circular No. 185 issued by the Ministry containing the 
official declaration of policy in regard to maternity and 
child welfare. The circular, he said, was an attempt to 
save money, but if money could be saved along these 
pettifogging lines it would be quite infinitesimal, and the 
inevitable result would be that they would damage infant 
life and infant welfare. He objected to the provisions with 
regard to inquiries as to the necessity of families applying 
for milk for their children, or for expectant and nursing 
mothers. The inquisitorial methods adopted were too 
stringent. 
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Mr. Stewart raised the question of the insanitary condi¬ 
tions arising in connexion with caravan encampments, and 
urged that the Ministry should do more than they bad done 
to safeguard the community against the possibilities of 
disease and epidemic from this source. 

Too Much Economy. 

Lieutenant-Colonel Fremantle said that what they had 
to aim at was a satisfactory blend between the attitude of 
those who limited themselves to their enthusiasms for 
public health, and of those who looked only at the side of 
economy. Zeal for economy had become a craze and had 
gone too far. It might result in the loss of a very large 
amount of life. He hoped that the Minister with his fresh 
eye and business-like mind would review not only the 
medical staff—as already he seemed to have done very 
thoroughly—but also the administrative staff at his office. 
He did not say that it was necessarily excessive, but when 
they saw a general clerical staff numbering 1593, including 
477 assistant clerks, 301 women clerks, 276 writing assistants, 
with quite an unusual proportion of senior officers on the 
administrative side, one was bound to gain a certain 
impression, especially if one had experience of the local 
administration of public health. The only strong criticism 
against the Ministry was that there was too much red tape, 
too much letter writing, and too much clerical and filing 
work. There should be a checking committee in each office 
composed of members of the existing staff, whose duty it 
should be to decide the particular returns that were 
absolutely necessary. He could not understand the canard 
that was going round the press that the Ministry of Health 
inherited from tne Local Government Board a ptaff of only 
four medical officers. During the 15 years that he was a 
county medical officer of health he had frequently to go to 
the Local Government Board, and he was aware of at least 
15 different medical officers. 

Dr. Addison (Minister without Portfolio): In 1918 there 
were 46—namely, 38 in the Local Government Board and 8 in 
the Insurance Department—not 4 as stated.—Lieutenant- 
Colonel Fremantle, continuing, said he agreed that the 
Medical Research Department of the Privy Council should be 
in touch with the Ministry of Health ; if it was not it was a 
scandal. Although the improvement in vital statistics was 
due to a very large number of causes which they could not 
describe definitely as part of the health administration, 
there was no question that they were all centred round and 
stimulated, if not actually initiated and carried through, 
by the work of the whole organisation which had its pivot 
and centre in the Ministry of Health. The death-rate itself 
had been reduced very largely since the Ministry came into 
operation. It was about l3 or 14 per 1000 before the war and 
went up during the war to about 15 per 1000, and it had gone 
down in the last two years to 13 8 and 12-4, the figure for 
last year. Still more the infantile mortality figures must be 
very largely attributed to the work of the maternity and 
child welfare centres. The mortality had gone down to 
80 per 1000. 

Major Farquharson said his candid opinion was that the 
housing notion had been overdone from the first. It was 
greatly due to a mixture of politics and sentiment. It was 
one of the most unfortunate positions that housing schemes 
should have been part of the work of the Ministry of Health. 
The medical staff of the Ministry doing expert scientific 
work, men of trained experience and sound education, 
many of whom had given their lives to the work, were 
getting collectively a sum rather less than one-third 
of what was being paid to this mushroom growth 
m connexion with housing. Instead of the medical 
staff being paid more money for 1921-22 it was actually 
getting lesB. Last year they were paid £106,907, and 
it was proposed to pay them this year £99,571. These 
80 or 90 medical officers, who had recently been appointed 
to supervise and superintend the services rendered to some¬ 
thing like 6,000,000 or 7,000,000 insured persons, had to bring 
themselves in liaison with something like 12,000 or 13,000 
doctors. They had the spending of something like£9,000,000 

S r annum, and yet the paltry sum of something like 
00,000 was being spent on the whple medical staff of the 
Ministry, while a sum of £300,000 was spent upon this 
excrescent mushroom growth in connexion with housing. 
He appealed to the Minister without portfolio not to cheese- 
pare m the direction of cutting down the medical staff of the 
Ministry. These men were very eminent men who had 
acquired a reputation in the profession before they entered 
the portals of the Ministry. Jf they compared the expendi¬ 
ture on research in this country with that of the continental 
nations it was perfectly ludicrous. He thought no line of 
public health offered a greater hope of magnificent and early 
results than infant welfare and maternity. As regards 
tuberculosis, the question was entirely an uncertain one. 
It was entirely experimental, and the whole question of 
sanatorium treatment had broken down. He appealed to 
the Minister to introduce a limit in this connexion. The 
most recent scientific inquiries went to show that in this 


country, at all events, it would be absolutely impossible 
to have a tubercular-free population. He believed that the 
trend of thought, experiment, and scientific inquiry was 
how far tuberculosis, instead of being the horrible scourge 
that many people regarded it, was in essence part of our 
equipment to withstand the severity of our climate. 

Major Molson thought that the medical referees were 
very necessary foi panel practice, and that the expenditure 
on them was very economical. He urged that much more 
should be spent on research. 

The Minister's Reply. 

Sir Alfred Moni), replying to the debate, said that the new 
medical service of providing milk for expectant mothers 
and infants had been grossly misused. All that Circular 185 
did was to require strict control of milk supplied to nursing 
and expectant mothers, and to place under medical super¬ 
vision the distribution of this milk, which was given as a 
medicine. As regards the dangers arising from caravans, 
those vehicles at present numbered about 1100, of which 
25 per cent, were occupied throughout the year. The Depart¬ 
ment had made two medical inspections of them during 
the past 10 years. But it was the duty of the local authorities 
to deal with this matter. All that the Ministry could do at 
present they were doing. There was no intention, except in 
the imagination of some people who seemed to belong to 
the psycho-analyst school and who discovered quite non¬ 
existent intentions in the minds of other people, of start¬ 
ing a vast system of State Medical Service. They were 
working on the lines of endeavouring to improve the panel 
system where it was capable of improvement, and steps 
were being taken in that direction. The panel had been 
lessened. There had been too many people on some 
panels. They were making improved regulations in regard 
to surgeries, bringing them in harmony with the best of the 
practitioners on the panel system. The system might be 
subject to criticism, but on the whole it had not worked so 
badly, and the medical profession had a great desire to do 
their best. He thought there was a good deal to be said for 
associating the Ministry with medical research in a more 
direct manner. The question of voluntary hospitals had 
been giving him very grave anxiety as well as to his 
predecessor. He expected the Cave Report towards the end 
of this month. He was extremely sorry that certain of the 
large hospitals had considered it necessary, in view of the 
fact that report of this committee was very closely impend¬ 
ing, and that the Government were bound to take action on 
that Report speedily, to close these large numbers of beds, 
whereas perhaps in a few weeks’ time the crisis might be past. 
He did not think anyone could reasonably ask him or the 
Cabinet to bring forward a scheme during the next few 
day8. On the other hand, the Approved Societies had 
already set aside £250,000 to be paid during five years out of 
their surplus. He should have thought it would have been 
possible for the hospitals to have got their bankers to 
continue to advance tne relatively small sum that might be 
necessary to carry them over the last few weeks. He still 
wondered whether something could not be done in that 
direction before final steps were taken. He hoped the 
directors of the hospitals would hold on a little longer until 
the Government had had an opportunity of studying the 
Cave Report and acting on it. 

The vote was agreed to. _ 

Accommodation at St. Dunstan's. 

Mr. Frederick Hall asked the Minister of Pensions how 
many men blinded in the war had been refused admission 
to St. Dunstan’s in the last two months, and whether, in 
view of the fact that the accommodation for blinded soldiers 
at St. Dunstan’s was being seriously curtailed, the Govern¬ 
ment was making any provision for the training of these 
men in new occupations suitable to their condition.—Mr. 
Ian Macpherson replied: I am informed that accommoda¬ 
tion at St. Dunstan’s is being curtailed only because the 
requirements are diminishing, and that no man whose 
blindness is due to his war service has been refused 
admission. 

Treatment of Bilkarziasis. 

Mr. Grattan Doyle asked the Minister of Pensions if he 
was aware that Dr. Christopherson's antimony treatment 
was now accepted as a certain cure for bilharziasis; that 
the Australian Government, after segregating all returned 
soldiers infected in Egypt, had completely stamped it out 
by this method of treatment; that there were still a 
number of men in this country who were infected during 
the South African war, and were still sufferers, but who 
were debarred from treatment by the Ministry because 
they had not served, in many cases because of this disease, 
in the recent war; and if there was any valid reason why 
these men should not have an exception made in their par¬ 
ticular favour and receive treatment.—Mr. Ian Macpherson 
replied: I am fully in symi>athy with my honourable friend’s 
suggestion, concerning which I am in communication with 
my right honourable friend the Secretary of State for War. 
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Liquor Control. 

Replying to questions bv Sir J. Butcher, Mr. Lloyd 
George (Prime Minister) stated that the Government had 
decided that the Liquor Control Board should be placed 
under the Parliamentary control of the Parliamentary 
Under Secretary to the Home Office (Sir J. Baird) who 
would be chairman. 

Opium Traffic Advisory Committee. 

Mr. Gilbert asked the Lord President of the Council 
whether he would give the names of the international 
advisory committee appointed by the Council of the League 
of Nations to advise on the execution of the agreements in 
regard to the traffic in opium and other dangerous drugs, 
and also the names and qualifications of the three medical 
and technical experts appointed to assist the committee.— 
Mr. Balfour replied: The composition of the Advisory 
Committee on the Traffic in Opium is as follows 

Representatives of Governments.— Monsieur W. G. Van "Wetfcum, 
ex-Director of the Opium Traffic Service in Dutch Indies (Nether¬ 
lands); Sir Malcolm Delevingne, of Home Office (Great Britain); 
Monsieur Kahn, formerly B'rench Minister in Siam (France); Mr. 
J. Campbell, of India Office (India); His Excellency A. Ariyoshi, 
Japanese Minister at Berne (Japan); His Excellency Tang Tsai-Fou, 
Chinese Minister at Rome (China); His Excellency Prince Charoon, 
Siamese Minister at Paris (Siam); His Excellency Bartholomeu 
Ferreira, Portuguese Minister at Berne (Portugal). 

Assessors. —Sir John Jordan, formerly British Minister at Peking; 
Monsieur Brenier, French Delegate to the International Opium 
Conference at The Hague in 1912, and at present Director-General 
of the Services of the Chamber of Commerce at Marseilles; Mrs. 
Hamilton Wright, widow of Dr. Hamilton Wright, American 
Delegate to the International Opium Conference at The Hague. 

Sir J. D. Rees : When the Council of the League of Nations 
has received this advice, and, if it accepts the advice, will it 
then become binding upon anybody; and, if so, upon whom? 
—Mr. Balfour: What will happen if and when the advice 
is accepted will be a matter for the consideration of the 
Council. 

Arsenobenzol Treatment of Venereal Diseases. 

Mr. Robert Richardson asked the Minister of Health if 
he would grant a return of all the cases of death arising 
from ill-effects of the arsenobenzol treatment of venereal 
diseases which had been reported to his department since 
the commencement of the public treatment of these 
diseases; and if in future he would arrange for such 
particulars to be recorded in his annual report, or in that of 
his chief medical officer.—Sir Alfred Mono replied: Twenty- 
one deaths have been reported to my department as following 
the administration of arsenobenzol compounds in treatment 
centres of venereal diseases. Further inquiries show that 
in three of these cases death was not due to the administra¬ 
tion of the drug, and that in five other cases it was doubtful 
how far the drug had contributed to the fatal result. In the 
last complete year for which figures are available the number 
of deaths in which the administration of the drug may have 
been a contributing cause represents 1 in approximately 
every 4300 patients treated for syphilis, and 1 in approxi¬ 
mately 30,000 injections of these drugs. I will consider the 
suggestion in the last part of the question. 

Lock-up Medical Practices. 

Mr. Grattan Doyle asked the Minister of Health whether 
his attention had been drawn to the increasing numbers of 
what were known as lock-up medical practices, where panel 
medical practitioners saw panel patients at fixed hours only, 
as they (the doctors) only bad consulting-rooms there, while 
they resided it might be miles away, out of reach of a panel 
patient in an emergency; and whether, in view of the hard¬ 
ship thereby incurred by the patient, be would consider the 
taking of necessary action in this matter of urgent public 
interest.—Sir Alfred Mond replied: My attention has been 
drawn to one or two cases of the kind referred to in the 
question which are under investigation. If my honourable 
friend is aware of any case of the kind I should be obliged if 
he would furnish me with particulars, as the regulations 
make adequate provision for dealing with such cases. 

Public Health {Tuberculosis) Bill. 

The House considered the Lords Amendments to thq Public 
Health (Tuberculosis) Bill.—Sir Alfred Mond explained 
that the only amendment of any real substance was a new 
Glanse with respect to the institutional treatment of 
seamen. He was glad to say that they had come to a 
satisfactory arrangement which would be of great benefit to 
the seamen of this country in the future. The amendments 
were agreed to. 

Supplies of Petrol. 

Mr. Clough asked the Minister of Transport what supplies 
of petrol existed in this country ; and whether they were 
adequate for all the immediate needs of the country, assuming 
that due care in use was taken.—Sir P. Lloyd-Greame 
(Parliamentary Secretary to the Board of Trade) replied : 
The supplies of |>etrol in this country are at present unusually 
high. The answer to the second part of the question is in 
the affirmative. 


Protection of Women and Young Persons Bill . 

Mr. Wignall introduced a Bill “ to make further provision 
for the protection of women and of young persons of both 
sexes from sexual immorality, and from conduct akin 
thereto, or connected therewith, and with respect to prosti¬ 
tution and brothels, and to amend Sections 58 and 59 of the 
Children Act, 1908.” The measure was read a first time. 

Friday, May 13th. 

Inoculation Laboratories at Beckenham. 

Mr. Hood asked the Minister of Health whether he was 
aware that a private firm proposed to use Langley Court, 
Beckenham, as laboratories for the purpose of the cultiva¬ 
tion of germs and the inocnlation of horses and other 
animals in order to make diphtheria and other serum; 
whether over 60 animals had already been assembled on the 
premises for the purpose; whether these operations would 
constitute a danger to the inhabitants of the district; and 
what action he proposed to take in the matter.—Sir Alfred 
Mond replied: I am aware of this case. A local inquiry has 
been held by one of my inspectors and his report is now 
under my consideration. 

Bastardy Bill. 

The Bastardy Bill was read a second time and committed 
to a Standing Committee. 
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University of London, University College. — 
Three public lectures on the History of Chemistry in the 
Nineteenth Century will be delivered oy Sir William Tilden, 
F.R.8., in the Chemistry Theatre of the College, on Friday, 
Hay 27th, June 3rd and 10th, at 5 p.m. 

University of Manchester.— The following 
appointments have been made: Dr. Albert Ramsbottom 
as Professor of Clinical Medicine. Dr. Ramsbottom is 
physician to the Manchester Royal Infirmary and lecturer 
on clinical medicine in the Victoria University. Lecturer 
in Histology, Miss Ruth Fairbairn ; Assistant Lecturers in 
Physics, Mr. J. C. M. Brentano and Mr. H. Lowery. 

Royal College of Physicians of London.— 
An extraordinary Comitia of the Royal College of Physicians 
of London was held on May 12th, the President, Sir Norman 
Moore, occupying the chair, when the following gentlemen, 
elected to the Fellowship at the last meeting, were formally 
admitted as Fellows :**iDr. C. O. Hawthorne, Dr. C. H. 
Melland, Dr. J. G. Emanuel, Dr. A. E. Barnes, Dr. J. P. 
Hedley, Dr. J. A. Torrens, Dr. A. J. Clark, Dr. A. Foiling, 
Dr. R. H. Steen, Dr. C. M. Wilson, and Dr. G. E. S. Ward.— 
The Committee of Management reported having received 
from Sir Charles Ballance, the visitor appointed by the 
Royal Colleges to inspect the examinations, a full and 
interesting report on the examinations of the Egyptian 
Medical School and Hospital at Cairo, and on the teaching 
at the school and hospital. The Committee expressed the 
opinion that the examinations and course of education 
justified the Royal Colleges in continuing their recognition 
of the school. 

Royal Colleges of Physicians of London and 
8urgeons of England. —At a meeting of Comitia of the 
Royal College of Physicians on April 28th and of the Council 
of the Royal College of Surgeons on May 12th Diplomas in 
Public Health were conferred, conjointly, upon the following 
candidates:— 

G. J. Bowen, Middlesex; I. G. de Zilva, Madras'and Roy. Inst. 
Public Health: A. W. F. Edmunds, King’s College; J. J. 
Gasperine, St. Bart.’s and Roy. Inst. Public Health ; M. Gross, 
Westminster and Roy. InBt. Public Health; A. C. Hancock. 
Guy’s and Univ. Coll.: R. H. Liscombe. J. B. Low, and J. J. 
MacDonnell, Univ. Coll.; E. F. W. Mackenzie, ^Edinburgh 
and Royal Army Med. Coll.; Gladys M. Miall-Smith, Royal 
Free and Univ. Coll.; A. H. Patel, Bombay and Roy. Inst. 
Public Health; A. J. Patterson. Dublin and Haslar; G. H. 
Pearson, London and King's Coll.; A. L. H. Rackham, 
Middlesex; B. K. Ray, Calcutta and Univ. Coll.; A. C. Renwick, 
Edinburgh and King’s Coll.; P. C. Sen, Calcutta and King’s 
Coll.; R. J. L. Sladen, Univ. Coll.; M. Subramanyam, Bombay 
and King's Coll.; R. Swyer, Univ. Coll.; W. B. B. Taylor, 
London and Royal Army Med. Coll.; and H. J. Thomas, 
Univ. Coll. 

Royal College of Physicians of Edinburgh, 
Royal College of Surgeons of Edinburgh, and Royal 
Faculty of Physicians and Surgeons of Glasgow.— At 
recent examinations of the Board the following candidates 
completed the examination, and were admitted Diplomates 
in Public Health :— 

Thomas Pullar and Janet Bisland Higgins. 

The following candidates passed in Part I.:— 

Ellen D. Anderson, William Cunningham, Robert J. Peters, 
Andrew Davidson, Mary C. Walker, Marguerite Linck Sclanders, 
William H. Wallace, William D. MacKinnon, Edward M. E. 
Camming, Andrew M. Davidson, Campbell L. Miller, David 
Heard, David Fyfe, William McKendrick, Helena E. Barrett, 
Samuel J. Henderson, and John Frew. 

Society of Medical Officers of Health.— 
The annual provincial meeting of this Society will be held 
on Saturday, June 11th. Members will assemble at the 
house of the Society at 10.30 a.m. and proceed by motor 
coach to Hatfield House, which will be visited by invitation 
of Lord Salisbury. Afterwards the party will go on to 
Welwyn Garden City, where they will be entertained at 
luncheon by the President of the Society, Lieutenant- 
Colonel F. E. Fremantle, M.P. The afternoon will be 
spent in viewing the Welwyn housing and town-planning 
schemes until 4 p.m., when Mrs. Fremantle has invited 
members to tea at Bedwell Park. As it is necessary to make 
early arrangements for motor coaches, members who intend 
to be present should give prompt notice to the Executive 
Secretary, 1, Upper Montague-street, Russell-square, W.C. 1, 
stating if they will be accompanied by ladies. A remittance 
■of 10s. 6 d. for each motor coach ticket should be forwarded 
with the application. 


Medical Society of London.— On Monday, 
May 23rd, at 8 p.m., the annual general meeting will be held. 
At 9 p.m. the annual oration will be delivered by Lord 
Dawson, of Penn, K.C.V.O., on the Colon and Colitis. 

Medioo-Legal Society.— A meeting of this Society 
will be held at 11, Chandos-street, London, W., on Tuesday, 
May 24th, at 8.30 p.m., when a paper will be read by Mr. 
W. G. H. Cook on the Liability of the Insane in Respect of 
Civil Wrongs. 

London Hospital Medical College : Surgical 
Unit .—A special course of ten lectures on Advanced Surgery 
will be given on Tuesdays and Thursdays, at 4.15 p.m., in the 
Unit Lecture Theatre of the hospital, beginning on June 7th, 
when Mr. Russell Howard will give the first of two lectures 
on Diseases of the Breast. Subsequent lectures will be 
announced in our Medical Diary. Post-graduates and senior 
students are invited to attend. 

An International Congress on the History of 
Medicine will be held at Paris on July 5th, and will be pre¬ 
sided over by Professor E. Jeanselme and Professor W. 
Menetrier. There will be lectures, discussions, and excur¬ 
sions. All who possess documents or instruments of interest 
are invited to lend them to the organisers for temporary 
exhibition. 

Summer Post-Graduate Medical Courses.— 

University of Paris.—A. vacation post-graduate course will 
be held during July at the Clinique M^dicale de l’H6tel-Dieu 
under the auspices of the Faculty of Medicine. The course 
will deal with recent additions to our knowledge of clinical 
practice and the application of current laboratory methods 
of diagnosis. It will begin on Monday, July 4th, and will be 
under the direction of Professor (agr6g£) Maurice Villaret, 
with the collaboration of Mr. Herscher, Mr. E. Guilleminot, 
Mr. Lippmann, Mr. Jomier, Mr. Chabrol, Mr. Brin, Mr. 
Henri B^nard, Mr. Dufourmentel, Mr. F. Saint-Girons, Mr. 
Coury, Mr. Paul Descomps, Mr. Dumont, Mr. E. Deval, Mr. 
H. Dausset, Mr. L. Durey, Mr. Gerard, Mr. Lagarenne, and 
Mr. Comandon. A week’s trip to spas in the Pyrenees will 
be arranged, starting on Julv 9th, and the studies in Paris 
will be resumed on July 18th. Details and programme of 
this trip may be obtained from M. le Dr. Dausset, Clinique 
medicafe de l’Hdtel-Dieu, Paris. A certificate will be issued 
to those who have taken part in the course, for which the 
fee is Fr.150. 

St. Bartholomew's Hospital and College.—A course of 
instruction for qualified practitioners will be given during 
the summer vacation, beginning on Monday, July 18th, ana 
ending on Saturday, July 30th, with the object of affording 

{ iractitioners the opportunity of attending the practice of a 
arge metropolitan hospital and medical school for a short 
period, and of receiving systematic teaching from members 
of the hospital staff at a' time when ordinary lectures and 
classes are mainly in abeyance and comparatively few 
students are in attendance. By payment of a composi¬ 
tion fee of £8 8s., a practitioner will be entitled to attend, 
between the dates given above, any of the special classes, 
except clinical pathology and bacteriology, and the 
ordinary hospital practice, including wards, out-patients, 
special denartments, operations and post mortems. Practi* 
turners who are perpetual students of St. Bartholomew’s Hos¬ 
pital will be admitted to the post-graduate classes, except 
clinical pathology and bacteriology, on payment of a fee of 
£6 68. An extra fee of £2 2«. will be payable by any practi¬ 
tioner who attends the clasB in clinical pathology and 
bacteriology. Fees are due in advance, and cheques should 
be made payable to the Dean, Dr. T. W. Shore. 

Glasgow Post-Graduate Medical Association. — A compre¬ 
hensive course of instruction has been arranged for medical 
practitioners, extending from May till October, 1921. Most 
of the hospitals in Glasgow are taking part in the scheme, 
and the classes, as far as possible, have been arranged so 
that a practitioner who so desires may be enabled to occupy 
the greater part of each day attending classes. The classes 
are open to all qualified medical practitioners, and will be 
conducted independently of the undergraduate courses. A 
practitioner may enrol for one or several classes, and may 
attend for one or more months as desired. The classes are 
specially designed to suit the requirements of general 
practitioners, but in order to meet the needs of graduates 
and others who wish to obtain a closer acquaintance with 
hospital work arrangements have been made whereby a 
limited number may become attached to wards or out¬ 
patient departments, nominally as clinical assistants, for 
definite periods throughout the year. Intending students 
must enrol and pay their fees at the institutions in which 
the particular classes are held. Further information will 
be supplied on application to Dr. A. M. Kennedy, secretary, 
Post-Graduate Medical Association, University, Glasgow. 
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Royal Medical Benevolent Fund.— At the last 
meeting of the Committee, held on May 10th, 21 cases were 
considered, and £508 voted. The following is a summary of 
the cases relieved 

Daughter, aged 54, of M.R.C.S. Eng. who practised in Liverpool 
and died in 1872. Applicant had a stroke suddenly in April, 1920, 
which affected her left side, and was taken to Charing Cross 
Hospital, where she remained for four or five months; con¬ 
sidered incm-able was sent to a nursing home and the fees are 
being paid by three sisters whose incomes are extremely limited ; 
she also receives £8 15a. from an uncle. Prior to her illness 
applicant acted as a companion and also taught music, French, 
and German. Her sister, aged 53, also is suffering from paralysis 
and is in a nursing home, she also has applied for help from the 
Fund. Voted £18 in 12 instalments. 

Daughter, aged 73, of M.R.C.S. Eng. who practised in the 
R.A.M.C., and was also a Resident Medical Officer in London later, 
and died in 1891. Owing to a limited income and having to help 
towards the expenses of a bedridden brother in a nursing home 
applicant has asked the Fund to help her to supplement her Grice 
Annuity of £40 and the £4 she was paid for making fancy bags and 
painting little water-colour sketches. Since the war have had to 
pawn family things and have to pay a heavy rate of interest. Her 
sister applied to the Fund, and the Committee made her a grant of 
£10. Voted £10. 

Widow, aged 25, of M.R.C.S. Eng., 1914, who acted as locum, and 
in 1918 he was attached to the Russian Red Cross Society and died 
of typhus while working on a Red Cross train in 1920. Applicant 
managed to escape from Russia with her little son, aged 4, and 
arrived in England without means and is at present being supported 
by friends. She is very anxious to be self-supporting, and to this 
end has applied to the Fund for help and to advise in placing her 
son in a school. Voted £10. 

Widow, aged 55, of L.F.P.S.Glasg. who practised in Liverpool 
and was acting as surgeon on board when torpedoed and all were 
lost. Applicant receives a pension from the War Risk Association 
of £5 6s. 8 d. per month. Rent 11s. per week. Her youngest son, 
who is in the Merchant Service, is now unfortunately out of work, 
and applicant finds it difficult to support two on her small pension. 
Voted £10 in two instalments. 

Widow, aged 80, of L.R.C.S. Irel., L.R.C.P. Edin. who practised at 
Benfleet and died in 1918. Her sole income consists of £50 per 
annum derived from insurance. Applicant, asks for help to 
supplement this amount, as her rent is £10 and her board costs 
15s. per week. Voted £18 in 12 instalments and also £6. 

Widow, aged 55, of L.S.A. Lond. who acted as locum and died in 
1921. Owing to illness applicant’s late husband was helped by the 
Fund, and now his widow asks for help, as she has no settled 
income and lets two unfurnished rooms to help to pay her way. 
She receives from friends about £26 per annum and 7s. 6 d. for her 
rooms, and her rent is 17s. 6 d. Iper week. Voted £10 in two 
instalments. 

Subscriptions may be sent to the Hon. Treasurer, Sir 
Charters J. Symonds, K.B.E., C.B., F.R.C.S., at 11, Chandos- 
street. Cavendish-square, London, W.l. 

Scottish Consultative Council and the 
Medical Guild. —Our Scottish correspondent writes: 
Criticism of the scheme of medical service for Scotland, 
presented last January to the Scottish Board of Health by 
the Consultative Council on Medical and Allied Services, 
was, as your readers already know, widespread. The 
Medical Guild took the opportunity of obtaining the views 
of the medical profession in Scotland on certain specific 
points. Two questions were submitted in the form of a 
referendum. One of these asked for approval or otherwise 
of the attitude of the Guild expressed thus: “ Matters will 
be righted only when the State ceases to interfere with 
medical attendance on sick people other than those who 
belong to the necessitous classes, so long as the sick are not 
a danger to the community by reason of infectivity.” The 
other ran: Do you approve of the proposed extension of 
National Health Insurance (Recommendation 4) ? Replies 
favourable to the policy of the Guild required “ Yes ” for 
Question 1 and “ No ” for Question 2. The returns so far to 
hand number 1531, and are summarised by the Guild 
as follows: Of that number 1106, or approximately 83 per 
cent., voted “Yes” to Question 1 and “No” to Ques¬ 
tion 2; 166, or approximately 12$ per cent., answered both 

uestions in the negative; the remaining 61, less than 

per cent., voted “No” for Question 1 and “Yes” for 
Question 2, and thus this small minority only were in 
favour of the recommendations of the Consultative Council. 
The large majority, 1270—i.e., 1105 plus 165, over 96 per cent, 
of the total vote, w ere therefore opposed to further extension 
of the National Health Insurance Act, which is made the 
basis of the Consultative Council’s scheme. In many cases 
replies were accompanied by emphatic protests against the 
nationalisation of tne practice of medicine, notably from 
men who have had ample experience of work under a State 
medical service similar in outline to the scheme proposed by 
the Consultative Council. The statement of the Guild 
concludes: “It is difficult to give an accurate statement of 
the number of men at present serving under the National 
Insurance Act who voted with the above large majority, but 
the returns received from certain working-class districts 
prove that the proportion was large. The result of this 
referendum demonstrates that a large section of the pro¬ 
profession in Scotland is opposed to the provision for medical 
services recommended in the Interim Report, including the 
extension of the National Health Insurance Act.” 


London Dermatological Society.—A meeting 
of this Society will be held at 4.30 p.m. on Tuesday, May 24th, 
at St. John’s Hospital, 49, Leicester-square, London, W.C., 
when clinical cases will be shown. 

Medico-Psychological association of Great 
Britain and Ireland.— The next quarterly meeting will 
take place on Tuesday, June 7th, at the Maudsley Hospital, 
Denmark Hill, S.E., under the presidency of Dr. W. F. 
Menzies, at 3 p.m. Sir Frederick Mott will deliver the 
second Maudsley Lecture at 4!30 p.m. 

Ophthalmology in Relation to Occupation.— 

A course of extension lectures on Ophthalmology in Relation 
to Trades and Occupations has been arranged in connexion 
with the Post-Oradnate School of the Royal London 
(Moorflekls) Ophthalmic Hospital to be given at the Royal 
Society of Medicine at 5.30 p.m. Monday, Tuesday, and 
Wednesday, May 23rd to 25th, Illumination, by Mr. 
J. Herbert Parsons, F.R.S.; Thursday, May 26th, Practical 
Illumination, by Mr. L. Oaster, secretary of the Illuminating 
Engineering Society: Monday, May 30th, Miners’ Nystagmus, 
by Dr. Lister Llewellyn: Tuesday, May 31st, Injuries due to 
Penetrating Foreign Bodies, bv Mr. Charles Goulden, 
F.R.C.S. 

At this year’s annual dinner of the Leeds 
Caledonian Society, Dr. Wardrop Griffith, the President, in 
the name of the Society, handed to the treasurer of the 
infirmary a cheque for £1200 and held out hopes of the sum 
being increased to £1500. This would enable three cots to 
be endowed in the name of the Society in the new depart¬ 
ment of the infirmary. It is hoped that this example may 
be followed by others. 

Care of Sick Children in Leeds.—F rom time 
to time philanthropic persons in Leeds make their voioes 
heard in the plaint that there is “ no hospital for children.” 
There is now no separate building called a Children’s 
Hospital, but Leeds has a Children’s Hospital within the 
walls of the General Infirmary. In connexion with the 
increase in the number of beds, which has been secured by 
the completion of the King Edward Memorial Extension, 
the board of this infirmary has had under consideration plans 
for increasing the accommodation for children and for the 
segregation of young patients in one department. Wards 6,8, 
and 10, all of which are on the level of and communicate 
directly with the North Terrace, are to be allotted to the 
children’s department. They are to be connected by bridges at 
their further end so as to ensure the safety of the children in 
the event of fire, as well as to provide open-air accommodation 
for patients. Certain alterations and extensions on the 
terrace will provide a semi-open-air ward with aocommoda 
tion possibly for 20 patients. It is hoped that in the near 
future there will be about 120 cots in all. Of the three wards 
one is to be allotted to medical cases, one to surgical cases, 
and the third is to have 19 surgical, 8 ophthalmic, and 
6 aural cases; the allocation of the 20 beds on the terrace 
has not as yet been considered. It is apparently the belief 
in well-informed medical circles in Leeds that the best 
way to improve the accommodation for ohildren under 
prevailing conditions is not to try to create a separate 
institution, but to extend and improve the accommodation 
at the central institution, and at the same time to 
increase the already existing accommodation at the 
semi-convalescent hospitals. Provision must be made 
for the prolonged treatment both of surgical cases 
and of certain forms of medical tuberculosis. A source 
of strength to the Leeds Medical School and to Its 
charitable . institutions is the prevailing system of 
centralisation; and in the best interests of the public, 
the patients, and the medical school alike it is to be 
hoped that this will be maintained. A new develop¬ 
ment in the children’s department from which good 
results may ensue is the rearrangement of the alloca¬ 
tion of beds. For some time there has been an out¬ 
patient department for the nutritional diseases of children 
under the age of three years, controlled by one of the 
assistant physicians, but all children admitted to the wards 
have come under the charge of one of the full staff. In 
the future a member of the assistant staff will have two 
out-patient days, one for the nutritional diseases of 
young children and the other for children suffering from 
medical ailments. To him are allotted all the bed- 
allocated to the nutritional diseases of children, and 
one-fourth of the remaining medioal children’s beds, 
while the remaining three-fourths of the medical children’s 
beds are divided between the three members of the 
full staff. This dej>artment of the infirmary has been 
linked up under Dr. C. W. Yining’s direction with one 
of the centres of the babies’ welcome organisation, and 
thus students are getting valuable experience in a branch 
of practical study not as yet on the curriculum of mot 
medical schools. 
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SOCIETIES. 

ROYAL SOCIETY OF MEDICINE, 1, Wimpole-street, W. 
Tuesday, May 31st. 

GENERAL MEETING OF FELLOWS: at 5 p.m. 

Ballot for Election to the Fellowship. (Names already circulated.) 

MEETINGS OF SE0TI0N8. 

Monday, May 23rd. 

SECTION OF ODONTOLOGY: at 8 p.m. 

Annual General Meeting—Election of Officers and Council. 
Casual Communication: Mr. J. Howard (Mummery and Mr. G. J. 

Harborow: A Composite Odontome. 

Paper: Mr. A. T. Pitts: The Prophjiactic Extraction of the 
Third Molars. 

Tuesday, May 24th. 

SECTION OF MEDICINE : at 5.30 p.m. 

Annual Genera^ Meeting.—Election of Officers and Council. 
Discussion: On “Artificial Pneumothorax.to be opened by 
Dr. Clive Riviere. The following will also take part:— 
Dr. 8. Vere Pearson, Dr. Neville Cox. Dr. Donald Hall. Dr. 
Jane Walker, and Dr. C. S. Burrell. 

Will other Members wishing to speak kindly communicate 
with Dr. E. P. Poulton, The Downs, Woldingham, Surrey. 

Thursday, May 26th. 

SECTION OF UROLOGY. 

3.30 p.m., at St. Thomas's Hopital: Operations by Mr. Cyril Nitch. 

8.30 p.m., at 1, Wimpole-street, W. 

Annual General Meeting—Election of Officers and Council. 
Paper: Mr. V. Zachary Cope: Genito-urinary Symptoms in 
Acute Appendicitis. 

Demonstration: Mr. Swift Joly: Demonstration of a New 
Operating Cystoscope. 

Friday, May 27th. 

SECTION OF STUDY OF DISEASE IN CHILDREN: at 5 p.m. 
(Cases at 4.30 p.m.) 

Annual General Meeting—Election of Officers and Council. 
Cases will be shown. 

Communication: Dr. Hugh Thursfleld: The Diagnosis of a 
Case of Renal Calculus in a Child. 

SECTION OF EPIDEMIOLOGY AND STATE MEDICINE: at 
8.30 p.m. 

Annual General Meeting—Election of Officers and Council. 
Papers: Dr. R. J. Reece: Some Observations on the Occurrence 
of Cow-pox and Human Cases in connexion therewith. 

Dr. F. R. Blaxall: Some Notes on the Preparation of Vaccine 
Lymph at the Government Lymph Laboratory. 


MEDICAL SOCIETY OF LONDON, 11, Chandos-street, Cavendish- 
square. W. 

Monday, May 23rd.—8 p.m., Annual General Meeting—Election 
of Officers and Council for 1921-1922 . 9 p.m.. Annual Oration :— 
Lord Dawson of Penn : The Colon and Colitis. Followed 
by a Conversazione. 

MEDICO-LEGAL SOCIETY, 11, Chandos-street, Cavendish- 
square, W\ 

Tuesday, May 24th.—8.30 p.m., Paper:—Dr. W. G. H. Cook: The 
Liability of the Insane in Respect of Civil Wrongs. 


LECTURES, ADDRESSES, DEMONSTRATIONS, Ac. 

NATIONAL HOSPITAL FOR THE PARALYSED AND 
EPILEPTIC. Queen-square, W.C. 1. 

MEDICAL SCHOOL. 

Monday, May 23rd.—2 p.m., Out-patient Clinic: Dr. Hinds 
Howell. 3.30 p.m., Lecture :—Dr. A. Turner: Neuroses. 
Tuesday, May 24th.—2 p.m., Out-patient Clinic: Dr. Grainger 
Stewart. 3.30 p.m.. Dr. J. Taylor (Lecture Room): Demon¬ 
stration of Cases. 

Thursday, May 26th.— 2 p.m., Out-patient Clinic: Dr. Farquhar 
Buzzard. 3.30 p.m.. Lecture :—Mr. Scott : Investigation of 
Cases of Vertigo. (II.) 

Friday. May 27th.—2 p.m.. Out-patient Clinic: Dr. Gordon 
Holmes. 3.30 p.m., Lecture :—Dr. Grainger Stewart: Sciatic 

er Neurological ophthalmology. 

Wednesday, May 25th.—3.30 p.m., Mr. Leslie Paton: Ocular 

Fee for Post-Graduate Course £1 7s. C. M. Hinds Howell, Dean. 

LONDON HOSPITAL MEDICAL COLLEGE (University of 
London), Turner-street, Milo End, E. 

Courses of Lectures :— 

A Course of Fourteen Lectures on Psycho-Neuroses, to bo given 
by Dr. M. Culpin in the Clinical Theatre of the Hospital. Open 
to Students of the Hospital and to Members of the Profession. 
Tuesday, May 24th.—5.15 p.m.. Lecture VII.:— Dreams. 
Friday.— 5.15 p.m.. Lecture VIII.:—Symptomatology. 

Advanced Lecturos in Physiology, to Students of the University 
and to others interested in the subject. 

A Course of Eight Lectures on Reception of Sensory Stimuli, to 
be given by Prof. H. E. Roaf in the Physiology Theatre. 
Thursday.— 4.30 p.m.. Lecture III. 

ST. BARTHOLOMEW’S HOSPITAL (University of London), 
West Smithfield, E.C. 

A Course of Eight Advanced Lectures in Physiology, to be given 
in the Physiological Laboratory, to Students of the University 
and others interested in the subject. 

Tuesday. May24th.— 4.30p.m., Lecture IV.:—Prof. W. M. Bayliss: 
The Reaction of the Blood. 


WEST LONDON POST-GRADUATE COLLEGE, West London 
Hospital, Hammersmith, W. 

Monday, May 23rd.—2 p.m.. Dr. Simson: Diseases of Women. 
Dr. S. Pinchin: Medical Out-patients. Dr. Morton: X Ray 
Department. 5 p.m.. Lecture:—Dr. A. Saunders: Gastric 
Disorders in Infants. 

Tuesday.— 10a.m.,M r. Steadman: Dental Department. 12 noon, 
Mr. T. Gray: Demonstration of Fractures. 2 p.m., Dr. 
Burnford: Medical Out-patients. Dr. Pernet: Skin Depart¬ 
ment. 2.30 p.m., Mr. Addison: Visit to Surgical Wards. 

5 p.m.. Lecture:—Mr. B. Harman: Blind and Partly Blind 
Children. 

Wednesday— 10 a.m., Mr. MacDonald: Genito-Urinary Depart¬ 
ment. 12 noon. Mr. Sinclair: Surgical Diseases of the 
Abdomen. 2 p.m., Mr. Gibb: Eye Department. 2.30 p.m., 
Mr. D. Armour: Demonstration of Cases (Surgical Wards). 

5 p.m., Lecture :—Dr. G. Stewart: Cranial Nerve Palsies. 

Thursday.— 10.30 a.m., Dr. Simson : Gynaecological Demonstra¬ 
tion. 2 p.m.. Mr. B. Harman : Eye Department. Mr. Baldwin 
Orthopaedic Department. 5 p.m., Special Lecture-Demon¬ 
stration :—Dr. L. S. Burrell: Artificial Pneumothorax (open 
to all medical practitioners). 

Friday.— 10 a.m.. Dr. Robinson : Gynaecological Operations and 
Visit to Wards. 11 a.m.. Dr. McDougal: Electrical Depart¬ 
ment. 12.15 p.m.. Dr. Burnford: Applied Pathology. 2 p.m.. 
Mr. Banks Davis: Diseases of the Throat, Nose, and Ear. 

2.30 p.m., Dr. Pritchard: Visit to Medical Wards. 5 p.m.. 
Lecture:—Sir R. Armstrong-Jones : The Common Forms of 
Mental Disease. 

Saturday.— 9 a.m.. Dr. Burnford: Bacterial Therapy Depart¬ 
ment. 10 a.m., Dr. A. Saunders: Medical Diseases of 
Children. 2 p.m., Dr. Owen: Medical Out-patients. Mr. 
Sinclair: Surgical Out-patients. 

Daily:—10 a.m. Visit of Post-graduates to Wards. 2 p.m., 
In-patient, Out-patient Clinics and Operations. 

LONDON (ROYAL FREE HOSPITAL) SCHOOL OF MEDICINE 
FOR WOMEN (University of London), Hunter-street, W.C. 
Post-Graduate Course of Instruction in Treatment of Venereal 
Diseases. 

A Course arranged by the London (Royal Free Hospital) School 
of Medicine for Women, the Royal Free Hospital, the Elizabeth 
Garrett Anderson Hospital and the London Lock Hospital, for 
the instruction of qualified medical women in the Treatment 
of Venereal Diseases. The Course will extend over two weeks. 

Monday, May 23rd.—2.30 p.m.. Miss M. Basden: Visit to 
Maternity Wards and Labour Department (at the London 
Lock Hospital, Harrow-road). 5 p.m., Mrs. Rorke, M.B.: Oat- 
patient Cliniques for Women and Children (at the Royal Free 
Hospital. Gray’s Inn-road). 

Tuesday.— 9.30 a.m., Injections (at the London Lock Hospital. 
283, Harrow-road). 2 p.m., Mr. C.Gibbs: Clinical Domonstra 
tion and Visit to Wards (at the Female Lock Hospital. 
Harrow-road). 6.30 p.m., Dr. Ruth Balrner: Out-patient 
Cliniques for Women and Children (at the Elizabeth Garrett 
Anderson Hospital, 144, Euston-road, N.W.) 

Wednesday.— 11 a.m., Dr. D. Thomson: Pathological Lecture 
and Demonstration (at the London Lock Hospital, 91, Dean- 
street. W.) 3.30p.m., Mr. J. E. Lane: Clinical Demonstration 
by and Visit to Wards and Out-patient Department (at the 
London Lock Hospital, Harrow-road). 

Thursday.—2 p.m., Mr. J. E. R. McDonagh: Clinical Demon¬ 
stration by and Visit to Wards (at the London Lock Hos¬ 
pital, Harrow-road). 5 p.m., Mrs. Rorke, M.B.: Injections 
(at the Royal Free Hospital, Gray’s Inn-road). 

Friday.— 10 a.m., Mrs. Rorke, M.B.: Treatment Ante-natal 
Cases (at the Royal Free Hospital). 5 p.m., Mr. J. J. 
Abraham: Clinical Demonstration, Injections, and Out¬ 
patient Clinique for Women and Children (at the London 
Lock Hospital, 91, Dean-street, W.). 6.30 p.m., Dr. Ruth 
Balrner: Out-patient Cliniques for Women and Children 
(at the Elizabeth Garrett Anderson Hospital). 

Saturday.— 9.15 a.m.. Dr. Ruth Balrner: Injections (at the 
Elizabeth Garrett Anderson Hospital). 1 

QUEEN S HOSPITAL FOR CHILDREN, Hackney road, E 
A Course of Post-Graduate Clinical Lectures and Demonstrations 
in the Board Room of the Hospital, free to Medical Practi¬ 
tioners and Students of Medicine. 

Monday, May 23rd.—4 p.m., Mr. M. Ylasto : Tonsils and Adenoids 
in Children. 

Tuesday.—4 p.m., Mr. A. H. Todd: Common Disabilities of 
the Lower Limbs (other than Paralytic) in Children (I.). 

Wednesday.— 4 p.m., Dr. G. Bourne: Treatment of Heart 
Disease in Children. 

Thursday.— 12 noon, Mr. V. Nesfleld: The Treatment of 
Corneal Opacities by Sub-conjunctival Injections of Phe- 
nolaine Solution. 

TAVISTOCK CLINIC FOR FUNCTIONAL NERVE CASES, 
51, Tavistock-square. W.C. 

A Course of Ten. Lectures on Elementary Psychotherapy, to be 
given by Dr. H. C. Miller, at the Kingsway Hall. Kingsway, W.C. 

Friday, May 27th.—5.15 p.m.. Lecture IV.- The Unconscious 
Motive ; The Centre of Analytical Psychology. 

INSTITUTE OF PATHOLOGY AND RESEARCH. St. Marys 
Hospital, in the Lecture-room of the Bacteriological Department. 
A Course of Lectures on Pathological Research in its Relation to 
Medicine, open to all Members of the Profession aud Students 

Thursday, May 26th.—4.30 p.m., Dr. J. A. Murray: Aims and 
Progress of the Experimental Study of Cancer. 

MANCHESTER ROYAL INFIRMARY POST-GRADUATE CLINIC 

Tuesday, May 24th.—4.30 p.m.. Lecture:—Mr. Smith: Diagnosis 
of Rectal Conditions. 

MANCHESTER FRENCH HOSPITAL POST-GRADUATE LEC¬ 
TURES, 24, Acomb-street, Whitworth Park. 

Special Course of Lectures in Gynaecology. 

Wednesday, May 25th.—11 a.m.. Demonstration Operations. 

Thursday.— 4.30 p.m., Lecture VII.:—Dr. A. C. Magi&n: Vulvo¬ 
vaginitis. 
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use afterwards. Of these a mixture of sodium fluoride and 
pyrethrum powder (in a proportion of 3 to 1) has been found 
very satisfactory and is harmless to pet animals. Powdered 
borax, sweetened or mixed with pyrethrum powder, and 
the well-known remedy of a mixture of one part of plaster- 
of-Paris with two parts of sugar, are also efficacious. 
Phosphorus paste is useful, but dangerous to other animals. 
Traps are to be bought or are easily made; stale beer and 
peeled bananas make the best bait. Sulphur dioxide, 
generated by burning brimstone, is the most efficient 
and least dangerous gas for fumigation; carbon bisulphide 
is useful, but very easily ignited, even from a distance. In 
places where heat can be applied a temperature of 130° F. 
can be relied upon to give good results, if maintained long 
enough to penetrate the lairs of the insects. 

BLIND GARDENERS. 

The inaugural meeting of the Guild of Blind Gardeners is 
to be held on May 26th at the National Library for the Blind, 
18, Tufton-street, Westminster, S.W. A suggestion to train 
the blind for land work was brought before the Ophthalmo- 
logical Congress at Oxford in July, 1919; the committee 
appointed by the Council of the Congress has endorsed the 
draft scheme drawn up bv Mrs. Adolphus Duncombe for the 
establishment of a school of gardening and farming for the 
blind, to which school ophthalmic surgeons can recommend 
their patients to go for necessary training. The object of the 
Guild is to encourage the blind to take up gardening as a 
healthy and interesting occupation, either as a means of 
earning a livelihood or in addition to any sedentary work in 
which they may already be engaged. The funds will be for the 
advancement of this object; it is hoped to raise sufficient to 
offer a scholarship to a man or woman who attains to a 
certain standard of knowledge in cultivation and manipula¬ 
tion of plants. At present no works on gardening exist in 
Braile; the National Library for the Blind is now engaged 
in the preparation of suitable books and pamphlets to assist 
blind students in their technical education. 

Given the taste and aptitude for gardening it is hard to 
conceive a happier occupation for those handicapped by 
loss of sight. It is quite clear that the material benefit to 
be gained cannot be great; the blind man must work slowly, 
and State or philanthropic aid must be invoked to protect 
him from the necessity of competing in the market for his 
living. But the physical benefit of such work may be very 
great, and its psychological value to the individual, its 
opportunities for self-expression and intellectual develop¬ 
ment, will be enormous. 

GOATS’ MILK. 

I>’ the Year Book for 1921, issued by the British Goat 
Society, Mr. F. ,J. Lloyd, F.I.C., F.C.S., has an informing 
paper on goats’ milk, in which he marshals some of the 
main facts already known about it, and calls attention to 
various related points on which further research is desirable. 
It is pointed out that any attempt to appraise the milk of 
an animal must obviously take cognizance of quantity as 
well as of quality, and in both these respects the goat varies a 
ood deal, the quantity yielded ranging from 1 to 101b. a 
ay, with 5 lb. as a fair average, the quality, especially as 
regards the fat content, varying quite as widely. The 
figures given for the 1920 Dairy Show indicate a fat 
variation from 217 to 9*53 per cent., the average being under 
5 per cent.; and although this marks a distinct advance on 
the results obtained in previous years the author is 
emphatically of the opinion that there is still room for 
improvement, and that the first desideratum is to obtain a 
more uniform standard in the produce of the goat. The 
suggestion is made that the fluctuations in quality observed 
depend not so much on the exceptional circumstances, which 
are often the causes of an abnormal milk yield in cows, as upon 
the fact that there are probably a far greater number of goats 
which naturally yield milk of poor quality than owners and 
breeders of goats realise. The remedy both for deficient 
quality and quantity is therefore careful selective breeding, 
with the elimination of animals yielding milk of an inferior 
quality, rather than an attempt at improvement by means of 
drugs or special feeding. Mr. Lloyd believes, however, 
that the amount of casein, and probably of albumin also, in 
goats’ milk—both of which constituents are present in much 
greater amount than in cows’ milk—depends on the presence 
of lime in the food ; in this respect his conclusions coincide 
with those of Fingerling, who found that in goats fed on 
a diet deficient in calcium and phosphorus a fall occurred 
both in the amount of constituents and of the total milk 
secreted ; both of these returned to the normal on restoring 
the calcium and phosphates to the diet. One point raised 
upon which further information is desirable, and could 
easily be obtained, is whether or not the fat content of 
goats’ milk diminishes with prolonged milking, as one 
investigator has stated to be the case. Other points 
requiring elucidation are the degree of relationship, if any, 
between the phosphoric acid and the casein present, as well 
as between the calcium and the casein. 


With regard to the question of tuberculous infection in 
goats, the general opinion seems to be that the disease, if it 
occurs at all in this animal, is relatively rare ; and Mr. Lloyd 
suggests that this comparative immunity may be due to tne 
presence in the goat of an antitoxin to tuberculosis, seeing 
in this a rational basis for the old and widespread belief in 
the efficacy of goats’ milk as a food for tuberculous patients. 
There exists undoubtedly a field for useful research in this 
direction, as also for the determination, quantitatively and 
qualitatively, of the vitamin content. Mr. Lloyd remarks 
truly that until recently chemical analysis has possibly 
concerned itself overmuch with the gross constituents of 
food materials at the expense of those substances to which, 
in spite of the minute quantities in which they are present, 
the main virtue of those food materials may be due. 

APPROVED SALVARSAN SUBSTITUTES. 

Local authorities are authorised to supply, free of charge 
to medical practitioners, only those substitutes for salvarsan 
and neo-salvarsan which have received the approval of the 
Ministry of Health. In the most recent list (Circular 166) 
the approved drugs are given as follows:— 

Arsenobillon (May and Baker) in doses of 0’l-0'6 g. (costing lx. 
to 5.0. Novarsenobillon (May and Baker* in doseB of 015-09 g. 
(costing 9d. to 4,s. 6<J.). 

Diarsenol (Allen and Hanbnrys) in doses of 0*1-3 g. (costing lx. to 
220. Neodiarsenol (Allen and Hanburys) in doses of 015-4*5 g. 
(costing 9 d. to 210. 

Galyl (Anglo-French Drug Company) in doses of 0*1-04 g., dilute 
(costing 2s. to 5s. 6rf.) or concentrated for intramuscular 
use (costing 2s. 6 d. to 6s.). 

Kharsivan (Burroughs, Wellcome) in doses of 0'l-0’6 «. (costing 
Is. to 5s.). Ncokharsivan (Burroughs, Wellcome) in doses of 
0*15-0*9 g. (costing 9 d. to 4s. 6d.). 

Salvarsan (Evans. Sons, Lcseller, and Webb) in doses of 0*1*3 g. 
(costing Is. to 25#.). 

The grant in aid of expenditure incurred by local 
authorities in the purchase of these drugs is based on tbe 
prices specified. 

THE VALUE OF ALLOTMENTS: THE KING’S LEAD. 

In The Lancet of Feb. 15th, 1919, we expressed the hope 
that allotments, which the war had made a national 
necessity, should remain a permanent feature of English 
life. Social unrest, with a consequent lowering of pro* 
ductive efficiency, as well as the vagaries of the weather 
(the late frosts have damaged the potato crops in various 
parts of the country), still enforce the need for encouraging 
allotment culture, and it is in keeping with His Majesty’s 
interest in the welfare of his subjects that he should 
recognise this need. After the armistice the residents of 
Hampton Wick and Teddington had their allotments in 
Bushy Park taken from them. They appealed to the Master 
of the Horse for the King’s permission to use one of the 
paddocks in tbe park for the cultivation of vegetables, and their 
request has been granted. The benefits of allotments to the 
community are of far-reaohing good from whatever point of 
view they may be regarded—economical, physical, mental, 
or moral. From the health point of view, with which we 
are mainly concerned, there can be no doubt that fresh 
vigour has been given to the town dweller, who not only 
finds healthy recreation in cultivating his plot after the 
sedentary occupations of the day, but finds also in digging 
the necessary physical exercise which otherwise he probablv 
would not obtain. The incentive to early rising, the enforced 
intake of fresh air, and the change of mental attitude are 
other factors in the management of an allotment which 
must conduce to health. 

DATE OF THE INTRODUCTION OF ANAESTHESIA. 

In a recent letter to the ,Journal of the American Medical 
Association the veteran Prof. W. W. Keen, of Philadelphia, 
pointed out that the article Anaesthesia in the “Encyclo- 
paBdia Britannica ” is incomplete as regards details given of 
the introduction of the process. He quotes the “Ether 
Day” address given by Professor W T . H. Welch, of Johns 
Hopkins University, on Oct. 16th, 1908, to show that it was 
the operation (dissecting out of a tumour from the neck of 
one Gilbert Abbott) performed under surgical anaesthesia by 
Dr. John C. Warren at the Massachusetts General Hospital 
on Oct. 16th, 1846, in the presence of the Harvard medical 
students and of a number of distinguished medical men, 
which first demonstrated to the world at large the valne 
of the method. The “Encyclopaedia Britannica” gives 
Sept. 30th of the same year'as the date of introduction; 
on that day Dr. W.T. G. Morton, a dentist of Boston, used 
ether to induce general anaesthesia for the purpose of 
extracting a tooth. This operation was done in private in 
Dr. Morton’s office, and Dr. Morton himself is quoted 1 as 
referring to Warren’s operation in these words: “This I 
consider to be the first demonstration of this new fact in 
science.” 

1 Trials of a Public Benefactor, by Dr. Nathan P. Rice, New 
York. 1859, p. 63. 
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ASTHMA. 

Delivered before the Chichester and Worthing Division 
of the British Medical Association on Feb. 16th , 1921 , 

By ARTHUR F. HURST, M.A., M.D. Oxon., 
F.R.C.P. Lond., 

PHYSICIAN AND NEUROLOGIST TO GUY’S HOSPITAL. 


Like Sir John Floyer, who published the first book 
£ in the English language on asthma in 1698, 1 myself 
j suffer from asthma, so I have the advantage, which 
few writers on the subject possess, of 27 years of 
observation on my own corpus vile. The subject is 
one of special interest at present, as recent research 
in England, America, and France, has led to the 
explanation of many problems connected with 
asthma which had previously been obscure. 

1 Definition. 

I would define asthma as the reaction of an over- 
excitahle bronchial centre to blood-borne irritants 
, and to peripheral and psychical stimuli. One part 
of the vagal nucleus in the medulla controls the 
a activity of the bronchi. Normally it is in a certain 
' degree of tonic activity. When over-active the 
broncho-motor fibres of the vagus cause the bron- 
;■ chioles to contract and the broncho-secretory fibres 
s cause the secretion of bronchial mucus to be excessive, 
i This general over-activity is associated with con- 
13 gestion of the bronchial mucous membrane, analogous 
. to what occurs in all other organs when in a condition 
of functional activity. The engorged mucous mem- 
brane adds to the bronchial obstruction caused by 
1 the spasm of the circular muscle fibres, aqd conse- 

■ quently the mucus cannot be easily expelled. It is 
J retained so long that it undergoes a process of 
a coagulation, similar to the change which occurs in the 
« formation of fibrin from fibrinogen, this being due to 
: the activity of a ferment, mucinase, which is present 
f in the bronchial mucous membrane. As the coagu¬ 
lated mucous casts of the bronchioles are slowly 

. expelled along the spiral bronchi they assume the 
i. characteristic features of the spiral mucous filaments 
« described by Curschmann, of Leipzig, in 1883. An 
: exactly similar process occurs in the bowel in muco- 
membranous colitis ; mucus is secreted in excess, 
and owing to the associated spasm it is retained 
abnormally long, so that there is time for the charac- 
; teristic membrane to form as a result of the action 
y of the mucinase of the intestinal mucous membrane 

Asthma and Anaphylaxis. 

i Our knowledge of the blood-borne irritants of the 
; bronchial centre is of recent origin, and my own 
r» interest in the subject was stimulated by a. visit to 
America in the summer of 1919. Much important 
work on the subject has been carried out by Freeman, 1 
of St. Mary’s, and Walker, 2 of Harvard, work which 
~ has thrown light on the hitherto inexplicable in- 
0 dividual variations in the aetiology of asthma.* The 
; irritant is generally, but not always, a protein to 
i which the individual is abnormally sensitive. The 
3 nature of these toxic idiopathies, as they have been 

■ called by Freeman, is obscure, but they present many 
analogies to experimental anaphylaxis, and it 
appears probable that they are really examples of 

l anaphylaxis occurring in man owing to inherited or 
acquired sensitiveness to certain proteins. In 
guinea-pigs bronchial spasm is one of the charac- 
» teristic phenomena of anaphylaxis. Whether a man 
j who is sensitive to a certain protein will be unaffected 

* Frank Coke's important investigations on the subject were 
Published some weeks after the delivery of this lecture. Brit. 
Med. Jour., March 12th, 1921. 
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by exposure to a moderate dose of it, or whether he 
will develop asthma, an urticarial or eczematous 
rash, or an acute gastro-intestinal attack, depends 
upon whether he has an irritable bronchial centre,, 
an irritable skin, or an irritable digestive tract. 

Walker found that in 52 per cent, of 400 cases of 
asthma the patient was specifically sensitive to one 
or more of his available proteins, as shown by the 
cutaneous tests, and that desensitisation generally 
prevented the development of asthma, whereas 
subcutaneous injection of the specific protein produced 
an attack of asthma. I believe that a still larger 
proportion of patients would give a positive reaction if 
they were tested whilst actually asthmatic, as the 
degree of sensibility varies with the state of the 
patient’s general health, and he may fail to react 
to proteins during a period of freedom from attacks, 
although the same proteins may produce well- 
marked reactions during an asthmatic period. 

The protein may gain access to the body by 
inhalation in the case of pollen, emanations from the 
hair and skin of animals, and the dust of cereal 
grains ; it is ingested in the case of a great variety of 
foods ; and, lastly, the protein may be derived from 
bacteria which have formed a focus of infection in 
the bronchi or less frequently the tonsils, nose, 
teeth, or intestines. The anaphylactic factor is most 
common in cases beginning in early life; thus 
80 per cent, of those beginning in the first 2 years 
of life, 65 per cent, from 2 to 15, 50 per cent, from 15 
to 36, 25 per cent, from 35 to 50, and none beginning 
after 50 were of this type (Walker). The special 
liability in children is most marked with food pro¬ 
teins, and next with animal proteins ; the liability to 
bacterial proteins is equally distributed whatever 
is the age of onset up to 40. 

Food . 

Goodale* in 1916 showed that extracts of wheat 
foods gave positive skin reactions in asthmatics 
who had attacks of asthma when they ate bread. 
Walker has more recently investigated the question 
in connexion with a great variety of foods. In 
68 out of his 400 cases the patient was sensitive to 
food protein. In more than half of them (35) the 
protein was derived from cereals, in most instances 
wheat (25), but occasionally maize (6), rice (3), 
rye (2), barley or oats, and sometimes from several 
sources in the same individual. Maize, oat, rye, 
and barley rarely caused symptoms before the war, 
as until the introduction of war bread few people 
ate enough of them to have any effect. Wodehouse 
has shown that different individuals are sensitive to 
different wheat proteins. In most cases the natural 
proteose of wheat is the most active and differs from 
the proteose produced artificially from the gluten of 
wheat. Heating, except to very high temperatures, 
does not affect the anaphylactogenic properties of 
wheat proteins. 

Next to cereals come eggs among the foods which 
may cause asthma, and then potato, casein, and 
fish, especially lobster, oyster, salmon, mackerel, 
cod, and haddock. The proteins of beef, chicken, 
and other forms of meat, spinach and other vege¬ 
tables, strawberries and other fruit are occasionally 
active, but generally in association with other food 
proteins. There are, indeed, few if any foods to which 
some individuals are not sensitive. 

Only a small proportion of patients discover for 
themselves that the particular article of diet to which 
they are shown to be sensitive by the skin reaction 
gives them asthma, and in some cases eczema and 
urticaria as well. They have sometimes, however, 
a distaste for the food to which they are sensitive, 
especially in the case of eggs. 

Pollen . 

Freeman has found as the result of the long series 
of investigations on hay fever he has carried out 
during the last ten years that, although a patient 
suffering from hay fever or hay asthma may be 
Y 
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shown experimentally to be sensitive to a variety of 
pollens, grass pollen is the only one of any importance 
m England. It is always present in the air during the 
grass-flowering season, from the middle of May to the 
beginning of August, except when recent rain has 
washed it away. It alone of English pollens is 
produced in sufficient amount, is sufficiently easily 
disseminated by light wind, and is capable of pro¬ 
ducing a strong reaction. Daisy pollen, for example, 
only flies a few yards in contrast to grass pollen which 
can fly many miles, and trees only pollinate for a 
few days instead of for several weeks. In America 
conditions are very different, and Walker has shown 
the need for investigating the sensitiveness of each 
patient to a large variety of pollens. The majority 
of cases of hay asthma are associated with hay fever, 
which occurs, of course, still more frequently as an 
independent condition. 

Animal Emanations . 

Hyde Salter 4 was the first to recognise that 
asthma may be caused by the emanation from 
animals. In 1859 he noted cases of asthma brought 
on by the presence of cats, horses, guinea-pigs, 
rabbits, hares, cattle, sheep, and deer. Cat and 
horse asthma are the most common, the others being 
comparatively rare. Many patients are at once 
aware of the presence of a cat in the room from the 
development of asthmatic symptoms, which are 
sometimes associated with nasal catarrh and even 
urticaria. Trousseau described a case of a woman 
who had an attack of asthma directly her feather-bed 
was shaken in her presence, and Salter had a patient 
who could not sleep upon a pillow stuffed with 
feathers. Freeman writes of a patient who said, 
“ You must put your head on the pillow as upon a 
wasp's nest.” Goodale in 1916 found that an 
alcoholic extract of the hair of cats produced a 
skin reaction in patients suffering from cat asthma, 
the reaction apparently indicating that the indi¬ 
vidual was anaphylactic to the proteins contained 
in the extract. ’ Wodehouse 6 found that the 
substance in the hair of cats and other animals 
which gave rise to the reaction was not the 
keratin, which forms the main constituent of hair, 
nor the proteins of their blood, but various other 
proteins which he isolated from the dandruff of the 
animal's skin. Freeman has shown that a slighter 
reaction is also produced by the flesh, serum, faeces, 
and nasal mucus in individuals who are sensitive to 
the dandruff, and that sensitiveness to a horse is 
associated with a lesser degree of sensitiveness to other 
members of the horse-tribe, such as the zebra, but to 
a Very slight extent, as a rule, to the donkey. 

The quantity of specific protein required to cause 
an attack of asthma is, of course, exceedingly minute. 
The comparatively large quantity of foreign protein 
introduced into the circulation when horse serum is 
used therapeutically is sufficient to produce an 
attack in many asthmatics who are not otherwise 
liable to horse asthma. Anti-diphtheritic or other 
serum ought, therefore, never to be given to an 
asthmatic without preliminary desensitisation. In 
the absence of this precaution death from anaphy¬ 
lactic shock has occurred in a number of cases 
described by Oollier, of Oxford, and others. 

Bacterial Toxins . 

It has long been recognised that asthma may be 
associated with infection of the bronchi, and less 
commonly of the teeth, nasal mucous membrane, 
tonsils, and intestines. The infection may give rise 
to the production of bacterial proteins to which the 
individual is abnormally sensitive, in which case the 
asthma is of anaphylactic origin, or the lesion pro¬ 
duced may act as an irritant focus and give rise to 
reflex attacks of asthma. It is possible to dis¬ 
tinguish between these two possibilities by testing 
the cutaneous reaction to the toxins of each organism 
isolated from the sputum or other infective material 
or to stock toxins obtained from various organisms ; 


a positive reaction is obtained in the anaphylactic 
but not in the reflex cases. Vaccination may lead 
to improvement in both classes, but this is likely to 
be more marked in the former. Dr. John Eyre 
tells me that the organism which most frequently has 
a specific relation with asthma is a bacillus of the 
Friedl&nder group; this is often found in the spirals 
coughed up during an attack. 

Other Proteins . 

Asthmatics are occasionally sensitive to other 
proteins as well as those already referred to. Thus 
in one of Walker’s patients an attack was always 
produced in the presence of a flax-seed poultice, and 
in another the attacks were caused by tobacco 
smoke, as in a case described by Floyer in 1726. The 
patients were found by the skin reaction to be 
sensitive to a protein in flax-seed and tobacco respec¬ 
tively. In a third case a jewel polisher was found to 
be sensitive to protein obtained from the dust of 
the boxwood he used in his work. Sensitisation 
of this kind undoubtedly explains many of the 
remarkable idiosyncrasies shown by asthmatics. 

Multiple Sensitisation . 

Walker found that multiple sensitisation was un¬ 
common in cases which begin later than the age of 
10, but it is common if it begins in infancy. It is 
robable that sensitisation to one protein early in 
fe tends to be followed by subsequent sensitisation 
to others. Skin reactions indicating multiple sensi¬ 
tisation do not necessarily indicate that the asthma 
is at the actual moment being produced by all the 
proteins, although each is a potential cause and 
requires separate consideration in determining what 
treatment should be undertaken. 

Reflex Causes. 

The most important peripheral stimuli which may 
affect an irritable bronchial centre and produce 
asthma reflexly arise in the nose, bronchi, stomach, 
and bowel. There is a point on the mucous mem¬ 
brane of the nasal septum opposite the inferior 
turbinal which appears to be specially rich in 
afferent nerve fibres which may influence the bron¬ 
chial centre. Touching this with a probe may 
cause an asthmatic patient to wheeze, and contact 
with a congested inferior turbinal may give rise to 
an attack of asthma. Congestion of the turbinal is 
most frequently caused by infection, but apart from 
this contact may occur in individuals With a narrow 
nose or deflected septum, especially when the tur¬ 
binal swells as a result of gravity on assuming the 
horizontal position, this being one reason why sleep 
is much less likely to be interrupted by an attack of 
asthma if the patient sits in a chair instead of going 
to bed. 

I have already pointed out that the association of 
bronchial infection with asthma is due to either or 
both of two factors—sensitiveness to the toxin of 
one or more of the infecting organisms, and a reflex 
caused by the irritation of the bronchial mucou> 
membrane by the infection ; the latter must be 
present alone when the cutaneous reactions are 
absent, but improvement results from vaccination. 
Distension of the stomach with food may cause 
asthma, especially in the evening; quite independently 
of the nature of the food. Similarly distension of 
the rectum with faeces produces reflex asthma in 
patients with an irritable bronchial centre imme¬ 
diate relief follows defalcation. 

Hysterical and Bmotional Asthma. 

In an individual with an irritable bronchial centre, 
but never apart from this, asthma may be caused 
by an idea or an emotion. .Thus if a patient has hal 
an attack under oertain conditions ne will expect 
to have another if the conditions are repeated. 
When for any reason the conditions have altered, 
but without the patient’s knowledge* he may yet 
be so convinced tn&t an attack will bccur that one 
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is produced. Asthma caused by auto-suggestion in 
this way is truly hysterical, though in the absence of 
an abnormal bronchial centre no amount of sugges¬ 
tion could cause bronchial spasm and hypersecretion. 
Trousseau describes the case of a lady, who always 
had asthma in the presence of roses and had an attack 
when she saw some artificial roses which she thought 
were real. On my first visit to Salisbury in 1908 I 
had a very severe attack, which was repeated the 
following year, but I had no further attacks on 
numerous occasions in 1918 and 1919 when I revisited 
the city, as I had meanwhile become firmly con¬ 
vinced that my second attack was brought on solely 
by expectation, whatever may have been the cause 
of the first. Many patients who learn to rely on 
certain remedies are sure to become asthmatic if 
they discover that they have forgotten to take their 
powder, inhalation, or injection with them. Some 
asthmatics have an attack with any little excite¬ 
ment, business worry, or annoyance, but a severe 
fright is more likely to stop an attack than to cause 
one. 

The Suprarenals in Asthma. 


The excitability of different nerve centres shows 
considerable individual variations. This is shown 
by the variability of the pupil reflexes, skin reflexes, 
and deep reflexes. I believe that asthma is due to 
a condition which is generally, or perhaps always, 
inborn, and often inherited, in which the broncho- 
motor part of the vagus nucleus is more active than 
in the average man. In some cases it is very slightly 
ao; the individual may then never have an attack 
of asthma in his life or, as in several of my patients, 
only a few attacks under very special circumstances. 
In other cases it is very hypersensitive and the 
asthma is more severe and constant. The over¬ 
activity of the broncho-constrictor fibres of the 
vagus is kept in check by the broncho-dilator activity 
of the sympathetic nerve-supply to the bronchial 
muscles, which is largely dependent on the constant 
secretion of adrenalin. 

Physical and mental fatigue is a very common 
cause of asthma. Many asthmatics are always ill 
when they over-work, but recover at once on a 
holiday. Asthma is always worse in the evening 
than in the morning, and many patients can eat a 
large breakfast without any unpleasant symptoms 
resulting ; but the smallest dinner, consisting per¬ 
haps of no articles of diet which cannot be taken 
with impunity at breakfast, is followed at once by 
wheeziness. And even if no food is eaten at night 
asthma may develop, though less severely. If the 
patient sleeps in the afternoon he is often less asth¬ 
matic in the evening, or if he sleeps just before dinner 
he may be able to eat much more than would other¬ 
wise have been possible. As asthma is caused by 
over-activity of the bronchial muscles, it might have 
been expected that fatigue would result in their 
relaxation, and consequently in the relief of the 
asthma. But physical fatigue does not seem to 
influence involuntary muscles, and certainly it does 
not lead to the relaxation of the bronchial spasm. 
It is well known that extreme fatigue leads to marked 
exhaustion changes in the suprarenal gland. It is 
quite possible that the fatigue of each day is sufficient 
to cause a slighter degree of similar changes. The 
smallest diminution in the secretion of adrenalin 
would allow the over-activity of the vagal broncho- 
motor ceutr# to have greater play and asthma would 
result. These considerations appear to afford an 
adequate explanation of the production of asthma by 
fatigue. 

A toxic idiqiwithy or Jm^ersensitiveness to a certain 
protein,, xiGarding'to certain French authors, depends 
m part qjpon thp taefc that the protein has the effect 
of depressing the activity of the suprarenals. This 
effect, may itseJf in depression of one or all 

of iU normal activities, ,the chief being in connexion 
wuk tiie Wopirvessqp, the alimentary canal, and the 
bmncMh Acqte. $na -seve^ anaphylaxis produced 
by ifrge dose§ o£ sqrw reacted rnto an individual 


sensitised by a previous injection of serum affects all . 
three. More commonly only those functions in 
which the adrenal control is specially important for 
the particular individual are affected. Thus an 
asthmatic will have an attack of asthma and a man 
with a sensitive vaso-motor system will develop 
urticaria or other vaso-motor disturbances in the 
skin. A man who tends to have gastro-intestinal 
attacks owing to the abnormal irritability of his 
digestive tract will vomit and have diarrhoea and 
abdominal cramp owing to exaggerated peristalsis 
and relaxation of the cardiac, pyloric, and ileo-caecal 
sphincters ; this explains idiosyncrasies to shell-fish, 
eggs, and other foods which are manifested by acute 
digestive disturbances. In some cases an attack of 
asthma will be accompanied by the vaso-motor 
changes, or alternate with them, or will be accom¬ 
panied by the abdominal attack. In one of my 
patients an attack of diarrhoea is always preceded by 
a feeling of tightness in the chest, which may develop 
into definite asthma whilst the diarrhoea lasts, finally 
disappearing with it. Lastly, in some cases the idio- 
pathy is manifested in an attack of hay fever. 

It is a familiar fact that a severe fright may 
relieve an attack of asthma. A man in the middle 
of a severe attack was driving downhill when the 
brake refused to act; he was in immediate danger 
of dashing into a wall which faced him at the bottom 
of the hill, but at the very last moment he succeeded! 
in regaining control of the car; when he drew up 
he found that he was breathing with perfect freedom 
This was probably due to the stimulation of the 
sympathetic and of adrenalin secretion caused by 
the fright. The stimulation of suprarenal secretion* 
by asphyxia, which is perhaps the cause of second 1 
wind in runners, explains also the spontaneous relief 
or “ second wind ” which an asthmatic may experi¬ 
ence if he continues his exercise after walking has 
brought on a moderate degree of dyspnoea. Finally, 
the extraordinarily rapid effect of adrenalin injec¬ 
tions in bringing relief to an acute attack of asthma 
in many individuals can best be explained by this 
theory. The dose required is less than that required 
to produce general symptoms, such as a rise of blood! 
pressure and a rapid pulse, because adrenalin first 
acts upon any organ which is too much under vagal 
control at the moment. If any intestinal symptoms 
are present these are likely to be relieved at the 
same time. 

Inheritance op Asthma. 

All writers have noted the frequency of a family 
history of the disease in asthmatics, a frequency 
which is much too great to be accidental. Thus in 
39 per cent, of Salter’s 217 cases there was a clear 
history of inheritance. The important question 
arises : What is it that is inherited ? I think that 
there is sufficient evidence to prove that it is some¬ 
times an irritable bronchial centre, sometimes a 
toxic idiopathy, and sometimes both. When an 
individual whose father or mother is asthmatic 
develops asthma in the absence of any evidence of 
a toxic idiopathy, or has his first attack of asthma 
as a sequel of an infection or after he has acquired 
in adult life a toxic idiopathy, he must have inherited 
an irritable bronchial centre. For there is no doubt 
that a toxic idiopathy may be acquired, especially as 
a result of prolonged exposure to emanations in the 
course of a man’s occupation. In half of Walker’s 
cases which began after the age of 50 the patient 
was sensitive to a protein with which he came in 
contact as a result of his work ; thus several bakers 
were sensitive to wheat, an ostler to horse dandruff, 
and a coffee-sifter to the protein of green coffee 
husks. Trousseau described the case of a chemist 
who had a violent attack of asthma when linseed, 
scammony, and ipecacuanha were powdered in his 
laboratory, and four others who ware sensitive to 
ipecacuanha only. If no toxic idiopathy is inherited 
or acquired in an individual who is a potential 
asthmatic as a result of having inherited a sensitive 
bronchial centre, he may transmit the tendency to 
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his children without ever developing asthma himself. 
Thus the paternal grandfather and uncle and maternal 
grandmother and aunt but neither parent of one of 
my asthmatic patients suffered from asthma. 

An individual may share with some of his rela¬ 
tions an abnormal sensitiveness to a certain protein. 
Coke relates the cases of a woman who was sensi¬ 
tive to milk, and had severe asthma throughout 
her two pregnancies; both children were fed on 
cow’s milk ; the first had gastric symptoms for the 
first 6 weeks of its life, and the second died from 
asthma when 0 weeks old. More frequently a 
general tendency to toxic idiopathies is inherited ; 
Freeman has published numerous instances of this. 
This may manifest itself in different members of the 
family as asthma, hay fever, or digestive disturb¬ 
ances, depending upon the inheritance or acquisition 
of an irritable bronchial, nasal, or digestive system 
respectively. 

Treatment. 

Three things require consideration in discussing 
the treatment of asthma : (1) the irritable bronchial 
centre; (2) the chemical, reflex, and psychical stimuli 
which may affect the centre; and (3) the attack itself. 

1. The Irritable Bronchial Centre • 

Every asthmatic knows that the better Lxs 
general health is the less liable he is to asthma. In 
other words, the irritability of his bronchial centre 
varies directly with the state of his health. For 
this reason he should avoid over-work and take 
adequate holidays. Nothing is likely to do him 
more good than a month in the Swiss mountains in 
the winter, where he will probably find that he can 
indulge in ski-ing, lugeing, and skating with a vigour 
and freedom from respiratory distress he has not 
known for months. He should try to take some 
exercise every day, and a great deal more during the 
week-end. Slight dyspnoea is no contra-indication, 
as it often disappears on persevering with the exer¬ 
cise. Most important of all, he should try his best 
to avoid all possible causes of asthma, as the longer 
he remains free from it the less irritable the centre 
will become, until finally after some years of in¬ 
activity it may cease to respond at all to stimuli 
which in the past invariably gave rise to attacks. 
The best cure of asthma is not to have it. It is 
' almost always possible to find some place where the 
patient does not get asthma, and no asthmatic child 
should be allowed to go to a school where he is more 
or less constantly asthmatic. 

I have found that the irritability of the bronchial 
centre can be to some extent reduced by giving 
between 3 and 5 grains of caffeine, with double the 
dose of phenazone, when the patient feels slightly 
asthmatic and fears that an attack will develop 
later, as, for instance, immediately after lunch and 
dinner or on going to bed. 

2. Chemical , Reflex , and Psychical Stimuli. 

(a) Toxic idiopathies .—When asthmatic attacks 
are caused by food proteins all that is generally 
necessary is to exclude from the diet the food to 
which the patient is found to be most sensitive by 
the cutaneous test. Long abstention probably results 
in desensitisation. If eczema or urticaria is present 
it often disappears at the same time. Desensitisa¬ 
tion does not follow injection of the proteins or 
feeding in slowly increased quantities of the food. 
Desensitisation to pollen can almost invariably be 
brought about by the subcutaneous injections of 
progressively larger doses of the pollen extract during 
the weeks preceding each hay-fever and hay- 
asthma season. 

A patient can often free himself from asthma by 
simply avoiding any animal to which he has been 
shown to be sensitive, or in the case of feathers by 
avoiding feather pillows, mattresses, and upholstery. 
When an asthmatic is sensitive to horse dandruff in 
a dilution of l in 10,000 or more desensitisation is 


necessary, as the dust of city streets contains suffi¬ 
cient of the protein to cause attacks. In such cases, 
and whenever avoidance of the animals is impos¬ 
sible or does not relieve the asthma, desensitisation 
should be undertaken with the specific proteins. 
Nothing but specific treatment is of any use; thus 
an individual who is sensitive to horse serum can be 
desensitised with the serum if it is necessary to give 
him some antitoxin, but this has no effect on his 
asthma, even if he happens to be also sensitive to 
horse-dandruff proteins. A large proportion of cases 
are relieved ; at the same time the skin reaction 
disappears or is greatly reduced in intensity. 

Idiopathy to bacterial toxins can generally be 
overcome by vaccination in the ordinary way with 
organisms isolated from the patient’s bronchial 
secretion or material obtained from other infective 
foci. In determining which organisms are most 
important the cutaneous reactions give some help, 
but even if no reaction is obtained an autogenous 
vaccine may prove very useful in curing chronic 
bronchitis or rhinitis which has acted as a reflex 
cause of asthma. The reaction is generally negligible 
if the injection is made at night and the patient 
takes 10 or 15 grains of aspirin at the same time. 
Lastly, the daily life of each patient should be 
investigated in every detail in an attempt to find 
some special toxic idiopathy other than the familiar 
ones already described, which may be in part respon¬ 
sible for the asthma. 

( b) Reflex causes. —Bronchitis should be treated 
by autogenous vaccines and small doses of iodide 
taken for long periods. A careful examination of 
the nose should be made and any obvious source of 
irritation should be removed, but no operation 
should be performed unless it is very clearly indi¬ 
cated, as I have seen several cases aggravated by 
such operations, and one of the worst cases I ever 
saw was a man of 50 who had his first attack of 
asthma immediately after a hypertrophied turbinal 
had been removed. I have seen several cases in 
which mere cauterisation of a sensitive point on the 
septum in an apparently normal nose, as advocated 
by Francis, has produced marked improvement, 
though rarely, if ever, complete disappearance of all 
attacks. In many cases an autogenous vaccine pre¬ 
pared from the nasal secretion will do away with the 
need for local treatment by relieving the congestion 
which is secondary to infection, and in any case it 
is a useful preliminary measure in order to diminish 
the severe reaction which occasionally follows an 
operation. Apart from the FriedUtnder bacillus, 
already referred to, Dr. Eyre finds that the B . septus 
isolated from the nasal secretion, and pneumococci, 
M. caiarrhalis and streptococci from the nasal and 
bronchial secretion are the organisms most frequently 
found in the rhinitis and bronchitis associated with 
asthma. 

Asthma caused by a gastro-bronchial reflex can 
be avoided by eating hardly anything for dinner, 
which should be as early as possible, and nothing at 
all on going to bed, as the reflex only comes into 
play as the day advances and the patient becomes 
more tired. I have already pointed out how much 
benefit he may derive by sleeping or resting for half 
an hour before his evening meal. Regulation of the 
quantity of food is of more importance than its 
quality, except for any toxic idiopathies which may 
be present, but the food, especially in the evening, 
should be as digestible as possible ; no better guide 
to a suitable diet could be found than that given in 
Dr. James Adam’s little book on “ Asthma.” 

The intestinal-bronchial reflex comes almost 
entirely from the pelvic colon and rectum, and regular 
habits and exercises to overcome dyschezia are 
generally sufficient to keep it in check. Aperients 
should be avoided as far as possible, but in some 
cases a small weekly dose of infusion of senna is 
needed to prevent a faecal accumulation from forming. 

(c) Psychical causes .—Psychotherapy is only useful 
in so far as explanation of the mechanism involved 
may lead an asthmatic to take a less hopeless view 
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as to his chance of complete recovery. So long as 
he feels convinced that certain circumstances will 
inevitably cause an attack they will certainly do so. 
He should be persuaded to be optimistic about his 
condition, and hope and even expect that what has 
hitherto caused an attack will not necessarily do so 
in the future. 

3. The Attack . 

An attack of asthma can most readily be cut 
short by the subcutaneous injection of adrenalin. 
The most efficacious dose is very much smaller than 
that generally given. In many cases a single minim 
of 1 in 1000 adrenalin chloride is enough, more than 
two minims being rarely required. But the injection 
should be given at the beginning of an attack, 
directly a patient wakes in the night, for instance, 
and not half an hour or an hour later when it has 
reached its full development. . The relief is so 
immediate that the patient often falls asleep within 
live minutes of waking in an attack. Such small 
doses give rise to no unpleasant sensations, such as 
frequently follow the injection of three or more 
minims, and the blood pressure does not rise at all. 
Consequently the treatment can be continued for 
long periods without any fear of ultimately causing 
arterio-sclerosis; It is the only form of injection 
which a patient should be allowed to use on him¬ 
self ; if he has to depend on someone else giving 
the injection he will rarely receive it at the right 
moment. 

For slight attacks and for the feeling of slight 
dyspnoea, which may persist throughout the day 
when severe attacks occur at night, atropine and 
cocaine may be used with an atomiser. 

No patient should be allowed to use any of the 
numerous powders which are used by inhaling the 
fumes produced when they are burnt, as they in¬ 
variably aggravate any bronchitis which may be 
present, and actually give rise to bronchitis in 
patients who have hitherto been free from it. I have 
seen several patients who have only recovered from 
a prolonged attack of asthma, persisting for weeks 
or months, after they had been persuaded to spend 
their nights sleeping in an easy chair instead of lying 
down in bed. Lastly, I wish to emphasise the fact 
that these remarks on the treatment of the attack 
should not make us forget that our chief aim must 
be to devise such a course of action for the patient 
that he will eventually have no attacks to treat. 
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‘St. Bartholomew’s Hospital : Treasurer’s 
Report. —This report, dealing with the year 1920, opens 
with a statement regarding the policy of asking payment 
from both in-patients and out-patients, that policy being 
in accord with the principles laid down by King Edward’s 
Hospital Fund for London. A review of the causes of 
the increased expenditure of the hospital and the means 
which have been adopted to meet it afford instructive 
information on hospital management generally, and is 
worthy of attentive perusal. During the year under notice 
8404 in-patients were admitted, making, with the 507 
patients who were under treatment on Jan. 1st, 1920, 
a total of 8971. The casualty patients (first attendance) 
were: medical, 30,385 ; surgical, 38,219. Street accident 
and illness cases brought to the hospital by ambulances 
or hand litters belonging to the Corporation of the City 
of London or to the County Council numbered 2203 The 
statistics dealing with the treatment of discharged sailors 
and soldiers show that 334 pensioners were admitted into 
the wards, the total attendance for out-patient treatment 
being 26,048. 
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MINISTRY OF PENSIONS. 

Of the several varieties of heart disease which are 
valvular in origin mitral stenosis will, at all times, 
occupy an important and prominent position ; it is 
an example of the progressive maladies which sooner 
or later in their course evince signs and symptoms of 
myocardial incompetence in association with some 
existing valvular defect; moreover, mitral stenosis 
occupies a position of relatively high importance, 
being a condition of extreme prevalence, and also 
for the reason that definite clinical indications 
invariably exist which inform us of the progress of 
the disease and provide all the evidence needed for 
accuracy in prognosis and success in treatment. 

Mitral stenosis may be broadly defined as a type 
of those diseases which are somewhat slow to pro¬ 
claim their presence with certainty ; this is easily 
understood, for the narrowing of the valve can only 
be produced by gradual stages, and the cicatrising 
process, however originated, must inevitably proceed 
slowly. As regards sex-incidence, all authorities are 
agreed in finding this disease more common in the 
female than the male, probably owing to the fact that 
rheumatism and chorea, the two. conditions which 
undoubtedly originate endocarditis in the majority 
of cases, are more prevalent in the female. The 
disease is essentially one of early adult life, statistics 
all going to prove the extreme frequency of the 
condition between the ages of 20 and 35 years. 

^Etiology. 

The aetiological factors may be discussed Under 
two headings : (1) acute infections ; (2) degenera¬ 
tive processes. A third group may perhaps be 
mentioned to include rare types of the disease due 
to strain, trauma, congenital malformation, &c. ; 
these need not detain us. Of the acute infections 
which initiate early changes in the tissues of the 
valve and its adjoining structures, the rheumatic 
group of diseases predominates in overwhelming 
fashion ; but measles, scarlet fever, small-pox, 
erysipelas, pneumonia, septicaemia, &c., account for 
a considerable number of cases. 

Group (2) comprises the types of the disease which 
are secondary to degenerative processes; retro¬ 
grade changes which take place with advancing 
years, whether they be secondary to some form of 
toxaemia, long-continued strain, or other causes, may 
be responsible for valvular disturbance and disease 
hence the association between degenerative processes 
characterising such diseases as gout, syphilis, chronic 
nephritis, plumbism, arterio-sclerosis, &c., and 
valvular lesions, in which fibrotic changes, adhesions, 
retractions, and other such-like malformations are 
gradually produced ; it should, however, be re¬ 
marked in passing that all the evidence at our disposal 
points to the factors mentioned in Group (1)— 
viz., acute infections, materially outweighing de¬ 
generative lesions in relative importance, so that, 
for practical purposes, we may regard mitral stenosis 
as a disease caused by the chronic inflammatory 
process following endocarditis which leads, sooner 
or later, to thickening and fusion of the valvular 
cusps. 

The first manifest result of the stenosis will clearly 
be centred round the obstruction, which interferes 
with the even blood flow from the left auricle above 
to the ventricle below, and the influence it exerts 
upon the cardiac mechanism and output; in the 
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early stages of the disease it is evident that the 
heart’s main difficulty will be adequately to main¬ 
tain the filling of the left ventricle, to which the 
inflow will be slowed by the lesion; a disturbance 
will therefore arise in the relative pressures, venous 
and arterial—pressure in the left auricle and pul¬ 
monary veins being raised at the same time as the 
amplitude and force of pulse diminishes in the aorta 
and its branches ; this dislocation of the normally 
balanced pressures evokes rapid response on the 
part of the cardiac musculature, which utilises its 
reserve of energy by increasing the working capacity 
of the left auricle and right ventricle, so tending to 
counteract the effects of the lesion, and to maintain 
an efficient relation between the pressures of the 
systemic and lesser circulations respectively. In 
varying degree and for varying periods of time we 
find, therefore, that the reserve power of the cardiac 
muscle is sufficient to deal with all the altered circum¬ 
stances resulting from mitral stenosis, and only 
when there is definite evidence of the diminution of 
this reserve of energy will cardiac failure be pro¬ 
duced in recognisable form. 

Diagnosis. 

Symptoms .—Apart from exceptional cases which by 
reason of their freedom from symptoms may be 
regarded as latent, the majority of patients with 
definitely diagnosable mitral stenosis are subject to 
sensations of discomfort causing varying degrees of 
physical incapacity. By reason of the interference 
with pulmonary circulation, and resultant deficient 
aeration, the patient will usually complain of breath¬ 
lessness—at first produced only by strenuous effort, 
extreme emotion, &c., but increasing in intensity, 
developing under milder provocation, and, in the 
latter stages of the disease, disturbing the patient at 
rest, becoming persistent, and tending to produce 
acute exacerbations from time to time, for no very 
apparent cause; this last is true paroxysmal 
dyspnoea, or so-called cardiac asthma. 

Linked closely with the sensation of breathless¬ 
ness, and depending upon similar causes, is the 
cough which develops with uniform regularity and 
tends to persist. The sputum as a rule is very fluid, 
frothy, and frequently tinged with blood ; in this 
disease, more often than in any other valvular 
affection, pulmonary haemorrhage is likely to take 
lace with free haemoptysis; persistent attacks of 
ronchitis frequently result from apparently trivial 
causes. Praecordial pain and tenderness are often 
complained of, and may prove a definite and obstinate 
incapacity, especially in certain aggravated cases 
where the pain may assume all the attributes of true 
angina ; otherwise it is customary to find varying 
degrees of epigastric pain and distress due to hepatic 
engorgement, also some amount of discomfort under 
the left breast secondary to disturbances of the 
gastro-intestinal tract. Attacks of tachycardia and 
palpitation, also headache and giddiness, are often 
annoying symptoms. As the disease progresses and 
cardiac failure becomes more evident the symptoms 
develop in intensity, and further debilities arise as 
a result of stasis, which depends upon the inefficiency 
of the myocardium to maintain the necessary balance 
of the circulatory mechanism. 

A broad review of the symptoms of mitral stenosis 
shows that they differ but little from those asso¬ 
ciated with cardiac failure secondary to other varieties 
of valvular lesions ; it is, however, important to 
appreciate the early appearance of pulmonary 
complications in this disease, the not infrequent 
crises which indicate arterial embolism, and the 
brassy cough, aphonia and hoarseness which certain 
cases develop as a result of damage to the left 
recurrent laryngeal nerve. 

Physical Signs. 

Turning to the auestion of physical signs, these 
afford a complicated series of phenomena which can 
possibly be discussed to the best advantage if we 


divide the disease into stages; for this purpose it 
is necessary to analyse the clinical picture with some 
care. Stage 1 deals with the disease in its unde¬ 
veloped form, Stage 2 refers to the period of full 
development, and Stage 3 with that advanced state 
of the malady in which the failing heart suffers the 
additional strain and handicap imposed by the 
change of rhythm, the gross irregularity associated 
with fibrillation of the auricles. 

Stage 1 . 

The value of a correct appreciation of this un¬ 
developed stage cannot be too strongly emphasised; 
as the result mainly of post-mortem examinations, 
and for other no less definite reasons the narrowing 
of the valve aperture is known to be produced only 
by slow degrees and in the gradual manner typical 
of the formation of scar tissue, so that there must 
be a clearly defined interval between the primary 
invasion of the valve curtains and the ultimate 
development of the stenotic process. This interval 
of time will of necessity be elastic, depending upon 
the virulence of the first infection, the patient’s 
resisting power, domestic circumstances, sex, occu¬ 
pation, the possibility of a secondary infection, &c.; 
for clinical purposes, and as a general working rule, 
a period of from three to six years ihay be taken as 
essential for these early changes. During this 
interval the early symptoms of cardiac failure, includ¬ 
ing shortness of breath with moderate effort, undue 
exhaustion, palpitation, general cardiac overaction, 
&c.—in short, the whole symptom-complex of an 
impaired exercise tolerance—will tend to become 
increasingly noticeable; physical signs are few, but 
by careful examination sufficient can be detected 
for diagnostic purposes. 

The outstanding features helpful in an endeavour 
to spot the disease prior to its full development may 
be of two varieties, negative or positive; the nega¬ 
tive indications include the following : (1) A normal 
general appearance with a healthy facial aspect ; 
(2) a heart of normal size, whose resting rhythm is 
quiet and regular; (3) a pulse regular in time, and 
normal in size and pressure; (4) entire absence 
of venous engorgement, jugular, pulmonary and 
visceral. 

The positive indications refer mainly to the 
sounds of the heart and their variations under 
different conditions, more especially in those patients, 
the recent victims of some acute infection, whose 
reserve of energy is beginning to manifest a restricted 
field of response. On auscultation, alteration in the 
quality and pitch of the two heart sounds is at once 
realised ; the first sound is loud and prolonged, 
approaching the variety described as snapping, and 
a systolic murmur may or may not follow it; the 
second sound may be reduplicated at the apex or 
base, or the normal third heart sound may be audible 
at the former situation ; under special conditions a 
presystolic murmur will be audible at the apex 
region ; its evanescent appearance is noticed with 
the tachycardia or raised rate of beat following 
effort, when the maximum effect of the early valvular 
damage is in full operation. This fact then provides 
a diagnostic key of great value in clinical medicine, 
enabling us t-o recognise the presence of valvular 
cicatrisation in its very early form, and to under¬ 
stand that the developing lesion passes through a 
definite stage during which its ill-effect upon the 
heart’s mechanism is manifested only when an extra 
demand is made upon the circulation and the heart 
rate, in consequence, is unduly raised. 

The practical deduction we arrive at is that, 
before excluding mitral stenosis, we must, in doubtful 
cases, examine the heart’s sounds both in the active 
and resting phases ; the active stage may be rapidly 
produced by instructing the patient to carry out 
some form of muscular effort; this being completed, 
auscultation is at once proceeded with, preferably in 
the recumbent position; more often than not. 
probably, the typical murmur preceding and running 
up to the loud first sound is audible only for quite a 
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few beats after the exercise when the lesion is an 
early one; later the murmur will persist for a long 
time after its production, and its presence will be 
noted following efforts very slight in character— 
even after simple changes of position, from back to 
left side when lying, &c. In certain cases physical 
exercise may for some reason be contraindicated, 
and some alternative method of acceleration of the 
heart must be adopted—as, for instance, inhalation 
of amyl nitrite or subcutaneous injection of atro¬ 
pine—to remove temporarily the controlling influence 
exerted under normal circumstances by the auto¬ 
nomic nervous system through the vagus nerves. 

By one of these ordinary methods it is invariably 
possible sufficiently to raise the heart rate for dia¬ 
gnostic purposes ; the presence of the early stage of 
mitral stenosis may be confidently assumed in cases 
which manifest the typical presystolic murmur, 
however fleeting the latter may be. 

Stage 2. 

Passing next to the period of full development 
of the lesion a clinical picture is recognised dis¬ 
playing the following complex series of physical signs. 
Certain striking peculiarities in the facial appearance 
are seen—a dusky malar flush, with a tendency to 
cyanosis of the lips and mucous membranes gene¬ 
rally, is commonly but not always observed ; fre¬ 
quently the facial aspect is one of profound anaemia 
in spite of the invariable abnormally deepened tint 
of the lips. Peripheral cyanosis is usual, and club¬ 
bing of the fingers may be present. 

The preecordium is frequently unduly prominent, 
and a variety of abnormal signs are observable by 
inspection, of this area ; the apex beat is wavy and 
diffuse, involving several spaces, and extending 
unusually far to the left of the mid-sternum ; systolic 
retraction of the area to the left of the sternum, 
which overlies the right ventricle, can be detected in 
many cases where cardiac overaction is present, and 
a systolic impulse may sometimes be seen in the 
second left interspace, depending upon the exaggerated 
pulsation of the pulmonary artery. 

Palpation reveals phenomena of outstanding im¬ 
portance ; at the apex a fine purring thrill, which 
terminates in a short tapping systolic shock, at once 
attracts notice ; the duration of the thrill may occupy 
the whole or only a portion of the diastolic interval; 
in the majority of cases it is sharply localised to the 
immediate vicinity of the apex beat, otherwise a 
wider diffusion will obtain, especially in patients 
whose chest walls are thin and wasted. In addition 
to the palpable shock of the first sound at the apex 
region there may be present also a well marked 
shock, diastolic in time, at the pulmonary area, 
produced by the forcible closure of the pulmonary 
valves. 

The pulse at the wrist is usually small, and, until 
the development of the final stage of the disease, 
fairly regular; premature breaks are a frequent 
occurrence; the systolic blood pressure differs but 
little from the normal; as a result of generalised 
vaso-constriction there is often an undue elevation 
of the diastolic reading, accounting for the diminished 
pulse volume observed with such uniformity in 
mitral stenosis. 

In the region of the apex cardiac dullness may not 
exceed the normal limit, but with the progress of 
the malady some cardiac hypertrophy will develop, 
so that the left border of the dullness will extend 
unduly in the direction of the axilla, and the right 
margin will reach to, or even beyond, the right 
sternal edge, depending more especially upon the 
size and degree of engorgement of the right auricular 
chamber. At the base of the heart the limit of 
dullness extends higher and farther to the left than 
is ordinarily the case, indicating enlargement of the 
conus arteriosus and pulmonary artery. 

The auscultatory signs by which mitral stenosis 
is recognised are admittedly complex, differing 
remarkably in essential detail from the phenomena 
which determine the diagnosis of the other varieties 


of valvular mischief, and also changing materially 
with the progress of the disease. Mindful Of the 
presystolic murmur, which can be rendered audible 
by appropriate methods in the early stages of the 
disease, one can perhaps more readily appreciate the 
significant changes revealed by auscultation when 
the narrowing process becomes fully developed; 
they may be taken to include :— 

1. An apical presystolic murmur whose pitch and intensity 
rise with extreme rapidity to terminate in a loud snapping 
first sound. 

2. An apical diastolic rumble, which, commencing shortly 
after the second sound, may extend up to, and mingle witn, 
the presystolic murmur. It therefore happens quite 
frequently that a long murmur occupies the whole period 
of diastole, commencing with the opening of the Auriculo- 
ventricular valves and terminating at their closure; the 
first part of the murmur depends upon vibrations set up 
by the flow of blood through the constricted mitral orifice, 
the latter or crescendo portion being produced by tbe 
auricular contraction, which of necessity becomes an 
extremely forcible event in this disease. 

3. A systolic murmur at the apex, indicative of mitral 
regurgitation, rendered inevitable by the sclerotic changes 
which induce varying degrees of rigidity of the valve and 
incidentally obviate its closure. 

4. An accentuation of the second sound at the pulmonary 
area indicative of a rise of pressure in the lesser circulation. 

5. A diminution, possibly an entire absence, of the becond 
sound at the apex, which we may infer is the result of the 
lessened output of the left ventricle, and the reduction in 
systolic blood pressure. 

6. A diastolic murmur audible at the left sternal margin, 
described by numerous observers, and attributed to a 
functional insufficiency of the pulmonary valve, but having 
little beyond an academic value, and calling for comment 
on account of its resemblance to the diastolic murmur of 
aortic insufficiency; several important differences will, 
however, guide a differential diagnosis between the two 
lesions ; the close proximity of the aortic and pulmonary 
orifices, and the fact that incompetence of either occasions 
a similar type of murmur with maximum intensity in the 
region of the third left interspace at the costal margin, 
make it plain that the propagation of the murmurs is 
likely to differ; for practical purposes the pulmonary 
diastolic murmur is sharply localised, whilst the murmur 
of aortic incompetence is conducted by the blood stream 
not only to the region of the apex but also to the aortic 
area and systemic vessels ; moroover, the latter murmur 
is accompanied by an easily recognised collapsing quality 
of the pulse. 

Stage 3. 

The third and final stage of mitral stenosis has 
reference to that period of the disease in which all 
the extreme symptoms of heart failure develop, 
secondary not only to the advanced degree of the 
valvular narrowing, and to the coexisting myocardial 
changes, but also to the onset of auricular fibrilla¬ 
tion, which produces a rhythm of such gross 
irregularity as seriously to embarrass the heart’s 
functional capacity; so frequently, moreover, does 
auricular fibrillation arise in the latter phases of 
mitral stenosis, that its development may be regarded 
as a certain indication that the malady has reached 
its terminal stage. 

As a rule patients are fully conscious of the degree 
of their disease at the time of the appearance of 
auricular fibrillation ; existing symptoms are aggra¬ 
vated, reserve power is further curtailed, physical 
signs of extreme failure tend to become increasingly 
evident, and complications of a serious character 
are likely to develop ; hence it is highly important 
to possess an adequate supply of evidence for the 
recognition of auricular fibrillation. 

Points Revealed by Examination. 

An ordinarily careful physical examination will 
generally give all details necessary for diagnostic 
purposes, but instrumental investigation, either by 
means of the electrocardiograph or the clinical poly¬ 
graph, may also be required. 

The main points revealed by examination are the 
following:— 

1. The gross irregularity, and usually the extreme 
frequency of the heart beat, the former being more evident 
with the higher rates. 




1120 The Lancet,] 


DR. B. PARSONS-SMITH : MITRAL STENOSIS. 


Mat 28, 1921 


2. Tbe discrepancy which often obtains between the 
rates of heart and pulse, several of the smaller contractions 
of the former being apparently unable to produce an 
appreciable arterial pulsation. 

3. An alteration in the auscultatory phenomena at the 
apex region ; the presystolic murmur is no longer audible, 
the auricle being unable to execute coordinate contractions ; 
the accentuated first sound will, however, persist, also the 
systolic murmur; the diastolic murmur, if previously 
present, will remain. 

These important physical signs merit most careful 
consideration, as they provide ample evidence for 
the diagnosis of auricular fibrillation, and prove 
that, in the majority of cases, instrumental methods 
are merely confirmatory agents; the polygraph 
curve displays to great advantage the irregularity 
of the force of the heart beat and the entire absence 
of anything approaching a dominant rhythm, and 
also a venous curve of the ventricular form ; the 
electrocardiograph will show ventricular complexes 
pursuing a rhythm of perpetual irregularity and 
varying in height from beat to beat; an entire 
absence of “ P ” waves preceding the ventricular 
complexes is also observed together with the presence 
of certain minute waves between the ventricular 
beats indicative of the small movements of the 
auricular musculature. Auricular fibrillation may 
thus be readily detected by ordinary examination 
in most cases ; experience shows that this disorder 
will generally be permanent and largely responsible 
for complications, being also the underlying factor 
on which depends the aggravation of symptoms and 
signs. The latter progress with varying rapidity, 
differing little in detail from those which characterise 
the cardiac failure accompanying other forms of 
chronic heart disease ; the heart enlarges consider¬ 
ably, and evidence of stasis in the pulmonary circula¬ 
tion becomes increasingly evident; with* gradual 
intensification of myocardial weakness venous 
engorgement tends to become a conspicuous feature ; 
serous effusions develop, and before long the follow¬ 
ing complications will appear :— 

1. Alterations in rhythm. —Of these the most important 
is that which characterises auricular fibrillation considered 
above ; mention may also be made of premature contrac¬ 
tions, which frequently disturb the existing rhythm of the 
heart beat, and of intermittently occurring attacks of 
tachycardia—of simple type, due to temporary acceleration 
of the normal rate of beat, or true paroxysmal tachycardia, 
in which the seat of origin of the heart’s contraction has 
shifted temporarily from the normal situation—and the 
irregularity of rhythm which depends upon the inter¬ 
missions of heart-block, a not infrequent process in the 
spread of myocardial degeneration. 

2. Pulmonary. —These include bronchitis, pulmonary 
congestion, and haemoptysis ; the lesser circulation being 
engorged, small vessels frequently rupture, and the sputum 
in consequence becomes blood-tinged ; at times profuse 
and obstinate bleeding may seriously prejudice the patient’s 
condition. 

3. Paralysis of the left recurrent laryngeal nerve. —In 
a small percentage of cases this nerve becomes paralysed ; 
in consequence the voice becomes weak and the cough 
brassy ; the nerve injury is produced by slow and gradual 
compression, depending directly upon the upward pressure 
exerted by the enlarged left auricle on the left pulmonary 
artery. 

4. Cerebral embolism. —This may occur as the result of 
the detachment of a small vegetation from the valve 
surface, or by the escape of a small fragment of clot from 
the cavity of the dilated auricle, where thrombus formation 
is a usual event after the onset of fibrillation. 

5. Attarks of angina pectoris. —Pain and prcpcordial 
distress are quite usual in cases of mitral stenosis, but 
true angina pectoris is apparently comparatively rare in 
this disease. 

Morbid Anatomy. 

The mit ral orifice is narrowed and distorted ; the 
opening may be reduced to a mere slit between the 
rigid margins of the valve, or may take the form of 
a small circular orifice at the bottom of a dense 
sclerotic funnel extending downwards for a varying 
length from the region of the mitral ring ; the margins 
of the valve are thick, irregular, and possibly studded 
with vegetations ; the surface of the valve cusps is 


uneven, presenting a scarred and puckered appear¬ 
ance ; dense masses of fibrous tissue extend from 
the bases of the valves, involve the angles where the 
cusps adjoin, and weld the valve structures firmly 
together; the chordae tendineae are shortened and 
thickened into dense white cords ; the left auricle is 
enlarged; its wall is hypertrophied, both endo¬ 
cardium and musculature being involved in the 
process ; the dilated cavity of the auricle frequently 
contains one or more globular thrombi; the pul¬ 
monary veins at their entrance to the auricle are 
considerably dilated; the condition of the left 
ventricle varies—in the majority of cases it is 
definitely hypertrophied, but sometimes there is an 
apparent reduction in the thickness of the chamber 
walls, resulting from a diminished entry of blood ; 
the right ventricle is invariably hypertrophied ; the 
lungs are enlarged, and their tissue is abnormally 
firm by reason of chronic venous stasis and of 
coexisting fibrotic changes. 

Treatment. 

With a full appreciation of the varied clinical 
picture presented by the disease during its progress, 
and of our limitations in the matter of interference 
with fibrotic changes and sclerosis in the structure 
of the valve, we know that certain forms of treat¬ 
ment may delay the course of the malady, and add 
effectually to the comfort of the patient. In the 
early stages all possible preventive measures should 
be adopted ; the patient should be instructed to 
lead a quiet, regularly-ordered life, free from worry, 
anxiety, or physical strain ; exercise in the open air, 
short of the least suspicion of fatigue or distress, is 
important; strenuous games and pursuits must be 
forbidden, but amusements such as golf, cycling on 
the flat, walking, light gardening, or other similar 
hobby may be allowed. An ordinary easily diges¬ 
tible diet in moderate quantities should be taken ; the 
value of adequate mastication and the necessity of 
a short rest after each meal should be emphasised ; 
smoking should be forbidden, to obviate irritation 
of lung tissue which is already the seat of some 
degree of venous engorgement. Shortness of breath, 
a slight cough, and others of the early symptoms 
are frequently associated wfth poor nutrition or 
some degree of anaemia, and will respond to dietary 
changes, a course of iron and arsenic or other simple 
measures. 

Deficient exercise tolerance, undue exhaustion with 
moderate effort, palpitation, praecordial discomfort, 
&c., are common indications that the reserve power 
of the heart is suffering reduction ; weakness of the 
heart muscle becomes unmistakable; small doses 
of digitalis should be prescribed in short courses. 
The most efficient method to adopt is to give a 
moderate dose (e.g., n\ x. of tincture of digitalis) three 
times daily on two days (Saturday and Wednesday) 
in the week, or, as an alternative, to prescribe a 
larger dose (e.g., in xx.-xxx. of tincture) every third 
day at bedtime ; this line of treatment will usually 
be attended with much relief to the patient ; bron¬ 
chitis, cough, and pulmonary congestion, common 
complications in mitral stenosis, are more likely to 
be relieved by treatment of the heart than by 
expectorants or other agencies directed towards the 
lungs ; if the sputum is tenacious and the cough 
irritable it is, however, wise to prescribe a simple 
expectorant mixture combined with some reliable 
sedative, such as tinct. camph. co. 

Haemoptysis in small amounts does not call for 
special treatment; if excessive the patient should 
be kept at rest, and morphia in small doses may be 
given ; premature contractions and attacks of 
paroxysmal tachycardia are frequent events failing, 
as a rule, to respond to treatment ; fortunately the 
patient is not invariably conscious of their presence, 
and in such cases it is advisable to disregard their 
occurrence. With the arrival of auricular fibrillation 
there is usually intense aggravation of all existing 
signs; the first indication is complete rest from 
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bodily exertion and from anxiety or worry of any | 
kind ; digitalis should be prescribed in large doses 
until its full physiological effect is produced ; it will 
be well, unless cardiac failure is extreme, to com¬ 
mence with a dose of 20 minims of the tincture every 
four hours ; this is usually found to be sufficient to 
produce a satisfactory reaction in three to four 
days ; having reduced the rate of heart beat to 
reasonable limits, it is advisable to diminish the dose 
of the digitalis, endeavouring, during the process, to 
maintain the rate between 70 and 80. 

In certain cases the well-known toxic effects of 
digitalis may be produced; prescription of this 
drug must always be undertaken with extreme 
caution ; the tendency to gastric disturbance may 
at times be obviated by giving the digitalis in ice- 
cold albumin water, or mixed with a small quantity 
of brandy ; in other instances the drug may be 
given in pill form, the digitalin granules of Nativelle 
being perhaps the most satisfactory. The beneficial 
effect of digitalis upon the heart may so improve 
the whole physical state of the patient that other 
complications requiring special treatment may not 
arise ; in the later stages of the disease, however, 
certain important debilities usually become mani¬ 
fest, and we must be prepared to adopt quite early 
all the principles of a well-judged and cautious 
therapy. , 

Diet is important; light, easily-digestible articles 
of food should be selected ; the meals should be 
small in bulk and taken at frequent intervals ; the 
amount of fluid should be considerably curtailed, 
especially if any tendency to dropsy be observed ; 
gastric catarrh, if obstinate, will best be treated by 
stopping all food for two or three days, only ice, with 
possibly a small amount of stimulant, being allowed 
during this time ; diet may be cautiously resumed 
later, beginning with milk and lime water, effer¬ 
vescing drinks, beef juice, bread and milk, egg 
albumin, &c., in combination with medicinal agents, 
such as hydrocyanic acid, oxalate of cerium, tincture 
of iodine, or carbolic acid. In moderation the 
patient may be allowed to gratify his own fancies ; 
in the first few days jellies, custard, biscuits, toast 
and some variety of appetising sandwich, will be 
appropriate, leading later to eggs in some form, 
boiled fish, scraped beef, fowl, sweetbreads, &c., 
with a small amount of some favourite vegetable ; 
fresh fruit in the form of grapes or oranges may be 
encouraged ; fluid should include milk and soda, 
weak tea or coffee, lemonade, and barley water; a 
small glass of champagne with the lunch and supper 
may be prescribed with advantage. 

Without sufficient sleep recovery will tend to be 
very protracted ; it may be sufficient if the patient 
takes some warm stimulant, such as whisky or 
cognac, or some mild hypnotic—a small dose of 
ammonium bromide, sulphonal, trional or veronal— 
may serve to induce sleep ; obstinate insomnia 
necessitates prescription of chloral or opium in some 
form ; for extreme dyspnoea morphia is invaluable, 
and should be given without hesitation. 

Palpitation is a most distressing symptom, im¬ 
provement of which should come about with the 
diminished heart rate produced by the digitalis 
medication ; otherwise it will be well to try the 
effect of an icebag to the prsecordium, or counter- 
irritation by some one of the well-known methods ; 
palpitation is frequently secondary to flatulent 
indigestion, and efficient treatment of the latter will 
result in its complete disappearance* For dropsy, 
which so often aggravates the physical condition, a 
mercurial pur^e may be all that is necessary, or some 
simple diuretic mixture, or the compound digitalis 
pill which contains both mercury and squills in 
addition to the digitalis powder; more obstinate 
cases necessitate the use of Southey’s tubes or 
acupuncture ; massage and careful bandaging fre¬ 
quently control the mischief and always add to the 
comfort of the patient. Serous fluid collecting in 
any of the visceral sacs should be carefully watched 


and removed if it interferes with the functions of 
the organs involved. 

Extreme degrees of failure may develop at any 
time in patients in the final stages of mitral stenosis ; 
in such cases strophanthin, administered by intra¬ 
venous injection, may prove beneficial ; diffusible 
stimulants as ammonia and ether, and other rapidly 
acting drugs, such as caffeine, strychnine, and 
camphor, may produce temporary reactions which 
serve to tide the patient over the critical period ; in 
the presence of venous engorgement, with much 
distress in breathing, a venesection will give imme¬ 
diate relief ; as an alternative method leeches may 
be applied over the hepatic area or right auricle ; 
in either case oxygen should be simultaneously 
administered by inhalation. 


THE DIAGNOSIS OF DYSENTERY 
BY THE SIGMOIDOSCOPE.* 

By PHILIP MANSON-BAHR, D.S.O., M.D.Cantab.. 
M.R.C.P.Lond., 

PHYSICIAN TO THE HOSPITAL FOR TROPICAL DISEASES AND 
ALBERT DOCK HOSPITAL, LONDON : LECTURER, LONDON 
SCHOOL OF TROPICAL MEDICINE ; 

AND 

A. L. GREGG, M.A., M.D., B.Ch., B.A.O.Dub., 

MEDICAL SUPERINTENDENT, HOSPITAL FOR TROPICAL 
DISEASES, LONDON. 


A search through numerous papers on dysentery 
which have appeared during recent years has revealed 
the fact that the advantages' to be gained by the 
routine use of the sigmoidoscope in the diagnosis of, 
and as a guide to treatment in, chronic dysentery 
have hardly been appreciated, at any rate in this 
country. In a monograph which has recently 
appeared, illustrated by a series of beautiful plates, 1 
Bensaude has described the main features of amoebic 
ulceration as seen through the sigmoidoscope, its 
differentiation from chronic bacillary lesions and 
from other diseases of the rectum which may give 
rise to diarrhoea or dysenteric symptoms. He 
maintains that the amoebic lesions as observed 
through this instrument differ considerably from 
those usually seen at autopsy in being more super¬ 
ficial and much paler in colour. There is a short 
reference to this subject by Lyons 2 in a general paper 
on the status of amoebic dysentery in the United 
States ; he has noted that, apart from giving the 
observer a good view of the ulceration, the diagnosis 
may be confirmed by the presence of the Entamoeba 
histolytica in scrapings obtained from the ulcers, even 
where the stools have been searched in vain for these 
organisms. This observer has further recorded 
his opinion that no case should be discharged as 
cured without a proctoscopic examination. If this 
rule were universally adopted, he thinks, there would 
be fewer relapses and fewer drugs described as 
specifics. 

It is hardly necessary to emphasise that this 
subject is of very considerable importance at the 
present time when a very large number of war 
pensioners are receiving treatment in special hospitals 
for chronic diarrhoea or dysentery. 

In the acute stages of dysentery of both the amoebic 
and bacillary varieties the routine use of the sigmoido¬ 
scope is hardly indicated; usually, in practised hands, 
a correct diagnosis can be made by laboratory 
methods. It is in the peculiarly chronic and in¬ 
tractable cases resulting from an original infection 
acquired three or more years ago, where the labora¬ 
tory, for reasons shortly to be detailed, can afford 
little assistance, that familiarity with sigmoidoscopic 
diagnosis proves very desirable. 

During the last year we have used this instrument 
as a routine measure in making our diagnosis of 

• An abstract of this paper was read before the Society of 
Tropical Medicine and Hygiene, Jan. 21st, 1921. 
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Fio. 1.—Amoebic dysentery.—Typical 
ulceration with haemorrhagic mar¬ 
gins and isolated humiorrhages (8 ins. 
from anus). 



Fia. 3.—Amoebic dysentery.—Showing 
two superficial ulcers, dark blood 
clot? of some considerable size. 
Numerous ontamoebse demonstrated 
in scrapings of ulcers ; none found 
by microscopical examination (2 ins. 
from anus). 


Sigmaidoscopic Appearances in Dysentery . 

Figs. 1-3 and 5-7, reproduced from the author’s water-colour 
drawings, have lost some of the finer distinctions in the process. Fig. 2 
is rendered the same size as the original drawing in order to give an 
idea of the actual image seen by means of the instrument. The others 
are about half scale. 



Fig. 2.—Amoebic dysentery.—Showing redundant mucous membrane, superficial 
diamond-shaped ulceration, and dark htcmorrhagic clots (4 ins. from anus). 


dysenteric cases among war pensioners at the Hospital 
for Tropical Diseases, and we can confirm the state¬ 
ments already quoted as to its great utility. In 
fact, as the result of this work, we venture to qualify 
considerably the views already expressed. 

It is hardly necessary to state that quite a number 
of our amoebic cases gave no history of “ dysentery,” 
as this term is generally understood—that is to say, 
the appearance of blood and mucus in the stools— 
but rather complained of attacks of recurrent 
diarrhoea; in fact, it would be much more 
appropriate to describe these cases of amcebiasis as 
“ amoebic diarrhoea,” a term which Dobell 3 has 
already sanctioned. The clinical history which one 
can obtain in these cases, the oft-repeated story of 
relapses of “ diarrhoea ” and “ dysentery ” alter¬ 
nating with periods of quiescence and the fact that 
the majority of these men originally contracted 
their dysentery in countries where Entamoeba histo¬ 
lytica is widely distributed, would primarily suggest 
that the majority are amoebic in origin, but it is a 
fallacy to presume that all are due to this organism. 
A certain number are due to other causes, and in 
• them the intestinal symptoms are by no means 
improved, it may be they are actually aggravated, 
by a misdirected anti-amoebic treatment. On the 
other hand, we have found that it is not wise always 
to assume that the patient’s present symptoms are 
due to a recurrent bacillary infection, even in cases 
in whom the specific dysentery bacillus was primarily 
isolated during the war, for occasionally we meet 
with cases who, though undoubtedly in the first 


instance the victims of bacillary dysentery, have 
subsequently contracted amoebiasis. 

Unfortunately mere physical examination of these 
chronic dysentery cases affords but little assistance 
in making a definite diagnosis. As a general rule, 
chronic bacillary cases are more emaciated and 
debilitated than are the victims of chronic amoebiasis ; 
this is probably due to the more extensive destruction 
of the intestinal mucosa which occurs in the former 
disease, and to a chronic toxaemia from secondary 
organisms. In amoebiasis, by abdominal palpation, 
areas of deep tenderness can generally be elicited 
over isolated portions of the large intestine such 
as the caecum and the transverse and pelvic colons, 
whereas in post-bacillary cases the whole abdomen 
is very tender and sensitive to pressure. These 
somewhat indefinite signs, however, are by no 
means always reliable. 

Routine Uses of the Sigmoidoscope . 

Many excellent arguments can be advanced for the 
routine employment of the sigmoidoscope in the 
diagnosis of these conditions, and we wish to lay 
stress upon some of the more important. 

In chronic bacillary dysentery of several years' 
standing little or no assistance may be obtained by the 
| employment of laboratory methods ; for this failure 
the secondary pathological changes which have taken 
| place in the mucosa of the large gut are responsible. 
These changes are due to the deposition of granu¬ 
lomatous and fibrous tissue resulting from the 
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destruction of the mucous membrane ; in bacillary 
dysentery this is usually more extensive in the lower 
portion of the rectum* than elsewhere and conse¬ 
quently is easily visible through the sigmoidoscope. 

It is hardly necessary to state that a simple 
microscopic examination of the faeces is not of much 
value in such cases, nor can one expect any assistance 
from attempts to culture the dysentery bacilli, 
either from the excreta or from scrapings of the 
mucosa, as these organisms have long since dis¬ 
appeared : for the same reason, serological reactions 
are no longer diagnostic. In chronic amoebiasis 
there are drawbacks also in establishing a definite | 
diagnosis by any of the well-recognised methods of 
laboratory examination. It is now well known that 
in such chronic cases histolytica cysts may be passed 
in the faeces in an extremely irregular manner : it 
may be that they are present in considerable numbers 
on one or two occasions, so as to be easily visible 
under the microscope, but that subsequent examina¬ 
tions, for days or even weeks on end, may be negative 
as regards this organism. \Ye may instance one 
particular case in which 11 faecal specimens were 
examined daily with negative results during the 
fortnight the patient was in hospital for observation, 
but on the twelfth occasion numerous characteristic 
cysts were seen ; this occurred while he was being 
actively purged and was passing stools containing 
much blood and mucus. Cases of a similar nature have 
been cited by others who have had a large experience 
of this disease ; the value of repeated microscopical 
examinations in detecting Entamoeba histolytica 
carriers has been ably emphasised by Dobell in his 
numerous publications on this subject. In 1917 4 
he recorded a case which was diagnosed on the 
thirty-fifth consecutive examination, and doubtless 
there are more extreme instances than this. In his 
latest publication, 5 in summarising his experiences, 
he has stated that a series of such cases examined 
once apiece may be expected to disclose about one- 
third of the infections actually present ; in a series 
examined thrice per case between one-half and two- 
thirds of the actual number of infections will have 
been detected. In order to be on the safe side, as 
a routine measure, six consecutive microscopical 
examinations would be necessary in every case. 
Even in more acute stages-of the disease, when 



Fio. 4.—Charcot-Leyden crystals, x 1200. Preparation from 
scraping of annebic ulcer through the sigmoidoscope, showing 
Charcot-Leyden crystals in numbers, stained by Heidenheim’s 
huematoxyliu (microphotograph by Dr. J. Gordon Thomson). 

stool examinations are required for each patient, 
and incidentally much delay must ensue before a 
diagnosis can be made or a rational treatment 
instituted. Any aid to diagnosis w r hich will obviate 
this delay should be encouraged as saving both time 
and money. Having ourselves been engaged for a 
considerable period on routine stool examinations 
w r e do not wish to make any statements which w r ould 
tend to bring such a w r ell-established method into 
1 disrepute, but it has its limitations, as every experi¬ 
enced microscopist will admit. 

The advantages of the routine use of the sigmoido¬ 
scope may be stated as follows:—(1) A rapid 
and accurate diagnosis by direct inspection of the 
mucosa can often be made. (2) Pathological con¬ 
ditions other than dysentery, and often hitherto 
unsuspected, such as hemorrhoids, syphilitic lesions, 

I malignant disease or polypi are occasionally revealed. 
(3) The very large proportion of cases of doubtful 
aetiology, w’hich by the employment of simple 



Fio. 5.—Chronic bacillary dysentery. 
—Grazed and granular appearance 
of mucosa duo to formation of granu¬ 
lation tissues. 


Fio. 6.—Chronic bacillary dysentery. 
—Deposition of granulation tissue 
and fibrosis. 


Fio. 7.—Chronic bacillary dvsentery. 
—Showing largo polypi (4 ins. from 
anus). 


quantities of blood and mucus are being passed in microscopical methods would remain undiagnosed, 
which the active vegetative entamceba* can be is reduced to a minimum, 
easily found, it does not necessarily follow that the n *• # 

characteristic histolytica cysts will appear in the I Preparation of the 1 atient. 

faeces after the subsidence of the more acute sym- The method adopted in making a sigmoidoscopy* 
ptoms. We have recently seen three cases w r ho examination is comparatively simple, but it is 
passed typical motions on one occasion, but whose necessary to emphasise one or tw T o points. The 
stools were examined on several occasions after preparation of the patient requires consideration, 
admission to hospital with negative results. To j He should be purged so that the large bowel is 
clinicians it is becoming obvious that, as a method of emptied of faeces, but at the same time it must not 
excluding amoebiasis in diagnosis, many microscopical be rendered too irritable. We have found that the 
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most satisfactory method consists in administering 
half an ounce of castor oil on the previous evening, 
followed in the morning by a soap-and-water enema 
so as completely to clear out the rectum. In order 
to decrease peristalsis and render the bowel less 
sensitive to manipulation we find it advisable to 
administer 15 minims of tinct. opii immediately after 
the enema. In cases where there is incessant 
diarrhoea a satisfactory method of clearing out the 
bowel has yet to be discovered, but, fortunately, in 
these cases a fleeting glimpse of a small portion of 
the bowel usually suffices to establish a diagnosis. 

As regards the posture assumed to the patient 
during examination, we prefer the lithotomy position* 
This method allows any fluid contents of the bowel 
to collect in the dorsal curvature of the rectum, 
which acts as a sort of a trap, while the bowel, both 
above and below this pool, may be minutely 
scrutinised. It is quite unnecessary, indeed, to our 
minds it is disadvantageous, to administer an 
anaesthetic. One should be guided by the patient’s 
sensations of pain or discomfort while the instrument 
is being passed ; the former should not be present 
in examining a normal bowel. Naturally, when 
one intends to examine an ulcerated bowel, great 
care should be exercised in introducing the instru¬ 
ment, and when once the sphincter muscles have been 
passed its further passage should be guided by sight 
alone. The degree of pain experienced varies greatly. 
Generally it is much greater in the bacillary types 
than in the amoebic disease ; it is much greater in 
highly-strung and nervous individuals than in less 
sensitive subjects. The ulceration of the bowel 
would seem to have little bearing upon this point, 
for some cases with extensive ulceration complain of 
little or no discomfort whilst being examined. 
It is wise not to disregard any sudden pain of which 
the patient complains, for this is generally due to 
too great pressure being exercised upon one particular 
portion of the bowel wall. The distance to which 
the instrument can be passed also varies considerably ; 
in some a length of only a few inches, in others again 
12 inches or so, may be reached with ease, and the 
point of the sigmoidoscope can be distinctly palpated 
in the left hypochondrium. 

Sigmoidoscopic Appearances of Amoebic Lesions, 

In those cases in whom the amoebic lesions extend 
into the rectum the appearances vary pretty con¬ 
siderably, but they are sufficiently characteristic to 
be diagnostic. As a rule discrete ulcers can be made 
out; they vary in shape and in size. Some are 
barely visible, while others are 0-8 mm. in diameter. 
No lesions occupying several inches in extent, such 
as often may be seen in the large gut at autopsy, 
have as yet been met with. The ulcers are usually 
oval or diamond-shaped ; their margins are haemor¬ 
rhagic, and their bases covered with grey-coloured 
or greenish sloughs. In depth they also exhibit 
considerable differences ; they may be quite super¬ 
ficial, or they may involve the submucosa (Fig. 1). 
The mucous membrane intervening between the 
individual lesions is healthy in appearance and of an 
orange-rose colour. Generally it is more redundant 
and reticulated than is the normal (Fig. 2). 

Flame-shaped haemorrhages are usually numerous ; 
the smaller ones can be described as having a dark 
haemorrhagic centre surrounded by an areola of a 
brighter hue. The larger ones may form patches of 
an irregular shape and may involve considerable 
areas of mucous membrane ; others again of inter¬ 
mediate size lie concealed between the folds of 
puckered mucous mombrane (Fig. 3). On the whole, 
the lesions resemble those seen in the large intestine 
at Autopsy, but it has struck us that the small 
'^petechial haemorrhages and the vivid coloration 
of the blood clots are much more apparent than 
when seen in the cadaver, which is only w'hat one 
would expect from a study of living tissues. 

As a further confirmation of the amoebic origin of 
the lesions the ulcers may be scraped and the exudate 


thereby obtained examined microscopically. A. 
convenient instrument for this purpose is a wooden 
match affixed to a holder and introduced through the 
tube of the sigmoidoscope. By this means we have 
been able to demonstrate active entamoebae often 
in considerable numbers, as well as Charcot-Leyden 
crystals, which are by some considered to be strongly 
suggestive of amoebiasis (J. Gordon Thomson 6 
and H. W. Acton 7 ), even in several cases in which 
numerous faecal examinations failed to reveal either 
active entamoeba? or their cysts (Fig. 4). In a few 
cases of undoubted aetiology—that is to say, of micro¬ 
scopically diagnosed cases—the rectum and colon 
as seen by the sigmoidoscope were normal in appear¬ 
ance, and in these one has to presume that the 
amoebic lesions are situated in the upper portion of 
the large bowel beyond the range of vision through 
the sigmoidoscope. 

Sigmoidoscopic Appearances of Post-Bacillary 
Lesions. 

The changes seen in the lower bowel in this very 
serious condition consist for the most part of granu¬ 
lation tissue, and may be regarded as an attempt on 
the part of the bowel to replace, as far as is possible, 
the tissues originally destroyed by the toxins of 
the dysentery bacillus. Acute inflammatory changes,- 
when present, are possibly due to a secondary 
invasion of the mucosa by other intestinal organisms^ 
Up to the present we have not seen cases in which 
actual ulceration of the bacillary type was present 
in the rectum. 

The changes observed by us may be classifled 
according to their severity in the following manner :— 

(а) In comparatively slight cases there is an injected 
and plush-like appearance of the mucosa, while the passage 
of the instrument is attended by considerable pain. 

(б) In more advanced cases the mucosa is hypenemic 
and has a granular or glazed appearance. The whole 
rectal canal may be in this condition, or definite annular 
zones, three or more inches in extent, may be affected 
(Fig. 5). 

(c) Masses of granulation tissue, which is very friable and 
vascular, may be seen superimposed upon a much scarred 
and fibrotic membrane (Fig. 6). 

( d ) The most advanced stage represents merely an 
exaggerated phase of the process just described, and takes 
the form of vascular polypi attaining even as much a* 
I inch in length ; the pathology of this curious polypoid 
condition was described by one of us* in a recent paper 
(Fig. 7). This polypoid condition may extend through 
the large intestine, for similar changes have been seen in the 
cajcum in two cases in whom the bowel w t as opened at 
operation. It is scarcely necessary to add that the clinical 
condition of these cases is one of great severity. 

The table of statistics which follows will serve to 
illustrate the various points to which we have alluded 
in this paper. 


Diagnoses in 100 Consecutive Cases of 
Suspected Dysentery. 


Diagnosis by Sigmoidoscope. 
Positive amoebic . . 29 i , 0 

Suggestive of .. 13 / 

Positive bacillary .. lf>i 9a 
Suggestive of „ .. 13 > 45 

Other causes of symptoms :— 
Rectal polypus .... 1 

Haemorrhoids .... 4 

Syphilitic stricture .. 1 

/Etiology undiagnosed 11 
Normal appearance 14 

101 * 

• This extra number is ex¬ 
plained by the diagnosis of 
amoebic and bacillary infection 
In the same patient. 


Diagnosis by Microscope. 
Positive amoebic .. 30 > ... 

Suggestive of amoebic 1 f ol 
( Charcot-Leyden 
crystals) 

Positive bacillary .. 0 > r 

Suggestive of .. 5 > ** 

Remaining of no posi¬ 
tive value (exams.) 211 

Total microscopical 
exams, done on 
these 100 cases .. 247 

These preliminary examina¬ 
tions were all performed before 
a diagnosis was established. 


Dclails of Sigmoidoscope Results. 

Forty-four positive diagnoses were made, and of these :— 
20 were confirmed by the microscope. 

15 others were confirmed by the clinical history of the 
patient. 

In 8 the clinical 1 istory was doubtful and confirmation of 
the diagnosis is lacking. 

In 1 the history disagreed with the diagnosis, which was. 
subsequently proved to be correct on clinical grounds. 
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Twenty-six suggested diagnoses were given, and of 
these:— 

6 were confirmed by microscope. 

10 others were confirmed by the clinical history. 

In 5 the clinical history was doubtful, and confirmation of 

the diagnosis is lacking. 

In 5 our diagnosis was probably wrong. 

Thus there were 52 confirmed diagnoses of amoebic or 
bacillary dysentery, and there were 6 cases in which the 
symptoms were caused by other local conditions, such as 
haemorrhoids, &c. 

Of the remaining 43 cases :— 

11 were undiagnosed. 

14 appeared normal, and of these :— 

In 1 the clinical history was doubtful. 

6 had no symptoms and were discharged. 

1 had Entamaba histolytica cysts and a liver abscess* 

but had never haa dysentery. 

2 had Entamoeba histolytica cysts in their stools. 

3 gave a history of amoebic dysentery. 

1 „ „ „ bacillary „ 

13 lack confirmation. 

In 5 our diagnosis was probably wrong. 

In other words, the sigmoidoscope was instrumental in 
giving a positive diagnosis—that is, a confirmed diagnosis— 
from a single examination in just 58 per cent, of our cases, 
while in the same 100 cases microscopic diagnosis, after 
repeated tests, gave about 30 per cent. 

In conclusion, we wish to express our indebtedness 
to Dr. G. C. Low for generously permitting us to 
utilise figures obtained from cases under his care. 
Many of the routine microscopical examinations of 
faeces so frequently quoted in this paper were under¬ 
taken by Dr. J. Gordon Thomson, whom we also 
wish to thank for his assistance, as well as for his 
kind permission to reproduce his excellent micro- 
photograph of Charcot-Leyden crystals (Fig. 4). 
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The modern treatment for ectopia vesicse is to 
divert the ureters into the bowel. The trigone of 
the bladder may be transplanted into the sigmoid 
colon by the intraperitoneal route (Madyl, Stiles, 
Coffey), or the ureters may be transplanted into 
the rectum by the extraperitoneal route (Peters, 
Moynihan). I wish to describe a method of operation 
which I have employed in four cases of ectopia 
vesicae with very satisfactory results. - 4 * ^ . 

Method of Operation , Advantages, and Age at which 
it should be Performed. 

The operation consists briefly in transplanting the 
ureters directly into the rectum through its anterior 
wall above the level of the peritoneal reflection of 
Douglas’s pouch, the general peritoneal cavity being 
shut off by suture before opening the bowel. 

The operation is very simple to perform and can 
be completed in less than 30 minutes, thus involving 
little or no shock. It avoids the risk of infective 
peritonitis, owing to occasional leakage of the intra¬ 
peritoneal operation, and the danger of subsequent 
retraction of the ureters into the bladder wound of 
the extraperitoneal method. 


The operation should be postponed until the child 
attains the age of 2 years when the anatomical 
structures are large enough to facilitate the necessary 
dissection, manipulation, and suturing, and when the 
after-treatment can be carried out with greater 
satisfaction. 

Preliminary Treatment. 

Hexamine and acid sodium phosphate in suitable 
doses are administered to minimise the risk of 
ascending pyelitis. Occasionally after operation the 
child suffers from attacks of pyrexia accompanied 
by vomiting, irritability, and drowsiness, probably 
due to infective pyelitis. These attacks are liable to 
recur but tend to diminish gradually and can be 
controlled by giving urinary antiseptics. The skin 
is prepared in the usual way and the rectum is 
cleansed by frequent irrigation. The exact position 
of the ureters should be determined in order to avoid 
delay at the time of operation, as the orifices may lie 
rather concealed in folds of mucous membrane. 

Description of the Operation . 

The pelvis is raised on a small sandbag. I prefer 
to stand on the left side of the patient. After passing 
a small probe, a No. 2 Black French catheter (the 
end of which has been removed to leave a terminal 
opening) is inserted jnto each ureter for a distance of 
from 2 to 3 inches, 
and is sutured in 
position by a fine 
catgut suture in¬ 
serted with a fine 
straight needle 
which transfixes the 
catheter and the 
bladder mucous 
membrane at a dis¬ 
tance of £ inch from 
the summit of the 
ureteral papilla. 

The mucous mem¬ 
brane is then incised 
circularly at a dis¬ 
tance of 1 inch from 
the orifice of the 
ureter and the in¬ 
cision is carefully 
carried through the 
bladder wall until 
the wall of the ureter 
is reached. Great 
care must be taken 
not to injure the ureter and its vessels. The 
ureter is freed by dry gauze dissection, and by 
snipping a few fibrous bands with scissors or 
scalpel, until about 2 inches of the ureter can be 
drawn into the wound (Fig. 1). The assistant 
then inserts a finger of the right hand into the 
rectum and presses its anterior wall into contact with 
the posterior wall of the bladder at a level well above 
the uterus, which can be readily felt in the female, and 
at a corresponding distance in the male. The bladder 
wall lying between the ureteral pouches is then 
incised transversely (Fig. 1 ) on to the assistant’s 
finger until the peritoneal cavity is opened, when the 
anterior rectal wall at once protrudes through the 
incision thus made (Fig. 2). 

Fine catgut sutures are passed through the cut 
edges of the bladder wall and the sero-muscular coat 
of the rectum so that an area of the anterior surface 
of the rectum measuring about 2 in. by 1 in. is 
completely shut off from the general peritoneal 
cavity (Fig. 3). Through this area a transverse 
incision about 1 £ inches long is made into the bowel 
whilst the assistant partially withdraws his finger 
(Fig. 3). The catheters are then passed through the 
opening, taken by the assistant, and carefully drawn 
from the anus until the ureters with their surrounding 
mucous membrane lie just within the rectum. The 
opening into the rectum is then closed with catgut 
sutures in such a manner that the ureters are fixed 



Fig. 1.—C.U., Catheter in 
ureter. B v bladder. I.B., 
Incision through bladder 
between ureteral pouches. 
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firmly at the angles of the wound (Fig. 4). The 
transverse incision in the bladder is sutured over this. 
No attempt is made to remove any of the bladder 
wall. This is better dealt with at a second operation. 

After-Treatment and Results . 

The ureteral catheters commence to drain within 
a few hours and become loosened within 5 or 7 days, 


sutures. The transplanted ureters readily accom¬ 
modate themselves to their new anatomical relations, 
and development is not interfered with. 

At the provincial meeting of the Section of Diseases 
of Children of the Royal Society of Medicine held in 
Manchester in July, 1920, I showed a patient on whom 
I had performed this operation in October 1908. 
The uterus appears normally developed and she 


S.R.I. 


r.R.W. 



Fio. 2.—P.R.W., Pouch of ante¬ 
rior rectal wall pushed t hrough 
bladder incision by finger in 
rectum. 


P.C.R. 



Fig. 3.—P.C.R., Peritoneum covering of 
rectum stitched to peritoneum covering 
of bladder ; I.li., Incision into rectum. 



Fio. 4. —Ends of ureters inserted into 
rectum. S.R.I., Sutures closing rectal 
incision. 


when they are withdrawn. If either catheter ceases menstruates regularly. The rectum carries out its 
to drain before this it must be removed and can 1 double function independently. Faecal evacuation 
easily be loosened by twisting movements, traction ! usually occurs once daily and urine is voided sepa- 
being avoided. Hexamine and acid sodium phos- rately, three or four times by day and not at all 
phates are given for the reasons previously mentioned, j during the night. The diagrams have been, made 

About six months later the mucous membrane of j from photographs taken during an operation, aud I 

the bladder is excised and the raw surfaces brought j am much indebted to Dr. W. E. Fothergill, who has 

together by under-running strong silkworm-gut kindly drawn them for me. 


OBSERVATIONS ON THE 
UREA CONCENTRATION TESTS IN THE 
PSYCHOSES. 

BY J. WALKER, M.B., Ch.B.Edin., D.P.H., 

BENIOR ASSISTANT MEDICAL. OFFICER, CARDIFF CITY MENTAL 
HOSPITAL, WHITCHURCH, OLAM. 


The primary objects of this investigation were to dis¬ 
cover if there is any undue prevalence of renal in¬ 
efficiency in the psychoses, as determined by the urea 
concentration tests in the blood and urine, and, if so, 
with what forms of mental disorder this condition is 
associated. During the progress of the investigation it 
was observed that several cases showed a low urea con¬ 
centration in the urine with either a normal or sub¬ 
normal blood concentration. It was therefore thought 
desirable to estimate the daily excretion of urine 
with the total excretion of urea and ammonia and 
the percentage urea concentration in the same. The 
urea nitrogen and ammonia nitrogen ratio was also 
determined. 

Concentration Tests in the Blood and Urine. 

The tests employed were those described by 
H. MacLean and A. E. Russell, 1 and their instructions 
as to diet, Ac., prior to the tests were strictly adhered 
to. The urine test commenced at 10 a.m. —i.e., about 
hours after a breakfast consisting of bread, butter, 
and tea. The patient was then put to bed and no 
further fluid permitted until the completion of the test. 
Printed instructions were issued on the occasion of 
every test. The blood was withdrawn between 11.30 a.m. 
and 12 mid-day—i.e., at the corresponding time, hut 
either on the day prior to or following tho urine test. 
Sufficient blood was always collected to enable a 
duplicate examination to be made, the average of the 
two estimations being taken as a measure of the urea 
concentration. The tests were repeated in a few cases, 
but as the results were more or less the same it was not 
considered necessary to do this in all cases. 

Prior to and during the collection of a 24-hour 
specimen each patient received a fixed diet consisting 
of two pints milk, two eggs, milk pudding, with bread- 

1 The Lancet, 1920. i., 1305. 


and-butfcer. The total excretion of ammonia was esti¬ 
mated by the formalin method. Albumin in all cases 
was tested for by the sallcyl-sulphonic acid and heat 
tests. The systolic blood pressure was determined 
during the clinical examination of each case. 

Before the results obtained in this investigation are 
considered, it is necessary to have a clear understanding 
as to what are considered the normal limits of urea- 
concentration in the blood and urine. In spite of the 
fact that W. Mac Adam and Bentley Squire 2 give the 
maximum blood concentration of 25 mg. and 12 5 mg. per 
cent, respectively, I consider that MacLean’s maximum 
of 40 mg. per cent, is none too high. In Tables I. and 
II. are cases with a much higher blood concentration 
with a urine concentration not only between the normal 
limits of 2 and 4 per cent, as set out by MacLean, but 
even greater than 4 per cent. Clinical as well as other 
evidence was contrary to a diagnosis of renal disease 
in each of those cases. The lowest and highest per¬ 
centage concentration of urea in the blood found by mo 
in cases showing no evidence of renal disease are 9 mg. 
and 83 mg. per cent, respectively. But basing my result 
on the normal standard percentages by MacLean—viz., 
15 to 40 mg. per cent, in the blood and 2 to 4 per cent, 
in the urine, I find there is a large percentage of cases 
giving abnormal results in which the diagnosis of renal 
disease, apart from the tests referred to, is not justified. 

Eighty-three cases have been investigated. Table III. 
gives these cases grouped according to their mental 
disorder with the findings in each. It is seen that 
86 per cent, have a normal urea concentration in the 
blood and urine, according to the limits referred to 
above. This is a very low percentage. If the cases 
showing a normal blood concentration with a urine 
urea concentration below 2 per cent, in which the low 
urine concentration appears to be due to diuresis, that 
is, when the total urine excreted in the first and second 
hours together exceed 350 c.cm.—this diuresis is 
especially frequent in dementia praccox, aud will be 
discussed later—are considered for the present to be 
consistent with a healthy condition of the kidneys, the 
percentage of normal cases is raised to 52. Again, if 
cases with a normal urine concentration and a blood 
concentration below 15 mg. per cent, are included for 
the same reason, the percentage of normal cases is 
raised to 57. Of the 43 per cent, of the cases remaining 


2 Brit. Med. Jour., 1921, i., 290. 
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only four coaid reasonably be considered to be suffering j 
from kidney disease (see Table IV.), and in this con- j 
nexion it is worthy of note that only two of them have 
a blood urea concentration over 40 mg. per cent., while 
they all show a low urea concentration in the urine. 

Tables V. and VI. give examples of the remaining 
unclassified 38 per cent, of the cases. Table V. deals 
with the cases showing a blood concentration over 
40 mg. per cent, in all of whom the urine urea concen¬ 
tration is below 2 per cent. Table VI. deals with the j 
cases having a blood concentration below 15 mg. per 
cent, and a urine concentration below 2 per cent. The 
question now arises: Should this 38 per cent, be 
regarded as explicable by kidney disease, no evidence, 
clinical or otherwise, being available other than that 
derived from the concentration tests to warrant such a 
conclusion ? Two explanatory hypotheses are possible 
in this investigation. These tests were carried out 
in cases where a nervous or mental element was j 
present as an extra or complicating factor, and perhaps 
there is in the psychoses, and more especially in 
dementia praecox, melancholia, and confusional states, 
a greater incidence of renal disease in a degree not 
revealed by the ordinary clinical methods than has 
hitherto been realised. The second and perhaps more 
plausible hypothesis is that in the psychoses there may 
be present some factor or factors other than kidney 
disease to account for the anomalous results obtained. 
The latter theory is strengthened by three other obser¬ 
vations made in the cases of dementia prsecox 
examined—viz., the coexistence of diuresis, polyuria, 
and acidosis. 

Dementia Pracox. 

Table VII. deals with the cases of dementia praecoxin 
which it has been possible to compare the results of the 


concentration tests with those found in the urine 
excreted in the 24 hours. Although it is wrong to make 
deductions from a small number of cases, it is worthy 
of notice that all cases of dementia prmcox so far 
examined show, without exception, a moderate to a 
marked degree of acidosis, the ammonia nitrogen 
reaching as high as one-tenth of the urea nitrogen in 
4 of the 8 cases. Acidosis was not found in mania, 
melancholia, and insanity with epilepsy, but a mild 
degree was found in all of the 8 cases of confusional 
insanity so examined, and a very severe degree in the 
only case of general paralysis examined, the ammonia 
nitrogen being as much as a fourth of the urea nitrogen. 

From Table III. it will be seen that diuresis has 
, occurred in almost half of the cases of dementia 
prmcox. From Table VII. it is observed that a low 
urine urea concentration has been found not only 
in the concentration tests, but also in the 24-hour 
specimens. The low urine urea concentrations found in 
the cases of dementia prsecox in Table VII. will confirm 
this observation. From Table VII. it is seen that there 
is a high urinary excretion in the 24 hours. In the 
other psychoses in which the 24-hour excretion of 
urine has been measured, the amount is found to be 
low and the urea concentration high. It is difficult to 
speculate as to the significance of these observations, 
other than that it may be more than probable that in 
dementia praecox there exists some general disturbance 
, and not renal disease to account for these anomalous 
* results, such as either a disordered protein metabolism 
or some form of endocrine disturbance implicating more 
particularly the pituitary gland. 

Summary, 

(1) The urea concentration in the blood in the cases 
examined is subject to wide variations, and therefore 


Table I .—Cases without Kidney Disease. 

Blood urea percentage above 40 mg., and urine urea concentration above 4 per cent. 


Age 
Name, and 
sex. 


Urine cone' 
test. ! 
j Amounts j 
(c.cni.i. | 

I 

I 1st 2nd 


^ a 

f'- i 
sss 

'£ -J'S 

S>a £ 


I 1 

.5? ft- i © 



s s 


Mental state. 


Physical state, &c. 


jhour. hour. 

© 



O 

e. 

. H 


h a 

cd 



J.W.P. 42, M. ! 70 

1 j 

36 

48 

1026 

A 

0 

43 

| - 

- 

- 


- 

j Confusional insanity. 

i 

Moderate health, 
S.B.P. 130 mm. 

E.P. 21, M. 25 

1 i 

60 

5*37 

1025 

A 

0 

50 

•510 

1 

22 

1127 

0291 

21 

i Melancholia, 
dementia praecox, 
j early stage. 

Good health, S.B.P. 
140 mm. 

H.G. 51. F. 0 

50 

4T 

1015 

A 

0 

83 

360 

50 

180 

0*547 

18 

! Mania during excite- 

Good health, S.B.P. 


ment. 


Remarks .—The above three cases show a high blood concentration with a high urine concentration. It is noteworthy that the total 
urine for the 24 hours is low, as well as the total urea output: that the total urine excreted as a result of the ingestion of 15 g. of urea in 
100c.cm. water is low ; that the blood pressure is raised in all cases; that the chief mental symptom is a combined psychical and motor 
excitement. 


Table II. — Cases without Kidney Disease. 


Blood urea percentage above 40 mg. and urine urea concentration between 2 and 4 per cent. 


M. F. 

52. F. 

90 

1 80 

2*1 

1022 

A 

0 

73 

6S0 ! 3*1 20*46 | 0*472 

25 

Confusional insanity. 

Fair health. Glycos¬ 
uria 2*5 per cent.** 

W. F. 

58, M. 

95 

100 

2*1 

1020 

alk. 

o 1 

50 

I ' 1 

— 


Fair health. S.B.P. 136 

E.B.L. 

i 

35, F. 1 

i 

i 

- 

65 

3*5 

1032 

( A 

: 

0 

57 

i 1 

1 i 

- 

Melancholia. 

mm. 

Moderate health; 
slight glycosuria. 
S.B.P. 102 nun. 


* Optic and peripheral neuritis. Noteworthy that acidosis not present. 

Remarks .—Three cases showing a high blood urea concentration, with a normal urine urea concentration. It is noteworthy that 
glycosuria is present in two cases. Tho explanation other than kidney disease may be that an excessive protein metabolism coexists, 
with a disordered carbohydrate metabolism. The type of mental disorder predominating is confusion with a moderate degree of 
excitement. 


Table III.— Number of Cases Examined 


Mental disorder. 

No. of 
cases 
exa¬ 
mined. 

Blood urea 
below 40% 
and urea 
in urine 
above 2%. 

Blood 

urea 

below 

40%. 

Urine 

urea 

above 

2 %. 

Urine urea 
concentra¬ 
tion below 
2%, with 
diuresis. 

Mania . 

13 

5 

12 

5 

2 

G.P.I. 

3 

3 

3 

3 

0 

Insanity c. epilepsy 

7 

5 

7 

5 

1 

Melancholia.. 

22 

12 

15 

15 

3 


each of the Psychoses , with the Findings. 


Mental disorder. 

No. of 
cases 

exa¬ 

mined. 

Blood urea 
below 40% 
and urea 
in urine 
above 2%. 

Blood 

urea 

below 

40%. 

Urine 

urea 

above 

2 Vo. 

Urine urea 
concentra¬ 
tion below 
2%, with 
diuresis. 

Dementia prrecox 

22 

7 

17 

8 

9 

Confused states... 

16 

8 

12 

11 

_ 

2 

Totals . 

83 

40 

66 

47 

17 
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Table IV .—Cases of Kidney Disease. 


Blood urea above 40 mg. per cent, and urine urea concentration below 2 per cent. 


Name. 

Age 

and 

sex. 

Urine cone, 
test. 

Amount of 
urine 
(c.cm.). 

rcentage 
c. urea in 
d hour. 

Specific 

gravity. 

n 

_o 

§ 

© 

c 

1 

* 

a 

© 

s 

al amount 
e 24 hours 
(c.cm.). 

Urea 

rcentage. 

il amount 
urea in 
-ammes. 

Total 

mmonia 

grammes. 

a nitrogen 
amm. nit. 
ratio. 

Mental state. 

Physical state. 

Ac. 



1st. 

hour. 

2nd 

hour. 


X 

< 

1 

o*r 

H s 

S 

o M 


S’g 



J. E. 

76, F. 

250 

96 

103 

1010 


0 

54 


" 




Melancholia. 

Fair health; no 

symptoms. S.B.P. 
220 mm. Hyper¬ 
trophy left ventricl e 

J. M. 

60, M. 

35 

60 

143 

1017 

A 

Tr. 

43 

60C 

309 

1854 

0599 

17 

Melancholia with 

confusion. 

Fair health ; marked 
arter io-sclerosis. 
S. B. P. 160 mm. 

Slight degree of 

acidosis. 

H. C. 

58. F. 

145 

165 

087 

1010 

alk. 

0 

19 






Recurrent mania 

during attack of 
excitement. 

Fair health ; general 
arterio - sclerosis. 
S.B.P. 130 mm. 

M. G. 

62, F. 

46 

48 

1‘46 

1018 

A 

0 

11 






Mania with con¬ 
fusion. 

Fair health ; arterio¬ 
sclerosis. S.B.P. 
140 mm. 


Remarks .—All cases of interstitial nephritis. It is noteworthy that only two cases show a blood concentration over 40 mg. per cent.— 
one a normal blood concentration and one subnormal. 


Table V. —Cases without Kidney Disease . 






Blood urea above 40 : 

mg. per cent, and urine urea concentration below 2 per cent. 


C.J. | 

28, M. 

— 

135 

168 

1015 

A i 

0 

48 | 

1230 

F5 

18*45 

0702 

14 

Dementia prsocox. 

Fair health. S.B.P. 
108 mm.* 

C.H. 

17. M. 

285 

80 

193 

1018 

A 

0 

59 ' 

1560 

1*21 

18*87 

0*912 

10 

•• 

Fair health. 8.B.1* 
136 mm. A marked 
degree of acidosis. 

S. R. 

25, M. 

60 

90 

1*2 

1015 

A 

0 

46 

— 

— 

“ 

— 

— 

Melancholia. 

Good health. S.B.P. 
140 mm. 

T. E. 

31, M. 

50 

70 

114 

1015 

A 

0 

| 52 

— 


— 

| — 

— 

Mania with con¬ 
fusion. 

Fair health. 8.B.P. 
110 mm. 

J.B. 

21, M. 

295 

185 

1*85 

1016 

A 

0 

50 

690 

* 

40 

27*6 

0*830 

15 

Melancholia. ? De¬ 
mentia preecox. 

Fair health. Slight 
degree of acidosis. 
S.B.P. 145 mm. 

K. J. 

23, M. 

210 

50 

1*01 

1015 

A 

0 

42 


— 

— 



• • «• 

Good health. S.B.P. 
135 mm. 


* The U and N ratio signifies that a moderate degree of acidosis was present. 

Remarks. —The above six cases should be regarded as cases of renal inefficiency according to the urea concentration tests. It is note 
worthy that in three of the cases where the urea N and ammonia N ratio lias been determined a condition of acidosis is found to coexist; 
that they are all adolescents with ages ranging from 17 to 31 years; that the total urea output is within normal limits in each case 
examined; that dementia prsecox is well established in two cases and in the early stages in two others, in all of whom the systolic 
blood pressure is above normal. 

Table VI. —Cases without Kidney Disease. 

•Blood urea below 15 per cent, and urine urea concentration below 2 per cent. 


Name. 

Age and 

Urine cone. test. 
Amounts. 

Urea per¬ 
centage 
in 

2nd hour. 

Urine— 

Alhnmin 

Blood 

urea 

Mental state. 

Phvsical state. Ac. 

sex. 

1st hour. 

2nd hour. 

Sp. gr. 

Reaction. 


%. 



M. D. 

45. F. 

90 

190 

106 

1010 

Alk. 

0 

15 

Melancholia. 

Good heedth. 

S.B.P. 130. 

A. 8. 

30. F. 

320 

115 

1*42 

1014 

A 

0 

11 

Dementia prsecox. 

„ 

126. 

G. E. 

37. F. 

175 

175 

1*09 

1010 

A 

0 

12 

Melancholia. 

Fair health. 

s.b.p. no. 

C. G. 

28, M. 

415 

160 

1*5 

1016 

A 

0 

15 

Dementia prsecox. 

Good health. 

S.B.P. 114. 

E. H. 

35. F. 

70 

30 

1*6 

1020 

A 

0 

9 

,* ,, 

„ 

.. ns. 

W. G. 

26, F. 

285 

130 

1*2 

1010 

A 

0 

14 

,, „ 

„ 

125. 

W. G. N. 

32, M. 

150 

135 

1*21 

1021 

A 

0 

10 

,, ,, 

Moderate health. S.B.P. 112 

A. M. 

31, M. 

290 

160 

15 

1015 

A 

0 

12 

Confusional in¬ 
sanity. 

Fair health. 
S.B.P. 118. 

Alcoholism. 


Remarks .—The cases of dementia prsecox in the above table show a low blood concentration and alow urine concentration. Diuresis 
is present in all except one case. The low blood and urine concentrations may be due to a lower rate of metabolism, especially that of 
the protein moiety. This is noteworthy in connexion with dementia prsocox. 


Table VII .—Dementia Prcccox. 

The presence of kidney disease has been excluded by clinical and other available methods. 


Name. 

Age. 

Urea in urine 
cone. test. 

Diuresis 

present. 

Urea per¬ 
centage in 
blood. 

Total urea 
output in 
grammes. 

Urea and 
ammonia 
nitrogen 
ratio. 

Total amount 
of urine in 

24 hours. 

Percentage urea 
concentration 
in 24 hours' 
specimen. 

J. B. 

21 

1*8 

No. 

50 

27*5 

15 

690 

4* 

L. R. J. 

22 

2*6 

No. 

25 

29*5 

11 

1140 

2*59 

C. H. 

17 

1*93 

Yes. 

59 

18*8 

10 

1560 

1*21 

C.J. 

28 

1*68 

No. 

48 

18*4 

14 

1230 

1*5 

T. R. R. 

26 

1*3 

Yes. 

23 

20*2 

10 

1620 

125 

D. M. 

21 

3*03 

No. 

18 

17*6 

12 

1350 

1*31 

E. G. L. 

29 

4*5 

No. 

18 

24*8 

10 

1590 

1*56 

C. C. 

24 

1*7 

Yes. 

17 

17*5 

10 

1000 

1*7 


* An early and doubtful case of dementia pnecox. 

Remarks .—All the cases are adolescents. The total daily urea output is within normal limits, but there is an increase in the total 
ammonia excreted. The urea nitrogen and ammonia nitrogen ratio is normal and points to the presence of a state of acidosis. There is a 
low urine urea concentration in the urine excreted in the 24 hours as well as in that of the concentration test associated with polyuria 
and diuresis. The urea concentration in the blood is variable. 
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is an unreliable guide as to the state of health of the 
kidneys. 

(2) The urea concentration in the urine gives more 
reliable information. A low concentration should be 
regarded only as a confirmation of other evidence. 

(3) Anomalous results, both as regards urea con¬ 
centration in blood and urine, apart from kidney 
disease, are as demonstrable by available methods 
common in the psychoses. 

(4) In dementia pnecox a low concentration of urea 
in the urine is found to coexist with polyuria and a 
state of acidosis. 


A CASE OF OSTEITIS FIBROSA, 

TREATED BY RESECTION OF FOUR INCHES OF HUMERUS 
AND INSERTION OF BOILED BEEF-BONE GRAFT. 1 

By C. W. GORDON BRYAN, Jf.C., 
F.R.C.S. Eng., 

SURGEON TO OUT-PATIENTS (ADDITIONAL) AND ORTHOPAEDIC 
SURGEON, ST. MARY'S IIOSPITAL; SURGEON TO OUT¬ 
PATIENTS, PADDINGTON GREEN CHILDREN’S 
AND HAMPSTEAD GENERAL HOSPITALS. 


It is an accepted fact that for bridging wide gaps 
in adult bones it is necessary to make use of auto¬ 
genous bone grafts, but the work of Gallie and 
Robertson 2 showed that for short gaps, even in 
healthy bones, boiled grafts might be used with the 
expectation of the gap being ultimately bridged by 
living bone. Konig’s work 3 on the use of massive 
ivory grafts 
showed that these 
became firmly 
united to the 
living bone, the 
surface of the 
graft being soon 
pitted by in¬ 
growth of granu- 
lation tissue. 

Barth 4 showed 
many years ago 
that dead bone 
and ivory could 
heal into the tis¬ 
sues and become 
incorporated with 
or substituted by 
the living bone. 

In children the 
conditions differ 
from those of 
adult bone, espe¬ 
cially when the 
gap is situated 
near the growing 
end of the dia- 
physis, and when 
proliferation of 
subperiosteal 
bone cells is 
already present as 
a result of in¬ 
flammation or in¬ 
jury ; in such 
cases it is reason¬ 
able to expect 
that a dead graft will be as efficient as a living 
autogenous one, for it becomes rapidly united to 
the living bone, and surrounded by new bone from 
the periosteum. 

In the case described below use was made of a 
boiled beef-bone graft to fill a gap of four inches left 
by resection of the upper part of the humerus for 
osteitis fibrosa. 

1 Shown at meeting of Clinical Section of the' Royal Society 
of Medicine, April 8th, 1921. 

* Brit. Journal of Surg., October, 1919, vol. vii.. No. 26, p. 211. 

• Beitr. z. klin. Chir., 1913, xlii., p. 353. 

4 Arch. f. klin. Chir., 1893, xlvi., p. 469. 


The notes of the case are as follows :— 

A. C., a girl of 10 years and 9 months, admitted to 
Paddington Green Children’s Hospital on Nov. 25th, 1920. 

History .—Four days previously she fell prone, and the 
right arm became useless. In February, 1919, she had 
been admitted to another hospital for pain in the arm 
following a fall ; X rays showed a localised area of rare¬ 
faction in the upper part of the humerus. An operation 
was performed, the bone being opened, and an area of soft 
tissue in its interior was removed by the curette. Micro¬ 
scopic examination showed this to be fibrous tissue. 

Family history .—One child died from broncho¬ 
pneumonia, another from convulsions. Two others are 
alive and healthy. No miscarriages. No other family 
illness. 

Condition on admission .—Signs of fracture (pain, 
crepitus, slight deformity) of the upper end of the right 
humerus, with little displacement. X rays (Fig. 1) showed 
a rarefied and expanded area in upper third of humerus, 
with pathological fracture. 

Nov. 29th, 1920: Plaster case made in two pieces, 
including arm, forearm, and thorax, the arm being in a 
position of abduction flexion and external rotation. 

Operation (Dec. 7th).—Six-inch curved incision at the 
anterior margin of the deltoid. The bone was extensively 
destroyed and replaced by fibrous tissue, there being a 
thin shell of compact bone (fractured) postero-internally ; 
the periosteum was absent anteriorly for one-third of the 
circumference of the bone, the muscles forming a pseudo¬ 
capsule for the fibrous mass. The bone was divided above 
and below the diseased part, after the remaining periosteum 
had been separated, four inches of the humerus being 
removed. The beef-bone graft was then inserted, its lower 
peg extending into the medulla of the lower fragment of 
humerus, its upper end being wedged into the cancellous 
bone above. This graft had been cut from the tibia of an 


Fio 


1.—Showing localised 
rarefaction and expan¬ 
sion, with fracture. 
(Nov. 5th, 1920.) 


Fig. 2.—One month after operation. 
Beef-bone graft united to humerus ; 
much new bone from periosteum on 
the inner aspect, and small areas of 
new bone externally. (Jan. 6th, 1921.) 


Fig. 3.—Three and a half 
months after operation. 
Showing dense new bone 
surrounding the graft. 
(March 24th, 1921 


ox and was macerated and boiled for about 48 hours ; it 
consisted of compact bone, and was 5 in. long, 7/8 in. wide, 
1/3 in. thick ; it was shaped by an Albee’s saw' and by filing, 
and drilled by multiple holes transversely, and also longi¬ 
tudinally at each extremity. The muscles and periosteum 
were sutured round the graft with catgut, and the wound 
closed without drainage ; the plaster cast was then 
reapplied. On the 14th stitches removed, primary healing. 
From the end of the third week the plaster was removed 
each day to allow of careful active movements ; the bone 
appeared to be firmly united within three weeks of the 
operation. The patient left hospital in the plaster on 
Jan. 5th, 1921. 

Jan. 6th : X rays showed considerable formation of 
new bone on the inner aspect and small areas of new bone 
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on the outer aspect of the graft, having apparently extended 
through the drill-holes (Fig. 2). On the 10th all passive 
movements normal ; active abduction slightly diminished, 
other active movements normal. On the 23rd plaster 
case finally discarded, since which date no appliance has 
been used, the patient being allowed to employ the arm 
normally. 

Feb. 4th : From this date the condition has been as it is 
now, with firm union, no wasting, full abduction, full 
range of rotation, with slight excess of external rotation, 
and a similar slight degree of diminution of internal rotation. 
The limb was lightly massaged twice a week for five weeks, 
commencing on Jan. 23rd. 

X ray photographs taken on Jan. 27th, Feb. 24th, and 
March 21th (Fig. 3) show gradual increase of new bone, of 
increasing density, surrounding the graft, and apparently 
filling the drill-holes. Histological examination of the 
specimen showed the typical appearances of osteitis fibrosa. 

Report on Pathological Tissue Removed at Operation . 

Dr. H. Perkins, pathologist to the hospital, has 
kindly provided a report on the specimen, which he 
also submitted to Dr. E. H. Kettle, of St. Mary’s 
Hospital, for confirmation. 

“ The continuity of the bone shaft is lost in an irregular 
mass of new tissue, which is pink in colour, of great firmness, 
and not very vascular ; this tissue occludes the medullary 
canal, and no cysts are present. Histologically, the mass 
consists chiefly of firm fibrous tissue in which there are very 
few blood-vessels. In some parts a more cellular growth is 
found, consisting chiefly of spindle-shaped cells ; the 
transition from spindle-shaped cells to firm fibrous tissue 
can be observed in the section. With the spindle cells 
are many multinucleate giant cells, but their character 
does not suggest malignancy.” 

Summary . 

The method seems to the author to present the 
following advantages :— 

1. It was not necessary to interfere with another 
bone of the patient for provision of the graft; fracture 
of the tibia has in several cases followed long after 
the removal of bone for a graft. 

2. The beef-bone graft was much stronger than any 
autogenous graft that could have been used, and the 
function of the arm was fully restored in seven weeks ; 
at this time all retentive apparatus was discarded, 
and from that time the limb has been used normally. 

3. The avoidance of prolonged immobilisation 
allowed the muscles to recover their size and function 
very rapidly, and prolonged treatment by massage, 
&c., was avoided also. 

In fact, the patient has merely been kept under 
observation, and has not had treatment (except four 
weeks’ massage) since seven weeks from the date of 
the ojjeration. 


Professional and Business Women’s Hospital 
League. —The annual report of this League for the year 
ending Dec. 31st, 1920, states that the League has steadily 
increased in numbers and that the general position is very 
satisfactory. The League, to which we have already referred 
(Tiie Lancet, 1920, ii., 1260), was founded in 1913 to make 
provision in severe sickness for women who earn their 
living in professional and business callings. On July 1st 
the committee concluded a contract with the St. Andrew’s 
Hospital, Dollis Hill, on similar lines to that in force with 
the South London Hospital, by which accommodation 
is provided in a private ward for ordinary members of the 
League. Special grants are paid for treatment on behalf 
of provincial members who are unable to come to either of 
these hospitals for treatment, and occasionally for other 
cases who for some sound reason appear unable to avail 
themselves of the benefits arranged in the hospitals. 
Since the ordinary members subscription of 5s. per annum 
cannot entirely pay for the benefits offered, the League is 
still to a great extent dependent on the subscriptions of 
vice-presidents and hon. members, who receive no benefits. 
It is hoped that those who employ professional or business 
women will subscribe. County committees are being 
formed to enlist sympathisers and members, to collect 
money, and generally to aid the League. Owing to the 
enterprise of Mrs. W. S. Pedlev, of Eastbourne, a branch 
in Sussex has already been started. The president of the 
league is Lady St. Cyres. Further information can be 
obtained from the Secretary, Miss Mildred Ransom, at the 
Registered Office of the League, 195-197, Kdgware-road, 
London, W. 2, to whom donations may also be sent. 


A NOTE ON 

EXTERNAL DISLOCATION OF THE 
PATELLA. 

By RUSSELL F. MADDREN, M.D. 

(From the Department of Experimental Surgery , 
New York University, U.S.A.) 


The bibliography of patella dislocation has become 
so extensive that the report of a single additional 
case would not appear justifiable unless it presented 
unusual features. As long ago as 1836 Malgaigne was 
able to collect 25 examples of patella luxations, and 
at present two or three cases apply every year to the 
average metropolitan hospital. Most of these patients, 
however, are adolescent females, whose patella* 
occasionally slip out over the external epicondylar 
ridge because they suffer from genu valgum or some 
developmental deformity of their lower extremities. 
The multiplicity of operations that have been devised 
to correct this lesion suggests that surgical treatment 
is not invariably satisfactory. 

Possession of a patella is “ more a luxury than a 
necessity,” as Hood demonstrated ; its absence only 
affects an individual unfavourably if the extensor 
mechanism of his l<*g has become relaxed by disease 
or injury. One calls to mind that the kangaroo has 
no bony patella*. In my patient the location of his 
right patella precluded its acting as a fulcrum, but, 
notwithstanding this, locomotion was perfect. 

The Case Described. 

In March, 1920, J. A., male, aged 34, was sent to me for 
physical examination preliminary to employment. Aside 
from the fact that his right patella was displaced externally, 
no abnormality was discovered. His general condition and 
muscular development were excellent. He demonstrated 
that he could run up and down the examining room doing 



External dislocation of the patella. 

an " about-face ” when bidden without the slightest limping, 
hesitation, or embarrassment. He was passed as fit. 
During the ensuing three months, or until he left the 
company’s service and was lost to sight, this man, whose 
work required him to wheel a barrow all day, was repeatedlv 
examined by others as well as by the writer. No amount 
of manipulation would replace his dislocated patella in 
the trochlea—which was not as in Schaffer s case, the 
site of an exostosis. Both patellae were apparently equal 
in size. The patient was quite certain that his right 
leg had never been injured and insisted that it had 
been in its present condition as long as he could remember. 
His mother had told him that the “ lump ” on the outer 
side of his knee had “ always ” been thero. None of 
his relatives had similar deformities. His finger-nails 
were normal. 

This was not a case of the familial type described 
by Little and by Wirth. There was no other bony 
deformity of his lower extremities. 
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ROYAL SOCIETY OF MEDICINE. 

WAR SECTION. 

Influenza in the Navy. 

A meeting of this section of the Royal Society 
of Medicine was held on May 9th, Surgeon Rear- 
Admiral Sir Robert Hill, the President, in the 
chair. 

Surgeon-Commander S. F. Dudley read a paper 
detailing his observations on the influenza pandemic 
of 1918 and 1919 as seen in the Navy. He attributed 
his occasional failures to isolate the B. influenzae 
from influenza patients entirely to faulty technique, 
but considered that the reported absence of this 
organism from certain groups of cases may have been 
due to a secondary organism which had gained access 
as the result of a primary infection with B. influenzae. 
He stated that during the past two years a carrier-rate 
of about 50 per cent, was constantly found for 
B . influenzae among healthy sailors, and the percen¬ 
tage of positive results showed no relation to influenza 
prevalence. The three main factors relating to the 
nature and severity of epidemics were infectivity, 
virulencp, and susceptibility. The greater the degree 
of infectivity in a parasite, the greater was its chance 
of infecting fresh hosts : while virulence was really 
a handicap to the parasite, as it limited the oppor¬ 
tunities for multiplication and dispersal of the 
species beyond a single host, since corpses had few 
chances of disseminating diseases. On the other 
hand, the carrier, who was really the mildest of 
cases, frequently distributes his parasites. Also the 
less virulent strains of an organism generally stimu¬ 
lated less resistance on the part of the host, and 
therefore were more likely to succeed in adapting 
themselves to their environment. A parasite of 
sufficient infectivity might appear (possibly by the 
mutation of a less infective, but similar organism) 
and spread through a susceptible population as 
an epidemic. As the population gradually acquired 
a higher and higher degree of immunity, the more 
infectious strains of the parasite survived, and the 
more virulent strains become eliminated, ultimately 
resulting in a multitude of so-called carriers. The 
handicap of virulence, however, might not be felt 
as long as susceptible hosts were sufficiently numerous, 
and in the earliest days of an epidemic infectivity 
and virulence might increase together. Secondary 
organisms associated with the primary agent of 
influenza were probably the chief cause of its vari¬ 
able symptomatology and virulence, and were usually 
present from the outset of the disease, suggesting 
that influenza might always be a compound infection, 
and that mutualism and symbiosis have a share in 
the aetiology. 

Statistics of the pandemic as it affected ships in 
the Royal Navy illustrated some points better 
than figures obtained ashore. In those ships that 
experienced two waves in 1918, the attack-rate in each 
wave was roughly 25 per cent.—that is, 50 per cent, 
were attacked in the year. The latter figure was 
the same as the attack-rate of those ships which were 
only attacked in the autumn, after they had com¬ 
pletely escaped the earlier wave. The simplest 
explanation was that in the spring of 1918 only 
a quarter of a ship’s company were susceptible to 
the prevalent strain of influenza germ. After a while 
it gained in infectivity, so that in the autumn, on 
its return, influenza was able to infect a further 
quarter of the men whose immunity had been good 
enough to withstand the spring type. 

The men who had had influenza in the spring 
had generally acquired sufficient immunity to resist 
the more infectious autumn type, while in the ships 
attacked for the first time, 'where there had been 


no immunising previous outbreak, 50 per cent, 
of the crew at once fell victims. This year (1921) 
there was an outbreak of influenza among the ships 
at Portsmouth, the highest attack-rate being 7 per 
cent.; thus this year it seemed probable that 93 
per cent, of the sailors were naturally immune, 
or had acquired immunity. In a ship the population 
was so dense and local migration so great that it 
might be assumed that once a ship was attacked by 
epidemic influenza, every susceptible on board 
would get the opportunity of obtaining an effective 
dose of the specific germ. 

There were two types of epidemics in ships attacked 
in the autumn of i918. In one the attack-rate was 
58 per cent, with many severe pulmonary cases, 
and 7*5 per cent, case mortality, the predominant 
organism being a “ Gram-positive diplococcus.” 
The other had an attack-rate of 51 per cent, with 
no deaths or complications of any kind, and influenza¬ 
like bacilli were numerous in the sputa. The higher 
mortality in the first example was probably due 
to the secondary Gram-positive coccus. The intervals 
that elapsed between the crests of the two waves of 
the 1918 to 1919 pandemic was in general longer 
than that observed ashore in England ; for example, 
27 weeks elapsed in H.M.S. Revenge , 20 in H.M.S. 
Royal Sovereign , and only 16 in London. 

Surgeon-Commander Dudley concluded by stating 
that naval experience and statistics had convinced 
him that the only sound way of preventing morbidity 
and mortality in a sea-going fleet was the early 
and thorough use of a vaccine, combined with the 
most absolute isolation of infected ships. 

Discussion. 

The President drew attention to the similarity 
of the pandemic occurring in 1889 and 1890 to that 
of 1918 and 1919. 

Surgeon Rear-Admiral P. W. Bassett-Smith con¬ 
sidered that the primary organism made the lung in 
such a condition as to favour secondary infections. He 
emphasised the fact that the first wave was mild 
as compared with the second wave, which was severe. 
He considered that the first wave conferred consider¬ 
able immunity in the second wave, and that a mixed 
vaccine was the most efficacious one in diminishing 
mortality. In order to ward off an epidemic, immuni¬ 
sation by vaccination should be undertaken widely 
and early. 

Lieutenant-Colonel Bernard E. Myers said 
that in New Zealand dark-skinned persons were 
first attacked, the native-born New Zealander was 
the next in the order of attack, while the home-born 
New Zealander appeared the least susceptible. He 
considered that a mixed vaccine, containing six or 
seven varieties of organisms produced a high degree 
of immunity, that two inoculations were sufficient, 
and that these should be repeated every six months 
in order to maintain the immunity. 

Squadron-Leader H. E. Whittingham said that 
there were three types of influenza attack, as esti¬ 
mated by the leucocyte count. In the first type there 
was a primary leucopenia, followed later by a leuco- 
cytosis; in the second type a leucocytosis was 
found throughout, while in the third the primary 
leucopenia persisted. In the speaker’s experience 
this third persistent leucopenic type almost invariably 
ended fatally. _ 

SECTION OF OPHTHALMOLOGY. 

A meeting of this section of the Royal Society of 
Medicine was held on May 13th, Dr. James Taylor, 
the President, being in the chair. 

Extreme Choroidal Atrophy in High Myopia, 

Dr. R. L. Rea showed a case of this description 
in which the fundus was very well seen by Dr. 
Rayner Batten’s instrument. There was a myopia 
of 30 D. Until he used this apparatus he had had 
great difficulty in seeing the fine changes in these 
high myopic fundi; he now had no such trouble. 
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Treatment of Lacrymal Obstruction . 

Dr. D. Leighton Davies read a paper entitled 
44 Lacrymal Obstruction : Results of the Anastomotic 
Method of Treatment (Toti).” He described the 
operation which Toti was the first to perform for 
lacrymal obstruction, and set out the circumstances 
and conditions under which it should be carried out. 
He had performed the operation 56 times. In 36 
patients a complete cure resulted—i.e., there was 
no epiphora and the canaliculus could be syringed 
through. In 10 it was partially successful—i.e., 
the patient was no longer troubled with watering 
in the eye, yet fluid could not be got through the 
channel. In 10 the procedure was a failure, for 
watering of the eye still occurred and there was 
complete obstruction of the passage. Partial failures 
were due to contraction of the new opening. It 
was remarkable that, though an opening was made 
large enough to admit the tip of the forefinger, 
this had closed again or become obstructed in three 
months. This subsequent contraction constituted 
the weak point in the operation. He had thought 
it might be due to his having excised too much 
of the wall of the sac ; yet some of the obstruc¬ 
tions were not due to the contractions which 
took place round the mucous membrane, but to a 
contraction of the inner end of the canaliculus. 
Every case he had dealt with by operation had been 
satisfactory for three or four weeks ; it was only 
after this period that contraction began to take place. 
In comparing this operation with that in which the 
intranasal route was chosen, he said the latter could 
have only two features urged in its favour: ( 1 ) that 
it could be done without causing an external wound ; 
( 2 ) that it did not disturb the relations of the sac as 
much as did the external operation. Against these, 
however, were the facts that the intranasal operation 
had to be carried out in a very restricted space, so 
that it was difficult for the surgeon to see what he 
was doing ; secondly, it often required a preliminary 
operation to deal with a deflected septum or an 
enlarged turbinal. It was, in addition, difficult to 
get through the nasal process of the superior maxilla. 
Most of the statistics published on Toti’s operation 
gave between 60 per cent, and 70 per cent, of successes. 
If a case was successful at the end of four months, 
he felt it would be permanently so ; the scar became 
invisible in two months. 

Discussion. —Mr. A. W. Ormond said he also had 
found these cases to be unsatisfactory. His experi¬ 
ence had been that the less he did the better the result. 
When pressing over the sac, if there was much 
muco-pus present, he usually passed a somewhat 
small probe to ascertain if there was real organic 
obstruction, and if that was discovered he did no 
further probing. Many of these cases he regarded 
as due to strictures which were potential—i.e., caused 
by inflammation of the mucous membrane and the 
contiguity, possibly the adhesion, of the walls of 
the canaliculus to each other. He then instructed 
the patient to express the sac contents and instil 
antiseptic drops, such as chloride of mercury and 
sulphate of zinc. Usually at the end of six weeks of 
such treatment the discharge had changed from 
purulent to simply mucoid. If there was still 
watering and much complaint was made he advised 
removal of the sac. 

Mr. Malcolm L. Hepburn thought that in some 
of these cases there was definite thickening not only 
of the tissues round the sac, but of bone also. 

Mr. W. H. McMullen said the condition in 
children differed from that in adults in regard to 
the outlook. His experience had been that the 
majority of cases due to congenital obstruction 
opened up spontaneouly in the course of a few weeks 
or months if the sac contents were expressed and the 
part was kept moderately clean. When met with in 
later childhood he had found the treatment of the 
condition very unsatisfactory; chronic lacrymal 
dacryo-cystitis in children aged 4 years mostly needed 
excision of the sac. 


Dr. Leighton Davies, in reply, said he did 
not advise the operation unless the patient was very 
much troubled by the epiphora; he first adopted 
the means spoken of by Mr. Ormond. Some, how¬ 
ever, were so worried by the constant “ tearing ** 
that they were willing to submit to anything which 
promised relief ; these he operated upon. He never 
pressed the operation, because he was not in a 
position to guarantee success. He believed the 
so-called “ potential ” strictures always became 
organic ones ultimately, though he did not think 
they became bony. He had not found one case 
in which this was so in over a thousand dried skull 
specimens; therefore he thought the stricture was 
always confined to the soft tissues. He did not think 
a surgeon was justified in doing Toti’s operation on a 
person under 16 years of age, as it was wrong to 
interfere with the parts in a growing child. Neither, 
unless the condition was very troublesome, did he do 
the operation on old people, because their expectation 
of life was not very great, and the inconvenience 
should be borne with. 

Aphakia in a Human Embryo, 

Miss Ida C. Mann showed a series of remarkable 
skiagrams and diagrams of a specimen of aphakia 
in a human embryo of five or six weeks. 

The President, Mr. Leslie J. Paton, and Mr. R. 
Affleck Greeves congratulated Miss Mann on her 
exhibit, and the last-named said that in all the 
congenitally abnormal eyes he had examined a lens 
or lens capsule was present; he had never seen a 
case without a lens. 


SOCIETY OF MEDICAL OFFICEBS OF 
HEALTH. 

NAVAL, MILITARY, AND AIR FORCE 
HYGIENE GROUP. 


Demonstration of Sanitary Appliances. 

A meeting of this group of the Society of M.O.H. 
was held on May 6th at the Royal Army Medical 
College, where a demonstration of sanitary appli¬ 
ances of interest to health officers had been arranged. 
Lieut.-Colonel H. R. Kenwood, the President, 
occupied the chair. 

Sir John Goodwin welcomed the group to the 
College and to the demonstration which had been 
prepared for their benefit. 

The President spoke of the healthy and happy 
cooperation which the group by its existence had 
sustained between medical officers in the services 
and those in civil employ. The demonstration, 
organised by the professors of hygiene, tropical 
medicine, and pathology, was given in the theatre, 
museum, and laboratories of the R.A.M. College. 
All exhibits had printed explanatory cards attached 
and were, moreover, grouped in sections, each in 
charge of a R.A.M.C. officer, who gave a continuous 
series of short demonstrations. The sections covered 
almost the entire range of preventive medicine 
in its relation to military service under all climatic 
conditions. 

Description of Exhibits . 

In the first section there was shown apparatus 
whereby the energy expenditure of soldiers working 
under various conditions is estimated, in order to 
determine the precise food requirements for each 
stage of training and phase of active operations. 
An apparatus for ascertaining the effect of load on 
static equilibrium should be of great value in the 
prevention of unnecessary fatigue. A fabric im¬ 
pervious to water but freely permeable by air currents 
was shown as an ideal material for service dress. 

The next section, of historical interest, showed all 
stages in the evolution of means of protection against 
toxic gases in the field, culminating in the production 
of the box-respirator. 
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The section illustrating the life-histories of insect 
vectors of disease showed the relationship of the 
mosquito to malaria, while specimens of mosquitoes, 
blood-sucking flies, lice, fleas, and ticks were so 
mounted as to facilitate detailed examination. 
A collection of photographs showed a variety of 
mosquito-breeding areas, each constituting an 
especially difficult problem of effective treatment, 
and each bracketed with its parallel photograph 
showing the result of the treatment adopted. These 
afforded striking evidence of the amount of work 
involved in malaria prophylaxis. 

In the section devoted to the prophylaxis and 
treatment of venereal disease in the army the lethal 
effect of collosol on living specimens of Spirochceta 
pallida could be followed under the microscope, 
and the coruscations of the argentum collosol was 
the subject of an ultra-microscopic demonstration. 
Photographs from various theatres of war illustrated 
the clinical appearances of primary lesions of non¬ 
genital distribution. The prophylactic packets used 
in our own forces and those of other nationali¬ 
ties were on view. In other sections demonstra¬ 
tions illustrating the aetiology and pathology of 
influenza, malaria, Mediterranean fever, kala-azar, 
oriental sore, dysentery, plague, trypanosomiasis, 
schistosomiasis, &c., were given. Cultural forms 
of leishmania and trypanosomes were well shown 
by dark-ground illumination. The methods of 
preparation of typhoid-paratyphoid vaccine were 
illustrated in detail in conjunction with data of the 
results obtained by it during the recent war. An 
exhibit of microscopic projection apparatus repre¬ 
sented the most recent developments of appliances 
for instructional purposes. The remaining sections 
of the exhibition dealt with disinfecting apparatus, 
the work of the chemical and physical laboratories, 
field sanitation and army rations. 

The Sack Dieinfector. 

The “ sack disinfector ” was shown as an apparatus 
which disinfects and disinfests clothing rapidly 
and efficiently. It consists of a large steam-tight 
sack suspended mouth downwards. Clothing is 
hung from hooks on a detachable wooden disc, which 
is then drawn by a pulley into the interior of the 
inverted sack, the mouth of which is partially closed 
by a purse-string. Steam is generated by combustion 
of oil in a powerful pressure-stove beneath a small 
copper boiler, and is led through a flexible tube 
connected to the upper end of the inverted sack. 
When a charge of ten suits was placed in the sack, 
steam emerged from the down-turned mouth after 
3£ minutes and thus indicated that disinfection had 
been completed. Lice placed amongst the articles 
were found to be killed, and ingenious chemical 
thermometers placed in the pockets of the garments 
all indicated that a uniform temperature of 100° C. 
had been reached throughout the whole charge. 
The disc having been removed from the sack, the 
clothing is shaken well and dries rapidly. A portable 
form of disinfecting apparatus was also shown. 
It can be carried by bicycle, and can safely be used 
in the homes of the people, the boiler being placed 
over the kitchen fire and the sack hung from a support 
wedged between the door and its frame. 

A new departure in the treatment of sullage- 
water was seen in action and appeared to be giving 
most satisfactory results, clarification being effected 
by electrolysis. Amongst the other exhibits was 
also a Soxhlet for extraction of fat. modified by a 
device for electric heating. A collection of apparatus 
for recording temperatures in closed chambers, and 
a collection of rat poisons were on view. 

In the museum were models of a large variety of 
sanitary appliances used in the field during the war. 
Another adjacent section showed the ‘ ‘ iron rations * ’ of 
many armies, and the stages of evolution of our own. 
Samples of various special articles of food (nut-food, 
anti-scorbutics, &c.) introduced into the ration carried 
by the members of Shackleton’s antarctic expedition 
on their dash for the South Pole were shown. 


The demonstration thus provided an interesting 
variety of exhibits presented in a convenient form 
for examination and rapid apprehension. 

Intending members of this group of the Society 
of Medical Officers of Health are invited to com¬ 
municate with the hon. secretary, Major W. N. W. 
Kennedy, Town Hall, Croydon. 


ROYAL ACADEMY OF MEDICINE IN 
IRELAND. 


OBSTETRICAL SECTION. 

A meeting of this section was held on April 29th, 
Dr. E. Hastings Tweedy, the President, being in 
the chair. 

Dr. R. E. Tottenham showed a new type of 
Pelvimeter. 

Primary Carcinoma of the Vagina, 

Dr. Gibbon Fitzgibbon (Master of the Rotunda) 
showed a specimen of Primary Carcinoma of the 
Vagina from a married woman, aged 42, a VH.-para. 
Last pregnancy, four years ago, was normal. Menses 
were regular and normal. She w'as quite well up to 
two months ago, when slight bleeding from the 
vagina started and continued. On examination 
the vulva and perineum were quite healthy. From 
the right lateral fornix of the vagina there was 
an ulceration extending slightly on to the posterior 
wall and down the lateral wall to about an inch and 
a quarter from the hymen. The ulcer looked very 
clean, the surface a little irregular and soft, and the 
edges fairly sharp. There was no evidence of rectal 
or bladder involvement. The ulcer ran close up 
to the cervix, but did not encroach on the mucous 
membrane of it. Per rectum a hard nodule could 
be felt under the ulcer extending out towards the 
pelvic wall but mobile. The surface of the ulcer 
was removed with the curette, and some pieces of 
the edge were cut away for examination. The 
pathological report revealed definite cancerous 
growth showing dense masses of cells. 

Operation, —First by the abdomen the ordinary 
lines of a Wertheim’s hysterectomy were carried out 
until the whole of the vaginal fomices were quite 
freed. The internal iliac vessels were cleaned and 
tied at their origins. The patient was then put into 
the lithotomy position and the vagina divided just 
inside the hymen all round and separated up, taking 
as much of the tissue in the ischio-rectal fossae as 
possible until the detached upper part was reached, 
when the whole mass of the vagina and uterus was 
removed through the vulva. The edges of the vulva 
were fixed with a few stitches, and the rest of the 
operation was done by the abdomen. The pelvic 
peritoneum was closed over a gauze packing. The 
patient showed a deal of shock, but responded well 
to a coffee enema followed by small saline enemas 
during the next 24 hours, and has made an unin¬ 
terrupted recovery, the abdomen healing perfectly. 

A few days before operating on this case Dr. 
Fitzgibbon operated on another in which the 
cancer was also primary in the vagina and situated 
in the lower half, just coming down to the level of the 
hymen. There was a mass extending out to the 
ischio-rectal fossa and a hard ring round the vagina, 
but the ulceration was only lateral. In this case 
Dr. Fitzgibbon removed the whole vagina from the 
lesser labium, the edge of the perineum, and the 
external meatus of the urethra up to the vaginal 
fomices, and taking the vaginal portion of the cervix. 
Of the two operations he thought the former was 
the easier. There was less haemorrhage owing to 
the internal iliac vessels having been tied, and the 
removal of parametrium above the fornices was much 
more complete and simpler. If he had to operate 
on cancer of the vagina again he would do the 
operation—including the removal of the uterus- 
in three stages, as in this case. It was surprising 
how little arterial bleeding occurred, only two or 
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three small vessels requiring to be tied, but there 
was rather profuse venous bleeding for a time, and 
this was avoided in the case with hysterectomy. 

Drs. Bethel Solomons, D. G. Madill, and the 
President spoke, and Dr. Fitzoibbon replied. 

Some Notes on the Fibrous and Muscular Attachments 
of the Vagina . 

Dr. Louis Cassidy read a paper on the fibrous 
and muscular attachments of the vagina. In the 
course of his communication he showed (by various 
lantern-slides) that the lower two-thirds of the 
lateral walls of the vagina are in close apposition 
with the levatores ani muscles. Interposed between 
the lateral walls of the vagina and these muscles 
is a distinct layer of fascia—a portion of the visceral 
layer of the pelvic fascia—which gains a very definite 
attachment to the walls of the vagina. This layer 
is clearly demonstrable, and is intimately blended 
with the fasciculi of the levatores ani muscles. When 
followed forwards immediately below the neck of the 
bladder this fascia will be found to be continuous 
with the pubo-vesical ligaments; whilst behind 
it passes into the fascia surrounding the rectum. 
The surface of this layer of the fascia which rests 
upon the levatores ani sends prolongations into the 
muscle to blend with its sheath, thereby indirectly 
supporting the vagina. The anterior and posterior i 
fascial supports of the vagina resolve themselves into 
the attachments between the fibrous covering of the 
posterior wall of the urethra and the anterior fibrous 
sheath of the rectum behind. The attachment 
between the wall of the urethra and vagina is a very 
close one, the structures being morphologically 
continuous, and is associated with the presence of 
the dense mass of fibrous tissue which in this region 
occupies the space left by the disappearance of the 
female prostate. It is impossible to separate the 
two structures in their lower two-thirds; the knife 
must be used. The union of the lower three-fourths 
with the rectum and anal canal is much less intimate, 
and permits of easy separation. This relationship 
between the rectum and vagina is much strengthened 
at the junction of the rectum and anal canal by the 
presence of the perineal body. This structure is a 
wedge-shaped mass consisting of fibro-muscular 
tissue, and is about one inch in depth, the base of the 
wedge lying at the skin surface. The vagina pierces 
the two layers of the triangular ligament and conse¬ 
quently receives firm support from this structure. 
The muscular attachments of the vagina consist 
solely of the levatores ani. A transverse section, 4 mm. 
thick, through the pelvis of a female child, aged 19 
months, and taken through the middle of the true 
pelvis, demonstrates the attachments of fibres of the 
levatores ani muscles to the lateral walls of the 
vagina. This relationship is denied by such eminent 
authorities as Halban and Cruveilher. In conclusion, 
Dr. Cassidy was convinced that the prevention of 
a hernial protrusion of the anterior and posterior 
walls of the vagina will depend on the lateral support 
it receives from the pelvic fascia and the integrity 
of the perineal body. He considers this latter 
structure of paramount importance in the mechanical 
support of the female pelvic diaphragm. There was 
one other point to which attention might be drawn— 
viz., the presence of the transversalis colli, or 
Mackenrodt’s ligaments. These structures can be 
readily recognised in transverse section through the 
pelvis of a young female child. That these ligaments 
do very materially support the upper third of the 
vagina there cannot be much doubt. 

Discussion . 

Dr. Fitzoibbon agreed with Dr. Cassidy about the 
value of the pelvic fascia. Referring to the parietal 
and visceral layers, he thought that anatomists did 
not go far enough. He was of opinion that the former 
is merely the covering of the levator ani muscle. 
The actual supports of the vagina were well shown 
by Dr. Cassidy. Dr. Fitzgibbon thought there was 
just as much fascia round the parametrium as in 


Mackenrodt’s ligaments. The parametrium was all 
muscular, and contained very little fascia, and this 
was the real support of the vagina. 

Dr. Bethel Solomons was greatly struck by the 
fact that in Dr. Cassidy’s ardent research it had been 
found that Mackenrodt’s ligaments were not the only 
i supports of the vagina. He believed that in further 
research Dr. Cassidy would find that Mackenrodt’s 
ligaments were probably the most important but 
not the only supports of the pelvic viscera. The 
fact that when these ligaments were cut the uterus 
descended did not prove that they were its only 
supports, any more than the falling of a body when 
one leg is removed indicates that it has been sup¬ 
ported entirely by the other leg. Dr. Solomons 
asked Dr. Cassidy what constituted the pillars which 
were so useful in acting as supports for the bladder 
in an operation for the cure of cystocele ? Did he 
consider them to be a portion of the pubo-coccygeus 
muscle with or without fascia, or possibly the 
detrusor muscle of the bladder ? 

The President regretted that Dr. Cassidy had not 
gone further, and demonstrated the attachments of 
the uterus, but hoped he would do so on a future 
occasion. In his (the President’s) opinion, these 
fibrous attachments are the supports of the uterus 
as well as of the vagina. The Master of the 
Rotunda was right in saying that the strands of 
fibrous tissue in the pelvis run in every direction, 
and different names—Mackenrodt’s ligaments, utero- 
sacral ligaments, &c.—have been given to different 
bundles of these. The theory of the pelvic fascia 
was fascinating, but it was not “ a pelvic fascia.” He 
believed that the uterus is the origin of these strands, 
which grow out from it in all directions, and they 
might fitly be described as “ uterine tendons.” 
These tendons or ligaments contain muscle, and 
are under the control of the uterus and, he believed, 
are its sole support. 

Dr. Cassidy briefly replied. 


OPHTHALMOLOGICAL SOCIETY OF THE 
UNITED KINGDOM. 


THE ANNUAL CONGRESS. 

The Annual Congress of the Society was held on 
May 5th, 6th, and 7th, at the Royal Society of 
Medicine, and at St. Thomas’s Hospital, the event, 
at the latter institution being a demonstration of 
clinical cases and of apparatus. The. chair was 
occupied throughout by Mr. J. Herbert Fisher. 

Presidential Address: The Personal Equation. 

The President, in the course of his address, said 
the complete ophthalmologist did not, and could 
not, exist. The subject was wide as the heavens, 
deep as the ocean; to comprehend ophthalmic 
science as it now exists it was necessary to enlist 
as allies the mathematician, the physicist, the chemist, 
the physiologist, the anatomist, the physician, the 
surgeon, the urologist, the rhinologist, the dentist, 
the gynaecologist, the neurologist, the radiologist, 
the pathologist, the bacteriologist ; and within the 
specialty there was room for every man to exploit 
to the full the gifts and inclinations with which he 
was endowed. Perimetry and the examination of 
the central field of vision for colour defects, absolute 
and relative scotomata were playing larger parts in 
investigations, and attention in these matters must 
be paid to the personal equation. One investigator’s 
charts would rarely be found to coincide with those 
of another on the same patient: only when a surgeon 
had stereotyped his own personal equation and con¬ 
trolled that of his patient would his results on the 
same patient on successive dates be reliable for 
clinical purposes. Tonometry was tending to replace 
the digital estimation of intra-ocular pressure, and 
it was for the younger ophthalmologists to explore 
its value ; but it would not yet quench the older 
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method. The indications for or against operation 
in a case of chronic glaucoma would never be deter¬ 
mined by such variables as the readings on a 
tonometer or the fluctuations of the blind spot. 
Too often the ophthalmologist was confronted with 
the highly myopic sempstress or clerk, incapacitated 
in later years of their working life by failing vision. 
A little guidance given to the progressive myope 
about to embark on the serious business of life might 
save such a one from a life of misery, ending in 
shipwreck. Compared with such help the most 
perfect retinoscopy was of little value. He advocated 
a closer cooperation with colleagues in general 
medicine and surgery. The gain from this would be 
mutual, but ophthalmologists must keep their own 
house in order : the student must be taught that in 
dealing with his patients he had responsibilities 
which he could transfer to no other. Laboratory 
investigations might supplement his work, but they 
could not be a substitute for it. The study of disease 
in the eye could be undertaken only by those who had 
first been trained in every branch of medicine and 
surgery; in this there could be no compromise. 
Ametropia and its results could not be surrendered to 
the optician. A vision of 6/0 was not proof that 
there was no disease in the eye. 

The address concluded with a sympathetic reference 
to the recent passing of Charles Higgens and H. E. 
Juler, and an appreciation of their work. On the 
motion of Sir Anderson Critchett, Mr. Fisher was 
cordially thanked for his address. 

Cyclitis with Glandular Enlargement. 

Mr. A. Maitland Ramsay (Glasgow) read a paper 
entitled : A Case of Cyclitis associated with Swelling 
of the Parotid Glands. The patient was an unmarried 
lady, aged 31, who had always enjoyed good health. 
Strenuous war-work produced > ill-health, and one 
morning her lower eyelids were puffy and her ankles 
swollen, and the swelling later extended to the knees. 
The skin was hyperaesthetic, and she had severe 
intercostal pain. Ten days in bed led to the swelling 
subsiding, but not the pain, and the latter was only 
temporarily relieved by large doses of aspirin. The 
eyes subsequently watered on exposure to light and 
the sight became dim, and pericorneal injection was 
obvious, with discoloration of the iris. There were 
irregularity of the pupil and a deep anterior chamber. 
There was no impairment of colour-sense, and no 
gross lesion in the optic disc or retinal vessels, 
choroid, or retina. Under the idea that it was a 
deficiency disease, thyroid extract was given, and 
within a week the sight began to improve. Neither 
mumps nor diphtheria entered into the problem. 
Gradually the patient was restored to good health. 

Lamellar Cataract tcith Persistent Pupillary 
Membrane and Birth Injury . 

Mr. J. Gray Clegg read a paper by himself and 
Dr. Gordon Ren wick, entitled Partial Monocular 
Lamellar Cataract associated with Persistent 
Pupillary Membrane and Birth Injury. The patient 
was a boy, whose history had been good. He had 
an injury at birth, when instruments were used, 
and on the left eyebrow were three small scars. The 
lids were much swollen for ten days after birth. The 
appearances were minutely described with the aid of 
the epidiascope. 

Mr. R. Ruston James read an interesting contri¬ 
bution under the title : “ Sir WiUiam Read, oculist to 
Queen Anne and to George I., Quack, Mountebank,” 
in which he exposed the ambitious claims of Read 
in the domain of eye diseases. 

Flat Neoplasm of the Choroid . 

Mr. D. J. Wood sent, from Cape Town, an account 
of two cases of Flat Neoplasm of the Choroid. One 
patient had a widely-dilated pupil, unusual redness 
of the outer part of the sclerotic, and a detachment 
of the retina close to the back of the lens. Disease 
was discovered in the left antrum and in the back 
part of the lower jaw. There were enlarged glands 
on the right side of the neck, and a portion excised 


was thought to be epitheliomatous. X-rays brought 
about some improvement, but it was evident there 
was an intra-ocular tumour, as the iris began to bulge 
on the outer side. Excision of the eye was carried 
out, and a fiat sarcoma was found extending from 
the optic nerve forward to the iris, with complete 
detachment of the retina. It went up to the optic 
nerve, but did not involve it. 

Symmetrical Encroachment of the Conjunctivce on 
the Corneal Margins . 

Mr. Wood also sent a paper on this subject. The 
man had been treated by his doctor for cellulitis 
at the root of the nose ; the lids were closed and the 
eye looked red. After simple treatment, pus was 
evacuated from the lids, and the condition healed in 
two weeks, but the eye remained red. The corneal 
margin was found to be covered by a ring of conjunc¬ 
tiva 21 mm. wide, and the conjunctival blood-vessels 
were continued into it. The cornea was dull and 
covered by a series of reticulated grooves ; it was 
also anaesthetic to a considerable extent. There 
was neither ptosis nor motor failure; tension was 
normal. With a fine probe the conjunctiva could be 
separated from the cornea. 

Discussion on the Psychology of Vision in Health 
and Disease . 

Thursday afternoon was devoted to a discussion 
on this subject. It was opened by 

Professor C. Spearman, Ph.D., who dealt with 
the Retinal Corresponding Points. We see objects 
in different places, he said, and the question as to 
the source of this power is one of the most difficult 
in all psychology. There were two camps of autho¬ 
rities : the “ empiricists ” and the “ nativists.” The 
first of these regarded visual place as the outcome of 
experience and arising through some such process 
as “ association ” or “ fusion.” The nativists were 
chiefly physiologists, such as Galen and Johannes 
Muller, who maintained that this power is essentially 
innate. According to them, the apparent situation 
of any visible particle was “ specific energy ” of the 
particular nerve fibre stimulated. They claimed that 
the pathological cases supported their view. The 
sharp demarcation between the two divisions of 
thought was now softened down, and it no longer 
seemed doubtful that our spatial perception was, 
at any rate partly, determined by factors of a heredi¬ 
tary character. If the origin was to be sought in 
experience, it must be in some* degree that of our 
ancestors. Wheatstone showed that the pair of 
images thrown on the two retinae by a visible particle 
did not, in general, fall on “ corresponding points 
of the retinae ; it was, in fact, their very deviation 
from ‘‘ correspondence ” which furnished our chief 
criterion of distance and depth. Wheatstone also 
brought evidence that such a pair of images, though 
thus falling on “ non-corresponding ” points, could, 
nevertheless, be seen as a single image. Straub 
concluded that the binocular perception of distance 
must be merely derivative from the far older uniocular 
perception of it. The present paper offered a new 
figure in support of Wheatstone’s view : that two 
retinal points, although truly “ corresponding ” 
and normally producing the same visual situation, 
could nevertheless, under certain circumstances, 
engender different visual situations. In fact the 
spectacle might be presented of an object moving 
backwards and forwards, although the place of 
retinal stimulation remained unchanged. 

Mr. J. Herbert Parsons, F.R.S., read a paper on 

The Evolution of Visual Perceptions , with Special 
Reference to the Role of Suppression . 

Vision was, he said, one of the latest evolved o 
the senses ; it belonged to the group which Professor 
Sherrington termed “ projicient.” The earliest evolved 
sentient response to stimuli from the outer world 
was of the contact order; it had many of the 
characteristics which had been ascribed to what 
Head called protopathic sensation. Later differen¬ 
tiations were of the epicritic type, leading to more 
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accurate discriminations in various directions. 
Ophthalmologists were prone to regard the pheno¬ 
mena of binocular vision as themselves sufficient to 
account for judgments of distance, &c., yet these 
depended upon standards of posture and direction 
which were derived from the labyrinth and other 
parts of the proprioceptive system. Visual sensations 
could be divided into various kinds, of which the 
light sense was the most primitive. Peripheral 
vision was more rapidly fatigued than was central 
vision ; but this rapid fatigue was more than com¬ 
pensated for by the acquisition of heightened mental 
capacity to appreciate change of local sign ; in fact, 
it might be advantageous. Binocular vision might 
be regarded as primarily an adaptation in the interests 
of self-preservation, specially associated with the 
pursuit and capture of prey, and, to a less extent, 
in self-defence. Ophthalmology, he said, could not 
afford to ignore psychology ; on the other hand, 
the only sure foundation for the science of psychology 
was biology and physiology. 

Sir Robert Armstrong-Jones related a case of 
acute melancholia who recovered on being supplied 
with proper glasses. He had often noted marked 
hyperaesthesia of the retina accompanying exhaustion. 
The poison of fevers caused visual rather than any 
other sensory hallucinations, and the poison of 
syphilis more often affected the sight than the hearing. 
In his experience there were far fewer blind than 
deaf insane persons, and the blind insane were not 
so suspicious as the deaf, and were more amenable 
to discipline. He referred to the relief afforded to 
mental states by appropriate colour-schemes. 

Dr. S. A. Kinnier Wilson read a communication 
dealing with psychological peculiarities in certain 
visual auras in epilepsy, which had been termed by 
Hughlings Jackson a “ voluminous mental state.” 
There were two distinct types which were of interest 
to the ophthalmologist: (1) the “ d6j& vu” or 
“ familiarity ” type, in which the patient had a 
strong sense of having seen something new on a 
previous occasion, with its corollary the 41 strange¬ 
ness ” type; (2) the “visual memory” type. He 
related some interesting cases of each. 

Dr. A. S. Percival also read a paper, in which he 
dealt with the mechanism of vision. 

Amblyopia from Disuse. 

Mr. Frank Juler read a paper entitled : Ambly¬ 
opia from Disuse; Visual Acuity after Traumatic 
Cataract in Children. He said he thought that in 
certain cases of injury to the lens in young children 
a line of evidence might be obtained which would 
satisfy the disputators and perhaps decide whether 
amblyopia from disuse existed or not. In most 
cases of traumatic cataract the opacity was rapid, 
and little light reached the retina after the date of 
the injury. In some of his cases the lens matter 
had been* evacuated soon afterwards, leaving only 
an opaque membrane, and in a few an artificial pupil 
had been made not much later. Even in cases where 
an artificial pupil had been made, the diffusion of 
images by the aphakic hypermetropia must be so 
great that the retinal impulses could not compete 
with or assist those transmitted from the retime 
of the sound eye, and one would expect these impulses 
to be neglected, with the consequent development 
of amblyopia from disuse. He had traced a number 
of cases of juvenile traumatic cataracts, had himself 
formed a new pupil in some. There was a striking 
line of difference between the final visual results, 
depending on the age at which the lens became 
opaque. None of the eyes which became cataractous 
before the age of 5 had retained a final central 
acuity of vision of 6/60. The series showed there 
is such a disease as amblyopia of disuse, that it 
affects the eyes of children up to 6 years, that it does 
not attack eyes after the age of 7 years, and that it 
causes a real retrogression of the effective power of 
the retinal impulse on the consciousness after the 
macula has reached an age at which a central vision 
of 6/6 is normally present. 

(To be concluded.) 


ROYAL MEDICO-CHIRURGICAL SOCIETY 
OF GLASGOW. 


Exhibition of Cases and Specimens. 

A meeting of this Society was held in the Faculty 
Hall on April 15th, the President in the chair. 

Dr. Adam Patrick described a case of 

Renal Diabetes . 

He said that in the normal person the blood sugar 
varies from 0’07 per cent, to about 0*15 per cent, 
or rather more. If the latter concentration is 
exceeded, sugar appears in the urine. In healthy 
persons it is difficult to raise the blood sugar above 
this level. In the diabetic the threshold concentra¬ 
tion is habitually exceeded and readings of 0*25 per 
cent, or much higher may be got. A single reading 
of this sort is enough to establish a diagnosis of true 
diabetes. Sugar may also appear in the urine if 
the renal threshold is lowered, even if the blood 
sugar does not exceed the normal. In the normal 
subject the limit of sugar concentration is reached 
in about an hour, whereas, in the diabetic the 
maximum is not reached for two or three hours. 
Dr. Patrick described the case of a man. aged 38, 
who was found to have glycosuria on examination 
for life insurance ; five years before sugar had not 
been present. The patient’s health had been good 
save for an attack of haematuria (cause unknown) 
10 years before, when there were no accompanying 
symptoms. Treatment on the lines suggested by 
Allen was instituted without great success and the 
urine only remained sugar-free in a diet approaching 
starvation. In hospital it was found that on a very 
restricted diet and with the blood sugar reading only 
0*05 per cent., there was a trace of sugar in the urine, 
and that, on ordinary diet there was abundant 
sugar in the urine, although the blood sugar two 
and a quarter hours after dinner amounted only to 
0*114 per cent. Tested by administration of 25 g. of 
glucose after a 16-hour starve, the blood sugar curve 
was normal in type. Dr. Patrick applied the name 
“ renal diabetes ” because the glycosuria appeared to 
be due to a defect in the kidney. 

Prof. J. M. Munro Kerr read notes of a case of 

Resection of a Double Uterus 

followed by two full-time pregnancies. He also 
showed the uterus, which had been removed after 
Caesarean section. The diagnosis lay between an extra- 
uterine pregnancy, a myoma complicating a uterine 
pregnancy, and a pregnancy in the form of a double 
uterus. The expulsion of the ovum from the right 
horn of a uterus bicornis settled the matter. The 
patient had a second miscarriage at a later date 
from the same horn. Both miscarriages occurred at 
the third month. The resection of the uterus 
(bicornis unicollis symmetricus) was done seven 
months after the last miscarriage. A V-shaped 
wedge was removed and the two halves of the uterus 
carefully stitched together. Pregnancy followed soon 
afterwards and a full-time living child was delivered 
with the help of forceps, but died owing to injuries 
sustained at birth. The uterine scar was found to 
be quite satisfactory on manual examination. Some 
months later the patient again became pregnant and 
at full time Caesarean section was done and the 
uterus removed. Prof. Munro Kerr demonstrated 
the uterine scar on the anterior and posterior walls 
of the uterus. These, especially the one on the 
anterior wall, were satisfactory, but there was a 
gutter-shaped indenture in the posterior wall over 
which the placenta was attached. Microscopically 
much connective tissue was seen in the scars, particu¬ 
larly in the posterior one. The operation has been 
done on one or two occasions in continental cliniques, 
but so far as Prof. Munro Kerr knew, not before 
in this country. The indication for the operation 
was repeated miscarriages, which seemed to be 
common in this form of malformation. 
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Dr. James Hendry described a case of 
Amenorrhcea Following Severe Trauma. 

In May, 1919, the patient reported three months 
.amenorrhcea without other signs of pregnancy. Her 
-appearance suggested thyroid insufficiency and 
there was no sign of pregnancy. The disturbances 
suggesting hypothyroidism were only of recent date. 
Health previously had been normal. Treatment 
with thyroid extract was prescribed and continued 
for a few weeks without improvement, and, in fact, 
the patient became stouter and stouter and more and 
more drowsy and apathetic. On again reviewing her 
history in detail it was discovered that a few weeks 
before the patient first missed a period she had 
fallen on the back of her head. Next day her sight 
was affected and vision was almost lost, but had 
almost completely returned. Dr. Hendry then 
thought of a possible lesion of the pituitary gland 
.and administered, orally, tablets of pituitary 
(whole) gland without any success. By June, 1920, 
FrOhlich’s syndrome had developed — dystrophia 
.adiposo-genitalis, with lethargy and somnolence, 
and menstruation had returned in a scanty form, 
lasting one day. A skiagram of the skull to show 
the sella turcica was obtained and signs of a fracture 
were seen. The patient could inject 300 g. of glucose 
without glycosuria. The oral administration of 
■extract of pituitary gland having proved unsuccessful 
pituitrin administered hypodermically was tried 
with no success. Five months ago hypodermic 
injections of antuitrin (Parke, Davis and Co.’s 
•extract of anterior lobe) were commenced and 
weight is steadily diminishing, although food intake 
is normal. Regarding sugar tolerance, 120 g. 
•of glucose now produces glycosuria. The special 
interest in this case is the association of amenorrhcea 
with hypopituitary function. 


Jcbittos Hidr Notices of Jacks. 


Rontgen Diagnosis op Diseases op the Alimen¬ 
tary Canal. 

Second edition. By Russell D. Carman, M.D., 
Rontgenologist, Mayo Clinic; Professor of 
Rontgenology, University of Minnesota. London 
and Philadelphia: W. B. Saunders Company. 
1920. Pp. 076. 42s. 

The first edition of this book appeared in 1917 
.and was accorded the favourable reception it well 
• deserved, for the work is characterised by a thorough¬ 
ness and accuracy well up to the high standard of the 
famous clinic with which Dr. Carman is associated. 
It has been thoroughly revised in the light of recently 
.acquired knowledge, and new chapters have been 
added on the hour-glass stomach and the pneumo- 
peritoneal method of examination of abdominal 
lesions. A valuable feature is the description of 
those small details of manipulation of the patient 
during the examination which will best bring out 
the points most useful in diagnosis. This specially 
.applies to investigations of the stomach and 
duodenum. The chapter on the X ray diagnosis 
of gall-stones shows a considerable advance since the 
publication of the first edition. Throughout the 
work many new cases are illustrated and described 
in detail, and the volume is one that cannot fail to 
be interesting and instructive to medical men who 
■ are actively working in abdominal disease from what¬ 
ever point of view. 

A brief passage in the chapter on Interpretation is 
worth quoting: “ The veteran rontgenologist, as 

well as the novice, is tempted to see too much rather 
than too little. Once the observer has acquired some 
familiarity with his work he will find that direct 
signs of lesions will be manifest quickly or not at all.’* 
This comment seems to us significant and well worth 
: remembering. 


Radiologie et Radiumtherapie. 

By B£cl£re, Cottenot, and Mme. Laborde. 

Paris: A. Maloine et Fils. 1921. 'Pp. 520. 

Fr.30. 

This is the thirty-second volume of a series being 
published in Paris under the direction of Drs. Sergent, 
Ribadeau-Dumas, and Babonneix, with the general 
title, “ Traits de Pathologie MMicale et de Th^ra- 
peutique Appliqu^e.” An introduction is contributed 
by Dr. M. B6cl6re, in which the history and present 
position of the use of the X rays and radium in 
medicine is reviewed. X ray diagnosis and X ray 
treatment are dealt with by Dr. Paul Cottenot, 
ancien interne des H6pitaux de Pads, and forms a 
very complete yet concise treatise on the whole sub¬ 
ject. His style is clear and his methods are practical. 
A number of the radiographs have suffered in repro¬ 
duction, but this is compensated for by the free 
use of numerous diagrams, which frequently are more 
useful for teaching purposes. The section on X ray 
therapeutics is very complete, forming a sound 
treatise on a difficult subject, and one that will be of 
great value to students. 

For the final section on radiumtherapie, by Mme. 
Laborde, we have nothing but praise. The subject 
is handled with scientific knowledge and thoroughness, 
and with a clarity that excites our admiration. The 
volume will be of great interest to those radiologists 
who like to keep in touch with the work of their 
French colleagues. 


Infant Education. 

Second edition. By Eric Pritchard, M.A., 

M.D.Oxon., M.R.C.P. London: Henry Kimpton. 

1920. Pp. 226. 6s. 

Tins little book originally consisted of lectures 
which were given to the health visitors of the St. 
Marylebone Health Society in its earlier days. 
Since its first edition in 1900, 15 years have 
elapsed, and during this period its author has seen 
the wide dissemination of many of the principles 
therein enunciated and the development of a large 
school by which they are accepted. Moreover, the 
rapid and great strides of the infant welfare move¬ 
ment, in which the author has played a prominent 
part, and the formation of numerous infant welfare 
centres, have augmented the value of a book which 
sets out to instruct the lay worker in the elements of 
infant education based upon considerations of 
physiology. 

From their very nature these lectures of necessity 
contain a vein of dogmatism. Again, it would be 
idle to expect that in such a subject the author 
would be able to steer clear of contentious matter. 
There emerges, therefore, a book in which there are 
many statements, clear and definite enough, and 
admirably expressed, but fpr which it would be 
difficult to provide proof and about which there are 
opinions more conflicting than a perusal would lead 
the lay reader to suspect. 

In the present edition four new chapters have been 
added, one on the care of the new-born infant, one 
on the feeding of children at and after weaning, one 
on the practical details of infant feeding, and one 
on rickets. The author is an exponent of the calorie 
method of infant feeding, basing his recommendations 
as to the total quantities of food to be given at the 
various months on the supposed caloric requirements 
of the infant. 

There are many who would join issue with regard 
to this advice. It might reasonably be asked 
whether we have sufficient knowledge to decide upon 
the average number of calories required by an 
infant of a particular age ; whether the physiological 
variations are not too great for the reasoned applica¬ 
tion of a method so precise in its nature; and 
whether cow’s milk is a food of standard caloric 
value. “ If we wish,” writes Dr. Pritchard, “ to 
know, for instance, how much of any particular food 
should be given to a baby four months old, the 
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calculation can be made in the following manner: 
On reference to Table, p. 100, we see that the caloric 
requirements of a child of this age are 612 calories 
for the 21 hours ; from this it is again easy to estimate 
how much condensed milk, dried milk, or other 
substitute food must be given in order to supply the 
required number of calories.” Even the adherents 
of the system, we think, would qualify this state¬ 
ment, for the question of the weight of the baby 
is omitted and apparently plays no part in the 
calculation. 

Other dicta which we think would provoke 
criticism from a medical audience is that the food of 
infants should adhere to the standard of breast milk 
throughout the first year of life, and that the weaned 
child requires rather less protein than before weaning. 
Also that an excessive nitrogenous diet as judged by 
this standard always leads to pathological results of 
which li intestinal toxaemia, liver attacks, migraine, 
neurotic conditions, sleeplessness, offensive breath, 
muddy complexion, eczema, and a thousand and 
one ailments commonly regarded as ‘ goutv ’ ” are 
cited as typical. 

The chapter on rickets includes an exposition of 
Dr. Pritchard’s views on this disorder, long held by 
him but still awaiting general acceptance. It is an 
author’s privilege to expound his own views in as 
decisive a manner as he desires, but these few 
illustrations of the more contentious statements in 
the lectures—and there are many more of the same 
category—will serve to show that the lay reader 
will have no little difficulty in distinguishing how 
much is accepted as truth and how much is hypo¬ 
thetical. 

We hasten to say that the book serves a very 
useful purpose in stating in simple language and lucid 
style the principles which underlie infant training, 
hygiene, and dieting and that any reader who 
imbibes these principles, even to the written details 
of their application, will have an eminently safe 
outlook on the management of healthy infants. 


The Great Riddle. 

The Action and Effects of Natural Forces and 
Conditions in The Creation. By Frank Hor- 
ridge. London : Kegan Paul, Trench, Triibner 
and Co. 1921. Pp. 98. 3 8. 6d. 

We gather from some reviews and a ballad which 
are quoted (as an advertisement) in this book that 
Mr. Horridge is favourably known as a writer of 
ballads, and the particular one quoted is certainly 
good. In the volume now before us he has made a 
new departure and has set about finding a solution 
to the origin of life, which apparently he considers 
as “ all that we understand under the term creation.” 
His theory is simple enough, but it does not explain 
the mystery. “ We have only to conceive a certain 
mixture of the elements as having taken place 
and carbon derived from carbonic acid acting so to 
speak as the keystone of the physiological arch 
which constitutes the nucleus and over which the 
superstructure of organic life in all its various forms 
is raised and the problem in its initial stage is solved ” 
(p. 25). Mr. Ilorridge’s other thesis is that “ every 
part and organ of the human body or that of any 
living creature depends for its position, its form, 
its function and very existence on that which one 
may term its dynamic environment.” Mr. Horridge 
attributes the transparency of the stratified epithe¬ 
lium of the cornea to the vibratory effects of the 
rays of light (p. 55), but he does not explain why 
rays of light beating on other parts of the body do 
not produce transparency there. On p. 11 he 
seems to us to use the words “ mobile ” and “ mo¬ 
bility ” in the two senses of “ easily moved ” and, 
“ capable of independent movement.” Thus he 
says “ Protoplasm though like air and water in 
being mobile differs from both in being more com¬ 
plicated,” and his conception of the ether seems to 
us to be extremely hazy. The book is interesting, 
but we cannot think it of any value as a contribution 
to knowledge. 


DE L’ANAPHYLAXIE A L’lMMUNTTfi. 

By M. Arthus. Paris: Masson et Cie. 1921. 

Pp. 361. Fr.20. 

In 1903 Arthus announced that horse serum, 
harmless to a normal rabbit, causes in a rabbit 
previously treated with injections of the serum a 
series of local, general, immediate and remote ill- 
effects. This fundamental discovery, known since as 
Arthus’s phenomenon, is one of the stones on which 
the immense superstructure of anaphylaxis has since 
been reared. The present volume is in no sense an 
attempt to survey the whole subject with its related 
topics of protein poisons in general and resistance; 
it is a synthetic account of the experiments which 
the author has made himself, most of which have 
been already described in various periodical publi¬ 
cations. The narrative is detailed and the result is 
more suitable for the technical expert than for the 
general reader. There are no guinea-pigs with their 
dramatic deaths from bronchial spasm, but there is 
an immense amount of information about the effects 
of different proteins on the blood pressure and respira¬ 
tion of rabbits, data which do not perhaps generally 
receive the attention they deserve. In an interesting 
preface the author gives some account of his views 
on the methods of scientific investigation ; he classes 
theorisers with politicians, though the rest of the book 
is not nearly as dull as this would lead one to expect. 
Noteworthy, too, is his belief in the supreme value of 
solitary meditation—testimony from an old and 
experienced worker which is of value in these days 
of ceaseless and restless experimentation. 


Veterinary Hygiene. 

By R. G. Linton, M.R.C.V.S., Professor of 
Hygiene, Royal (Dick) Veterinary College, Edin¬ 
burgh. Edinburgh: W. Green and Son, Ltd. 
Pp. 429. 26s. | 

Hitherto veterinary literature has been more 
concerned with the cure and treatment of disease 
than its repression and prevention. But there has 
always been room and need for stressing the lessons 
of hygiene and for their presentation in compre¬ 
hensive form. The work under consideration has 
been writt-en for veterinary practitioners and students 
and others concerned with the well-being of animals, 
whilst the requirements of those studying for the 
Diploma of Veterinary State Medicine have not been 
forgotten. It may be said at once that Prof. Linton 
has done his work well, and has, moreover, had the 
assistance of collaborators who are all experts in their 
professions. 

The book is divided into seven sections, dealing 
respectively with Water, Meteorology, Sanitation, Air 
and Ventilation, Building Construction, Preventive 
Medicine, and Sanitary Law. 

The chapter on sanitary law will be of high practical 
use to the veterinary inspector, as it deals quite 
comprehensively with all the various Acts and Orders 
with w r hich he ought to be familiar. The general 
practitioner will be chiefly fascinated with the 
chapters on building construction and preventive 
medicine. Too many men with very unperfect 
knowledge as to the hygienic requirements of horses, 
cows, and pigs still have the prime voice in the 
construction or improvement of their housing. The 
construction of cowsheds is well discussed in this 
volume. The reasons given for the adoption of a 
wide milking passage may be supplemented by the 
fact that if there is plenty of room dung is less likely 
to contaminate the milk pail when the attendant 
passes up and down behind the cows. We may 
add that the passage should be 3 or 4 inches below 
that of the cows’ beds, as this enables the milker to 
get more readily at his cows and, moreover, where 
there is a shallow" side to the gutter, the work of 
shovelling up the manure is rendered easier. We 
are glad to note that the author lays stress on t he need 
for cleansing and disinfection of premises in cases of 
swine fever. 

Professor Linton shows his knowledge of the 
conditions met with in practice by the sage remark 
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that “ an outbreak of disease is often the only 
opportunity there is to get a place clean ; it is 
well then to make the most of it.” We have not 
much faith in insect powders either for the prevention 
or eradication of fleas in dogs or cats, and there are 
far simpler remedies for lice in horses and cattle than 
those mentioned by the author, and they are quite as 
effective. 

Professor Linton’s book will convince the reader 
of the importance of adequate representation of 
veterinary surgeons at the counsels of the Ministry of 
Health. 


Handbook of Operative Surgery. 

Second edition, revised and enlarged. By K. K. 
Chatterji, F.R.C.S.I. London : W. Thacker 
and Co.; Calcutta and Simla : Thacker, Spink 
and Co. 1921. Pp. 311. Rs.10. 

The author of this handbook does not claim more 
for it than its title implies. It is necessarily restricted 
in extent, and many of the operations are described 
in few words. It is, in fact, rather a summary of 
operative surgery for the student than a text-book for 
the practitioner, but to the former it should prove 
extremely useful. The surgical anatomy of the 
parts and the indications for operation are clearly and 
concisely given. The diagrams are good as far as 
they go. The operations described embody several 
‘‘author’s modifications,” but it may be doubted 
whether these are all original ; the methods conform 
on the whole to the older orthodoxy, and a number of 
recent modifications of operations other than the 
author’s might have been introduced with advantage. 
An unusual feature, which should be particularly 
useful to those for whom the book is primarily 
intended, is a description of the operations for 
elephantiasis and tropical liver abscess. 


Manufacture of Sugar from the Cane and Beet. 

Monographs of Industrial Chemistry. By J. II. P. 

Heriot. London: Longmans, Green and Co. 

1920. Pp. 426. 24 8. 

In this interesting and readable volume Mr. Heriot 
has endeavoured to show that successful practice 
in the manufacture of sugar is now more than 
ever dependent on scientific principles, and that 
these can be studied more effectively outside than 
inside the factory. Attention is directed to the rather 
narrow outlook of the British Cane Sugar producer, 
and it is urged that the student of sugar technology 
should keep in touch with all branches of sugar 
production even though he may only specialise in 
one. This volume will enable him to study the cane 
and beet sugar industries side by side and to note the 
progress made in each. 

The subject-matter is treated generally and 
concisely under the following heads. The extraction, 
composition, and treatment of juice from the cane and 
beet; the evaporation of water from the juice; 
crystallisation ; extraction of sugar from molasses ; 
by-products; and the refining of cane and beet 
sugars. A number of good illustrations will be 
found of material assistance to the reader. 

Mr. Heriot has produced a useful volume and it 
should help in the propaganda which, it is hoped, will 
result in the development of a beet-sugar industry 
in this country. 


Milk Testing. 

By C. W. Walker-Tisdale. London : J. North. 

1920. Pp. 90. 3 8. Od. 

Although a considerable amount of data have 
been collected by officers of county councils and 
other officials bearing on the quality and quantity of 
milk yielded by cows in herds, it is obviously more 
satisfactory if the farmer can carry out systematic 
tests for himself. It is for those connected with the 
dairy industry who would not describe themselves 


as analysts, but to whom accurate tests are never¬ 
theless of great importance, that this little volume is 
intended. The author gives a clear and concise 
account of the methods usually employed in the 
analysis of milk. A number of well-selected illustra¬ 
tions will doubtless be an aid to the comprehension 
of the working details by the non-expert. We 
think, however, that whilst it is quite possible for 
the farmer or buyer to learn or to be shown how to 
work mechanical processes such as the “ Gerber ” 
test, he would be wise to leave the chemical technique 
involved in the examination for preservatives, and 
in the catalase and reductase tests, to those who are 
experienced in such matters. 


The Art of Attaining High Health. 

Together with Aristology or The Art of Dining. 
By Thomas Walker. Also A Sure Method of 
Attaining a Long Life. By Lewis Cornaro. 
The Pilgrim’s Books, No. 5. London: Philip 
Allan and Co. 1921. Pp. 271. 5a. 

These three essays are rightly included in a 
series for pilgrims. They set forth ways and means- 
for making the best of our earthly pilgrimage 
through temperance and the reasoned enjoyments of 
the pleasures of the table. Health both of body and 
mind, which connotes a well-spent life and the per¬ 
formance of our duties both to ourselves and to our 
neighbour, is thus to be attained. The Walker of 
the nineteenth century and the Cornaro of the 
sixteenth had both assimilated the old Greek adage of 
“ Nothing too much,” and both brought upon them¬ 
selves the ridicule of acquaintances, but they 
persevered, and like Bunyan’s pilgrim found them¬ 
selves able to say— 

“ Who so beset him round 
With dismal stories 
Do but themselves confound, 

His strength the more is ; 

No foes shall stay his might. 

Though ho with giants fight 
He w ill make good his right 
To be a pilgrim.” 

Mr. Walker tells us that during childhood and 
adolescence, he was scarcely ever free from illness, 
but one day while reading Cicero’s De Oratore 
some passage suggested to him the expediency of 
making a study of the improvement of his health. 
“ I rose from my book, stood bolt upright, and 
determined to be well.” And he succeeded to a 
remarkable degree. He dieted himself and made a 
practice of taking the air before eating anything—i.e., 
of going out before breakfast, although he does not 
seem to have adopted the simple plan of sleeping 
with his window open. But he attained to such 
a condition that even when he walked on a dusty 
road no dust adhered to his feet or shoes or stockings. 
44 By way of experiment I did not wash my face for 
a week, nor did anyone see, nor I feel any difference. 
One day I took hold of the branch of a tree to raise 
my self from the ground, when I was astonished to 
feel such a buoyancy as to have scarcely any sense 
of weight.” The famous Lord Herbert of Cherbury 
also attained to a purity of body such that, as he 
tells us in his autobiography, “ the shirts, waistcoats* 
and other garments I wear next my body, are sweet 
beyond what either easily can be believed or hath 
been observed in any one else.” Moreover, 44 I 
have weighed myself in balances often with men 
lower than myself by the head, and in their bodies 
slenderer and yet was found lighter than they.’* 
It is but a step from the stage attained by Lord 
Herbert and Walker to the powers of levitation 
enjoyed by many holy men both of the West and the 
East, powers which they could impart to inanimate 
objects, e.g., in the case of St. Piran, who sailed 
from Ireland to Cornwall on a millstone. 

Mr. Walker having attained high health pro¬ 
ceeded to enjoy it with the restraint which is fitting, 
and hence the discourse upon Dining, which is full 
of sound sense, although here and there we disagree 
with him—for instance, where he says that 44 port 




1140 The Lancet,] 


REVIEWS AND NOTICES OF BOOKS. 


[May 28, 1921 


only taken with or without a little water at dinner is 
excellent.** But his remarks upon claret and cham¬ 
pagne, together with his insistence on simplicity 
in everything at table, whether linen, plate, 
china, glass, or food, with the proviso that every¬ 
thing should be the best of its kind, are outside 
criticism. One of the good points which he makes 
is that the fire should be “ one of the party,” by 
which he means that no one should have to sit with 
his back to the fire and the fire screened off, but that 
the place opposite the fire should be left vacant. 
Altogether Mr. Walker’s papers are well worth 
reading and remembering, even if the reader may sigh 
for the days when, in speaking of claret at a famous 
club, he says, “ I would not wish better than that 
given at the - at three and sixpence a bottle.” 

Cornaro’s paper has been a classic for centuries, and 
most of the books upon diet and long life are founded 
thereon, but we are grateful for a handy reprint. 


A Handbook for Nurses. 

Sixth edition. By J. K. Watson, M.D. London : 

The Scientific Press, Ltd. 1921. Pp. 770. 

10 s. 6d. 

Dr. Watson’s Handbook for Nurses is well known 
to the nursing profession, and the revised edition 
will be welcomed by probationers and qualified 
nurses alike. It includes valuable chapters on the 
Symptoms of Disease, Electricity and Massage, Ear, 
Nose, and Throat Affections, Skin and Venereal 
Diseases, whilst every chapter of the former edition 
has been carefully revised and brought up to date. 
The number of illustrations has been considerably 
increased, and an appendix of questions based on 
the contents of each chapter should prove useful to 
student nurses. 

If the worth of a general text-book may be assessed 
by its popularity, this book is a valuable contribution 
-to the education of nurses. 


Nursing in Eye, Ear, Nose and Throat Diseases. 

By A. Edward Davis, A.M., M.D., and Beaman 

Douglass, M.D. Philadelphia : P. A. Davis Co. 

1921. Pp. 346. $2.50. 

As a guide, for nurses and students, in the care of 
the diseases of the eye, ear, nose, and throat, 
this book is a valuable supplement to a general 
nursing text-book, and the instruction should be of 
•great help to many who have failed to obtain practical 
experience in these special branches during their 
general training. A brief outline of the anatomy 
.and physiology of the special organs treated and a 
sound chapter on Drugs and Prescribed Treatment 
should increase the professional interest of the 
nurse in her duties. 

Dr. Davis strongly advocates a general training 
for all nurses who intend to specialise in ophthalmic 
nursing. 


“ Wade In Sanitary.” 

The Story of a Division Surgeon in France. 

By Lieut.-Colonel Richard Derby, M.C., U.S.A. 

London and New York : G. P. Putnam’s Sons. 

Pp. 260. 12*. 

This is an interesting book, but one which has two 
great blemishes. First, there is no index, and 
.secondly there is no map, and as the incidents in the 
book occur in a great variety of places the want of 
a map is much felt. However, Colonel Derby gives a 
most graphic account of the work of the American 
Medical Department, and very good work it seems 
to have been, especially that for which he was re¬ 
sponsible, concerning which he is most modest. 
It was due to him that the plan was adopted of 
having a hospital as close up to the firing line as 
possible. This made it possible for the wounded to 
be dressed and cared for within some twelve hours 


or less of the reception of the wound, a practice 
which resulted in a great saving not only of suffering, 
but of life.* The victims of mustard gas were 
especially benefited by rapid treatment, and the 
nearness of the hospital made the surgical practice 
of complete excision of the wound tract as a preven¬ 
tive of infection practicable, with the result of an 
enormous diminution in mortality. This plan 
naturally entailed very rapid evacuation of the 
wounded and a consequent responsibility upon 
stretcher-bearers and ambulance drivers, to whom 
Colonel Derby awards unstinted praise. 

Apart from the purely medical and military 
details in the book, there are a number of remarks 
upon the social and political aspects of the war 
and post-war period which are well worth reading, 
especially in the chapter entitled Wise in Time,” 
taken from Roosevelt’s pregnant motto, “ Nine 
tenths of wisdom consists in being wise in time.” 


JOURNALS. 

Journal of the Royal Naval Medical Service .—From the 
April issue we learn how important to the fighting service 
are men with normal binocular vision and binaural hearing. 
Surgeon Commander W. K. D. Breton tells of the ingenious 
machine there has been made for him in H.M.S. Excellent to 
measure the degree of stereoscopic vision possessed by men 
who are to be trained as stereoscopic range-takers. Three 
needles are arranged in a plane, six metres from the observer 
and at right angles to the line of sight. The central needle 
only moves forward or backward, and the small distances 
through which it can be moved without appearing to the 
observer to be out of that plane are measured. This may 
easily be 8 cm. (1*3 per cent.) either way. The smallest 
error noted in the paper was 5 mm., less than 1 per 1000 
of the range, and this range-taker, luckily, also made the 
most consistent observations. Commander Breton also 
gives a very clear account of the evolution of stereoscopic 
vision in animals and in man.—Surgeon Commander 
E. D. Rutherford tells of the tests that were required in the 
selection of men to be trained as anti-submarine detectors. 
They were preferred of ages 18 to 25 (as they trained more 
quickly), and should have rapid judgment, good hearing, 
and capacity for localising the direction of sounds and 
discriminating their intensities. He mentions that of men 
with enlarged tonsils 90 per cent, failed to reach the 
required standard of hearing, but only 75 per cent, failed 
of those who had had their tonsils removed. This paper 
should be read by all who desire to realise how many 
and novel were the problems that pressed for immediate 
solution during the war.—Surgeon Commander A. R. Fisher 
has a paper on otitis media as it occurred among the cadets 
at Osborne in the ten years 1910-19. He thinks it a 
sequela of a “ common cold," and to be avoided by the 
Hancock nose drill. The fauces of the patient are cleaned 
by a saline douche (glucose, borax, and bicarbonate of soda) 
at 100° F., from a Higginson’s syringe. Such a faucial 
douche is far more effective than gargles or sprays. In 
the 10 years quoted there were 303 such cases, and 41 
additional in which it was only a complication.—Surgoon- 
Lieutenant Commander H. E. R. Stephens contributes to 
the 44 Naval Medical History of the War" a paper on 
Immediate Surgery in Fighting Ships. There are no 
bullet wounds, but the casualties are often large concussions 
due to the men being hurled by explosions against the sides of 
the ships. Then there are large ragged contusions by 
fragments of shell, but these fragments are so often raised 
to a high temperature in their passing through the sides 
of the ship that they sear the tissues like a cautery and 
diminish hemorrhage. In a pause of the action the 
wounded can be collected. Then the skin about the wounds 
can be washed with ether soap, and torn muscle handled, 
but very gently for fear of the secondary wound shock ; this 
last is best relieved by Bayliss’s gum acacia solution. Large 
vessels must be tied or Cheatle’s metal tourniqxiet applied 
to the main artery. After checking haemorrhage, it is best to 
put a drainage-tube to the bottom of the ragged wound, 
ack sterile gauze around it, and syringe in eusol every two 
ours. All burns require to be cleaned up thoroughly 
under a general anaesthetic; on the completeness of the 
initial cleansing depends the outcome of the case. Oily 
applications retard cleaning, and are not recommended for 
first-aid dressings. But w’hen the burn has been cleaned 
the best application is carron oil, 5 i., with menthol, gr. 3 , 
and eucalyptus oil, n\3. Chloroform is the best anaesthetic ; 
for one thing ether is inflammable. This a tide deals only 
with immediate surgery ; the wounded should then pass to 
a hospital ship, whose share of the work the next article 
will consider. 
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General Medical Council: The 
President’s Address. 

The summer session of the General Medical 
Council was opened on Tuesday last, wlien the 
President, Sir Donald MacAlister, in a short 
address, reviewed the present position of medical 
affairs in relation to the special functions and activi¬ 
ties of the Council. His address, which will be found 
in another column, points to the session being both 
short and business-like, and it is especially good 
hearing that the disciplinary cases to be inquired 
into are few and simple. Nothing incites more dis¬ 
trust of the medical profession as a whole, or more 
ill-informed criticism of the work of the Council, 
than the consideration of difficult and painful dis¬ 
ciplinary cases. And when they are difficult, there 
must bo no thought of economy of time in the 
desire to elicit the truth, for the marring of a whole 
professional life may depend on the issue. The 
debates in such cases produce the wrong impressions. 
Medical men forget that the disciplinary functions of 
the Council have been designed to protect the public, 
and are apt to feel that some of their colleagues 
are being punished out of all proportion to their 
offences ; the public, assuming the general from the 
particular, form an unfairly low opinion of profes¬ 
sional standards. Therefore it is always good to know 
that there are few penal cases to be considered by 
the Council. 

The most important part of the President’s address 
deals with medical reciprocity between this country, 
certain of our own dominions, and certain foreign 
countries. It is clear that much difficulty attends 
all laudable efforts towards free trade in medicine 
throughout the world. During the war this country 
granted to Belgian practitioners the privilege of 
practising within British territories, and Belgian 
medical graduates were made registrable in our 
British Foreign list. But the Belgian Government 
having now decided to require British practitioners 
to obtain a Belgian qualification as a condition of 
practice in Belgium, that piece of medical reciprocity 
has come to an end. In actual numbers of practitioners 
the rapprochement was not strong; but it was real, 
and we can only regret its quick cessation. On the 
other hand, there seems to be an opening for a 
professional understanding with Spain, a country 
which the course of modern history has probably 
been benefiting. The Executive Committee of the 
Council is making inquiries as to the position which 
practitioners, who are registered in the United 
Kingdom, would enjoy in Spain, and it will be interest- 
mg to learn what course of study or what examinations 
are likely to be required by the Spanish Government 
from our qualified medical men. Among our own 
dominions the question of reciprocity is to the fore 
m India and in South Africa, and, as on the 
continent, the position is alternately good and bad. 

. r many years the diplomas of certain Indian 
Universities have been recognised by the General 
Medical Council as affording registrable qualifications 


in this country, but it has been brought lately to 
the notice of the Council that at some of these 
universities the standards both of training and of 
examination in regard to midwifery have fallen 
below those which it is necessary to demand for 
registration. The Council has notified the universities 
that unless their curriculum in connexion with mid¬ 
wifery is raised to a satisfactory level, recognition 
in this country will be discontinued. With regard to 
the Union of South Africa, the story is exactly the 
reverse. The, Union admits to its register medical 
practitioners who are registered in the United 
Kingdom, and is desirous that the degrees of its 
own universities should be accepted as registrable 
qualifications at home. Owing to the development 
of medical education in the Union, the Executive 
Committee of the Council has advised that Part 2 
of the Medical Act can now properly be applied to 
South Africa, when the Council will be free to 
recognise such South African medical degrees as 
fulfil the prescribed conditions. The chance of real 
and widespread medical reciprocity between all 
civilised nations is as a whole growing stronger, 
because of the many directions where its institution 
is now' ardently desired. The leaders of medicine will 
keep their eye on universal reciprocity as an ideal 
for the future, and we trust the practical sense 
of doctors to be ranged against any attempt to 
bolster up inadequate training, so as to secure a too 
previous entrance into national comity. 

The third point to which we would draw attention 
in Sir Donald Mac A lister’s address is the promi¬ 
nence which he gives, and gives rightly, to dental 
affairs. The dental profession, though increasing 
in popularity with students, is still undermanned, 
and this fact forms one of the great arguments in 
the public eye why the Dentists Bill, introduced 
three weeks ago, should promptly become law. 
The Dental Committee of the Council has had under 
its consideration all the drafts of that Bill during 
its preparation in the Ministry of Health, and as 
a result Sir Donald MacAlister considers the 
projected legislation to constitute a great step 
towards the removal of dangerous abuses. The 
abuses are those which have attended the practice 
of charlatans who have filled the gaps left by the 
paucity of trained men. The view is one that we have 
taken in our columns, but the inclusion of a number 
of additional dentists in a professional roll will not 
meet the situation in a satisfactory way unless 
the names of those added are subjected to rigid 
scrutiny. 


Irradiation and Safety. 

Life cannot be made safe, even for heroes. 
Youth is too adventurous and, by the time prudence 
has set in, the seeds of disease have often been 
sown or habits of body acquired which sooner or 
later impair health. It is an interesting speculation 
whether life can ever become safe, for with each 
new phase of culture fresh risks arise and the means 
devised for their avoidance, however prompt and 
ingenious, are necessarily a little behind the risks 
and never quite catch them up. So it has been with 
the application of X rays and other rays of short 
wave-length in medicine and industry. Like any 
other powerful therapeutic agent, irradiation may 
damage the healthy cells of the body while directed 
at diseased cells or parasitic invaders. It is for us 
to increase the working margin between toxic and 
therapeutic dose, to ensure the beneficent curative 
effect and eliminate the harmful by-effects. Much 
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has already been done, and it is a mercy that the 
searchlight of popular interest has only been turned 
on the scene in the third or fourth act. The first 
act of unprotected X ray exposure was on a small 
scale something very like tragedy. Dr. Ironside 
Bruce’s lamented death two months ago awoke 
such startled interest just because in the meantime 
the use of irradiation had become a commonplace 
and scores of workers in many lands were using it 
unscathed on thousands of patients. The public 
in any case has little to fear since the risk is manifold 
for the operator. 

The time has now come for the standardisation 
of protective measures and their enforcement 
wherever X rays and radium are employed, whether 
in the arts or in medicine. An important committee 
has been formed composed of radiologists, physicists, 
pathologists, and others, nominated by the Electro- 
therapeutic Section of the Royal Society of Medicine, 
the British Association for the Advancement of 
Radiology and Physiotherapy, the Rontgen Society, 
the National Physical Laboratory, and the Institute 
of Physios, which has come into existence just in 
time to take its share in a field of work peculiarly 
its own. The membership of the Committee is as 
follows:— 

Sir Archibald Reid, radiologist to St Thomas’s 
Hospital, and Dr. Robert Knox, radiologist to King’s 
College Hospital, representing the British Association 
for the Advancement of Radiology and Physiotherapy; 
Dr. S. Gilbert Scott, radiologist to the London 
Hospital, and Dr. Stanley Melville (hon. sec.), 
radiologist to St George’s Hospital, representing the 
Electro-therapeutic Section of the Royal Society of 
Medicine ; Dr. Harrison-Orton, radiologist to St. 
Mary’s Hospital, and Mr. Cuthbert Andrewes, 
representing the Rontgen Society; Prof. S. Russ, 
physicist to the Middlesex Hospital, representing 
the Institute of Physics; Dr. G. W. C. Kaye, 
representing the National Physical Laboratory; 
and Dr. J. C. Mottram, pathologist to the Radium 
Institute. 

A preliminary meeting of this X Ray and Radium 
Protection Committee was held last week at the 
Royal Society of Medicine, under the chairmanship 
of Sir Humphry Rolleston, when it was decided 
to issue as soon as practicable a considered statement 
as to the urgency of affording adequate protection 
to the worker, indicating the best means whereby 
this may be carried out. A subcommittee has 
been set apart for this purpose. The Committee 
itself proposes the much larger task of collecting 
data bearing on the effect of irradiation, with 
particular reference to protection, of carrying out any 
necessary lesearch, and of acting in a consultative 
capacity, issuing reports at any useful stage of 
its investigations. 

The Committee is more particularly interested in 
the question of irradiation as it affects the worker, 
the patient not being exposed to anything approach¬ 
ing the same risk. It realises that there must always 
be individual cases in which idiosyncrasy is a danger, 
and occasional failure of the personal element is 
hardly to be avoided in a workaday world. The 
first instalment of information may be expected to 
bear on such matters as the position of X ray rooms, 
their cubic content and standard of ventilation, 
the condition of the blood of workers, and the need 
for regularisation of work and ample supply of fresh 
air. In the meantime, any institute which feels 
anxious as regards the standard of its own protective 
equipment should apply for guidance to the hon. 
secretary of the Committee at 9, Chandos-street, 
London, W.l. 


Anaphylaxis and Immunity. 

It was a happy coincidence in the series of inde¬ 
pendent post-graduate lectures being held at the 
Institute of Pathology and Research, St. Mary’s 
Hospital, London, that a discourse emphasising the 
peculiar value of the study of symptoms 1 should be 
followed by one illustrating the confusion to which 
consideration of symptoms alone may give rise. If 
the same protein is introduced respectively into a 
guinea-pig, a rabbit, and a dog, all having been 
sensitised by a previous injection, the actual sym¬ 
ptoms produced are in each case severe, but differ so 
widely for each species that, were they not known to 
have been provoked experimentally by the same 
agent, no one would suspect their common origin. 
The guinea-pig dies of asphyxia—traceable to constric¬ 
tion of the bronchioles—after a series of deep gasps 
for life, which leave the lung permanently distended 
with air. The rabbit dies of right-heart failure, 
due apparently to the contraction of the muscular 
coat of the pulmonary arteries ; while in the dog 
the blood pressure falls to 30 mm., the liver is 
greatly engorged, and the animal presents a typical 
picture of intense circulatory shock. Nor are 
these phenomena even peculiar to anaphylaxis; 
other substances, various cleavage-products of 
proteins, and even a simple base, histamine, produce 
similar symptom-complexes—differing in each species 
but constant for the same species. Dr. Dale showed 
that these superficially different complexes could 
be connected as dependent on the contraction of 
plain muscle fibre and the poisoning of capillary 
endothelium, the incidence of these effects being 
differently localised in the different species. He 
proceeded to discuss the present position of the 
theories of the cause and significance of anaphylaxis 
as derived from experimental research. While the 
injection of certain toxic substances gives rise to 
similar symptoms, the characteristic feature of 
anaphylaxis is its occurrence in connexion with 
substances not normally poisonous. Dr. Dale gave 
a succinct and lucid account of the theories of the 
production of an anaphylatoxin and of the experi¬ 
mental evidence for and against Friedberger’s 
hypothesis of its production as the result of the 
formation of an antigen-antibody complex in the 
body fluids, and then explained in rather more 
detail his reasons for believing that the reaction 
between antibody and antigen takes place within the 
body cells in anaphylaxis, and that this location of 
the reaction is the cause of the symptoms. 

The technique which he had devised for studying 
this reaction consisted in the use of isolated uterine 
muscle, perfused free from blood, as an indicator. 
Plain muscle from an anaphylactic animal gives 
in vitro as specific and delicate a reaction as the 
animal itself. If to such a preparation suspended in 
Ringer’s solution there is added the antigen to which 
the animal has been sensitised, the plain muscle 
contracts promptly and maximally; no other 
antigen has this effect, nor does the addition of 
antigen to the muscle derived from a non-sensitised 
animal give rise to any contraction. The specificity 
of the phenomenon is thus reproduced in vitro, 
whereas its delicacy can be estimated by the fact 
that a solution of 1 in 500,000,000 gives a recognisable 
reaction. Dr. Dale, after describing the experiments 
which convinced him that the phenomenon of 
anaphylaxis was due to a reaction of the precipitin 
type produced in the living cell itself, whereas excess 
of the antibody in the blood and body fluids, so that 

' The Lancet* May 21st, P. 1090. 
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the reaction occurs outside the cells, protects the 
sensitive structures, showed that this conception 
elucidates the whole subject of anaphylaxis. Far 
from being the opposite of immunity, anaphylaxis 
should be regarded as a protective phenomenon. 
Anaphylaxis should be regarded as a stage of im¬ 
munity in which the resisting mechanism is located 
in the cells. When invasion of the tissues by a 
foreign protein takes place by natural means, as by 
an infecting organism penetrating the skin or mucous 
membrane, the local reaction to cell-injury produces 
protection against further invasion. When, by the 
artificial method of the injection needle, the antigen 
is brought rapidly into contact with all the cells of 
the body the anaphylactic reaction is the result. 
Anaphylaxis is thus not only compatible with but 
may even be a factor in resistance to infection. 
Dr.DALE pointed out that the only important chemical 
difference between species lies in the composition of 
their proteins. Organisms resent the artificial intro¬ 
duction of a protein of molecular pattern alien to 
their own ; this is fundamental, because incorporation 
of an alien protein cannot be conceived without 
vitiation of type. To resist this vitiation the cell 
will die for the individual, or, if all the cells are 
affected simultaneously, the individual itself has to 
die in order that the purity of the species may be 
maintained. 


MEDICAL INSURANCE AGENCY. 

At a meeting of the Committee of Management* 
held at 429, Strand, on May 12th, the chairman* 
Dr. G. E. Haslip, presented a report on the working 
of the Medical Insurance Agency for the year 1920. 
Substantial progress had, he said, been made in all 
classes of insurances. A gratifying feature was 
the large increase in life business. The special 
booklet prepared last May and circulated to non¬ 
members of the British Medical Association had 
brought in good business, many life, motor-car, 
and other policies being negotiated, on which the 
commissions earned by the Agency from this source 
alone amounted to over £250, practically the whole of 
the cost of printing and circulating the booklet 
being borne by the companies. The scope of the 
Agency is being extended and policies have been 
negotiated for medical men resident in British 
Guiana, India, and Mesopotamia. During the year 
107 policies in all were taken out, the sums assured 
under them representing £99,138. A total of 
£1453 was returned to those insured through the 
Agency by way of rebates, or £493 more than in 1919. 
After allowing for rebates and agency expenses the 
surplus carried to the Medical Benevolent Account 
amounted to £1959. On this favourable financial 
situation the committee resolved to make grants of 
£315 each to the Royal Medical Benevolent Fund, 
the Royal Medical Benevolent Fund Guild, and the 
Epsom College Benevolent Fund. Mr. W. E. Warne, 
the retiring agent and secretary of the Agency, 
was thanked for his services, and Mr. P. N. 
Adamthwaite was appointed in his stead. 


Royal National Hospital for Consumption, 
Ventnor.—T he report of this institution for the year 
ending December, 1920, was presented to the annual meeting 
of governors on March 17th, and has just been printed. 
The number of patients under treatment during the year 
was 790, as compared with 879 in the previous year, and 
the medical statement shows that 84 per cent, of the 
oases treated gained an average of 7 lb. in weight. The 
number of cases improved averaged from 80 to 90 per cent, 
according to the severity of the disease, and of 301 cases 
selected for treatment by graduated labour 231 were 
discharged fit for work. Subscriptions to the institution 
amounted to £4148 17s. 0cL, or £375 in excess of any sum 
received in previous years. The annual expenditure per 
occupied bed was £177 12s. 3d., as compared with £147 2s. 8tf. 
in 1919. 
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TWO DEVELOPMENTAL ANOMALIES. 

Among the interesting exhibits at a recent meeting 
of the Anatomical Society, held at St. Thomas’s 
Hospital, were two which, while their embryological 
interest was probably unique, may be considered 
also to possess some import from clinical and patho¬ 
logical standpoints. 

A Remarkable Vitelline Duct .—The first was a 
specimen of persistent vitelline duct continuous 
with the side of the appendix. It was removed by 
operation by Dr. P. T. Crymble, of Belfast, from an 
otherwise seemingly normal and healthy child. The 
vitello-intestinal duct has been seen and recorded 
as attached to various abnormal sites, but we believe 
this to be the first time it has been reported found 
arising in this way from the appendix. The duct 
normally loses its connexion with the gut about the 
fourth to fifth week of embryonic life and quickly 
disappears, but cases of Meckel’s diverticulum, 
representing its persisting proximal end, are not of 
very rare occurrence. The caecum and appendix 
are developed in the extra-abdominal loop of gut 
behind the site of attachment of the duct, so that the 
condition in the case under consideration could not 
be referred to want of growth of the intervening 
portion of the loop ; it would almost seem as if the 
first conical caecal outgrowth had arisen on the 
proximal side of the duct. There does not appear 
to be any insuperable reason why the area of con¬ 
tinuity between duct and gut should not remain 
anywhere in that part of the intestine formed outside 
the abdomen, and in this case the microscopic 
examination negatived the explanation that the end 
of a separated duct might have contracted secondary 
attachments to the appendix lying near it in the 
umbilical sac. The fact that the conditions in this 
case, as in many of the other cases of a somewhat 
similar nature recorded, came under observation 
because the clinical state called for surgical activities, 
is an indication that the surgeon has some interest in 
the embryological conditions which underlie the 
occurrence of such rare abnormalities. 

True Developmental Aphakia .—The other condition 
exhibited at this meeting was that of aphakia in an 
embryonic eye, reported by Miss I. C. Mann. Many 
authorities have doubted the occurrence of true 
absence of the lens apart from other gross abnor¬ 
malities, and the very few clinical reports of cases 
claimed as coming under the definition are mainly 
unsatisfactory, or worse. There is no doubt, how¬ 
ever, about the case we are now considering. The 
embryo, somewhat shrunk, had been placed develop- 
mentally in the “13 mm. stage ” by Professor Frazer, 
to whose collection it belongs. The histological 
condition is not good, the result apparently of 
faulty preservation, but no other abnormalities were 
detected in it. There is total absence of the lens on 
each side, and nothing to suggest that there ever 
had been any lens formation. A minute depression 
of the deep layer of the surface ectoderm represents, 
possibly, the abortive effort to form a fovea. The 
eyeball is the same size as that of a normal 13 mm. 
embryo, but it has a persistent choroidal fissure, 
not involving the optic stalk ; there is thus no 
indication of microphthalmos, but a possibility of 
coloboma if maturity had been reached. Normally 
there is ectodermal thickening at about 4 months, 
a definite fovea or pit about 5, and a closed 
vesicle at 7, while at 13 months the elongated cells 
of the definite lens are well shown, and the whole 
structure is in the optic cup, separated by a con¬ 
siderable interval from the surface layer. It has 
been known for several years, on experimental 
grounds, that the invagination of the optic cup is not 
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due to the formation of the lens, and this case is an 
interesting demonstration of the fact by Nature 
herself. Miss Mann’s report puts the occurrence of 
true congenital aphakia, want of development, 
among the list of undoubted possibilities in setiological 
pathology of absence of lens in living patients, for 
there would seem to have been nothing in the embryo 
itself to interfere with its survival. 


HOOKWORM INFECTION IN BRAZIL. 

We have on former occasions called attention in 
these columns to the admirable work which has been 
done, and is still being done, by the International 
Health Board of the Rockefeller Foundation, more 
especially in connexion with their world-wide 
campaign against hookworm disease. In The 
Lancet of Jan. 29th of the present year we 
commented on a report of this International Health 
Board, which dealt with the prevalence of ankylos¬ 
tomiasis in Egypt, the Malaya Peninsula, and the 
Dutch East Indies. Another report has now been 
issued (No. 14 of the series of Monographs of the 
Rockefeller Institute for Medical Research) giving 
the results of the investigations of two American 
experts, Drs. S. T. Darling and W. G. SmiUie, 
sent to inquire into the prevalence of hookworm 
infection in Brazil. Their work was carried out in 
1919 and was primarily directed to ascertaining the 
degree of infection of the native Brazilians by this 
helminth, its incidence on various occupations, the 
influence of race, and the effects of immigration 
on the introduction from without of fresh infection 
into Brazil. Efforts were also made to discover a 
routine method of treatment for hookworms that 
could be safely applied on a large scale to groups 
of persons, on plantations, for example, without the 
necessity of immediate medical supervision. The 
prevailing kind of hookworm in Brazil is Necaior 
americanus , but Ankylostoma duodenal# was found 
in every district that was visited by Drs. Darling and 
Smillie. It is interesting to note that the infection 
by this latter worm, though slight, is increasing, 
especially in places which have a changing population 
and where there is much immigration. The degree of 
hookworm infection in Brazil varies directly with 
the proximity of the individual to excrementally 
polluted soil. It is a disease of the rural districts, 
and more than 99 per cent, of the rural population 
of Brazil above the age of 6 years are infected with 
hookworms. The average number of worms per 
case in highly-infected districts was 136, though 
in some instances it was as high as 200 per case. 
Various remedies were tried with the view of finding 
a safe method of treatment that could be applied by 
unskilled subordinate officers on the plantations. 
The two principal drugs that w T ere tested were beta- 
naphthol and oil of chenopodium. As a result of 
experiment s the opinion was formed that the standard 
treatment with 1£ c.cm. of oil of chenopodium, given 
in two equally divided doses, with an interval 
between them of two hours, and the repetition of 
this dosage, after an interval of 10 days, is the 
best treatment of the disease; it is superior • to 
treatment by 6 grammes of beta-naphthol adminis¬ 
tered on three successive days, because of greater 
efficiency in the removal of hookworms and other 
parasites such as ascaris and of its less toxic effects. 
The oil of chenopodium is administered in freshly- 
prepared gelatin capsules ; care is necessary in 
measuring the dose of chenopodium, and this should 
always be done by means of a pipette and in terms 
of cubic centimetres. The use of this remedy for 
children, it is stated, needs careful medical super¬ 
vision. The following are the details given by 
Drs. Darling and Smillie of the procedure with the 
treatment of hookworm patients on plantations 
in Brazil. The patient receives a light supper but no 
purge, and on the following morning 1 £ c.cm. of oil of 
chenopodium is given, on a fasting stomach, in two 
doses, with an interval of two hours between them, 


followed about two hours later by a saline purge of 
magnesium sulphate in a glassful of water. When 
the bowels have acted the patient may take his 
breakfast. As has been said the treatment should 
be repeated 10 days later. This is generally sufficient 
to remove the worms ; in severe cases, however, 
a third treatment may be necessary after a further 
interval, but more than three treatments need never be 
given. For patients who can be treated in hospital 
under medical supervision a modification of the 
above method is used, the patient getting a pre¬ 
liminary purge in the evening and next morning 
receiving 2 c.cm. of oil of chenopodium, followed by 
a second purge two hours later. This is reported 
to be slightly more efficient and gives rise to less 
discomfort than the first-mentioned method. 


THE MECHANICS OF MICTURITION. 

The urinary bladder resembles the heart in being 
an enlargement of a muscular tube with fluid contents. 
An interesting comparison of the mechanical 
functions of the two organs is set forth by O. Schwarz 1 
Just as in a cardiogram so n a micturition curve 
there are three phases: (1) The phase of getting 
up pressure; (2) the expulsion-time ; and (3) the 
relaxation period. The first phase lasts until the 
opening of the sphincter, and during this time the 
bladder executes an isometric contraction. The 
expulsion-time begins with the opening of the 
sphincter and ends with its closure, and this phase 
represents an almost characteristic isotonic contrac¬ 
tion. The relaxation period is introduced with the 
closure of the sphincter, the change of tension 
taking place under constant volume, the contraction 
again becomes isometric. In micturition as in 
systole of the ventricle there is an after-loaded 
contraction. In the heart the rise of intra-ventricular 
pressure in the phase of getting up pressure depends 
on (a) the filling of the ventricle (load), (b) the muscle 
tonus, and (e) the peripheral resistance (after-load). 
The same factors obtain in contraction of the bladder. 
In the bladder the period of getting up pressure 
depends on the muscle tonus and the fullness (load) 
of the viscus. The contractile capacity of the 
bladder can be altered by influencing one or other 
of the factors—the detrusor urinae or the fullness of 
the bladder. The micturition reflex can be favoured 
by increasing the tonus—e.g., after injection of 
pilocarpine, or by increased fullness of the bladder. 
The occurrence of residual urine can, from this 
point of view, be regarded as a compensatory process : 
if the fullness of the bladder is greater, the necessary 
initial tension is more easily arrived at. Besides 
these analogies there are differences between the 
heart and the activity of the bladder. The resistance, 
the after-load, in the case of the heart is represented 
by the pressure in the circulation; in the bladder, 
however, by the tonus of the sphincter. The 
contraction of the heart is first isometric, but after 
the aortic valves are opened the systole is what is 
called auxotonic—that is, it contracts against an 
increasing resistance, as the arterial pressure rises. 
The intra-ventricular pressure overcomes the peri¬ 
pheral blood resistance purely mechanically, but in 
the bladder the opening of the sphincter is a reflex 
phenomenon—a physiological instead of a physical 
event. The author sets forth his theory of micturition 
somewhat as follows. The filling of the bladder dis¬ 
charges reflexly a certain detrusor tension. When 
this tension has reached a certain value, it on its 
part liberates a higher pre-micturition increase of 
pressure. The sphincter is opened reflexly (opening 
pressure), whereby after the beginning of micturition 
the pressure rises still higher (maximal pressure). 
These three reflexes associated with the emptying 
of the bladder have a causal relation one to the other. 
If all three reflexes act and are unimpeded or not 
inhibited, then there is automatic micturition. 

1 Wiener Arch. f. Klin. Med. 1920. 
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In voluntary emptying of the bladder the course of 
each one of the reflexes is inhibited by cerebral 
influences. The most important inhibition results 
in relaxation of the detrusor. If the stimulus is 
stronger than the inhibition there results an involun¬ 
tary micturition and discharge of urine. 


THE PHENOLIPOIDS. 

In The Lancet of March 27th, 1920, we drew 
attention to these compounds of carbolic acid, 
which, according to their discoverer, possess both 
antibacterial and antitoxic properties. Dr. V. C. 
Piazza, of the University of Palermo, 1 has now made 
further researches on these bodies and has produced 
13 different compounds of phenol with yolk of 
egg (lecithin) cholesterin cerebral substance and 
camphor. He has worked out their chemical 
relations and biological properties when injected 
into the veins or peritoneal cavity of rabbits. The 
most suitable of them for medical purposes are 
Phenolipoids H, J, and N, composed of phenol 
cholesterin and camphor, phenol and the ether 
soluble lipoid of egg yolk with camphor, and phenol 
and alcohol soluble lipoid of egg yolk with camphor, 
respectively. They present several characteristics 
in common, being at ordinary temperatures, mostly 
of semi-fluid consistence and soluble in ethylic ether, 
benzol, chloroform, xylol, olive and essential oils. 
Solutions in chloroform give an emerald-green 
colour reaction with concentrated sulphuric acid, 
changing to a more or less intense red. They are all 
stable compounds, and exhibit a parasitotropic 
action by inhibiting the development of bacteria 
after a certain period of contact, and an antitoxic 
action by neutralising typhoid anaphylotoxin and 
the toxins of tetanus and diphtheria. The clinical 
application of these compounds has been taken 
up by Dr. F. Aliquo, 2 who has made experiments on 
46 rabbits by producing septicaemia with injections 
of virulent cultures of Staphylococcus pyogenes aureus , 
and then observing the action of the phenolipoids 
on the morbid process produced. The phenolipoid 
was administered subcutaneously and in some cases 
by intravenous injection either at the height of the 
infection, or simultaneously with the inoculation of 
the staphylococcus, or else as a preventive measure. 
These experiments were rigorously controlled and 
haemocultures made from blood were taken direct 
from the heart ; thus 9 of the rabbits were controls, 
and of the remaining 37 there were 14 deaths and 23 
recoveries. From a purely clinical point of view Dr. 
V. Guercio* administered Phenolipoids H and N by 
subcutaneous or intramuscular injection in many 
cases of influenza with pulmonary complications, and 
claims that the results obtained were much superior 
to those of other methods and in severe and prolonged 
cases were not only brilliant, but unexpected. It 
appeal's to us that these new compounds deserve 
considerable further investigation, both from an 
experimental and clinical standpoint; apparently, in 
this country, they have failed to attract the attention 
they seem worthy of. _ 

AN EXPERIMENT IN POOLING SURGICAL 
RECORDS. 

mv? issue of Acta Chirurgica Scandinavica 

U921, Vol. LIII., Fasc. V.) there is an editorial 
notice which marks a departure from the familiar 
paths of medical journalism. The notice begins 
with reflections on the present state of affairs, which 
permits of much waste of good material. Valuable 
observations often fail to get further than the 
surgeon’s note-book or case papers. He may realise 
J .at to publish an interesting case it is desirable for 
tiv* 1 . to s k u< ly the literature of the subject, and for 
tnis he may have no time. Or he may defer publica- 
l0n of an interesting case in the hope that a similar 

AtU della R. Acad, delle Sc. Med. In Palermo. 1920. 
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case may turn up ; this hope may never be realised, 
and the oblivion to which the first case was tem¬ 
porarily condemned becomes permanent. There 
are also innumerable isolated observations over 
which it hardly seems worth while to rush into 
print, although when grouped with other observations 
they may be of incalculable importance. With a 
view to drawing on these hitherto unexplored 
sources of knowledge the editorial staff of Acta 
proposes to constitute itself as a clearing house 
for odds and ends of surgical information, and once 
a year to publish a resume in which the names, 
addresses, and nationality of the authors of this 
information will be given. Their contributions will 
be sorted out into anatomical or clinical groups, and 
will be reproduced in extenso or edited so as to fit 
in with similar observations from other quarters. 
It is hoped that the result of these labours will be a 
concise as well as a comprehensive digest, and that 
authors will gain rather than lose by pooling their 
knowledge. This yearly digest is to be published in 
English and will be supervised by Gunnar Nystrom, 
surgeon to the Sabbatsberg Hospital in Stockholm. 
All three Scandinavian countries, as well as Finland, 
are represented on the staff of Acta , and this notice 
is addressed to surgeons of all four countries. It 
will be interesting to follow the evolution of this 
scheme, which, if successful, will doubtless be copied 
in other countries. Obviously much depends on the 
tact and judgment with which this surgical pool is 
stirred, and the sponsors of the scheme are to be 
congratulated on securing the services of Dr. Nystrom 
for a very delicate task. 


OPERATION FOR STRANGULATED HERNIA IN 
THE AGED UNDER LOCAL ANESTHESIA. 

Dr. Martin T. Field 1 has recently made a strong 
plea for local anaesthesia in operations for strangu¬ 
lated hernia in the aged, as it eliminates many of the 
dangers incurred u nder general anaesthesia. Statistics 
from the larger American hospitals show that the 
operative mortality incident to acute intestinal 
obstruction, excluding strangulated hernia, has 
not been greatly reduced in the last 10 or 15 years, 
while that of strangulated hernia has. This Dr. 
Field attributes to earlier diagnosis, less manipulation, 
and operation under local anaesthesia. The last con¬ 
dition is particularly suitable for local anaesthesia, as, 
unlike other forms of obstruction, there is no need 
to search for the point of obstruction and it is 
readily accessible. In cases of inguinal hernia Dr. 
Field infiltrates the skin and subcutaneous tissue 
along the line of incision with 0-5 per cent, of 
novocaine and then plunges the needle down until it 
overcomes the resistance of the external oblique 
aponeurosis. About £ oz. of solution is deposited 
beneath this structure in the position of the ilio¬ 
inguinal nerve. A little is also injected in the region 
of the external ring. After waiting a few minutes 
the incision is carried down to the external oblique. 
This structure is carefully opened near the internal 
ring and the flaps raised, exposing the ilio inguinal 
nerve which lies on the internal oblique muscle. 
The nerve, which controls nine-tenths of the sensation 
in this region, is at once blocked by injecting it. 
The aponeurosis is now cut down through the 
external ring and also above the internal ring, 
exposing the ilio-hypogastric nerve, which is also 
blocked. The only nerve which can then convey 
sensation is the genital branch of the genito-crural, 
which lies in the posterior part of the cord. It can 
be blocked later, or the same result can be attained 
by injecting the upper part of the cord, care being 
taken not to puncture a vein. No more novocaine 
is required, except a little to render the parietal 
peritoneum insensitive when tying the sac. The 
radical operation is then performed, with or without 
removal of the testicle. In old persons, especially 
with recurrent hernia, the removal of the testicle 


* Boston Medical and Surgical Journal, April 21st. 
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helps to prevent recurrence. In femoral hernia 
there are so many branches of nerves from all sides 
that the infiltration method is necessary. Gim- 
bernat’s ligament is cut or stretched with a small 
retractor, and when the tissues about the neck of 
the sac are freed the hernia can generally be reduced. 
After injecting a little solution about the neck the 
sac is tied off and resected. It is allowed to retract 
within the abdominal cavity, and Poupart’s ligament 
is sutured to the pectineus muscle and fascia, including 
in the bite of the needle all the tissues down to the 
pubic bone. The wound is closed without drainage. Dr. 
Field reports eight consecutive cases of strangulated 
hernia in patients of ages varying from 67 to 90 years 
which he operated on with success by this method. 
He is certain that he could not have obtained this 
result with general anaesthesia. In none of the 
cases was resection of the bowel performed, which 
Dr. Field thinks should not be done unless urgently 
needed, as statistics show that nearly all primary 
resections in old people are fatal. If the bowel is 
hopelessly damaged it is better to drain and repair 
later. In some of the cases in this series there was 
considerable doubt as to the viability of the bowel, 
but in all convalescence was uneventful. 


DIRECT COLOUR PHOTOGRAPHY IN MEDICINE- 

The demonstration of coloured lantern-slides at the 
Section of Dermatology of the Royal Society of 
Medicine showed the possibilities of this new method 
for purposes of illustration and teaching. Uvachrome 
diapositive lantern-slides are made from the original 
fdms employed in a new process of natural colour- 
photography in which no screen is employed ; the 
minutest details can thus be projected upon the sheet 
without the loss in accuracy caused by disintegration 
of the colours. The dyes used in the preparation of 
the films reproduce the original colours with remark¬ 
able accuracy. The process does not lend itself to 
mass production, but it is found to be of the greatest 
value for scientific purposes. 

The slides are at present prepared by the Austrian 
State Institute of Photography, which keeps expert 
photographers at the disposal of the Viennese 
hospitals and clinics, so enabling accurate colour 
photographs to be made of cases of special interest. 
The negatives provide a record for the hospital 
archives, and furnish medical lecturers with the 
slides of individual subjects which they need. It is 
proposed to carry out the same work in England 
for the benefit of medical authorities in the hospitals 
and universities. If, as the makers claim, the films 
can be satisfactorily reproduced on paper, they 
should prove very valuable for use in text-books 
and in original articles on rare diseases. 


THE DIAGNOSIS OF TUBERCULOSIS IN 
CHILDHOOD. 

In a paper read on April 12th at a meeting of 
the London Association of the Medical Women’s 
Federation on the subject of Tuberculosis in Children 
of School Age, Dr. Jane Walker gave instructive 
figures and interesting comments thereon. In a 
report on these figures in The Lancet of April 23rd 
a clerical slip occurred, and it should be noted that 
of the 807 children referred to 8*4 per cent, (not 
62 per cent.) were sputum-positive. Even more 
important than her statistics was the broad and 
philosophical spirit in which she approached her 
subject. In science, as in religion, the best guarantee 
of fitness to advance is a broken and contrite spirit. 
Dr. Walker tempered her candid agnosticism with 
shrewd hints on how to emerge from this healthy 
but barren state. As her survey showed, the 
incidence of tuberculosis among school children has 
been variously estimated at 0*7 percent, to 96 percent. 
An intermediate calculation is that made by Sir 
Robert Philip, who considered that not less than 
30 per cent, of school children bear the stigmata of 
tuberculosis. We may to a certain extent whittle 
down this glaring disparity by regarding the lowest 


figures as indicating actual disease, and the highest 
as referring only to infection without great morbid 
change. But such an arbitrary expedient for 
conciliating contradictory statistics is plausible 
only on the surface; it soothes too much and 
stimulates too little. If we accept the outside figure 
of 96 per cent, as being the measure of tubercle 
infection among school children at the age of 12, 
we are still as much in the dark as ever in forecasting 
the ultimate fate of these children. All we can 
say for certain is that the majority will not succumb 
to tuberculosis. Even for the remaining 4 per cent, 
who, at the age of 12, are, biologically speaking. 
“ virgin soil ” we can cast no accurate tuberculosis 
horoscope. The next generation will be better off 
in this respect, for in a few decades valuable informa¬ 
tion should be available as to the expectation of 
fatal tuberculosis for each person who has been 
periodically tuberculin-tested since infancy. Mean¬ 
while it is the obvious duty of all concerned with the 
medical supervision of children to make and preserve 
careful tuberculin records, so that in due time 
we may clearly read into the tuberculin tests diag¬ 
nostic, therapeutic, and prognostic knowledge which 
is at present withheld from us. Even now there 
are aids to diagnosis which can be interpreted with 
considerable clearness, and in emphasising the 
importance of the X rays, Dr. Walker consciously 
or unconsciously censured the many large institutions 
in this country which are satisfied to continue 
dispensing with this important weapon. 


BENIGN GASTRIC ULCER IN SYPHILIS. 

Dr. W. Frank Fowler, 1 of Rochester, New York, 
remarks that in spite of the publication of numerous 
papers on the various phases of gastric syphilis 
no case has hitherto been recorded of non-specific 
ulceration in the stomach of a syphilitic, although 
several writers such as Einhorn, Niles, Eusterman, 
and Morgan have indicated the possibility of this 
occurrence. The gross lesions of gastric syphilis 
have been classified by Eusterman into (1) gummata 
in various forms, (2*) diffuse syphilitic infiltration. 
The degeneration of gummata gives rise to specific 
ulceration, the symptoms of which differ from those 
of benign ulcers, chiefly in the absence of relief of 
pain by food and alkalis, less periodicity, anacidity, 
vomiting with good appetite, excessive loss of weight, 
and improvement in the gastric function under 
specific treatment. Apart from operation the 
diagnosis usually rests on a past history of syphilis, 
the presence of signs of late syphilis, a positive 
Wassermann reaction, and the therapeutic test. 
On the other hand, it must be borne in mind that 
a negative Wassermann reaction does not exclude 
syphilis, and that a positive reaction does not prove 
that a gastric lesion is specific. The therapeutic 
test though usually reliable is not infallible, as 
antisyphilitic drugs sometimes favourably influence 
non-specific conditions. X ray evidence is not conclu¬ 
sive, as we may have close simulation of carcinoma. 
Even exploratory operation may not be decisive, 
and cases are on record where gastro-enterostomy 
has been performed for the relief of syphilitic gastric 
ulcer. Microscopical evidence consists in charac¬ 
teristic syphilitic obliterative endarteritis and peri- 
thelial lymphocytic infiltration with atrophy of the 
mucous membrane, and hypertrophy of the sub¬ 
mucosa and muscularis. Dr. Fowler’s case was 
that of a woman aged 26, who had been suffering 
from symptoms of gastric ulcer for eight years 
and presented evidence of secondary syphilis. 
The Wassermann reaction was 4 + , and she was 
given a course of specific treatment. No improve¬ 
ment, however, followed, and gastro-jejunostomy 
was performed with the result that relief was obtained 
for seven months. The symptoms then recurred 
and laparotomy was again performed. A large 
callous ulcer of the usual benign type was found on 
the posterior wall of the stomach adherent to the 
pancreas. The pyloric half of the stomach was 


1 Surgery, Gynecology, and Obstetrics, May, 1921. 
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removed, and the old opening in the jejunum was 
anastomosed to the gastric stump. Uncomplicated 
recovery took place. _ 

EARLY DIAGNOSIS IN DIPHTHERIA. 

The importance of early diagnosis in diphtheria 
and of the administration of effective doses of anti¬ 
toxin as soon as possible is generally recognised. It 
comes, therefore, as a surprise to find that Dr. 
Frederic Thomson, of the North-Eastern Hospital, 
Tottenham, in the interesting letter published in 
The Lancet last week, has noticed that for the past 
two years many patients have been arriving at his 
hospital rather later in the disease than was formerly 
the rule and often without antitoxin treatment. He 
suggests that this delay in sending patients to the 
special hospital is largely due to practitioners waiting 
for the results of bacteriological examination, and he 
strongly deprecates this being done. He urges that 
antitoxin should be given without delay if the 
clinical evidence favours diphtheria. He points out 
that failure to find the bacillus in cultures taken 
early is not uncommon, that cultures taken on the 
first day even from cases of the several faucial 
diphtheria are frequently negative, also many of those 
from purely laryngeal cases. On the other hand, 
a positive result may be due to the case investigated 
being a diphtheria bacillus carrier. Dr. Thomson’s 
letter is worthy of the special attention of our 
readers, since the advice he gives is of practical 
importance, and the point he raises in regard to 
the bacteriological evidence is one of great interest. 
There is a tendency in the minds of some practi¬ 
tioners to regard the evidence afforded by laboratory 
investigation as incontrovertible and infallible, 
whereas it should be assessed in the light of the 
other evidence and its indications placed in their 
true perspective. The importance of Dr. Thomson’s 
suggestion is emphasised by his statement that the 
death-rate among his cases in 1919 and 1920 was 
higher than it had been for many years, while he is 
not prepared to admit that the type of the disease 
had been much more severe. 

MATCH-BOX DERMATITIS. 

The substitution products employed in Germany 
during the war and still in use have given rise to 
a number of hitherto unknown skin diseases to 
which must now be added match-box dermatitis. 
This condition, of which Dr. Herbert Stranz, 1 
of Breslau, has seen sixteen examples during the 
last six years, is most frequent in the male sex. His 
cases occurred exclusively in heavy smokers who 
were in the habit of carrying a match-box in their 
trouser pocket. In . typical cases the eruption 
begins on the upper third of the front of the left 
thigh, occasionally on the right thigh or both thighs 
at once, as well as on the adjacent part of the 
hypogastrium and hips, and then attacks the backs 
of both hands and the face. Experiments made 
by Frei, in Jadassohn’s clinic at Breslau, showed 
that the dermatitis was due to the presence of the 
sesquisulphide of phosphorus, which has been used 
as a substitution product on the striking surface of 
match-boxes since the beginning of the war. The 
warmth of the body sets free the irritating substance 
in the form of a vapour which attacks the skin 
lying beneath the trouser pocket, and the backs of 
the hands and the face subsequently become affected. 
The clinical picture of match-box dermatitis varies 
with the extent and age of the lesions and the special 
sensitiveness of the individual. Occasionally only 
a slight circumscribed erythema is seen resembling 
erysipelas. But in many cases an exudation takes 
place with the formation of crusts. In one of 
Dr. Stranz’s cases the oedema was very pronounced. 
In long-standing cases the condition resembles 
chronic lichen. Even in mild cases there is very 
severe itching and burning pain, and the patient suffers 
generally owing to loss of sleep. Unless the cause is 

1 Manchener Medlzinische Wochenschrift, May 6th, 1921. 


recognised the condition is liable to last for years. 
Treatment consists in applying compresses of 1-2 
per cent, boric or resorcin solution. Dr. Stranz has 
also obtained good results from the use of X rays 
owing to their anti-pruriginous action. 

HOSPITAL PHYSICIAN AS SANITARIAN. 

The retirement of Dr. William Hunter from the 
active honorary staff of Charing Cross Hospital gave 
his colleagues and friends opportunity to express, not 
only their warm personal regard, but their ungrudging 
admiration for his services to his hospital and medical 
school, to medicine, and to the public health. 
The occasion was a complimentary dinner given at 
the Imperial Restaurant on Friday, May 20th, at 
which Mr. George Verity, chairman of. Charing Cross 
Hospital, presided. Dr. Hunter’s association with 
the hospital covers the period during which financial 
difficulties were met and overcome, and his term of 
office as dean initiated a similar period of prosperity 
in the medical school attached to the hospital. His 
work on oral sepsis established its importance as a 
forerunner of chronic ill-health, an association now 
generally recognised. Fortunately it has been given 
to many hospital physicians to combine fruitful 
clinical and experimental work with administrative 
achievement, but to Dr. Hunter’s credit is a third 
exploit in a larger field, when within a few months 
he was instrumental in ridding the Serbian army in 
the field of typhus and relapsing fever, and this by 
means of simple appliances of universal application. 
The recent exhibit of sanitary appliances at the 
Royal Army Medical College (see page 1133), it may be 
noted, included a sack disinfector which carries the 
principles of Hunter’s Serbian barrel into the home. 
Medicine is one and indivisible, and the equipment 
of a successful clinician, medical administrator, and 
sanitarian is not dissimilar in essentials. 


URBAN VITAL STATISTICS. 

(Week ended May 14th, 1921.) 

English and Welsh Towns .—In the 96 English and Welsh 
towns, with an aggregate population estimated at 184 
million persons, the annual rate of mortality, which had 
been 12*5, 12-5, and 12*4 in the three preceding weeks, was 
12*5 per 1000. In London, with a population of 4$ million 
persons, the annual rate was 11*6, against 11*5 per 1000 
in the previous week, while among the remaining towns 
the rates ranged from 4*7 in Dewsbury, 5*7 in Grimsby, 
and 5*9 in Walthamstow, to 20*0 in Oldham, 21-2 in Exeter, 
and 24-3 in Barnsley. The principal epidemic diseases 
caused 227 deaths, which corresponded to an annual rate 
of 0-6 per 1000, and comprised 71 from whooping-cough, 
50 from diphtheria, 48 from infantile diarrhoea, 43 from 
measles, 11 from scarlet fever, and 4 from enteric fever. 
Measles caused a death-rate of 1-3 in Sunderland and in 
South Shields, and 1-4 in Barrow-in-Furness, and whooping- 
cough of 1-1 in Liverpool and in Oldham, and 1-5 in Burnley. 
There were 3238 cases of scarlet fever, 2281 of diphtheria, 
and 1 of small-pox under treatment in the Metropolitan 
Asylums Hospitals and the London Fever Hospital, against 
3195, 2343, and 1 respectively at the end of the previous 
week. During the week ended May 7th 6 cases of encepha¬ 
litis lethargica were notified in the County of London, 
from Camberwell, Chelsea, Hammersmith, Southwark, 
Stepney, and Wandsworth respectively. The causes of 28 
of the 4434 deaths in the 96 towns were uncertified, of which 
10 were registered in Birmingham and 3 in Gateshead. 

Scottish Towns .—In the 16 largest Scottish towns, with 
an aggregate population estimated at nearly million 
persons, the annual rate of mortality, which had been 
14-6, 15-0 and 14-7 in the three preceding weeks, fell to 
14-3 per 1000. The 339 deaths in Glasgow corresponded 
to an annual rate of 16*1 per 1000, and included 25 from 
whooping-cough, 3 from measles, 2 each from diphtheria 
and infantile diarrhoea, and 1 from scarlet fever. The 101 
deaths in Edinburgh were equal to a rate of 11*8 per 1000, 
and included 3 each from whooping-cough and diphtheria, 
2 from infantile diarrhoea, and 1 from measles. 

Irish Taxons .—The 137 deaths in Dublin corresponded to 
an annual rate of 16-9, or 1-8 per 1000 below that recorded 
in the previous week, and included 4 from infantile diarrhoea 
and 1 from diphtheria. The 121 deaths in Belfast were 
equal to a rate of 15*0 per 1000, and included 9 from 
whooping-cough, 2 from infantile diarrhoea, and I from 
diphtheria. 
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SOME EFFECTS OF ALTITUDE ON THE 
HUMAN BODY. 


custom of not counting their women. Most' Ladakis 
are farmers, though in Leh itself one finds a few 
traders and a small number of artisans. 


By A. Reeve Heber, M.D., Ch.B. Bristol. 


Since the year 1800 a good deal of work has been 
done on testing the effects of altitude on the human 
body, and during the war the choice of men for the 
Flying Corps has made such work most important. 
The writer having lived for about six years at an 
altitude of 11,500 ft. in Leh, the capital of Ladak, one 
of the provinces of Kashmir, found himself able to test 
the chronic effects of residence in altitudes. 


The country in which I worked is situated in the 
Himalayas, and is very cold during the winter and very 
hot during the summer, but both cold and heat are 
less felt on account of the extreme dryness of the 
atmosphere. During the summer the power of the 
sun is immense ; an ordinary thermometer exposed to 
the sun on an ordinary day (30/7/20) at 12.15 P.M. 
registered 108° F. The report of the Meteorological 
Department of India gives the following temperatures 
for the year 1914:— 


Mean temp, of year . 

Mean maximum temp. 

Departure from normal of year . 

Mean minimum . 

Departure from normal . 

Yearly mean of mean between max. and min. 

Departure from normal of year . 

Mean daily rantfe of temp. 

Highest temp, observed during year . 

Lowest temp, observed during year . 

Absolute range during year. 

Mean monthly absolute range . 


37'5° F. 
54‘5° „ 
0'9 3 „ 
29 8° „ 
0 

42 2° .. 
0‘4° .. 
24‘7° 
86’3 3 .. 

r 21 „ 

87*5° 
42-4° .. 


With regard to the extraordinary dryness, the Indian 
Meteorological Report for 1914 gives the following 
figures:— 

Mean humidity of year . 0'53 

Departure from normal. 01 

Rainfall for year. 3'84 inches 

Normal rainfall for year. 3'26 „ 

There is very little wind in the winter and the air is 
very calm, but during the spring we get what are called 
the “ Spitlung,” which, coming from the snow regions, 
are bitingly cold. The prevailing wind is from the 
south, and has a comparatively great average speed. 


The barometric pressure is the most important factor 
in determining the effects of altitude on the human body. 
The figures for Leh for 1914 are as follows:— 


Elevation of bar system above sea-level. 11.503 ft. 

Highest pressure recorded during year . 19 981 in.Hg. 

Lowest pressure recorded during year . 19'340 in. 

Absolute range during year . 0644 in. 

Mean monthly range of pressure. 0'579 in. 


It will be noticed that in Leh the glass is fairly stable. 
The boiling-point is lowered proportionately, and for 
Leh is 183 6 F., a fact soon realised when trying to 
make a good cup of tea. 13y comparison with Major J. L. 
Birley’s second Goulstonian lecture,* the proportion of 
oxygen at this altitude should work ont at about 13 per 
cent., and shows its effects chiefiyas one would expect, 
in the respiratory, circulatory, and nervous systems. 

The people among whom I worked were mostly 
Ladakis, who are really Tibetans, but I was also able 
to test a fair number of Yarkandis, down-country 
Indians, and about four English men and women (two 
of each), all of whom were resident in Leh for longer or 
shorter periods. The religions of these various people 
were almost equally diverse, as they belonged to the 
Buddhist, Mahommedan, Hindu, Christian, and Sikh 
persuasions. 

It is most difficult to arrive at merely an approximate 
figure for the population of Ladak as no census has been 
taken for many years. There would be about 8000 
inhabitants in Leh and about 150,000 inhabitants in the 
whole of Ladak. The greater number of these are 
Buddhists, but about 300 are Mahomedans, which 
enumeration closely adheres to the Mahomedan 


* The Lancet, 1920. i., 1205. 


General Consideration s. 

During short stays in altitudes the European seems 
to be fairly healthy, but it seems to me that the 
“altitude of happiness” varies for each individual. 

I am quite comfortable at 11,000 ft., a good deal less so 
at 14,000 ft., but on going higher feel fitter again. In 
1913 Sir Filippo de Filippi brought a scientific expedi¬ 
tion to Leh. His second-in-command never felt well in 
Leh, but on getting higher was quite fit. This fact was 
also noticed by Barcroft, who says, “ Why did I become 
acclimatised at once on Monte Rosa when I did not at 
Teneriffe? and, secondly, why did Douglas acclimatise 
at Teneriffe when I did not do so? ” This fact is rather 
difficult to explain, for although acclimatisation may 
have a good deal to do with it, yet in the second 
instance quoted above there was ill-health, even after 
several weeks’ time in Leh, during which acclimatisa¬ 
tion should have taken place, yet immediately on going 
higher, when such adaptation had not been obtained, 
improvement occurred. Europeans living in Ladak are 
usually very fit physically, and even after prolonged 
residence would be quite healthy, if only their nervons 
systems were equal to the strain, but this is the weak 
link in the chain. It has also been noted that the 
longer the European stays in Leh the more he feels 
the cold. 

The natives are generally very healthy, but when 
serious disease of any kind does supervene collapse and 
death occur very rapidly and suddenly. They are 
not quite as long-lived as the lower-living races. The 
infant mortality is appalling, and the writer fonnd that 
of 848 children born 310 died, a mortality of over 36*5 per 
cent.; but this is due mainly to neglect and not 
primarily to altitude, for among the few European 
children who have lived in Leh the mortality is a good 
deal less. It is simply impossible to establish the 
cause of death, which is generally stated to be “ fever.” 
The heights of about 160 Ladaki men and women was 
measured, and it was found that they are on the whole 
shorter than English men and women of the same 
ages, but it takes the Ladaki about the same time to 
attain his full stature, and while the Englishwoman's 
height tends to decrease after the age of 22 years, her 
Ladaki sister steadily increases in height until she 
reaches her fortieth year. 

Respiratory and Circulatory Systems. 

The power of “ holding one’s breath ” is seriously 
curtailed, and in 52 cases this was found to vary 
between 40 and 19*7 seconds, the former figure being 
for the writer himself, and the average for all working 
out at only 27 seconds. This i» all the more surprising 
when Major Birley found that at an altitude of 
10,000 ft. a man should be able to hold his breath 
for 71 seconds. 1 One wonders whether this is directly 
due to prolonged residence in altitudes. It was further 
found that the European who has lived for some time 
in Ladak, and the native born there, find breathing 
distinctly easier than those who have just arrived in 
the country. It is also interesting that the statement 
“all men are mouth-breathers above 12,000 ft. ” is 
not true of people who have spent some time in the 
heights. I have crossed the Kardong Pass, which is 
17,400 ft., and, except during and immediately after 
exertion, breathed through the nose. This is due, no 
doubt, to the fact that the lungs themselves expand to 
meet the altered physical conditions. I heard that a 
former doctor in Leh had definitely stated that his 
chest had enlarged during his stay in the country. 
Dr. Kathleen Heber found that during her first two 
years there her thoracic outlet had expanded 2 in., 
although her actual body was thinner. The same 
kind of statement is made by almost every European 
who has lived there. During 1920 I accompanied a 
lady from Srinagar (5000 ft.) to Leh and took measure¬ 
ments of her chest just under the axillae, imme¬ 
diately below the nipples, and at the thoracic outlet, 
and again five weeks later after a three weeks’ 
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stay in Leh (11,500 ft.) and found that during this time 
her chest had expanded & cm. in each position. Although 
one cannot base any conclusions on this one case, yet 
it does show the tendency. In this connexion it is of 
interest that the chests of the natives measured (over 
150 cases) were on the average smaller than those of 
the Europeans. This expansion of the chest is evidently 
consequent on an expansion of the lungs, for in the 
160 cases examined it was found that the area of 
superficial cardiac dullness is distinctly lessened—viz., 
the upper border is shifted down to the fourth inter¬ 
costal space or even the fifth rib, its left border moves in 
to 2£ and 2 inches from midsternum, and although the 
right border is found at the left border of the sternum, 
yet even here there is a tendency to overlapping of the 
heart. In the examination of hearts in Ladak, it is 
striking that in so comparatively few cases the apex beat 
of the heart is seen, which would also be accounted for 
by increase of lung tissue. The liver, too, seems to be 
pushed down a little ; in the greater number of cases 
examined the upper anterior border was found at about 
the sixth rib. The rate of respiration is increased, and 
for corresponding ages in England varied from a quarter 
to three and a quarter breaths per minute, whilst the 
proportion of respiration- to pulse-rate is a little higher 
than 1:4—i.e., the respiration-rate has increased slightly 
more than the pulse-rate. 

The fact that anoxaemia causes periodic breathing 
has long been known, and is found to exist even when 
Europeans have lived in the country for some years, 
especially when ascending the mountains. My little 
hill pony, which was born in Zankskar, the most highly 
situated province in Ladak, exhibits it when going up 
steep hills. The pulse-rate also tends to be a little 
higher than in England, varying from 2-12 beats per 
minute. Dr. Kathleen Heber noticed that her own 
pulse averaged ten beats quicker in Leh than in 
Srinagar, which is over 5000 ft. lower. It had often 
seemed to the writer that the pulse-rate increased 
much more rapidly with increase of the temperature 
than in England, and he therefore investigated his 
temperature charts, but found that for every rise in 
temperature of 1° he got on an average an increase in 
the pulse-rate of 7'2 beats per minute, which is about 
normal even for England. 

In respect to blood pressure, tests made on about 
200 patients gave the interesting result that between 
the ages of 22 and 65 years the average blood pressure 
is even lower (118*9 mm. Hg) than the minimum 
(120 mm. Hg) which is usually given for Englishmen. 
At other ages the figure is somewhat higher, but as these 
only represent about 15 per cent, of the subjects tested, 
they are not nearly so reliable as the figures for the 
ages 22-65 years. This fact harmonises well with the 
findings on airmen that prolonged flying in altitudes 
tended to lower blood pressure. The pulse pressures 
obtained in Leh showed a definite increase, and this 
was more marked in the women than the men, this 
increase being 8*6 higher for men, to 12 mm. Hg for 
women, as compared with those in England. This is 
chiefly due to a fall in diastolic pressure, and again 
agrees with conditions found in our airmen in France. 

The heart itself is not enlarged upwards nor to the 
left, but there were quite a number of cases in which 
the heart had enlarged to the right (of the 160 cases 
tested 27 per cent, had enlarged to half an inch to the 
right of the right sternal border), which is not surprising. 
As the atmosphere contains less oxygen the heart has 
to pump more blood into the lungs, but the blood 
pressure being lower in Ladak the left heart does not 
need to enlarge in order to eject a larger blood stream. 
Red blood counts were done on over 50 people, con¬ 
sisting of Ladakis, Downcountry Indians, and five 
Europeans. The average blood count for all the men of 
these is 6,816,454 per c.mm., which is somewhat below 
the figure at which Major II. W. G. Hingston arrived in 
Ws investigations in the Pamirs. The Ladak figure is 
slightly smaller than his on account of the striking 
fact that the men born in the country had a lower 
count than the Downcountry Indiana and Europeans. 
Among the women the same is true, and in both male 


and female there were over a million more red cells 
per c.mm. than in those bora in the country. We 
can state, therefore, that altitude raises the blood 
count, but to a lesser degree in those bora in the 
country than those from lower altitudes. Leucocyte 
and differential leucocyte counts did not show much 
variation from the normal for England. When, how¬ 
ever, the investigations on the haemoglobin percentage 
were begun, it was thought that the results would 
prove a good deal higher than in England, and it was 
all the more surprising to find that the percentage was 
well below 100. This was true of all sorts and con¬ 
ditions of men and women in the country, and, whether 
bom there or in the lowlands, the figures approximated 
very nearly to 90 per cent., the former being just over 
and the latter just under. It is difficult to account for 
this, and it may be suggested that a prolonged stay in 
altitudes tends to destroy haemoglobin. 

The human body, therefore, seems to respond to 
decreased oxygen-tension in the atmospheric air of 
altitudes by a small increase in the rate of both respira¬ 
tion and pulse, whilst the lungs and, in consequence, 
the chest, expand ; further, the heart tends to enlarge 
to the right, the work of the left ventricle being made 
lighter by a decreased blood pressure. An increase in 
the oxygen-carrying powers of the blood is made 
possible by an increase in red blood corpuscles, which 
is greater in the downcountry man than in the native 
inhabitant. Finally, the first response to a rapidly 
decreasing oxygen pressure consists in periodic 
breathing. 

Nervous System. 

The European on first arriving in Ladak feels most 
extraordinarily fit—he sleeps well, he eats well, and 
feels himself equal to almost anything. The journey 
itself, which is accomplished in 16 short stages, 
either on horseback or on foot, tends to cause this 
exhilaration. But, sooner or later, it gives place to a 
terrible weariness of the brain, sleep becomes difficult 
to obtain, interest in food is lost, and even a short day’s 
work produces great weariness, especially if that work 
is mental, and in spite of the fact that the rest of the 
system is in good order. But even when this condition 
has been reached, there is still a short period during 
the morning in which the brain is keenly active, and 
during which werk is a real pleasure. This deteriora¬ 
tion is, however, not as serious as that in one’s temper 
and all the other subjective functions of the brain. It 
is astonishing how even the most decisive man slowly 
and insidiously loses the power of decision and 
becomes unwilling to bear responsibility. Things are 
not improved by the fact that the memory suffers also, 
and sometimes it almost seems as if morals were 
affected too. Peripherally, altitude showed its effect- 
on the nervous system of Europeans by causing numb¬ 
ness and tingling of the limbs much more rapidly than 
at home. 

Alimentary System. 

That the human body needs more sugar and butter 
when in altitudes is a well-established fact, and even 
the native needs and obtains these by drinking endless 
butter tea and eating cereals. All Europeans suffer 
from the most appalling intestinal flatulence which it 
is difficult to explain, unless the decreased oxygen 
pressure stops the intestines from breaking up the 
foodstuffs into their end-products. One of the com¬ 
monest of native maladies is sthenic dyspepsia, which 
must in great part be due to the fact that the boiling- 
point of water (183*6° F.) is insufficient properly to 
break down the starch granules. 

Reproductive System and Special Organs. 

The European birth-rate does not seem to be much 
affected. In passing, the writer would like to remark 
upon the rapidity with which delivery occurred. He 
had to conduct three confinements of Englishwomen up 
there, and found that the two primiparse took three and 
a quarter and four hours, whilst one multipara took five 
hours. The native women marry early in life, the 
average age in 730 women being 14*4 years. TheLadaki 
birth-rate is extremely low ; thus, 828 women between 
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them only had 848 children. This is, in the author’s 
opinion, not primarily due to altitude, but to syphilis. 
One would think that early marriage would lead to 
early menstruation, but, as a matter of fact, the 
average age at which 799 girls began to menstruate was 
15 years, whilst with 195 women the menopause set in 
at 89*2 years, thus greatly shortening the bearing age 
of Ladaki women. 

The Ladaki is, on the whole, very hairless, although 
actual alopecia is practically unknown. On account of 
the extreme dryness of the air, the skin desiccates 
badly and cracks, especially during the winter months. 
The hair becomes straight and lustreless and tre¬ 
mendously electrical. Eczema and chilblains, on the 
other hand, are very rare. 

Notes on the Incidence of Disease. 

Although “ rheumaticky ” pains are very abundant, 
yet true rheumatism or rheumatic fever is practically 
unknown. Again, coughs and colds have to be treated 
almost continually, and yet accute lung disease is 
comparatively rare, whilst tuberculosis hardly ever 
occurs. This can be accounted for by the fact that 
the air is so dry and free from micro-organisms. The 
manifestations of syphilis are peculiar, for, whilst the 
first stage is common, and also the skin manifestations 
of the second, it does not go further, and the later 
secondary and tertiary symptoms do not occur. Since 
the writer first went to Leh he has never seen a case 
of gumma there. One wonders whether the lowered 
blood pressure has anything to do with this. It was 
noticed that almost always those who registered 
merely relatively high pressures had suffered from 
syphilis. Furthermore, the parasyphilitic manifesta¬ 
tions practically never occur. Similarly one sees a 
good deal of gonorrhoea, but strictures do not often 
result. In Kashmir, osteomalacia is very common, but 
in Ladak it does not occur. 

Conclusions. 

1. High altitude makes for health in both native and 
European, until in the latter the nervous system begins 
to break down. 2. The most serious effects of a long 
stay in altitudes are felt by the nervous system, and 
correspond with the acute effects observed in airmen. 
3. Altitude has a tendency to enlarge the right but not 
the left side of the heart. 4. Altitude decreases the 
blood pressure, but increases the pulse pressure. 5. In 
altitudes the thorax expands and the lung tissue 
increases. Breathing is somewhat accelerated, whilst 
the power of holding one’s breath is much curtailed. 
6. In altitudes an increase of red blood corpuscles 
occurs, but this is more marked in those who have come 
from lower altitudes than in the indigenous population. 
The white blood count and the differential blood count 
remain much the same as in England. 7. Prolonged 
residence in altitudes does not increase, but rather 
decreases, the haemoglobin percentage. 8. In Leh 
human fertility is decreased, whilst menstruation begins 
later and ends earlier. 
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IRELAND. 

(From our Own Correspondent.) 

Government Grants and the Health Services. 

Last summer, in view of the refusal of many local 
authorities in Ireland to strike rates for the purpose 
of meeting claims made on account of malicious 
injuries, the Government obtained power from 
Parliament to withhold Government grants ordinarily 
payable to local authorities, and to devote the funds 
thus held to meeting the claims for malicious 
injuries. At the same time many of the local 
authorities had debarred themselves from receiving 
grants by refusing to submit their books to audit by 
the Local Government Board. It was hoped that 


if they consented to the audit the grants would be 
forthcoming, and only last month the Vice-President 
of the Local Government Board assured a medical 
deputation that, so far as he knew, the refusal of 
audit was the only obstacle in the way of local 
bodies receiving their grants. Last autumn both 
the Irish Public Health Council and the delegates’ 
meeting of the medical profession had put forward the 
suggestion to the Government that in any dispute 
which might arise with local authorities the health 
services should be immune and that grants ordinarily 
devoted to care of health should not be diverted to 
other purposes. The suggestion was treated with 
scanty consideration by the Chief Secretary, and last 
week the Government carried its threat into effect. By 
an Order made under the Restoration of Order in 
Ireland Act, it is directed that “ with a view to making 
provision for the immediate payment of amount! 
recovered by decrees ” against certain local authorities, 
no payment is to be made to these local authorities 
out of the Local Taxation (Ireland) Account, or out 
of any Parliamentary grant, or out of any fund 
administered by any Government department or 
public body. The names of over 250 local authorities 
of various classes are included in the Order. 

This Order makes it clear that the funds are no 
longer merely held up pending an audit, but that 
they are to be definitely diverted to other than their 
customary purposes. The position as regards many 
of the health services becomes at once precarious. 
Out of the Local Taxation Account comes a State 
subvention toward the salaries of Poor-law officers 
including dispensary doctors. The subvention was 
originally supposed to pay half the salaries of the 
dispensary doctors, but as the Local Taxation Account 
has dwindled, and the salaries have increased, of 
recent years it only paid about one-fifth. The 
deprivation of even a fifth of his salary is, however, 
a serious blow to an already ill-paid doctor, who is 
entirely blameless as regards the genesis of the present 
state of disorder. It will be interesting to see 
whether, now that the Government has repudiated 
any responsibility for the payment of Poor-law 
officials over the greater part of the country, the 
Local Government Board will continue to attempt 
to exercise control over their performance of duty. 
Up to the present it has, regardless of the personal 
danger to which obedience would expose a dispensary 
doctor, continued to press him to make the usual 
formal returns to the Board. 

The National Relief Fund and Irish Hospitals . 

Out of the residue of the National Relief Fund 
granted to hospitals in the United Kingdom, £63,000 
have been allotted to Ireland. Its distribution was in 
the hands of an influential committee of eight, 
presided over by the Rt. Hon. the Master of the 
Rolls. After deliberation the committee decided 
to adopt as a principle of distribution the relative 
number of “ free beds ” maintained by the several 
hospitals. The principle appears fair, but there 
must be considerable difficulty nowadays in defining 
a “ free bed,” since all patients are expected, as far 
as they are able, to contribute to the cost of their 
maintenance. 

Dublin University Election . 

The nomination of candidates to represent Dublin Uni¬ 
versity in the Parliament of Southern Ireland took place on 
May 13th, and, four candidates only being nominated, 
they were declared elected. They are Mr. E. H. Alton, 
a Fellow of Trinity College and a classical scholar of 
distinction ; Sir James Craig, King’s Professor of the 
Practice of Medicine and President of the Royal College 
of Physicians ; Mr. G. FitzGibbon, K.C., of the Irish Bar; 
and Mr. W. E. Thrift, a Fellow of the College and Professor 
of Natural and Experimental Philosophy. These four 
gentlemen had been requested by the teaching staff of 
the College and University to permit themselves to be 
nominated and electors will probably feel grateful to them 
for their willingness to serve their university in a difficult 
position. At the same time, electors are likely to hope that 
in future the teaching staff will not by any collective action 
attempt to influence the freedom of choice of the con- 
8 tituency. 
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Students at Irish Universities. 

A Blue-book issued last week gives some information as to 
the number of students attending the National and Belfast 
Universities. The total number of students is 3130, 
distributed as follows : Belfast, 995 ; Cork, 608 ; Dublin, 
1268 ; and Galway, 259. Of this total more than half—• 
1752—are studying medicine or dentistry. 


THE JOHANNESBURG SCHOOL CLINIC. 


Since the inception of medical inspection of 
schools in the Transvaal in April, 1914, the necessity 
for an up-to-date school clinic for the largest urban 
area in the Province has been recognised by the 
Education Department. Sanction for the establish¬ 
ment of such a clinic was given early in 1915, but 
the interruption caused by war conditions and the 
excessive increase in the cost of building material, 
added to the fact that it was exceedingly difficult to 
obtain a satisfactory central site, necessitated the 
postponement of the original scheme. In 1918, 
however, a suitable site was obtained, within easy 
access of the schools and yet centrally situate, and 
plans were drawn for the building by Mr. Cleland, of 
the Public Works Department. Owing to the limita¬ 
tions of the site—100 by 50 feet only—the design 
had to be carefully considered in order to obtain the 
maximum working accommodation and amount of 
light and air. The clinic is claimed to be the finest 
of its kind in existence, and is probably the only one 
in Africa. The building, now completed, is a double¬ 
story block, of brick and reinforced concrete, with 
stone facings and a simple but dignified Georgian 
fa9ade facing Jepe-street. The roof is of tiles, with 
square tiled chimneys at both ends ; the flooring in 
all consulting- and work-rooms is of magnesite com¬ 
position ; in the corridors and hall it is of tiles, 
and the operating room has a floor of cement. The 
inside walls and ceilings are painted throughout with 
non-absorbent porcelain white, and the building is 
fireproof. 

On the ground floor a small entrance porch gives 
access to a lobby which opens into the large waiting- 
room, which w r ill also be used as a lecture and demon¬ 
stration room. On the right of the entrance lobby 
are a nurses’ common room (also to be used as a 
work-room), a fireproof record room, and the open 
staircase leading to the first floor. On the left are 
a doctors’ sitting-room and a small dispensary. On 
the right of the waiting-room are three large con¬ 
sulting-rooms, each with a door opening on to the 
outside corridor, so as to give separate entrance and 
exit to patients. At the end of the waiting-room 
are lavatories and bathroom for patients and a 
private lavatory for the staff. Separate from the 
main building, in the small yard behind the block, 
are the native servants’ quarters, with bed- and bath¬ 
room. the store room, coal shed and boiler room. 
On the first floor are large and exceedingly well- 
lighted operating rooms, one for the dental inspectors 
and the other for nose and throat operations. Between 
them is a small anaesthetist’s room. Next to the 
main operating room is the eye room, which is flanked 
by a small linen room. A main corridor, terminated 
at the north end by a safety staircase, runs the 
length of this floor. On its right are two consulting- 
rooms, a kitchen, scullery and larder ; on the left 
are a nurses’ bedroom, and a small four-bedded ward 
for emergency cases, with bathroom and lavatory 
aacommodation. The attached plan shows the 
general design of the building. 

As the latter is flanked on the right by a three- 
storied block of residential flats, which cuts off much 
of the light, it was somewhat difficult to obtain 
adequate lighting and ventilation in the large waiting- 
room. The difficulty has been largely overcome by 
converting half of the available space on the right, 
between the two consulting-rooms, into an open 
porch. Ample window space has been provided in 
all rooms, tne austral type of window being used, 


and additional light has been obtained by whitening 
all walls. The building is heated by open fireplaces 
in all rooms, but provision is also made for central 
heating if necessary. Furniture for the clinic is being 
made locally, and as teakwood has been exclusively 
used in the building, all wooden furniture will be of 
teak. Equipment has been ordered from Europe, 
and the Education Department is indebted to 
Dr. J. A. II. Brincker, of the Public Health Depart¬ 
ment of the London County Council, and to Mr. N. 
Bishop Harman and Mr. G. F. C. Wallis for help in 
selecting such equipment. 

It is intended that the clinic shall be the staff 
headquarters of the school medical inspection ser¬ 
vice, and, as such, a central bureau for inspection 
and treatment. Dr. Anne F. Cleaver, assistant 
medical inspector, will be in charge of the clinic, and 
Nurse Hassail, assisted by 10 school nurses, will have 
charge of the nursing arrangements. A psychological 
clinic has been arranged for under the direction of 



Johannesburg School Clinic: Ground-floor plan. 

Dr. J. M. Moll, the departmental psychiatrist, and 
other branches of clinic work will be a maternity 
department (prenatal clinic), a baby clinic, and a 
department for advising leavers and dealing with 
physically defective children. The treatment clinic 
will, in the terms of the arrangement made with the 
profession in 1915, be staffed by a panel selected by 
the practitioners on the Hand, the dentists selecting 
a similar panel. Treatment will be given free to all 
necessitous patients for defects of the eyes, teeth, 
nose and throat, and for minor ailments, practi¬ 
tioners being paid a nominal honorarium calculated 
on the basis of one guinea per hour of work. These 
arrangements are, however, subject to modification 
if the profession prefers that part-timers—as is at 
present the case—should be employed. The clinic 
w'iU be open during vacations as well as during term, 
and it is hoped to make it a propaganda centre for 
social and public hygiene. For that purpose the 
waiting-room has been specially fitted up to enable 
the kinematograph to be used for lectures. 
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THE GENERAL COUNCIL OF MEDICAL 
EDUCATION AND REGISTRATION. 


The opening of the summer session of the General 
Medical Council took place on May 24th, under the 
presidency of Sir Donald MacAlister. 

The President*8 Address . 

Sir Donald MacAlister commenced his address 
by referring to the deaths since the last session of 
two former members of the Council, Sir Frederick 
Taylor and Dr. R. J. Pye-Smith, the lives of both 
having been shortened by the sorrows and labours of 
the great war. He continued :— 

Medical Reciprocity. —Through the Privy Council we have 
been in correspondence with certain foreign countries 
and dominions of the Crown on this subject. Belgium , 
which, during the war, granted to British practitioners 
the privilege of practising within its territories, was by 
Order in Council accorded corresponding privileges under 
Part II. of the Medical Act, 1886. Its medical graduates 
were accordingly made registrable in the British Foreign 
List, and some 104 were duly registered. The Belgian 
Government has now decided to reinstate its former medical 
regulations, which require our practitioners to obtain a 
Belgian qualification as a condition of practice. The 
conditions of reciprocity being therefore no longer main¬ 
tained, His Majesty in Council has issued an Order revoking 
the application of Part II. to Belgium, and Belgian practi¬ 
tioners will in future be registrable only in respect of 
British qualifications. Those already registered will, 
however, retain their status in this country. 

In Spain , the law has hitherto provided that individual 
foreign practitioners may, under certain conditions, obtain 
special permission to practise in that country. A change in 
the law is, however, in contemplation, and the British 
Ambassador has suggested that His Majesty’s Government 
may see its way to granting reciprocity. The Executive 
Committee has requested that inquiries may be made as 
to the privileges which would be granted in Spain to 
practitioners registered in the United Kingdom, and as to 
the course of study and examinations prescribed for obtain¬ 
ing medical degrees and diplomas in Spain. We await 
the result with interest. 

The Union of South Africa , which admits to its Medical 
Register practitioners registered in the United Kingdom, 
has within the last few years made much progress in 
developing its own system of medical education. Its 
universities have obtained power to confer degrees in 
medicine and surgery, and the Union is desirous that these 
degrees should, in due course, be recognised as registrable 
qualifications at home. The Executive Committee, to which 
the Council has delegated the supervision of such matters, 
has had no difficulty in advising the Lord President that 
Part II. of the Medical Act may properly be applied to 
South Africa, and it is probable that before long the necessary 
Order in Council will bo issued. The Council will then 
be free to recognise South African medical degrees which 
fulfil the prescribed conditions. 

For many years the medical diplomas of the Indian 
Universities have been recognised by the Council as con¬ 
ferring a registrable qualification to practise medicine, 
surgery, and midwifery in this country. Recent inquiries 
by the Executive Committee have, however, caused the 
Committee to raise the question of their present sufficiency 
in respect of midwifery. The information received from 
India has satisfied the Committee that in most, if not all, 
of the Indian Universities the prescribed courses of study 
and examinations in this important branch do not now 
furnish (in the words of the Medical Act. 1886) “ a sufficient 
guarantee of the possession of the requisite knowledge and 
skill for the efficient practice ” of midwifery in the United 
Kingdom. The Committee has communicated its opinion 
to the Indian Universities, and intimated that unless within 
a year the standard of their requirements in midwifery 
is raised to a satisfactory level, recognition must be dis¬ 
continued. The Council is charged under the Act with 
ascertaining, not the sufficiency of Indian qualifications 
for the needs of practice in India, but their sufficiency as 
conferring a registrable title to practise all three branches 
of the profession in this and other non-Indian parts of the 
Empire. 

Work of Special Committees. 

The Pharmacopoeia Committee has had under considera¬ 
tion the Draft Regulations proposed by the Home Office 
for giving effect to the recent Dangerous Drugs Act. The 
Committee pointed out to the authorities various particulars, 
suggested by its members and by other members of the 
Council, in which amendment of the Draft was necessary 
n the public interest. The Chairman and Secretary, oil 


behalf of the Committee, have had interviews with the 
officials concerned, and have by request given information 
on the subject to a special committee set up by the Home 
Secretary for the purpose of considering the numerous 
amendments to the Draft Regulations that had been pro¬ 
posed by medical and pharmaceutical bodies. It is 
understood that a detailed revision of the original text has 
been undertaken by the Home Office, with a view to 
removing, so far as the Act permits, the objections urged 
against the Draft. Wo have not yet received copies.of 
the Regulations as amended, but we understand that effect 
will be given to our representations. 

The Departmental Committee, appointed by the Ministry 
of Health to consider and advise upon the administrative 
measures to be taken for the control of the quality of certain 
therapeutic substances, such as serums, vaccines, salvarsan, 
&c., which cannot be tested by direct chemical means, 
has issued its Report. The recommendations give effect, 
in what appears to be a satisfactory manner, to the wishes 
of the Council, as expressed in a communication made to 
the Lord President in 1909. They will be considered in 
detail by the Pharmacopoeia Committee, and reported on 
by the Council at this Session. 

The Dental Committee also has been active during the 
recess in considering and advising on the successive draft.* 
of the Dentists Bill, during the course of its preparation 
by the Ministry of Health. As it was made abundantly 
clear that the Bill would have little prospect of passing 
into law unless its provisions were generally agreed to 
beforehand by the various bodies concerned, a number of 
conferences have taken place at which the views of the 
Council, and those of representative members of the dental 
profession, were discussed with the officers of the Ministry. 
The Bill is now before Parliament, and has been read a 
second time in the House of Commons. While it embodies 
many of the points on which the Council has from time to 
time laid stress, it contains one or two that have not yet 
been considered by the Dental Committee or endorsed by 
the Council. On these it is possible that the Council may 
have further instructions to give to its representatives. 
But the Bill makes so groat a step towards the removal of 
the dangerous abuses revealed by the Departmental Com¬ 
mittee’s Report that, though we may regret its imperfections, 
we may be prepared to welcome it as an earnest of wider 
reforms. I may mention that, at the instance of the Lord 
President, a clause has been introduced to give effect 
to your resolution of Nov. 27th, 1917, whereby three 
additional members of the Council, who are registered 
graduates or licentiates in dental surgery, and members 
of the new Dental Board, are to cooperate with the Council 
when dealing with dental matters. The additional or dental 
members are to be appointed by the Privy Council. 

Finance and Registration. 

Sir Donald MacAlister, after regretting that no 
progress had been made in Parliament with the Bill 
for simplifying, with a view to economy, the procedure 
at the election of Direct Representatives, briefly 
reviewed the finances of the Council for the year 
1920. These he showed to be satisfactory. There 
is an aggregate surplus of income over expenditure 
and the expenses of the regular inspections have been 
met out of reserve. A general increase in receipts 
for registration accounts for this position, lie 
continued :— 

The registration of medical students, which in 1919 rose 
to 3420, in 1920 fell to the more manageable number of 
2531 ; but this number is still higher than in any year prior 
to 1919. In my opinion, it would be in the interest of sound 
professional education were the numbers still further 
reduced. They impose a severer strain, educational ami 
financial, on the schools and hospitals than the necessary 
recruitment of the profession demands, and in present 
circumstances the teaching institutions are less able to me t 
the strain. To raise the educational standard for admission, 
and to increase the fees for professional tuition, would thu? 
seem, from all points of view, to be prudent and justifiable. 

In respect of dentistry, a profession which still needs a 
large accession of fully trained recruits, the registrations 
in the Dentists Register number 217, as compared with 
128 in the year before. They still fall short of the annual 
number before the war. New dental students, however, 
number 560. This, though somewhat less than in 19li*. 
is (except for that year), the highest entry yet recorded. 
The small addition to the ranks of qualified dentist' 
accounts, no doubt, for the unfavourable position of the 
Dental Fund. Last year it showed a deficit of £5IT. 
Should the Dentists Bill become law a new position will Ik* 
created, and comparison with the present statistics will no 
longer be practicable. It is for this reason that I hav<> 
ventured to bring to your notice the figures relating to what 
may be the final stage of the regime which has lasted sine* 
1878. The finances of fcho Dental Board win have other 
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resources to draw upon and other charges to reckon with 
under the new conditions. 

The Medical Curriculum . 

The procedure which you authorised in November for 
the investigation of the medical curriculum has been duly 
carried into operation under the direction of the Education 
Committee. In connexion with each Branch Council, 
four subcommittees have been set up, including many 
men of eminence in the sciences bearing on medicine and 
in its practice. These have readily lent their valuable 
aid to the Council’s inquiry, and our thanks are due to them 
for their helpful cooperation. A number of preliminary 
reports and memoranda on different branches of the subject 
have been prepared and circulated to members. Before 
long joint meetings and conferences will be arranged for 
the coordination of these proposals, with a view to the 
elaboration of considered conclusions and recommenda¬ 
tions, for presentation to the Education Committee and 
ultimately to the Council. 

The President said that the reports of the 
inspectors and visitors of the qualifying examination 
in the United Kingdom were practically ready for 
consideration by the Examination Committee, and 
he took the opportunity of acknowledging gratefully, 
for the Council and himself, the valuable services 
which had been rendered. In this expression he 
particularly included the name of Dr. Bruce Low, 
who has inspected the Public Health examinations. 
This task is complete and some of the results of the 
inspection will be available at once for the revision 
of the curriculum. Sir Donald MacAlister closed his 
address with the welcome information ‘that the 
disciplinary cases would be few and simple. 



SIR ROBERT WILLIAM JACKSON, L.R.C.P., 
F.R.C.S. IREL., C.B., 

DEPUTY SURGEON-GENERAL (RETD.). 

Deputy Surgeon-General Sir Robert William 
Jackson, whose death at the advanced age of 94 was 
briefly announced in our Service columns last week, 
was probably the oldest medical man in Ireland. 
He was born in 1826 and qualified for the medical 
profession in 1851 with the licentiateship of the Royal 
College of Surgeons in Ireland, and three years later 
obtained his first commission in the Army. In the 
Crimea, whither he was immediately sent, he served 
throughout the whole of the campaign, and was 
present at the siege and fall of Sevastopol, obtaining 
the medal with clasp and the Turkish medal. Later 
he went to India during the Mutiny, where he assisted 
at the relief of Lucknow and was present at the 
battle of Cawnpore. In the operations during the 
Ashanti Ww, 1873-74, he served with distinction 
and took part in the capture of Coomassie. For his 
services he was mentioned in dispatches, received the 
medal with clasp, and was awarded the C.B. He 
was also mentioned in dispatches during the South 
African War of 1879, and in 1882, soon after reaching 
the rank of Brigade Surgeon, he joined the Egyptian 
Expedition and was present at the battle of Tel-el- 
Kebir. He was again mentioned in dispatches, 
received the medal with clasp, the bronze star, and 
the third class of the Medjidie. He was knighted on 
retirement after nearly thirty years of active service 
with the rank of Deputy Surgeon-General. 

After his retirement Surgeon-General Sir Robert 
Jackson took up his residence in his native country 
and occupied himself with religious, social, and muni¬ 
cipal. activities. He was a warm supporter of the 
Yeung Mpn’s Christian Association, and a promoter 
of au efforts in behalf of the poor and suffering. 
Sir Rpbert Jackson was twice married and of his 
four ol^jh^ren, three sons and one daughter, a son 
was drowned some twenty years ago through the 
foundeidnaof a strip on which he was serving as 
surgeon. Notwithstanding his age. Sir Robert 
Jack&on w.a§ iii full possession of his faculties when he 
diadi and wffi pe greatly missed by his many 
fetetulft «ul aoUeaguflB who attracted by his 

modest and charming personality. 


Ctmspikirte. 

“ Audi alteram partem.” 


THE .ETIOLOGY OF PSEUDO-COXALGIA. 

To the Editor of The LANCET. 

Sir,—I n his letter in The Lancet of Feb. 19th Sir 
Henry J. Gauvain says: “ Sundt and Legg both con¬ 
sider that trauma is the cause and that the condition 
is not due to infection.” This, as far as I am con¬ 
cerned, is a misunderstanding. In my work entitled 
“ Undersoekelser over Malum Cox® Calve-Legg- 
Perthes,” 1 I have insisted that the canse of this 
disease is not one but several. First among the causal 
factors comes trauma . In 40 of my 75 cases—i.e., in 53*3 
per cent.—there was a history of trauma, in most cases 
acting directly on the hip, a shorter or longer time 
before the appearance of the first symptoms. Frequently 
these appeared immediately after the trauma. 

Next to trauma infection , principally the so-called 
rheumatic infection, apparently plays a part. Cases of 
mal. c. C.-L.-P. have been recorded, in which the 
disease has developed directly or some time after 
acute polyarthritis (Brandes, Taylor and Frieder, 
Flemming-Moeller, Elmslie), five cases in all, to which 
may be added my two Cases (11 and 27). In my first 
case, as in Elmslie’s, there was chorea minor, as well 
as acute polyarthritis. In another case of mine (case 32) 
“ tic convulsif ” appeared when the patient grew up. In 
other and rarer cases a C.-L.-P. apparently can at once 
or later follow acute osteomyelitis of the hip. Such a 
case was described by Perthes, 11 and probably one 
described by Preiser, 3 which appeared as a result of an 
acute “ Sauglingsarthritis ” of the hip. Some cases may 
result from a chronic infection with weakened virus, 
as Borchard and Eden suppose in the case of arthritis 
deformans. 

Syphilis. —In nine recorded cases Wassermann’s 
reaction was carried out and was always negative. 
The same was the case with 30 of my patients. The 
only exception was a patient (Case 22) who, however, 
never presented any symptom of syphilis, Wasser¬ 
mann’s reaction was negative in the mother. 

Tuberculosis. —All writers seem now to agree that 
the disease has nothing to do with tuberculosis. In 
59 of my cases, in whom v. Pirquet’s reaction was 
carried out, it has been positive in 18 cases, negative in 
41—i.e., v. Pirquet’s reaction was negative in 69*5 per 
cent, of my cases. 

Of particular interest is the case of a girl, 9 years old, 
who developed slight diphtheria and was injected with 
serum on the outside of the left hip. Fourteen days 
afterwards she developed a serum-exanthem, with 
fever, delirium, swelling, and excessive sensitiveness in 
the various joints, especially those of the left leg. The 
fever continued for three days; the swelling of the 
joints did not vanish till eight days afterwards. When 
she got about again she could not move or lift her left 
leg on account of pain in the hip, in which typical 
mal. c. C.-L.-P. developed. 

Rickets. —Calve 4 decidedly associated pseudo-coxalgia 
with rickets. This view is also shared by Guye and 
Soederlund, whilst Perthes mentions that rickets in 
none of his cases could be considered the oause of the 
disease. Among 94 published cases, including my own, 
there was a history of rickets only in 32 cases—i.e., in 
34 per cent. Among 120 scrofnlo-tubercnlous children at 
the Coast Hospital at Fredriksvern I found one or more 
signs of latent rickets in 36*7 per cent. If rickets was 
a frequent cause of mal. c. C.-L.-P. one would expect to 
find it coupled with the typical form of the rachitic 
coxa vara. This is, however, not the fact. In my 
material there is only one such oase (Case 65), a girl, 


1 Disquisitions on Malum Coxse C.-L.-P.. Christiania, 1930 (Jacob 
Dybwad). 

* Deutsche Zeitschr. 1 . Chlr., Bd. cvfi. 

• Zeitschr. f. orth.Ohir. Bd. xxi. 

4 Revue de Chirurgie, 1910. 
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who in infancy had been medically treated for rickets. 
When she was 8§ years old there was a coxa vara on 
both sides, combined on the left side with mai. c. C.-L.-P. 
The patient had never limped nor shown any sym¬ 
ptoms till after a trauma one year earlier. Imme¬ 
diately afterwards she had begun limping and 
complaining of pain in the left knee. 

Mai. c. C.-L.-P. can appear in a previously completely 
normal joint, as Sinding-Larsen, among others, has 
maintained, 6 and as one may also find examples of in 
my casuistic. 

Fromm6’s hypothesis that “ Spatrachit ” is the 
cause of the disease is not generally applicable. 
This does not, however, exclude the disease being in 
some cases an expression of “ tardive rachit.” This, I 
think, to be the case with two patients of mine, 
described in my work (Cases 22 and 66), as well aB with 
two later cases. All these four patients were boys 
whose disease had attacked both sides. All had 
'suffered from rickets which had put its stamp on their 
entire habitus. 

I suppose the chances are that in all four cases the 
cause of the disease was founded on a rachitic basis. 
This I think to be the case with three other bilateral 
cases examined by me (Cases 18, 47, 54). Taken all in 
all, I suppose that bilateral disease developing either 
spontaneously or after a trauma in patients with a 
history of rickets is to be considered as determined by 
rickets, and when the disease does not appear till four 
years afterwards, it is to be considered as a “ tardive 
rachit.” 

Calot has lately, on a basis of 150 observations, 6 denied 
the existence of any mal. c. C.-L.-P. in saying cate¬ 
gorically, “La maladie de Perthes (ou Legg) n ’ exist e 
pas. Les containes des cases cit6s sont autant de 
subluxation congenitales larv6es et meconnu€es.” The 
very fact that the disease as mentioned mostly appears 
in a previously quite normal hip disproves sufficiently 
Calot’s theory. The subluxation which is not rare in 
the course of the disease is secondary, unless it depends 
on alterations of the acetabulum of a rachitic nature. 

Lenormant, in 1913, 7 and later Delitala, 8 maintained 
that the disease depends upon a dystrophia cong. The 
same can be said against this as against Calot’s theory, 
but on the other side his hypothesis cannot be rejected 
when the symptoms of the disease have been present 
ever since the child began walking. Such a case is 
No. 57 in my material. 

Though there are thus several causes of the disease 
all have this in common, that they bring forth a 
disturbance in the joint’s state of nutrition. As in 
nearly all cases the clinical and X ray picture is the 
same and the course of the disease is uniform, it is 
likely that the causal factors mentioned are only acci¬ 
dental and exciting, and the actual predisposing cause 
is to be sought in more fundamental circumstances. 
Note the development of the disease at a particular 
age, its predilection for one sex, its at times familiar 
appearance, and its alternation within the same family 
with other diseases of the hip (one can find 
mal. c. C.-L.-P. on one side and luxat. c. cong. on the 
other in the same individual). I have thought the most 
fundamental cause of the disease to be disturbances of 
certain endocrine glands or of the interaction between 
them. One must in this connexion remember the 
relation of osteomalacia to the ovaries, particular forms 
of arthritis deformans to the thyroid gland, and 
Axhausen’s interpretation of these and other diseases 
as “ Knochendystrophie ” brought about by alterations 
in the secretion of the intern glands. L»ven, in 
examining a skeleton of a cretin, found a pronounced 
mal c. C.-L.-P. on both sides, 9 and Erkes has found the 
disease in a patient with a pronounced typus adiposo - 
genitalis .—I am, Sir, yours faithfully, 

Halfdan Sundt, 

Medical Superintendent of Fredriksvern 
Coast Hospital, Norway. 

Fredriksvern, Norway. 


* Norsk Magazin for Ltrgovidenskapen, No. 4, 1915. 
b Journal des Praticiens, Jan. 22nd, 1921. 

7 La Presse M^dicale. 

« American Jour, of Orthop. Surg, 19i5. 

9 Deut. Zeitschr. f. Chir., Bd. ci. 


WARMING ETHER VAPOUR FOR 
INHALATION. 

To the Editor of The Lancet. 

Sir,—M ay I draw attention to what I consider 
a danger with regard to some intratracheal anaesthesia 
apparatus recently described in your columns 1 — 
viz., the method of heating the ether-laden air by 
an electric incandescent lamp ? Dr. W. J. McCardie 
has described 3 an accident caused, almost certainly, 
by a minute spark in the bulb fittings which fired the 
ether, and it seems not to have been a unique 
occurrence. The temperature required for tin? 
ignition of ether is considerably higher than for coal- 
gas, but, once alight, the vapour burns fiercely, the 
dame licking up outlying streams. Mixed’ with 
a proper proportion of air it may explode with 
violence. Moreover, heating gases and vapours 
with the object of administering them warm is 
generally futile. Their specific heat is so extremely 
lofr that, while they can be heated with the utmost 
ease, passage through a foot or two of rubber tubing, 
even with moderate rapidity, will effectually reduce 
them to its own temperature, nor does the temperature 
of the tube become appreciably raised. For example, 
the temperature of air blown by a foot-bellows 
through 20 feet of copper tubing in hot water, 
appeared to be 110° F., while, blown only through 
a few fittings, equal to about 8 or 10 inches of the 
hot tubing, it was 108° F., and many experiments 
gave consistent results. Again, where the tempera¬ 
ture of a room was 62° F. ether-laden air blown 
through a tube immersed in water at 152° F., which 
heated it efficiently, and then through 18 inches of 
rubber tubing about 9/32 inch in diameter for five 
minutes, registered 68° F., while five minutes after the 
hot water had been removed it registered 65 J F. : 
showing, it would seem, that the temperature of the 
room largely controlled the result. There are 
fallacies in connexion with taking the temperature 
of gases in movement. They invalidate the reading 
of a thermometer placed in the space underneath a 
lint-covered Schimmelbusch frame, where it will act 
much as the wet bulb in a hygrometer. 

Possibly a useful way of warming vapour for 
inhalation would be to pass it through a short 
length of rubber tubing—18 inches would suffice— 
placed on the patient’s chest, beneath the clothing, 
and thence by the shortest route to his nose and 
mouth.—I am, Sir, yours faithfully, 

• K. B. Pinson, 

May 16th. Anesthetist, Manchester Royal Infirmary. 


EARLY DIAGNOSIS IN DIPHTHERIA. 

To the Editor of The Lancet. 

Sir,—I f in all cases of diphtheria antidiphtheritir 
serum could be administered sufficiently early, and 
in efficient dose, then the disease could be regarded 
as comparatively innocuous. This, I believe, is 
the steadily growing and considered opinion of those 
in the profession in a favourable position to judge. 
And now if this statement of opinion is granted 
as correct, then the continued considerable death- 
rate in this disease is a reproach. Ideally, serum 
ought to be administered at once on the first 
reasonable suspicion of diphtheria, then a swab 
should be taken from the throat. If the result 
of bacteriological examination of the latter is positive 
then valuable time in treatment ha<j been gained, and 
if negative, the patient’s condition has not been 
prejudiced. Too often it is found when the ca** 
arrives at the isolation hospital that serum has 
not been administered at all, or that valuable time 
in treatment has been lost by waiting on the result 
of bacteriological examination before administering 
serum. The important point to be noted here i> 
that during this lost time toxins are rapidly becoming 
fixed in the patient’s nervous tissue, with irreparable 


'The Lancet, April 2nd, p. 704. and April 30th, p. 919. 

* Royal Soc. of Medicine, Section of Aiueethetlca, Mar. 4th. 19? I 
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damage to the prospects of subsequent treatment 
and consequently also to prognosis. 

The following practical steps to give the all- 
important earlier administration of serum suggest 
themselves to me :— 

(I) Health vidtors, under the M.O.H., should be 
instructed how to take swabs and administer serum. 

(J) The practitioner in attendance should send, 
ty telephone or otherwise, immediate notice to the 
Health Office of cases of sore throat, in which there 
exists a reasonable suspicion of the existence of 
diphtheritic infection, with a request that the health 
visitor be sent at once to administer an initial dose 
cf serum in such quantity as the practitioner may 
order. 

(3) A swab could be taken by the health visitor 
at the same time, and the result of bacteriological 
examination awaited. 

(4) Free access to fresh serum and swab outfit 

should be given to the practitioner at all times to 
provide for the following contingencies: (a) the 

practitioner wishing to administer the initial dose 
personally, or ( b ) to allow of the practitioner giving 
it personally, where unnecessary delay would other¬ 
wise arise through the health offices being closed, 
as at night-time, week-ends, or public holidays. 

It should, however, be noted that, not infrequently 
(and this especially applies to working-class areas), 
the delay in the application of serum treatment has 
arisen through parents not considering it necessary 
to seek early medical advice in cases of sore throat 
in their children, and this is especially dangerous in 
the presence in the district of diphtheria in epidemic 
form. Parents, and the public generally, might 
be made more alive to the sovereign virtue of serum 
administered early in diphtheria, and to the serious 
consequences to the patient that may arise through 
omission of such early administration. This could 
be done by educative propaganda, say by the public 
health authorities. 

If this letter helps in any way the efforts to reduce 
a preventable mortality it will have accomplished 
its purpose.—I am, Sir, yours faithfully, 

J. Ewing Adam, M.D., F.R.C.S. Edin., D.P.H., 
Medical Superintendent, Mogden Isolation 

May 23rd, 1921. Hospital, Isleworth. 


To the Editor of The Lancet. 

Sir, —The letter from Dr. Frederic Thomson in 
The Lancet of May 21st indicates the responsibilities 
of directors of bacteriological laboratories. 

When I had charge of the bacteriological labora¬ 
tory in the borough of Southend-on-Sea, in reporting 
on swabs submitted I was in the habit of issuing a 
printed report of the result of examination, at the 
foot of wnich I warned the practitioner that a 
negative result did not necessarily mean that the 
case was not one of diphtheria. Another sentence 
emphasised the importance of giving antitoxin when 
diphtheria was suspected, without waiting for the 
bacteriological result. 

The Norfolk County Council has recently started 
a County Laboratory, and naturally I am adopting 
the same precautions in my reports. 

I am, Sir, yours faithfully, 

J. T. C. Nash. 

The Shire House, Norwich, May 23rd, 1921. 

THE WEANLING. 

To the Editor of The Lancet. 

Sir,— The babies of the poor country Arabs in 
Upper Egypt have no intermediate stage. They 
receive a slab of coarse wholemeal bread while they 
are still on the breast, and when weaned many of 
them get little or no milk because of their parents’ 
poveHy. These children, fed chiefly on the real 
staff of life—water, raw fruits, and raw vegetables— 
also with lentil soup, grow into fine men and women 
with good teeth and powerful jaws. In fourteen 
years no case of appendicitis, no case of gastric ulcer, 
Ro case of cancer either of breast or stomach was 
seen at the hospital. Yet the Egyptian surgeons 


inform me that they see a fair number of cases of 
appendicitis amongst the children of the rich in Cairo. 
The country native if promoted to be the servant 
of a house in Cairo loses his good teeth, though I 
think that the large amount of raw fruit he still 
eats tends to prevent their decay. The poor native 
takes his sugar only in the form of the fibrous cane 
or in other fruits. What I should like to know, Sir, 
is this: How many cases of appendicitis, gastric 
or duodenal ulcer, and cancer of the stomach arise 
in those favoured few of our population who have 
never suffered from dental caries ? Surely the 
first thing is to concentrate on the prevention of 
dental caries ; at any rate it is my firm belief that 
with the return of sound teeth the diseases above- 
mentioned will almost disappear. 

I am, Sir, yours faithfully, 

W. E. Ntckoixs I)unn. 

Bath Club, Dover-street, W., May 13th, 1921. 

HELIOTHERAPY IN SURGICAL 
TUBERCULOSIS. 

To the Editor of The Lancet. 

Sir, —It is no exaggeration to state that helio¬ 
therapy is to-day, at least on the Continent, recognised 
as the treatment par excellence of surgical tuber¬ 
culosis. The success of Rollier at Leysin and others 
on the Riviera testifies that the medical profession 
and the public at large are becoming more and more 
aware of the great value of a systematised sun cure. 
Thus no one need nowadays despair of ever bringing 
back to perfect health, and at times with absolute 
restoration to its primitive function, a chronically 
inflamed tuberculous joint. That eminently desperate 
condition, morbus coxae, even if suppurating, and 
that no less discouraging affection, Pott’s disease, 
when not too advanced, both yield to the all-powerful 
and healing effect of the sun. Again, chronic adenitis, 
whether the glands be enlarged singly or in groups, 
whether suppurating or not, can be and is always 
cured by heliotherapy. 

As Rollier says, few cases of local tuberculosis are 
more susceptible to the treatment, and this without 
resorting to aspiratory methods, injection of anti¬ 
septic substances, and still less to excision. Thus a 
cure is obtained without reinfection, so constant 
after operative treatment, and without scars. On 
the Riviera, where we have treated a large number 
of cases by sun cure, we have further obtained excel¬ 
lent results in tuberculosis of the abdomen, in all 
manners of chronically inflamed conditions of bony 
surfaces, tuberculous or otherwise, in tuberculosis of 
the uro-genital tract, pleuro-pneumonia, neuritis,, 
neuro-arthropathies, callous ulcers with varicose 
enlargement, staphylococcic infections, and in the 
convalescence from abdominal operations, especially 
those connected with the bowels. To sum up, 
heliotherapeutics not only shows itself particu¬ 
larly efficacious in all forms of local tuberculosis, 
when not too advanced, but is also the ideal form 
of treatment for a large variety of diseases where a 
general impairment of health has led to an imperfect 
action of the kidneys and of the skin, and where 
symptoms of chronic*intoxication by toxins dominate- 
the scene.—I am, Sir, yours faithfully, 

G. A. Casalis de Pury. 

Wcymouth-street. _ 

SURGICAL SHOCK. 

To the Editor of The Lancet. 

Sir, —In surgical shock, uncomplicated by severe 
hfemorrhage, either external or internal, or by toxic 
substances capable of dilating capillaries, there 
appears to be an intense contraction of the whole 
vascular system, arteries, veins, and capillaries, 
as stated by Mr. John D. Malcolm. Granted the 
existence of a contracted vascular system, thi& 
becomes no longer capable of containing all the 
blood, and the volume of blood is reduced by migra¬ 
tion of the blood-fluids from the vessels into the 
tissues, with the result that the blood in actual 
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circulation is greatly diminished. Appropriate 
methods may be expected to demonstrate, if they 
have not already done so, the presence, in the tissues, 
of the missing blood-fluids. The foregoing explana¬ 
tion, being strictly in accord with clinical facts, is, 
in my opinion, far more convincing than is the 
assumption that the blood must be in some part of 
the vascular system, and therefore, “ the dilatation 
of arteries and veins having been ruled out, it could 
only be in the capillaries.” 

I am, Sir, yours faithfully, 

Plymouth, May 21st, 1921 C. HAMILTON WHITEFORD. 


PUBLIC HEALTH AND THE COAL 
DEADLOCK. 

To the Editor of The Lancet. 

Sir, —Perhaps the most remarkable thing about 
the coal deadlock is the good state of the mental 
public health. Nobody seems to be getting hysteri¬ 
cal. We may be heading for destruction, but we 
seem to be doing so in a philosophical, good- 
humoured manner. We learned to put up with 
restrictions during the war, and have gone back 
to them quite placidly. For the ordinary public 
there has been no food difficulty as yet. The diffi¬ 
culty about domestic fuel comes at a time of the 
year when it is not much felt. A hot dinner once, 
twice, or thrice a week instead of every day is no 
great deprivation. Butter is cheaper, vegetables 
plentiful, and up till now there has been no difficulty 
about the delivery of milk. We can take to a simpler 
dietary and a simpler life with probable benefit to 
our health. A little discomfort on necessary railway 
journeys is nothing to make a fuss about. The cur¬ 
tailing of tram services may do some of us good, and 
the reduction of gas and electric lighting is more of 
an inconvenience than a danger to health. The use 
of baths is curtailed, and with it the cult of swimming. 
This will be a relief to those ear and nose specialists 
who regard the public baths as a source of much ill. 
The Briton is proverbially fond of his “ tub,” but 
many millions got used to fewer tubs during the war. 
Many people who have been used to hot baths find 
the change to cold ones exhilarating. There is no 
evidence that the public health has suffered as yet. 
The air of our industrial towns is cleaner. We are 
conserving our supply of coal at a time when it 
cannot be disposed of profitably. Fortunately, the 
necessary sanitary services, such as the collection and 
disposal of refuse, are very little dependent on coal. 
Perhaps the deadlock will even give a fillip to the 
movement for recovering the millions of tons of 
available fuel from our dustbins. 

Provided the strike funds and relief are wisely 
administered and spent, there is no reason why the 
public health should suffer, except in so far as the 
extension of unemployment brings fresh sections 
of the population below the poverty line. In 
London the number of necessitous children requir¬ 
ing meals in elementary schools was in December, 
1920, double what it was in December, 1919, and 
the number has increased week by week ever since. 
It is not nutrition with which we are specially con¬ 
cerned at the moment. All through the trouble 
a spirit of cheerful optimism has prevailed. I met 
a man a week ago who prophesied that in three 
weeks the coal deadlock, the German trouble, and 
the Irish trouble would be practically settled. He is 
only typical of many. If you travel in a railway 
compartment crowded with reservists just called up 
the one thing which strikes you is their imperturb¬ 
able good humour. I deduce from all this that the 
mental public health is in a sound state. It is not 
that people “ don’t care ” ; it is that they realise 
that they are up against trouble that has to be seen 
through, and they are determined to see it through 
cheerfully and without unnecessary ” grousing.” I 
do not want to minimise the seriousness of the 
situation, but as grumbling does not help its absence 
is all to the good.—I am, Sir, yours faithfully. 

May 21st, 1921. M.O.H. 


SSlefctal Jftfos. 


Royal College of Surgeons of England.— 
As the result of the special and ordinary Primary Fellowship 
Examination held from May 3rd to 14th, for which 171 
candidates presented themselves, 58 candidates were 
approved and 113 were rejected. The following are the 
names and medical schools of the successful candidates :— 

L. H. Appleby, Kingston and London ; D. C. G. Ballingall, 
Cambridge and St. Bart.’s ; F. G. Beatty. Trin. Coll.. 
Dublin ; A. Blackstock, King’s Coll. ; C. E. Bond, Cam¬ 
bridge and Univ. Coll. ; G. A. Brookes, Sydney and 
London: H. A. Brookes, Edinburgh: G. G. Bruce, 
Aberdeen ; J. T. Burrell. Cambridge and London ; G. M. 
Cameron. Toronto and St. Mary’s : C. H. Carlton, Oxford 
and St. Mary's ; S. M. Cohen Cardiff and St. Bart.’s ; 

J. R. M. Collie. Dalhousie and St. Mary's : R. S. Corbett. 
Cambridge and St. Bart.’s. ; R. C. Davenport. St. Bart.’s: 
C. O. Davies, Liverpool ; S. N. Deboo, Bombay and 
Guy’s: M. R. Flynn, Sydney and Middlesex ; G. N. 
Golden, London; L. B. Goldschmidt, King’s Coll.; 
W. D. Hart, Otago and St. Mary’s ; G. T. Henderson, 
Cambridge and Guy’s ; C. A. Horder, St. Bart.’s ; L. G. 
Housden, Guy’s; M. V. Hurley, Cork and London; 

S. P. Jacobson, Cape Town and Guy’s ; J. Jernson, Guy’s ; 

A. R. Jones, Cardiff and Middlesex ; N. A. Jory and 
N. E. Laurence. St. Bart.’s : M. A. Lautri, St. Thomas’s : 

K. W. Leon, St. Bart.’s ; A. R. Lister, Cambridge and 
London ; C. A. Lupton, Cambridge; Gladys Helen 
Merchant, Calcutta and Lond. Sch. Medicine for Women ; 
J. Maxwell, St. Bart.’s ; Ruth E. Millar and W. Miller, 
Edinburgh; L. Morris, Manchester and Middlesex: 

T. D. Overend, Oxford and Middlesex ; J. A. Pan ton, 
Manchester : C. M. Pearce, St. Bart.’s ; N. A. M. Petersen 
London; J. E. Purves, Edinburgh and St. Mary’s: 

B. T. Rose, Birmingham ; J. P. Ross, St. Bart.’s ; Violet 
lone Russell, Lond. Sch. Med. for Women : J. R. Smith, 
Cambridge ; M. J. Smyth, Dublin and Middlesex ; W. O. 
Stevenson, Toronto and Univ. Cell. ; Hilda North 
Stoessiger. Lond. Sch. Med. for Women ; G. C. Swanson, 
Glasgow and Univ. Coll. ; D. B. Walker, Otago and 
Royal Free; A. D. Wall, St. Bart.’s; E. C. Warner, 
Guy’s ; F. W. Watkyn-Thomas, Cambridge and St. Bart.** : 
H. B. White, St. Bart.’s; and S. H. Woods, Trin. ColL, 
Dublin. 

Royal College of Physicians of Edinburgh, 
Royal College of Surgeons of Edinburgh, and Royal 
Faculty of Physicians and Surgeons of Glasgow.— 
The following candidates having passed the requisite 
examinations have been admitted Dipiomates in Public 
Health :— 

Robert B. Watson, Robert B. Stewart, Cecil C. Brown 
John S. Elliot. John B. Primmer, Donald A. Cadman. 
Andrew I. Meek, .Tarait Singh, John C. Simpson, Norman 
S. R. Lorraine. Colin Milne, George G. S. Johnston, David T. 
Macleod Large, George P. Taylor, and Jane Elizabeth Hay. 

Royal College of Surgeons of Edinburgh.— 
At a meeting of the College held on May 18tli the following 
candidates, having passed the requisite examinations, 
were admitted Fellows :— 

John P. Blockley, John W. Burns, Arthur G. Clark, William A. 
Cochrane, Thomas Colley, Cyril C. H. Cuff, Charles W. 
Graham, John M. Hyde, Victor J. F. Lack, Thomas 
Lindsay, Helen Meldrum McMillan, Walter Mercer. Mabel 
Lida Ramsay, George C. Scantlebury, Stuart Scoular, 
George H. Stevenson, and Stanley G. W hitfcld. 

The following candidates, having passed the requisite 
examinations, received the Higher Dental Diploma: 
Grantley Smith and James A. S. Wright. 

At the same meeting the Bathgate memorial prize, 
consisting of bronze medal and set of books, was, after a 
competitive examination in Materia Medica, awarded to 
James Maitland McLintock, and the Ivison Macadam 
memorial prize in Chemistry, consisting of bronze medal 
and set of books, was awarded, after competitive examina¬ 
tion, to John Harkness. 

Harveian Society.—T he annual dinner will be 
held on Wednesday, June 22nd, at 7.30 P.M., at the Cafe 
Royal, Regent-street, London, W. 

Royal Institution of Great Britain.—T he 
Friday evening discourse on June 3rd, at 9 p.if., will be 
delivered by Sir. Leonard Huxley, editor of the Comhill 
Magazine , on Chronicles of the Cornhill. 

Great Northern Central Hospital.—A bazaar 
in aid of this hospital will be held at Crewe House on 
June 2nd and 3rd. 

The People’s League of Health.—L ady Curzon 
held an At Home at 1, Carlton House-terrace, on May 24th, 
to inaugurate her office of Appeal Director of the People’s 
League of Health. The speakers included Viscount Burnham, 
the Bishop of Birmingham, Sir Bruce Bruce-Porter, and 
Sir Johnston Forbes-Robertson. 
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University of London.— Hygiene. —A course of 
four advanced lectures on Recent Developments in Legis¬ 
lation for the Prevention of Disease will be given by 
Dr. Charles Porter at University College, Gower-street, 
London, W.C., at 5.30 p.m. on May 30th and June 3rd, 
6th, and 10th. 

Pharmacology. —A course of four advanced lectures on 
Some Actions of Foodstuffs in the Production and Treatment 
of Disease will be given by Prof. Edward Mellanby at the 
Royal College of Surgeons, Lincoln’s Inn-fields, London, 
W.C., at 5 P.M. on June 6th, 7th, 13th, and 14th. 

Embryology. —A course of three advanced lectures on 
Recent Advances in Experimental Embryology will be 
given by Prof. E. W. MacBride, F.R.S., at the Royal 
College of Science, Exhibition-road, London, S.W., at 
5 p.m. on June 7th, 8th, and 9th. 

Medicine. —An advanced lecture on Permeability in 
Physiology and Pathology will be given at the Royal 
Society of Medicine, 1, Wimpole-street, London, W., by 
Dr. H. J. Hamburger, at 5 p.m. on June 8th. This 
lecture, which will be delivered in English, is the last of 
a series of six arranged under the scheme for the 
exchange of lectures in medicine between England and 
Holland. 

A course of four advanced lectures on the Therapeutic 
Use of Digitalis will be given by Prof. F. R. Fraser, in 
the Surgical Lecture Theatre, St. Bartholomew’s Hospital 
Medical School, West Smithfield, London, E.C., at 5 p.m., 
on June 13th, 15th, 17th, and 20th. 

All these lectures are addressed to advanced students 
of the University and to others interested in the subject 
Admission is free, without ticket. 

Medico-Psychological Association of Great 
Britain and Ireland. —At the quarterly meeting of this 
Association on June 7th, Sir Frederick Mott will deliver 
the second Maudsley lecture, at 4.30 p.m., at the Maudsley 
Hospital, Denmark Hill, London, S.E. 

Royal Society of Arts.— On Monday, May 30th> 
at 8 p.m., Sir Kenneth Goadby will read a paper on Industrial 
Disease and Immunity at the house of the Society, John- 
street, Adelphi, London, W.C. The Rt. Hon. John R. 
Clynes, M.P., will preside, and the paper will be followed 
by a discussion. 

Rontgen Society.— An exhibition of Radiographs 
will be held by the Rontgen Society in the Royal Photo¬ 
graphic Society’s rooms, 35, Russell-square, London, W.C., 
during the month of June. The exhibition will be open 
daily, Sundays excepted, from 10 a.m. to 5 p.m., and all 
who are interested are invited to attend. 

Society of Medical Officers of Health.— At 
a meeting of this society held on May 20th Dr. W. J. 
Howarth, medical officer of health for the City of London, 
was elected president of the society for the session 1921-22. 
Dr. Howarth will take office in October next. At the same 
meeting the honorary fellowship of the society was 
conferred on Dr. Alfred Hill, formerly medical officer of 
health for the City of Birmingham, “ for long and 
distinguished services to preventive medicine and public 
health administration.” Dr. Hill, who has just entered 
his 96th year, was president of the society in 1886 and 1887. 

Medicine in the Southern Parliament of 
Ireland. — A large number of medical men have been 
returned unopposed to the Southern Parliament. The follow¬ 
ing names occur Sir James Craig, Dublin University; 
Mr. R. p. Hayes, East Limerick and City of Limerick ; 
Mr. V. J. White, Waterford and East Tipperary ; Mr. P. 
McCartan, King’s and Queen’s Counties ; Dr. J. Ryan, 
Wexford ; Dr. Cusack, Galway ; Mr. J. Crowley, Mayo ; 
Dr. Ferran, Sligo ; Dr. J. P. McGinley, Donegal; Dr. Ada 
English, National University. Of these members five are 
in jail, three of them without any charge being preferred 
against them. 

The late Mr. W. H. Ellis.— William Henry 
Ellis, M.R.C.S., L.S.A., who died at Bradford on May 8th, 
was consulting surgeon to Sir Titus Salt’s Hospital, Shipley, 
®nd well known as a medical practitioner in the West 
Riding. He received his medical education at Cambridge 
mid at St. Bartholomew’s Hospital and qualified in 1866. 
f-or a time he held a house appointment at the Great 
Northern Hospital, London, and afterwards started practice 
a t Shipley, for which town he became M.O.H., and 
wa ® Inter appointed certifying surgeon under the Factory 
nnd Workshop Acts, and a medical referee. He retired 
trom practice in 1910, when he was placed on the commission 
°f the peace for the Riding. Mr. Ellis was the chairman 
Si* i 6 Trust Board of Governors, a member of the 
Shipley School Board, and, in the early days of the Volunteer 
movement, held a commission in the Volunteer Force, 
ine part which Mr. Ellis took in the public life of the 
community among which he practised will make his loss 
keenly felt by many. 


Hospital for Sick Children, Great Ormond - 
street.—A course of lectures, free to medical practi¬ 
tioners, is being held at this hospital on Thursdays at 
4 p.m. The next lecture will be delivered on June 2nd 
by Dr. G. Still on Some Urinary Disorders. Subsequent 
lectures will be announced in our Medical Diary. Clinical 
instruction is also given by the members of the staff at 
their visits. The fee to post-graduates for three months’ 
attendance is £5 5a., and for perpetual attendance, £10 10a. 
Clinical clerkships and dresserships are open to students— 
fee, £1 la. per month. 

Dalrymple House, Rickman sworth.— We have 
received the thirty-seventh annual report of this institution, 
which is under the management of the Homes for Inebriates 
Association. During the year 56 persons have been 
admitted as private patients and 23 under the Inebriates 
Act; these figures do not include readmissions. The 
fact that culture and education do not protect a man 
from over-indulgence is seen clearly by the list of occupations 
of those who since the opening of the home have been 
driven to seek its help, for professors, librarians, solicitors, 
architects, &c., are all included. Even those whose 
business it is to preach against indulgence themselves 
sometimes fall, as 31 clerks in holy orders have been 
admitted ; and a scientific knowledge as to the danger of 
taking alcohol is not a complete safeguard, for 116 medical 
practitioners have sought relief. The medical superin¬ 
tendent, Dr. F. S. D. Hogg, reports that he uses a variety 
of methods in the treatment of his patients, and is able to 
give a large measure of freedom to almost all of them 
after two to four weeks’ residence ; the most important 
aid to recovery he finds to lie in the strengthening of the 
patient’s will-power and determination, and a realisation 
that total abstinence from alcohol (or from the drug to 
which he has been addicted) is an absolute necessity. 

The late Dr. J. M. Rogers -Tillstone.— John 
Monkhouse Rogers-Tillstone, L.R.C.P. Lond., M.R.C.S., 
who died at Surbiton on May 16th, at the age of 52, came 
of a family long associated with Brighton. He studied 
medicine at St. Bart.’s and qualified L.R.C.P., M.R.O.S., 
in 1891, practising at East Mailing in Kent and later at 
Chalford in Gloucestershire. Dr. Rogers-Tillstone, after 
retiring from practice, spent some years at Maidstone. 
Always interested in the Volunteer movement, he took an 
important part in the formation of the 1st H.C. Field 
Ambulance, eventually commanding the unit, and went out 
to France in December, 1914. He went through the first 
battle of Ypres, and was mentioned in dispatches for the 
initiative he showed in evacuating a hospital installed in a 
ruined building in the town shortly before it was destroyed 
by fire. Afterwards, a shell burst in front of him and he 
was thrown from his horse and badly injured. Subsequently 
he held appointments at Canterbury, Margate, and Col¬ 
chester. In 1919 he attained the rank of colonel and was 
transferred from the R.A.M.C. to the Army Medical Service. 
In 1920, Dr. Rogers-Tillstone became chief of the Home 
Counties Pensions Board at Guildford, and was holding 
the appointment at the time of his death. 

Death of Dr Martin Dempsey, F.R.C.P.I.—Dr. 
Martin Dempsey, senior physician to the Mater Misericordiae 
Hospital, Dublin, and professor of materia medica in 
University College, Dublin, died on May 19th. He had been 
in failing health for some time, and contracting pneumonia 
he succumbed. He was a little over 50 years of age. 
Dr. Dempsey, after a distinguished course in the Royal 
University, took his medical degrees in 1890, and his M.D. 
degree with gold medal in 1893. He had the reputation 
of being a sound and wise physician, and a clear and 
attractive teacher. For many years he enjoyed a large 
practice as a consultant. Personally he was a man of 
much charm and wide culture, devoid of show or pretence 
and much esteemed by his friends. 

The late Dr. J. S. Ferris.— Dr. John Spencer 
Ferris died at Ealing on May 17th at the age of 79 years. 
After studying at King’s College Hospital, London, and in 
Paris and Germany, he qualified M.R.C.S. Eng., in 1863, 
taking honours at the M.B.Lond. three years later. He 
commenced practice in Uxbridge in partnership with the 
late Dr. Macnamara, and lived there until his retirement in 
1910. At first he visited his patients on horseback, but later 
adopted a high gig with red wheels, his partner’s equipage 
having yellow wheels. He became medical officer and 
hon. colonel to the Uxbridge Yeomanry, and it is recorded 
that there was some difficulty in obtaining a horse big 
enough for him. He was a great friend of Linley Samboume, 
who lived near him, and afforded the cartoonist material for 
some of his inimitable sketches of the yeomanry. At one 
time Dr. Ferris was an active member of the Uxbridge 
urban district council, easily heading the poll at the election. 
Dr. Ferris, who was buried at Great Malvern, is survived 
by one son, who is in the Navy, and a daughter, his wife 
having predeceased him. 
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Southampton, Royal South Hants and Southampton Hospital .— 
Sen. H.S. £200. H.P. £150. Jun. H.S. £150. 

South Uist, Parish of. —M.O. aud Public Vaccinator. £170. 

Staffordshire General Infirmary. —II.S. £250. 

Stamford, Rutland and General Infirmary. —H.S. £250. 

Sunderland Royal Infirmary. —H.S. £200. 

Stoansea County Borough. —Asst. M.O. £500. 

Taunton and Somerset Hospital. —Sen. and Jun. H.S.’g. £200 

and £150. 

Throat Hospital, Golden Square, W. —Hon. Registrar. 

University College Hospital. —Part-time Anresth. £150. 

Wigan Education Committee. —Female Asst. Sch. M.O. £500. 

The Chief Inspector of Factories, Home Office, S.W., gives 
notice of vacancies for Certifying Surgeons under the 
Factory and Workshop Acts at Athlone, Brecon, and 
Sedgeley. 


Utarriages, anil Jtaijfs. 

BIRTHS. 

Reynolds. —On May 17th, at Palmerston-place, Edinburgh, 
the wife of Dr. A. O. P. Reynolds, of a son. 

MARRIAGES. 

Fox— Walding. —On May 20th, at Holy Trinity Church, 
Plymouth, Edward Lawrence Fox, M.D.. M.R.C.P., to 
Elizabeth Clare Walding, youngest daughter of the late 
Thomas Walding and Mrs. Walding, of Harrow-on-the-Hill. 

Iryjne^-Carr. —On May 6th. at Nairobi, Dr. Archibald Clive 
Irvine, Church of Scotland Mission, Tumu Tumu, Kenya, to 
Margaret. Joyce, eldest daughter of Mr. and Mrs. Ernest 
Carr, Woodlands, Nairobi, late of Wigton Hall, Cumber¬ 
land. 

Lilky—Goozke.— On January 11th, at the British Consulate, 
Tangier, Dr. James Liley, of the North Africa Mission 
Hospital, Tangier, to Edith, only child of the late Mr. and 
Mrs. Thomas Goozee, of New Malden, Surrey. 

Tatiiam—Barker. —On May l»th, Arthur Leopold Tatham, 

M. B.. B.C., to Ellinor Gertrude, widow’ of Brigadier-General 
Randle Barnett Barker, D.S.O. 

Tucker — Geddeh. —On May 12th, at St. Marylebono Church, 
Donald Leslio Tucker, B.A., M.R.C.S., L.R.C.P., to 
Margaret Gordon, only child of the late Brigadier-General 
J. G. Geddes, C.B., C.M.G., R.A., and Mrs. Goddes, of North 
Warn borough, Hants. _ 

DEATHS. 

Campbell-Horsfall.— On May 18th, Charles Edward Campbell 
Horsfall, M.B., Ch.B. V 

Cremoxixi. —On May 20th, suddenly, at Penzance. John 
Cremonini, M.R.C.S., L.S.A., late Medical Superintendent 
Hoxton House Asylum and Government Asylum, Auckland, 

N. Z. 

Ferris. —On May 17th, at Warwick Dene, Ealing, John Spencer 
Ferris, M.B., aged 79 years. 

West.— On May 1‘Jth, at St. George’s-road, S.E , William 
Golds borough West, M.D., M.R.C.S., L.R.C.P., aged 55 
years. 

N.B.—A fee of 7 s. 6d. is charged for the insertion of Notices 
of Births , Marriages, and Deaths. 


BOOKS RECEIVED. 

Angus and Robertson, Sydney. 

The American University: An Australian View. By 
Prof. E. R. Holme. Pp. 242. 7s. 6d. 

Marlborough, E., axd Co., London. 

Gujarati Self-Taught. By N. M. Dhruva. Pp. 113. 4s. 6 d. 

Vookl, F. C. W., Leipzig. 

Di&gnostik und Therapie der Knochen und Gelenktuberkulose 
init besonderer Bertlcksicbtigung der Theorie und Praxis der 
8onnenbehandlung. Von Dr. raed. Eugen Kisch, mit cinem 
Vorwort von Professor August Bier. Pp. 284. M. 140. 
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THE AVAILABLE REMEDIES IN IMMUNE 
THERAPY. 1 

By Sir Thomas Horder, M.D., F.R.C.P. Lond. 

Specific and Non-specific Measures. 

When faced with a case of disease due to microbic infec¬ 
tion we think of the employment of (1) measures for assist ing 
the patient’s general functions (nervous, circulatory, respira¬ 
tory, digestive, and eliminative) during the extra strain put 
upon them, and (2) measures for helping the special 
function, or mechanism, of immunity against the particular 
infection. The treatment given under the first head is termed 
non-specific ; under the second, specific. 

I have recently urged the importance of non-specific 
measures in the treatment of many infective processes. The 
stimulus lately given to specific therapy by the advances 
made in bacteriology, and especially by the introduction and 
popularisation of bacterial vaccines, has led to a good deal 
of disregard of general measures of proved utility. It 
behoves us to be as prompt and thorough in maintaining a 
patient’s general resistance to infection as in the use of any 
specific remedy which has experience or experiment, or 
both, to recommend it. 

The Principles of Immune Therapy. 

Let us first briefly re-state the basic principles underlying 
all attempts at immune therapy, without subscribing to 
any doctrine as to the exact nature of the immune process. 
In diseases of microbic origin the process is the expression 
of an interaction between the infecting agent and the body 
tissues. The immediate contributions to this interaction on 
the part of the micro-organism are the specific chemical 
isons— toxins— incidental to the life of the microbe in the 
dy. Toxins are of two kinds—exotoxins, produced in the 
medium in which the bacterium thrives, and endotoxins, those 
existing in the cell of the bacterial element itself, and set 
free only by the disintegration of the cell element. Microbic 
diseases fall into two groups, according as the poisons leading 
to the symptoms of the disease are chiefly exotoxins or are 
chiefly endotoxins. Of the first kind are tetanus and diph¬ 
theria; of the second, cholera, typhoid, and diseases due to 
the pyogenetic cocci (streptococcus, pneumococcus. &c.). 
But these two forms of toxin are not the only contributions 
made by the infecting agent to the interaction; there are 
the essential structural constituents of the bacterial cell 
itself, which, as soon as the cell is destroyed by the tissues 
of the host, become agents in the interaction. 

So much for the contributions of the microbe. What are 
the contributions of the infected host? A protective 
substance termed generically antibody is formed in response 
to the stimulus of the various microbic factors already 
mentioned and which are generically called antigen. Know¬ 
ledge of the various properties exercised by this hypo¬ 
thetical substance called antibody has led to the postulation 
that antibody comprises a number of different substances. 
If the exotoxin is neutralised we speak of antitoxin ; if the 
endotoxin is neutralised, of anti-endotoxin; if bacteria are 
agglutinated, of agglutinin; if precipitated, of precipitin ; 
if they are directly destroyed we call the specific substance, 
or the property of the antibody, bactenolysin; if leuco¬ 
cytes are stimulated to phagocytosis, we speak of opsonin. 

Experiments have shown that in the interaction an inter 
mediary substance is necessary, without which antigen and 
antibody are unable to assume any very intimate chemical 
relations with each other. This third substance, which is 
present in healthy blood and tissue-fluids, i9 termed comple¬ 
ment. Complement is certainly necessary for the neutralisa¬ 
tion of toxin with antitoxin ; to what extent, or if at all, it 
is essential for the complete interaction of other forms of 
antigen with corresponding forms of antibody we do not 
clearly know. 

Now specific therapy has as its object the artificial 
increase of antibody. Incidentally, it has a secondary 
object—the maintenance of efficient complement. The 
artificial production of antibody may be attained in two 
very different ways: passive immunity may be conferred 
upon the patient with ready-made antibody, or active 
immunity may be produced hv stimulation of the patient 
to manufacture his own antibody on a larger ana more 
efficient scale than he is already doing. Immunised serum 
derived from animals (e.g., the horse) is most commonly 
used to confer passive immunity; active immunity is most 
commonly produced with bacterial vaccines. 'The two 
methods may be combined in certain diseases. 


1 Abstract of address delivered before Torquay Medical Society. 
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Available Means of Employing Specific Therapy. 

(1) The use of immune serums: (a) Antitoxic serums, 
which chiefly act by the neutralisation of exotoxin formed 
by bacteria in the body ; (/>) bactericidal serums, which 
chiefly act by destruction of the bacteria, thereby preventing 
the increase of endotoxin. 

(2) The use of bacterial vaccines, which serve to stimulate 
the natural mechanism of immunity. 

(3) The use of immune serums and vaccines conjointly, 
either as separate remedies or in the form of sensitised 
vaccine. 

(1) Antiserums: (a) Antitoxic serums remain the most 
strikingly successful, as they are historically the earliest, of 
all the remedies used in specific therapy, and this applies 
especially to antidiphtheria serum, less so to antitetanus 
serum, but the more limited success of the latter remedy 
is undoubtedlv due to the difficulty entailed by the path of 
infection of the virus rather than to lack of potency in the 
serum. 

( h) Bactericidal serums have never yet attained anything 
like the same degree of success as antitoxic serums, having 
hitherto lacked a sufficiently rich content of antibody to 
lead to any uniformly £jood results. Another difficulty in 
preparing these serums is connected with the fact that most 
of the bacteria against which they are manufactured exist in 
groups, and a serum prepared against one group is by no 
means specific in respect of antibody for another group. 
The attempt made in the case of streptococci to produce 
“multivalent” serum has not proved successful; more hope 
appears to lie along the line of producing univalent serums 
against the different groups. 

(2; Bacterial vaccines are at present the chief type of 
immunising substance employed in combating nearly all 
infections by known micro-organisms possessing powerful 
endotoxins. 

(a) The earliest form of vaccine remains the one in most 
common use—a simple suspension of the killed microbe in 
normal salt solution. Most bacteriologists appear to kill 
the bacterial elements by heat; some prefer autolysis— 
allowing the micro-organism to undergo auto-digestion in 
the warm incubator after counting. Others, believing 
that heat interferes with the efficacy of the vaccine, rely 
upon some such antiseptic as tri-cresol. If we knew 
exactly what are the initial processes going on in the 
human body when living microbes invade it, we should be 
better able to decide how best to prepare the cell-element 
before we inject it in the form of a vaccine. It seems 
reasonable to suppose that undue heat and the presence of 
chemical agents are both to be avoided if the tissue is to 
digest the bacterial cell and manufacture antibody of use 
against the living micro-organism. 

(b) “ Sensitised ” vaccines (“ aero-vaccines ”) are made by 
bringing a bacterial emulsion into contact with the appro¬ 
priate immune serum (e.g., a Streptococcus pyogenes is mixed 
with a univalent S. pyogenes serum). The specific antibody 
in the serum becomes “fixed” by the bacteria, and the 
combination is termed a “ sensitised vaccine.” Some 
authorities doubt whether this sensitisation of vaccines 
adds to their therapeutic value, and this question is still 
unsettled. 

(c) “ Live ” vaccine has been used by Alcock and others in 
some cases of gonococcus infection, and in one or two 
other infections. No special results appear to have been 
obtained—certainly none which counterbalance the obvious 
risks that might be run if such a system beoame generally 
adopted. 

(a) ‘ ‘ Phy lacogens ” are prepared with special effort to render 
the cell-body, which constitutes an essential part of the 
vaccine material, easily assimilated by the tissues into which 
it is injected. It is very pertinently argued that valuable 
time may be lost during the preliminary effort of the tissues 
to digest or disintegrate the bacterial cell element in order 
to start the specific interaction resulting in the formation of 
antibody. An endeavour is therefore made, “ partly by appro¬ 
priate temperatures and partly by chemical agency,” to get 
the bacterial cell structure into solution. During this 
process there is inevitably added to the solution a certain 
amount of the exotoxin of the bacteria—an amount depend¬ 
ing, no doubt, upon the nature of the medium; but as this 
medium is invariably fluid the amount of exotoxin cannot be 
negligible, and it perhaps accounts for the very sharp reaction 
sometimes seen after the use of this class of remedy. On 
general principles, as the object in view is not to add more 
exotoxin to the patient’s burden, this must be regarded as a 
point against the method. To what extent the endotoxin of 
the bacterial cell goes into solution it is not possible to say, 
because unfortunately we have no chemical means of 
measuring this substance; but it seems fairly certain that 
in the preparation of phylacogens a more successful effort 
has been made in this direction than hitherto. 

(e) The most modern of all remedies of the bacterial 
vaccine type are the detoxicated vaccines. These we 
owe to Dr. David Thomson, who argues that it is an 
advantage to get rid of the endotoxin of the bacterial 


cell, if that were possible, partly because of the known 
difficulty of producing anti-endotoxin experimentally by 
the injection of the whole cell element ana partly because, 
with the endotoxin removed, it would be possible to 
use much larger doses of the vaccine, and thus obtain 
proportionately larger responses in the way of cell-destroying 
antibody. Thomson considers that he has devised a means 
of removing the endotoxin without, at the same time, 
altering the nature of the bacterial cell substance, which is 
then left for purposes of inoculation. As yet it is too early 
to judge of the value of these detoxicated vaocines. 

Choice of Remedies. 

The choice of the particular remedy to be employed in any 
case of infective disease depends upon (a) the nature of the 
infection, ( b) whether it is local or general, (c) its acuteness 
or chronicity, and ( d) the stage at which the infection has 
arrived. Let it be noted that there are two important differ¬ 
ences between serums and vaccines arising out of their mode 
of action as already outlined: (1) Immune serums act rapidly, 
but their action is transient; vaccines act slowly, but their 
action is more prolonged; (2) immune serums supply 
important substances that are lacking in the body, ana do 
not require much active response on the part of the tissues 
in order to produce their effects ; vaccines depend for their 
action upon a latent power in the tissues of producing anti¬ 
body when specifically stimulated to do so. It may be said 
that the more acute and generalised the disease-process and 
the more ill the patient, the more likely is immune serum 
to prove efficacious; the more chronic and localised the 
disease-process and the less ill the patient, the more likely 
is a suitable vaccine to do good. It is often advisable to 
begin the treatment of a severe case of infection by 
immediate and liberal use of an appropriate serum, and to 
follow up any advantage thus gained by inoculation with a 
vaccine prepared in the meantime. 

Results and the Future. 

The fact that so many remedies are available for inducing 
immunity stimulation in the patient proves how far we still 
are from standard measures of treatment and results 
showing any sort of uniformity. There are difficulties in 
connexion with immunity research; no subject calls for 
greater imagination combined with meticulous technique. 
There are difficulties in connexion with the practical use 
of the substances offered for exploitation to the praotitioner. 
What argument can be more difficult or more complex than 
the therapeutic argument ? It is full of pitfalls and possible 
fallacies. Patients get well at times in spite of our treat¬ 
ment, and they die at other times when the remedies seem 
to possess the nail-mark of precision. Post hoc and propter 
hoc dog us wherever we go, and properly to assess the 
part played by any remedy in the recovery of the patient is 
easy only to the ignorant. 

It will not be surprising if some of the present clumsy 
technique is shortly superseded by more exact methods of 
preparation of immunising substances. The war, wasteful 
of time and brains as well as of human life and money, has 
no doubt delayed development; we muBt now exploit the 
remedies that are at our disposal as well as we can—not, by 
the way, adding to them in an amateurish fashion of our own. 

We should understand what we are trying to do, and, so 
far as is possible, the nature of the materials with which we 
work. These principles of practice are not only essential 
to our own development, they are part of the duty which we 
owe to our patients. The preservation of mental clarity is 
a most important asset in the practitioner’s attitude 
towards these things. Once he loses ft he no longer controls 
his remedies: they control him. 


MEDICAL AND SANITARY REFORMS IN 
MESOPOTAMIA. 

A “ Review of the Civil Administration of Mesopotamia,” 
is the title of the paper recently presented to Parliament, 
giving an account of the civil administration during the 
British military occupation down to the summer of1920, when, 
a mandate for Mesopotamia having been accepted by Great 
Britain, steps were being taken for the early establishment 
of an Arab Government. The preparation of the Report was 
entrusted by the ActingCivil Commissioner to Miss Gertrude 
Bell, C.B.E., Assistant Political Officer, Baghdad, who speaks 
Arabic fluently, is noted as a traveller and explorer in Asiatic 
Turkey, and has by her work and writings gained the 
Founder’s Medal of the Royal Geographical Society. Sub¬ 
joined is the substance of those portions of her report which 
relate to medical and sanitary matters :— 

Closely connected, from one aspect, with the land—that is to say, 
with its capacity for production—is the provision of medical and 
sanitary facilities for the civil population. If man-power is the 
primary asset in the national economy of every community, in 
Mesopotamia the problems connected with its preservation and 
increase present themselves in an acute form. The vast develop¬ 
ment of which the country is capable waits upon a substantial 

addition to the number of its inhabitants. The population of 

the 'Iraq, though scanty, is prolific, but the absence of medical 
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arrangements and an all-prevailing ignorance of the laws of health 
and sanitation have combined to keep it down. If infant mortality 
were arrested and the children given a better prospect of reaching 
adnlt life it might not improbably bo doubled in the next 30 or 40 
years. 

Public Health during the Military Occupation and in the 
Transition to a Peace Footing. 

From a military point of view care of public health and the 
sanitation of the towns # were necessary precautions if the troops 
were to be kept free from disease. A civil dispensary was opened in 
Kasrah immediately after the occupation, while the Deputy Military 
Governors took steps to secure the cleanliness of the town. A civil 
hospital was started in 1915 and additional dispensaries opened in 
'Ashar. A civil surgeon superintended these establishments, and 
was put in charge of sanitary arrangements in Basrah, and an army 
medical officer controlled the sanitation of ’Ashar. The sanitation 
of the gaol and the health of prisoners received careful attention. 
Lunatics could not be provided for locally and were sent to India 
for treatment. The attendance at the dispensaries and hospitals 
was greater than had been expected. The people accepted inocula¬ 
tion and other precautions against plague, and were eager for vacci¬ 
nation. After the occupation of 'Amarah a hospital and dispensary 
were opened there under a British army doctor, and they proved 
as popular as in Basrah. Similarly at Nasiriyah the services of a 
military doctor were lent to the civil hospital and dispensary. 

After giving credit for the zeal and tact of the medical 
officers and praising the Indian dispensaries and medical 
staff, the Report goes on to state that during 1916 there was 
a notable advance in the sanitation of the towns, and that 
infections diseases were checked. At Bug, owing to shortage 
of medical staff regular work was not started till 1917. The 
absence of a dispensary was regarded by the inhabitants as 
a grievance, though under the Turkish regime no such 
institution would have been dreamed of. Apart from their 
special use the hospitals made a most valuable form of 
propaganda work. 

During the process of demobilisation it was necessary to 
assure the continuance of adequate health and medical 
services when the military authorities could no longer give 
assistance. By the middle of 1918 there was a civilian 
hospital or dispensary in each military station of any 
importance with either a civilian surgeon in charge or a 
military officer who undertook civilian work in addition to 
his military duties with the help of an assistant, usually an 
Indian subassistant surgeon. Native and Turkish doctors 
were also employed wherever possible, though, generally 
speaking, their sphere of usefulness was limited by lack of 
training. 

Coordination of Civil Institutions. 

The civil institutions had not been coordinated, owing to 
the absence of any central organisation, but in August, 1918, this 
was remedied by the appointment of a Civil Deputy Assistant 
Director of Medical Services, who worked in the office of the Military 
Director of Medical Services and acted as a liaison officer. In 
February, 1919, he became administrative head of the civil medical 
department, and in March, with the more complete organisation of 
the health department, he was appointed Secretary for Health. 
There were then in existence some 50 civil hospitals and dis¬ 
pensaries, three-quarters of which were run by a civil staff, though 
in nine of these supervision was undertaken by military medical 
officers. Arrangements had been made with the base medical stores 
before the end of 1918 to maintain sufficient supplies to meet all the 
requirements of the civil medical service for the year 1919, and the 
nucleus of a civil medical depot had been formed in Baghdad. 

By arrangement with the Red Cross Society, which demobilised in 
March, 1919, this depot had the first option on all the Red Cross stock 
in the country. As regards sanitary work, locally trained inspectors 
and gangs replaced sanitary sections in the towns in which they had 
been employed, and the care of public health began to pass every¬ 
where into civil charge. It includes the inspection of prisons, 
markets, noxious trades, and slaughter-houses, the provision of 
chlorinated water, measures to ensure general cleanliness, and the 
destruction of rats, mosquitoes, and flies. The civil surgeon of a 
provincial town, who is also health oflicer, is overwhelmed with 
administrative work in addition to his medical work, and it is only 
by unceasing labour that he can accomplish his task. The devotion 
shown by the officers of the Medical Service, and their tact and skill 
in handling the native population, have been beyond praise. 

Hospitals ami their Staff'. 

Immediate steps were taken to enlist what medical personnel was 
available in Mesopotamia and to recruit at home such additional 
staff as was required, with the result that it has been possible to 
supply urgent needs. There are now hospitals in Baghdad. Basrah, 
and Mosul, nursing sisters tend the civil hospitals, and both 
Baghdad and Mosul have hospitals Bet apart for women and children. 
The women s hospital in Baghdad has an interesting history. It is 
lodged in an excellent building, which was in Turkish times the 
civil hospital of the town. A small staff of French nuns had been 
employed by the Ottoman Government as nurses; they had 
endeared themselves to the people, and their community had 
earned our lasting gratitude by the services they had rendered to 
British prisoners during the war. It was decided to ask the nuns 
to continue to serve in the hospital under the new arrangements, 
and employment was offered to an additional number of trained 
sisters who are being brought from France. To see these admirable 
women carrying on their work with every advantage that the 
British Medical Service can Bupply carries conviction that all is not 
wrong with tho world. 

In Basrah, where the house used asacivil hospital is not suitable, 
a new building will be erected out of funds subscribed voluntarily 
by the inhabitants in memory of General Maude. Nasiriyah also 
boasts a Maude Memorial Hospital. The British and French 
nursing sisters undertake the training of native girls, not only to 
serve in the hospitals, but also with the object of creating a body of 


trained nurses to work among the native population. The better- 
class women of Baghdad readily admit the need of trained midwives, 
for, as they observe, the existing midwives bring disease instead of 

combating it. Depots for medical stores have been instituted 

both at Basrah and at Baghdad, and in the latter place, besides the 
women’s hospital, there is a civil hospital for men, an isolation 
hospital, an X ray institute taken over from theaimy.a dental insti¬ 
tute,two dispensaries, a nursing home for officers and their wives, and 
a venereal hospital for women. The terrible scourge of venereal 
disease receives special attention at other centres. 

Prevention of Infectious Diseases. 

The prevention of infectious diseases is being dealt witlr 
effectually, perhaps, the most gratifying achievement having been 
the checking of an epidemic of plague in 1919 by a whole-hearted 
resort on the part of the local population, male and female, to 
inoculation with plague vaccine. Over 80,000 people were inoculated. 

A vaccine lymph depot, started by the military authorities at 
'Amarah, ensures a supply of calf vaccine throughout the occupied 
territories. In the Mosul Wilayat the most serious problem which 
confronts us is the universal presence in the hills of malaria of a 
violent type. The condition of the villages is deplorable: some, 
indeed, are reported to be uninhabitable. In most areas occupied 
or traversed by our troops careful malarial surveys by specialist 
officers have been made, and it is hoped soon to preserve these 
records by making them available in condensed printed form so 
that they be accessible to all concerned. 

Danger of infectious disease is notably increased by the influx 
of pilgrims to the Shi’ah shrines. During the war the pilgrimage 
was necessarily intermitted; permission to renew it was given in 
1919, and exceptionally large numbers availed themselves of it. An 
average of 7000 pilgrims a month passed through the frontier town 
of Khanigin. No attempt has been made to imitate the Turkish 
quarantine arrangements, which were as burdensome as they were 
inefficient, but careful measures are taken to ensure the cleanliness 
of Khanigin, and a dispensary' for the treatment of pilgrims will be 
opened at railhead. In the holy towns the pilgrims entail much 
additional sanitary- work, but the precautions which have been taken, 
cannot yet be considered to suffice. 

Quarantine for the Dead. 

The Report concludes with some account of the measures 
taken by the Health Department for the prevention of infec¬ 
tion by the dead. Bodies brought for burial to Karbala and 
Najaf are quarantined under regulations which have been 
drawn np by an international commission controlled through 
the International Quarantine Board, but the control of both 
corpse and pilgrim traffic are difficult and delicate matters. 
It is hoped that in the future the subject may receive 
consideration by a committee consisting of the various 
interests concerned—transport, political, and medical. 
Finally, the Report says 

It may l)e said with assurance that in few directions has more 
rapid progress been made since the occupation than in the case of 
public health. In Baghdad, Basrah, and Mosul the increase in the 
number of beds is as notable as is the increased efficiency of the 
present hospitals compared with those that existed in Turkish timse. 
But it is, perhaps, in the provinces that the greatest ohange has been 
effected. Provincial hospitals and dispensaries were rare under 
the Ottoman regime, and even where they were to be found they 
were of little value. At Nasiriyah, for example, the staff consisted 
of a single doctor, who frequently shut the dispensary’and went 
away, leaving all work at a standstill. The Turks made no attempt 
to win the confidence of the tribesmen. and the bulk of the popula¬ 
tion was thus left without medical aid of any kind. In the villages 
sanitary precautions were non-existent and in the provincial towns 
they were grossly insufficient, 

The efforts of political officers and civil surgeons have 
brought about improvements which are indeed remarkable. 


SOCIETY FOR RELIEF OF WIDOW8 AND ORPHANS 
OF MEDICAL MEN. 

Sir Alfred Pearce Gould presided at the annual general 
meeting of this Society, held on May 18th, at 11, Chandos- 
street, London, W. The report for 1920 showed that 
during the year 11 new members had been elected and 
0 lost owing to death and resignation. The Society consists 
at the present time of one honorary, 103 life, and 137 
ordinary members, making a total of 301. The income 
from investments amounted to £1082 odd, £373 received 
from subscriptions and donations, and the working expenses 
were £299. During the year two widows came upon the 
funds and three died. The sum of £4584 was distributed 
among the annuitants, comprising 52 widows and 0 orphans. 
Membership of the Society, which is one of the richest of 
its kind in the United Kingdom, is open to any registered 
medical practitioner who at the time of his election is 
resident within a twenty-mile radius of Charing Cross. 
Relief is only granted to the necessitous widows and orphans 
of deceased members of three years’ standing and of life 
members. At the present time the widow who has an 
income of not more than £100 a year receives a grant of 
£50 per annum, and each orphan, up to the age of 10. 
a grant of £43 per annum. In speaking to the report 
the acting treasurer drew attention to the fact that the 
working expenses were about 6 per cent, of the total income. 
The next election of members will be on July 0th. 

G. LI. J. asks for suggestions in treating a case of acute 
nephritis following Henoch’s purpura in a boy of 13. The 
febrile period lasted six weeks ana left the urine loaded with 
albumin, blood, and epithelial casta. 
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HEART DISEASE AND PREGNANCY. 

By Sm JAMES JIACKENZIE, M.D. Edin., 
F.R.S., 

DIRECTOR OF ST. ANDREWS CLINICAL INSTITUTE. 

IN FOUR SECTIONS—SECTION I. 

Introduction. 

There are few subjects in medicine of which an 
accurate knowledge is more urgently required 
than that of a woman’s fitness for child-bearing. 
That a great strain is thrown upon the maternal 
heart during pregnancy and labour is well known. 
It is a matter of experience, too, that the pregnant 
state may throw more work on the heart than it 
can bear, with the result that the mother’s life is lost, 
or her health irreparably impaired. The child, too, 
often dies. These disastrous happenings surround a 
natural process with dread and mystery, for the dread 
is aggravated by the fact that the source of danger is 
not clearly realised. As a result, all sorts of signs 
are looked upon with suspicion—signs innocent as 
well as signs grave. Needless to say, this obscurity 
does a great deal of harm. Many women are subjected 
to unnecessary alarms and restrictions when preg¬ 
nant ; others have to suppress the natural desire of 
motherhood; while connubial relations are often 
disturbed by warnings and hints of dangers which 
may never arise. 

Defect in Medical Knowledge . 

This unsatisfactory state of affairs is entirely 
dependent on a defect in medical knowledge which 
it is quite possible to remedy. That the matter is 
not worse is in a measure due to the fact that the 
vast majority of women, especially women of the 
working-classes, never have their hearts examined. 
Were they systematically examined, abnormal signs 
would be discovered in many instances ; the signi¬ 
ficance of these signs would not be understood; 
grave doubts would be aroused. Thus, many who 
have passed unscathed through the pregnant state 
would have been unnecessarily frightened and 
alarmed. 

When we seek for an explanation of our ignorance 
on this subject we find that it is due to the fact 
that medical knowledge has not advanced far enough 
to enable us to understand the meaning and signifi¬ 
cance of certain physical signs/ Moreover, w T e find 
a new difficulty when we come to ask ourselves in 
what way our lack of knowledge can be made good. 
Gradually it is forced on our minds that if we would 
understand clearly defects and their origins we must 
go back to the beginning and consider the way in 
which, at present, the subject-matter of these chapters 
is investigated and taught. 

The teaching of disease of the heart comes within 
the province of the physician. When, however, one 
comes to estimate the opportunities the physician 
has for dealing with the relation of heart disease to 
pregnancy, one soon discovers that his practice 
never brings him into contact with pregnant women 
except when one of these latter is referred to him 
for an opinion. On these occasions it frequently 
happens that, instead of frankly recognising that 
his experience does not justify him in claiming a 
knowledge of the subject, he gives a prognosis of the 
“ guarded ” type. He says in effect: “ The patient 
may undergo pregnancy safely ; on the other hand, 
there is a possibility that she may not.” The effect 
of this is that the patient is left with a vague notion 
that some dread fate hangs over her head. In other 
instances the physician “ plays for safety,” and forbids 
the pregnancy, yet these patients may be perfectly 
capable, in many cases, of undestaking it. 
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The obstetric physician, if we may judge from 
modern text-books, has never taken the trouble 
to understand the elements of cardiology; in 
consequence he continues to pursue his enigmatical 
methods. While the advances in cardiology are 
barely mentioned in books on general medicine, 
they are not dealt with in books on obstetrics. In 
the recent text-books on this latter subject which I 
have read there is not the slightest indication that 
any advance has been made in the study of the 
heart during the last forty or fifty years—the writers 
apparently being unconscious of the revolutionary 
changes which have taken place in our knowledge 
of this organ in this period of time. 

I am emphasising this point for reasons which 
have only an indirect bearing on the matter in hand. 

I wish my reader to visualise clearly the methods 
peculiar to medical investigation. Pregnancy is 
not the only condition which is shrouded in darkness. 
There are a great many other questions of a similar 
kind which are an integral part of the practice of 
medicine and which await inquiry. No progress, I 
believe, can be made in regard to them till it is 
understood how medical investigations should be 
conducted. The matter of heart disease and preg¬ 
nancy serves thus as an illustration of a wider diffi¬ 
culty. It shows, if we will but learn the lesson, how 
completely our present-day method of medical 
research fails of its purpose. It is my aim to indicate 
the nature of this failure, and to explain in what 
manner I conceive that success may be attained. 

Personal Experiences. 

My attention was early directed to the subject 
of Heart Disease and Pregnancy by a tragic experience 
which occurred soon after my entrance into general 
practice, about forty years ago. I attended a 
young woman, 35 years of age, for a miscarriage 
at the third month of her first pregnancy. I dis¬ 
covered then that she had a presystolic murmur; 
so far as my investigation of the condition went, 
there was nothing more the matter with the heart. 

I had a vague notion that mitral stenosis was a 
serious embarrassment to the heart in pregnancy, . 
but of the source of danger and its nature I had no 
knowledge. The woman left my neighbourhood for 
a year, at the end of which time she returned to her 
father’s house, seven months pregnant, and with a 
considerable oedema of the legs. This oedema in¬ 
creased until, when labour set in at full time, she 
was much swollen not only in the legs, but in the 
abdomen. The external genitals were so cedematous 
that an examination per vaginam could be carried 
out only with difficulty. As the labour proceeded 
little progress was made ; the suffering was very 
great, and there was marked distress in breathing. 
The patient had to lie propped up in bed,, a position 
which rendered the use of instruments impossible. 
Moreover, so profound was the sense of suffocation 
that attempts to give chloroform were resisted. Two 
practitioners of much experience saw her, but after 
many hours of suffering she died undelivered, from 
extreme exhaustion. 

I had, at that time, a fairly large midwifery 
practice, and, on several occasions during the next 
few years, I had some rather trying experiences in 
attendance on women with heart trouble, though no 
other case proceeded to such a disastrous ending. 

I noticed, however, that in a number Of patients with 
damaged hearts the pregnancy further impaired the 
functional efficiency of that organ. The importance 
of this being thus forced upon me, I read carefully all 
the available literature. This, indeed, confirmed 
the view I had formed as to the danger in mitral 
stenosis, but gave me no enlightenment about the 
risks in other forms of heart affection. There were 
many vague hints of the evils arising from valve 
lesions, but of sufficiently definite information to 
enable me to recognise which types of these lesions 
were to be feared there was none. Even the changes 
occurring in the normal heart during pregnancy 
were very imperfectly described. 

z 
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State of Knowledge of Cardiac Phenomena . 

I made a note of the results of my reading, and 
propose to give the gist of it here as a kind of review 
of the state of knowledge of cardiac abnormalities 
prevalent forty years ago. That this may be found 
strangely apposite to-day by certain of my readers 
will only show, I fear, that the attitude of the pro¬ 
fession of those early times is still the attitude of 
the bulk of teachers and authors. Indeed it seems to 
me, as I turn back to these old pages, that the trend 
of modern medicine, both in teaching and investiga¬ 
tion, is to render the solution of such problems as 
the relation of pregnancy and heart disease impossible. 
Before the discovery of auscultation and the use of 
the stethoscope, about 100 years ago, experienced 
physicians estimated the state of the heart by its 
manifest functional efficiency ; and in reading the 
authors before that date, I find that many of the 
views which I have arrived at were anticipated by 
them. There is no doubt in my mind that the line 
pursued by those physicians was sounder than that 
which has been followed since the introduction of 
mechanical devices. The coming of the stethoscope 
was the beginning of a method in clinical research 
which has greatly hampered the practice of medicine, 
in that the introduction of mechanical methods has 
led to a confusion as to the kind of knowledge which 
these methods are capable of affording. This criticism 
applies not only to the stethoscope and its various 
modifications, but to all the other instruments which 
have since been employed in the examination of the 
patient. I need mention only the sphygmograph, 
polygraph, electro-cardiograph, and blood-pressure 
instruments. 

The discovery of the sounds of the heart and 
the various modifications of these sounds was 
followed by a period in which a great deal of time 
was spent on auscultation and on the discussion 
of the phenomena revealed by it. At first the 
cause of the cardiac sounds was not clear; a long 
series of observations, experimental and clinical, 
was therefore undertaken, to find out the manner 
jn which the sounds were produced. I do not 
dispute that a great deal of valuable knowledge 
was thus accumulated. 

One unfortunate consequence of this concentration 
upon the new method, however, was to give it a 
preponderating importance in the examination of 
the heart, and to minimise the value of the study of 
other phenomena, with the result that unjustified 
conclusions were drawn from mere modifications of 
the sounds. This, as has been indicated, was an error 
inherent in the view taken, at that time, of the possi¬ 
bilities of the new* instrument. The physician who 
detected an abnormal sign supposed that in detecting 
it he had obtained information of a sort hitherto only 
obtainable by a test of functional capacity. He 
believed that he had gained knowledge entitling him 
to make a prognosis without the labour of determining 
how far the patient's activities were already curtailed. 
What he failed to see was that so long as he did not 
know the mechanism of production of the abnormal 
sound, nor the after-histories of people who might 
have this abnormality, he could not properly base 
conclusions on its presence. Thus, in reading the 
early literature of heart affections, since the intro¬ 
duction of the stethoscope, we find a grave signifi¬ 
cance attached to the presence of a bruit, at a 
time when the cause of the bruit was unknown 
and the kind of information which it conveyed 
was not understood. I have sought for an explana¬ 
tion of this rather astonishing state of affairs. I 
find it, I think, in the probability that a physician, 
examining dying patients in whom a bruit w’as 
present, would Attribute the failure of the heart 
to the cause of the bruit. That this is the correct 
explanation is rendered more likely because we find 
similar reasoning following the discovery of a sign 
by any new' method. Thus, to-day, physicians and 
44 heart specialists ” may be observed* attributing 
serious significance to peculiarities detected in graphic 


or electro-cardiographic records or in blood-pressure 
readings before they understand the nature of the 
signs on which their gloomy forebodings are based. 

I dwell on this to draw attention to the fact that 
medical knowledge has not even yet advanced so 
far as to enable investigators to understand the 
principles which should guide them in recognising 
the significance of an abnormal sign. They do 
not know how' to apply their observations in practice, 
nor what steps to take to obtain an estimate of their 
significance. This statement may seem to be an 
exaggeration ; if, however, the reader will consider 
the methods, to be described later, which I was 
compelled to employ in order to find out the signi¬ 
ficance of a symptom, he will, I think, realise not only 
that a defect in knowledge existed, but also how it 
came to exist ; and why it is still with us. 

The hasty conclusions formed by the early observers 
in regard to the significance of murmurs have hung 
like a mill-stone round the necks of the profession; 
to-day these conclusions mislead the vast majority 
of doctors, and cause much unnecessary trouble 
and injury to people in many walks of life. 

The Normal Changes in the Maternal 
Circulation during Pregnancy, Confinement. 

AND THE PUERPERIUM. 

Methods of Investigation . 

In my endeavour to find out wherein lies the danger 
of pregnancy to women with heart disease, I experi¬ 
enced most difficulty in determining how to set 
about such an inquiry. The study of patients with 
damaged hearts proved fruitless and misleading, 
for I was not able to tell the significance of some of 
the symptoms. I had already supposed certain of 
these latter to be abnormal and of grave significance, 
on grounds which I was coming to recognise were 
insufficient. At last I realised that it was necessary 
for me to understand the phenomena which occur in 
healthy women if I w T as to form a clear idea of the 
changes taking place in consequence of the accommo¬ 
dation of the circulatory system to increased work. 

I began, therefore, to observe women during their 
confinements, noting all the signs which I took to 
be departures from the normal, and also those w'hich 
occurred as a consequence of the straining during 
the labour. I soon found quite a number of changes; 
for example, modification of the sounds, murmurs, 
irregularities, displacement of the apex beat outwards 
to the left, some duskiness of the countenance, and 
so on. Some of these signs were modified or dis¬ 
appeared during the puerperium. I was at a loss 
to explain their presence or their significance, and I 
saw that the subject required far more thorough 
investigation. I recognised that it would be necessary 
to watch the onset of these signs, and the conditions 
or factors which caused them ; then, it would be 
necessary to watch patients for a long time after 
their confinements to see if the signs disappeared 
or remained to give rise to trouble in the future. 
This latter part of the problem was one of extreme 
difficulty. For it was not only necessary to note 
the progress of the patient, but also to find an 
intelligent method of estimating the significance of 
the changes which might be observed. 

In the routine of my work as a general practi¬ 
tioner, I had opportunities of seeing women before 
they became pregnant. I made careful notes of 
the state of the heart and circulation in such of these 
as I expected would become pregnant. When they 
consulted me afterwards for early troubles, such as 
sickness and vomiting, I examined their hearts at 
intervals. Further, I examined those who bespoke 
my service for their confinements, and kept them 
under observation till labour began. As time went 
on, I found that one sign after another required 
particular observation, and so I had to adopt special 
methods to obtain the information I desired. Thus 
I found oedema of the lungs to be a very important 
matter in heart failure, and its relation to the pregnant 
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state had to be specially considered. I found, too, 
that the embarrassment of the circulation increased 
during the last months of pregnancy, and that a 
number of new symptoms appeared then ; for 
example, murmurs, irregularities, and pulsation of 
the veins of the neck. It was necessary to know 
exactly when such changes began ; so I used to ask 
the patients to stay in bed on certain days till I had 
visited them. The different points were carefully 
noted. Finally, the significance of these signs, as 
they were related to the heart’s efficiency, had to 
be considered. This led to an inquiry, extending 
over many years, which is not yet complete. 

I will deal specifically with the more important 
symptoms in later chapters ; here I propose to 
summarise the results of the alterations which occur 
in healthy people. 

Changes during the Early Months op 
Pregnancy. 

Practically no changes in the circulation could 
be detected in the early months of pregnancy. Some¬ 
times sickness confused the picture, bringing in its 
train exhaustion, and variations of the pulse rate, 
but as time went on these disappeared. 

Limitation of Response to Effort. 

Towards the sixth month the response to effort 
began to be restricted, i.e. breathlessness appeared 
after an amount of exertion which had hitherto been 
accomplished in comfort. As a rule this never 
became extreme, and the woman was able to attend 
to her household duties ; she felt the breathlessness 
chiefly on going upstairs. 

Effect of Increase in Size of Uterus. 

About the seventh month the uterine tumour 
altered the shape of the chest—widening it out so 
that the circumference gradually increased. The 
chest was measured immediately under the breasts 
and, as full time approached, the circumference 
increased considerably in some cases. Immediately 
after delivery the circumference diminished, and day 
by day it decreased till some weeks after confinement 
it had returned to normal. 

The following are a few examples : 

Case 1. 

At full time 

Immediately after birth of child 

Four days after birth of child 

Case 2. 

At full time 

Immediately after birth of child .. 

Seven days after birth of child 

Case 3. 

At full time 

Immediately after birth of child 

One day after birth of child 

Three weeks after birth of child .. 

Displacement of the Heart. 

Coincident with the change in the chest circum¬ 
ference the heart was frequently displaced until, 
the apex beat was pushed out one inch beyond the 
left nipple line, and upwards to the fourth interspace. 
After labour the heart gradually swung back into 
its normal position. 

Hypertrophy of the Left Ventricle. 

It is well to bear this normal displacement in 
mind. For a long time it has been held that the 
left ventricle hypertrophies during pregnancy and 
undergoes some sort of involution after confinement. 
The evidence for this view has been based chiefly 
on theoretic grounds, on some very imperfect post¬ 
mortem observations, and on the displacement of 
the apex. Further, the safety of chloroform anaes¬ 
thesia during pregnancy has been attributed to the 
same circumstance. No evidence of hypertrophy 
could be perceived. 


Stasis of the Lung. 

Accompanying this widening of the chest, there 
is a tendency for stasis to occur at the bases of the 
lungs. This will be dealt with in speaking of the 
failure of the right heart. In order to estimate the 
factors which embarrass the right heart, the lessened 
effect of the movements of respiration had to be 
considered. I found that normally there was a 
tendency to stasis even in healthy women when 
pregnant. In the periodic examination of pregnant 
women I found that a few of these, after lying in 
bed all night, had crepitations at one or both bases. 
These crepitations disappeared after one or two deep 
breaths, and were never present during labour. They 
returned for a few days after the confinement. 
The meaning and significance of this sign will be 
discussed later. 

Venous Stasis. 

A variety of phenomena appeared on the venous 
side of the circulation. In a number of patients 
the veins of the legs became swollen and varicose— 
in some there was considerable swelling and varicosity 
of the veins of the thigh, and of the vulva. Haemor¬ 
rhoids were frequent. The cause of these changes is 
not clear to me. I lean to the view that they are the 
result of actual pressure on the veins in the pelvic or 
abdominal cavities. Some writers, however, say 
that these signs may appear at a stage so early that 
pressure is out of the question. I had not myself 
observed them at such an early stage. There is, no 
doubt, a marked change in the peripheral vascular 
system in the smaller arteries and veins, which is 
made evident particularly in the breasts. The 
mammary artery, usually imperceptible, becomes 
dilated, and probably the arteries generally dilate 
to a slight extent, though this is not capable of 
measurement. One can infer so much from the fact 
that many women become fatter during pregnancy. 
There is perhaps also an increase in the quantity of 
blood. 

I find that some writers attribute the haemorrhoids 
and varicosities of the vulva to back-pressure from 
the heart. That is an error, of little importance so 
far as this matter is concerned, but one which must 
be pointed out, as it misleads when we are dealing 
with heart failure. The idea that the heart fails by 
an engorgement affecting one chamber after another 
has long held the Held. We are invited to picture re¬ 
gurgitation from one orifice after another until the 
right auricle and ventricle throw blood back into the 
venous system, causing the appearance of venous 
stasis, varicosities, and dropsy. While no doubt 
there is a little truth in the idea, it can be laid down 
that such an effect of heart failure has only a very 
slight influence and is not the cause of the phenomena 
attributed to it. I have seen many people die slowly 
of heart failure in whom none of these signs appeared. 
I have seen the right auricle and ventricle throw such 
quantities of blood back that the liver was distended 
and pulsated at each systole ; yet there was neither 
venous stasis nor dropsy in the legs. Experience 
shows that varicose veins are frequently present in 
people with perfectly healthy and efficient hearts. 

Pulsation in the Jugular Veins. 

Another symptom usually, but erroneously, con¬ 
sidered to be the result of this back-pressure is pulsa¬ 
tion in the veins of the neck. During a systematic 
inquiry into the signs exhibited by the circulatory 
system my attention was arrested by the movements 
in the veins of the neck. At the time when I began 
the inquiry very little attention had been devoted 
to this subject. The pulsations indeed had been 
recognised, and graphic records of them had been 
obtained, but the nature of the movements taking 
place and their significance were not understood. 

Among healthy women during pregnancy I found 
that these pulsations vary in an extraordinary 
way. They are present at one time, and absent at 
other times; sometimes they are small and barely 
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perceptible (Fig. 1), then again they become of great 
size (Fig. 2). The records of many patients showed that 
pulsations were often quite distinct before pregnancy. 
They might remain unaltered during the whole period 
till labour set in. During labour they practically 
always disappeared, but returned in a day or two 
after delivery, sometimes attaining a great size. Thus 
in^the case from whom Figs. FandJ* were taken there 


was no jugular pulse during the labour, a faint pulse 
next day (Fig. 1), and a large pulse on the second day 
(Fig. 2). I attempted to correlate these variations 
with coincident changes in the heart—seeking for 
evidences in the size of the organ, in its sounds, or 
in its functional efficiency, but I failed to iind any 
relation. X thought that the increased size of the 
venous pulse might indicate a dilatation of the 
right heart, but I found the increase taking place and 
the heart remaining normal in size, with no alteration 
of the cardiac sounds. 

The disappearance of the venous pulse during 
labour seemed capable of a reasonable explanation. 
A false view of the effect of effort upon the heart has 
long been held—the view that the healthy heart 
dilates with effort. More careful observation reveals 
the fact that, instead of dilating, the healthy heart 
actually becomes smaller on effort. It will be realised, 
if thought is given to the subject, that this is to be 
expected. When effort is made dilatation takes 
place in the peripheral vessels. The result is that 
during effort there is, in the peripheral vessels, a 
relatively greater amount of blood than is present 
in them when the body is at rest. As the size of the 
heart depends partly on the quantity of its blood- 
content, with a diminution of the blood during 
effort, the size naturally becomes smaller. 

The right auricle and the veins leading to it act 
as a reservoir to the ventricle. The pressure in the 
veins and auricle is never of itself able to distend the 
ventricle and cause dilatation ; so that, when there 
is a free return of blood from the periphery, the 
jugular vein is never quite empty. The emptying 
and filling of the auricle and ventricle cause a varia¬ 
tion in the quantity of blood in the jugular vein, 
and it is this which we recognise as the pulsations 
referred to, and which we can graphically record 
(Fig. 2). When, therefore, a larger quantity of blood 
is contained in the peripheral vessels, the jugular 
vein does not receive a sufficient amount for the 
movements occurring in it to be perceived. After 
the effort has ceased, however, the returning blood 
increases to such an extent that the reservoir becomes 
tilled. The movements are then again visible. 

In order to comprehend the relation of these 
pulsations to heart failure I watched patients with 
a jugular pulse for many years, noting the effects 
of effort and illness—particularly febrile illness. In 
rare cases I discovered great pulsation in the veins 
with certain forms of heart- failure—but, on the whole. 


I found that neither the presence nor the absence 
of pulsation was of any use in estimating the efficiency 
of the heart. In those rare cases to which I have 
referred there were present other signs which gave a 
surer indication. 

Where, on the other hand, the study of the jugular 
pulse became of the greatest value was in unravelling 
the mechanism of cardiac irregularities. By observ¬ 
ing the changes in the jugular pulse, I dis¬ 
covered a method of differentiating between the 
waves produced and of relating them to their 
causes in the heart itself. This matter will be 
referred to in dealing with Heart Irregularities. 

Dropsy. 

The mechanism by which dropsy is produced 
is still one of the most obscure matters in 
medicine. My notes of cases of pregnancy show 
that in healthy women, at this time, swelling 
of the legs was far from infrequent. It was 
usually slight, but sometimes became very 
considerable. As it tended to get worse towards 
the end of the pregnancy, and as there were no 
accompanying changes in the heart, I attributed 
it to the pressure of the uterus on the veins. 
At all events, the women went through their 
confinements quite well, lived for years after¬ 
wards, and boro other children. Even those 
women who also had albumin in the urine did 
well. (I am not referring to cases of albumin¬ 
uria which ended in uraemia. I had, like every 
other general practitioner, experience of these. My 
opportunities, however, were too restricted to enable 
me to get a full knowledge of the significance of this 
sign, which, be it said, still awaits elucidation.) 

Cyanosis. 

During labour, in many patients, the face becomes 
tinged and dusky, while the lips become of a dark 
red. I made a great many observations on the 
capillary circulation in this connexion, but nothing 
definite was elicited. 

In many women systolic murmurs and irregularities 
appeared and disappeared. These will be dealt with 
subsequently. 

Changes in the Diseased Heart in Pregnancy. 

Abnormal Signs appearing during Pregnancy . 

I had many patients who showed abnormal 
circulatory signs. Let me say at once that the great 
majority of these passed through the pregnant state, 
confinement, aqd puerperium with no trouble. Thus, 
some cases of mitral stenosis did not seem to suffer 
in the least, while others suffered severely. Cases 
of irregularity showed the same variation—the great 
majority passing safely through, a few revealing 
signs of heart failure. Cases, again, in which the heart 
was weakened from other causes, but where there 
were no abnormal physical signs such as murmurs 
or irregularity, bore the pregnancy well and seemed 
little the worse afterwards. These latter were usually 
breathless and the victims of prsecordial pain. 

The Interpretation of Abnormal Signs . 

At the time when I was making these observations, 
the results seemed terribly bewildering ; they did not 
enable me to recognise where the danger lay—which 
was the object of my research—and their variations 
seemed without principle. I had forced upon me the 
urgent necessity of a more thorough knowledge of 
the fundamental nature of abnormal signs, the 
mechanism of their production, and the bearing of 
their causes on the heart’s efficiency, especially 
under stress. To obtain this knowledge I began a 
new, long investigation into the meaning of all 
manner of cardiac symptoms. This investigation 
has occupied me for many years ; it took me away 
from the study of heart disease and pregnancy. 



Fio. 1.—Tracings of the jugular and radial pulses the day after the 
confinement, showing only a faint movement in the jugular 
tracing. 
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Fio. 2.—Tracings of the jugular and radial pulses the second day 
after confinement, showing a large movement in the jugular 
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I missed, therefore, the opportunity of study¬ 
ing directly heart failure in pregnancy in large 
numbers of women. On the other hand, I obtained 
some knowledge of the fundamental principles 
underlying the production of heart failure. The appli¬ 
cation of these principles to the cases of heart disease 
complicating pregnancy which I have since encoun¬ 
tered has, I believe, demonstrated their usefulness. 
It has demonstrated also the value of the type of 
observation of which I am speaking. I had, as a 
consultant in London, a great many women referred 
to me by doctors who were anxious to know whether 
they were fit for child-bearing or whether, pregnancy 
having been incurred, there was danger. In these 
instances I made use of the principles I am about 
to describe. They guided me to an opinion. The 
results fully justified the faith I had learned to repose 
in them. 

The Differentiation of Abnormal Signs . 

In order to acquire a knowledge of the source 
of danger in heart disease complicated by pregnancy, 
I had to get a clear view of the heart’s work, how 
this organ accomplished its work, and what were the 
signs when it failed to perform its duties in an efficient 
manner. I conceived that the key to this problem 
was heart failure. I searched the literature of the 
subject, but except when heart failure had reached 
an extreme degree, giving rise to dropsy, dyspnoea, 
and enlarged liver (sometimes spoken of as the 
“ cardinal signs of heart failure ”), little attention 
seemed to have been devoted to it. Indeed, so con¬ 
fused were the descriptions t hat no certain differentia¬ 
tion appeared to have been attempted between the 
phenomena of heart failure and those of other 
accompanying, but merely incidental, states. Nor 
was there any clearer distinction to be found between 
signs which indicated disease and signs in their 
nature physiological, or so little pathological as to 
be of no prognostic significance. Thus, it was 
recognised that murmurs or irregularities might in 
many cases be indicative of nothing serious. It 
was stated that there were other murmurs and irregu¬ 
larities which were of grave significance. What 
was not stated was how one might differentiate the 
serious from the trivial, the important from the 
merely incidental. 

In the case of irregularities matters were in worse 
light. Here there was no differentiation at all. 

had not gone far into this subject before I found 
that progress was impossible unless and until I 
should be able to distinguish one form of irregularity 
from another. 

The Significance of Abnormal Signs. 

Even when, at last, I had succeeded in recognising 
clearly the different forms of irregularity there 
remained the important question: “ What bearing 
does their presence have on the patient’s future ? ” 
This question applied, as I saw, with equal force to 
the subject of murmurs. Attempts to answer it 
had in this latter instance been made, but they had 
not succeeded, for the matter was left in a* very 
vague and indefinite state. 

The question is one of such urgent moment to 
the rational practice of medicine that only the 
slightest consideration is required to convince 
anyone that a solution of it must be obtained. 
Nevertheless, I repeat, no really systematic endeavour 
to find a solution had been made. The prognostic 
significance of such common signs as murmurs and 
irregularities was by no means understood. The 
somewhat rule-of-thumb procedure which led to 
the vague notions then prevalent hindered as often 
as it helped. 

The Misunderstanding of Prognosis . 

When I reflect now upon the steps I took to 
obtain this knowledge I can understand to some 
extent why it had been neglected. Prognosis, at 
first sight, seems an easy business as compared with 


diagnosis. Moreover doctors, as students, have 
their prognosis given to them ready-made in terms 
of diagnosis. They are told, for example, that a 
murmur means a damaged heart. As soon as they 
are out of school they are placed in positions which 
impose the necessity of making prognoses. If they 
enter the army or navy they are at once put to the 
duty of examining recruits, a matter requiring a 
knowledge of prognosis. If they become examiners 
for life insurance the same knowledge is essential 
to the performance of their duties. In every field 
of medicine indeed where an opinion as to the future 
of an individual is concerned, the necessity of assessing 
the prognostic value of signs and symptoms is neces¬ 
sary. Thus the young doctor begins at once to act 
upon what he was taught. He accepts the ready¬ 
made prognosis and gets into the habit of using it. 
He says that “ a murmur means a damaged heart,” 
and does not doubt that he is right. Thus prognosis 
seems to be a matter of the greatest simplicity once 
a diagnosis of signs has been arrived at. The vast 
and vital difference between the sign itself and 
the nature and significance of it is overlooked or 
forgotten. 

It is scarcely necessary to dwell upon the import¬ 
ance of a true knowledge of prognosis to a doctor 
who has to determine whether a woman is or is not 
fit for child-bearing. 

Method of Arriving at Prognosis . 

In my own inquiry into prognosis in heart affec¬ 
tions I made many false starts before I recognised 
the principles which should guide me. One day, 
however, and quite suddenly, I put to myself the 
question: “What are you afraid of?” The reply 
was, of course, “ Heart failure.” At once there 
came the next question : “ Do these signs indicate 
heart failure, or do they foreshadow its occur¬ 
rence ? ” This brought home to me my lack of 
knowledge. 

I realised at least, clearly, the difference between 
the mere recognition of a sign—diagnosis—and its 
interpretation. I saw that prognosis hitherto had 
been accomplished by a process akin to jumping 
over an obstacle. One found a sign and called it a 
disease, instead of attempting to elucidate the 
mechanism of its appearance, or labouring to watch 
the responses to the calls of life of the man or woman 
showing it. That kind of “ prognosis ” was a double 
guess. One guessed that a murmur meant heart 
disease, and then one guessed again that heart 
disease meant an early death. Thus there was forced 
on me the need to watch and to follow individuals 
with all forms of cardiac abnormality, year in and 
year out. To study them in health and in periods 
of acute illness. To be with them during prolonged 
bodily exertion. To note, if possible, the very 
earliest signs of heart failure, and to observe every 
variation of these signs during the years of their 
development. To make myself familiar with periods 
of improvement and with periods of regression. 
Finally, to be present if patients died and to under¬ 
take post-mortem examinations. These labours I 
made some attempt to carry out. Their results will 
be detailed later. 


Gift for X Ray Research. —The board of manage¬ 
ment of the Royal Infirmary, Manchester, have accepted 
a gift of £4000 from an anonymous donor in aid of research 
work in connexion with “ Intensive X Ray Therapy.” The 
donor expresses the desire that a portion of this money 
should be expended in paying the expenses of a research 
scholar who is to study the methods adopted in various 
clinical centres—e.g., Erlangen, for the utilisation of inten¬ 
sive X ray therapy in relation to the treatment of cancer. The 
intention of the donor is to stimulate inquiry into a recently 
suggested means of dealing with malignant disease. Dr. 
Anderson, who was trained at the Liverpool Royal Infirmary 
under Dr. Thurstan Holland, has been appointed research 
scholar, and he will shortly proceed to Erlangen. The 
board of management have also made arrangements to 
have the necessary apparatus fitted up in their X ray 
department. 
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SURGERY OF THE PITUITARY GLAND. 

Delivered at the London Hospital on March 19th , 
1921 . 

By A. J. WALTON, M.S., F.B.O.S., M.B., B.Sc., 

SURGEON TO THE LONDON HOSPITAL. 


It is one of the most distressing and disheartening 
things in life to realise how largely our appearances, 
our actions, our morals, and our very destinies are 
dependent upon our internal secretions over which 
we have no control. Just as gross changes in certain 
glands cause marked symptoms, so also is it probable 
that variations in character are due to smaller changes. 
Are we then to condemn a person as dull and uninter¬ 
esting because his thyroid secretion is diminished, 
while we praise the greater activity and alertness that 
accompanies a slightly increased secretion ? Are we 
to condemn as grossly immoral one with well- 
developed sexual glands and accept a® an example of 
moral rectitude one who has suffered from parotitis 
in adolescence ? Is a patient with a lowered pituitary 
output to be regarded as mentally weak and foolish, 
while one with an increased secretion is to be praised 
for his bright intelligence and keen mentality ? 
Bather do we hope that by careful study of the effects 
of the internal secretions we may be enabled in the 
future to alter the characters of many and restore to 
them the power of enjoying those two things in life 
that are most worth having—namely, physical fitness 
and sunshine in the open country. Of the more 
gross changes our knowledge has already advanced 
considerably, and I propose to discuss to-day the 
marked changes that the pituitary gland, which is 
little, if any, larger than a bean, may iause in the 
whole body when it is the seat of disease. In order 
to group the symptom® in a manner easy of under¬ 
standing, I must briefly consider the development 
and functions of the normal gland. 

Development of the Normal Pituitary 
Gland. 

From the roof of the stomadeum immediately 
adjacent to the oral plate there grows upwards a 
small pouch known as Rathke’s pouch. From the 
floor of the fore-brain there is a corresponding 
downgrowth known as the infundibulum. These 
two processes come into contact and together form 
the pituitary body. The cells of the anterior portion 
undergo considerable proliferation. At first they 
form a somewhat triangular sac known as the 
pituitary sac. The cavity later becomes filled up and 
the proliferating cells form glandular spaces containing 
a small amount of colloid material. This portion 
remains distinct in adult life and is known as the 
anterior lobe. The stalk corresponding to Rathke's 
pouch passes, in the foetus, immediately in front of 
the notochord and between the trabeculae cranii, 
thus later, when these structures fuse to form the 
basi-sphenoid, all communication is shut off from the 
pharynx. It is interesting, however, to note that 
certain squamous-celled tumours may arise in or 
about the pituitary and that Duffey states that they 
probably originate in the remnants of Rathke’s 
uch, which may persist in the body of the sphenoid 
ne or beneath the capsule of the upper surface of 
the anterior lobe The anterior lobe forms about 
two-thirds of the total pituitary gland. The infundi¬ 
bulum grows downwards and enlarges at the 
extremity to form the posterior lobe. Although it 
loses its lumen the infundibulum persists and forms 
the stalk of the pituitary which connects the gland 
with the floor of the third ventricle. Between the 
two portions, formed in part from the anterior and 
in part from the posterior, is the para intermedia, in 


which persists the cleft corresponding to the pituitary 
sac. 

''"'The fully developed pituitary body is a rounded 
structure, somewhat flattened from above downwards, 
which fills the pituitary fossa of the sphenoid bone. 
It is about half an inch in its widest diameter and is 
entirely surrounded by dura matter. The pituitary 
fossa is roofed in except for a small opening in the 
centre, through which passes the infundibulum. The 
relationships of the gland are of extreme importance 
surgically. Below it rests upon the portion of dura 
mater lying upon the basi-sphenoid. The latter is 
deeply hollowed out anteriorly by the sphenoidal, 
sinus, from which cavity the pituitary gland is only 
separated by a thin layer of bone. The antero¬ 
inferior wall of the sphenoidal sinus is formed laterally 
by the cornua splienoidalia and medially by the 
ethmoidal spine, to which is attached the vomer. 
Hence, if an instrument be driven up the sphenoidal 
sinus through the nose, it will pass up through the 
basi-sphenoid into the pituitary fossa. Anteriorly 
lies the olivary eminence, on which is placed the optic 
chiasma, so that this structure and the commencement 
of the two optic nerves lie immediately in front of 
and above the pituitary gland. Laterally the cavity 
is bounded by the reflection of the dura mater which 
forms the cavernous sinus and which contains the 
internal carotid artery and the third, fourth, fifth, 
and sixth nerves. Anteriorly the internal carotid 
turns upwards on the outer side of the optic nerve. 
The anterior cerebral and communicating arteries 
together form a bridge uniting the two carotids 
across the upper surface of the optic nerves, which 
may be compressed by the arteries when the pituitary 
enlarges. Immediately behind the internal carotid 
the anterior portion of the optic tract lies on the 
outer border of the pituitary fossa. Posteriorly is 
the depression at the apex of the petrous bone, 
forming the c-avum Meekelii, in which lies the 
Gasserian ganglion. Posteriorly, the dorsum sellte, 
with the posterior clinoid processes, sharply limits 
the pituitary fossa. W ithin the fossa and surrounding 
the gland is a small sinus, the circular sinus, formed 
by anterior and posterior transverse channels which 
pass from one cavernous sinus to the other. It will 
thus be seen that the gland is closely surrounded by 
most important structures and that surgical approach 
is associated with considerable difficulty. 

Structure and Functions. 

The anterior lobe is formed of a glandular epithelial 
structure, the glands being tubular in nature and the 
whole portion being extremely vascular. The glands 
have no ducts and may often contain a colloid-like 
material very similar to that of the thyroid gland. 
The pars intermedia, which surrounds the cleft, is 
also epithelial in nature, but less coarsely granular. 
The epithelial cells are arranged in vesicles which 
also contain colloid material. It is said, however, 
that the colloid of the pituitary gland never contains 
iodine. The posterior lobe is formed of a vascular 
connective tissue which has lost its original glial 
structure and more closely resembles true connective 
tissue. 

There is still a certain amount of doubt as to the 
actual functions served by the different portions, for 
both experimentally and clinically it is difficult to 
obtain a lesion which is limited wholly to one or other 
lobe. There even seems to be some doubt as to the 
effect of total extirpation. Cushing found that 
complete removal was followed by the death of the 
animal, but Sir Victor Horsley obtained opposite 
results. The posterior lobe Is usually grouped with 
the para intermedia and it is probable that the greater 
part of its function is due to this latter portion, for 
it is difficult to see how a structure formed mainly 
of connective tissue, like the true posterior lobe, will 
have any definite function. Evidence at present 
obtainable indicates that the functions are as follows: 

Anterior Lobe ,—The secretion of this portion would 
appear to control calcium metabolism and the growth 
of the skeleton, including the bony, cartilaginous, and 
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connective-tissue structures. Possibly it may control 
the deposit of fat and the growth of the sexual glands. 

Posterior Lobe .—The secretion of this portion, 
which includes the pars intermedia, has very definite 
effects. Extracts which are now so largely used in 
clinical medicine are dependent upon the secretion of 
this portion. The constituents are several in number 
and may be grouped as follows :— 

(а) A pressor body. Injection of the extract is often 
followed by a very marked rise in the blood pressure, and 
for this reason pituitary extract is very frequently used to 
combat surgical shock. 

(б) A depressor body. There is a constituent which, 
after the pressor effect has died away, leads to a decrease 
in the blood pressure. The activity and time of onset 
appear to be variable, so that occasionally, when the ! 
pituitary extract is given to a normal person, or to a patient j 
suffering from shock, the depressor effect will be the first 
to become evident; hence the use of pituitary extract is 
not wholly without danger. 

(r) A diuretic body. There is a constituent which appears 
greatly to increase the secretion of urine, and leads to a 
very definite polyuria which is associated with dilatation 
of the renal vessels. In this respect the effect upon the 
arteries differs from that upon the arteries of the rest of 
the body. 

(d) A galactagogue. When pituitary extract is adminis¬ 
tered to a lactating animal there is marked increase in the 
flow of milk, but this is apparently only of short duration, 
so that the total flow over a prolonged period does not seem 
to be definitely increased. 

(e) One of the most constant effects appears to be 
powerful contraction of unstriped muscle. This is especially 
noticeable in the intestine and uterus, so that the extract 
is largely used in the treatment of various forms of intestinal 
paralysis and in some varieties of uterine inertia. 

(J) There is a body, the presence of which appears to 
diminish the carbohydrate tolerance. There is some doubt 
as to whether this body is formed by the anterior or posterior 
lobes, but it is more probable that it comes from the anterior, 
for with all conditions of hypopituitarism the tolerance is 
usually increased, whereas glycosuria may be present with 
acromegaly. In some cases it would seem that the anterior 
lobe, and possibly the pars intermedia, may take the place 
of the thyroid or sexual glands, for there is an increase of 
the colloid material after a thyroidectomy, during pregnancy, 
and after castration. 

Clinical Disturbances. 

The symptoms associated with lesions of the 
pituitary fall naturally into the three following 
groups :—(I) Disturbance of the internal secretions. 
(2) Local pressure effects. (3) General pressure 
effects. It not uncommonly happens that all three 
of these groups are present in the same case but in 
others only one or more may be found. 

(1) Disturbances of Internal Secretion. 

Just as there is considerable doubt as to what 
functions should be apportioned to the different parts 
of the gland, so there is also some doubt as to which 
arts of the gland are mainly at fault in different 
iseases. The following is, however, in the light of 
our present knowledge, a useful working classifica¬ 
tion :— 

Anterior Lobe .—(a) Increase of function: (1) In 
young patients = gigantism ; (2) in adults — acro¬ 
megaly. ( b) Decrease of function: (1) In young = 
lack of growth, ateliosis (Lorain’s disease) : (2) in 
adults (?). 

Posterior Lobe. — (a) Increase of function (?) ; 
(6) decrease of function : (1) In young = dystrophia 
adiposa genitalis (Frohlich’s disease) ; (2) in adults = 
adiposa dolorosa. 

Gigantism . 

It is probable that not all giants have a lesion of 
the pituitary gland, but that there is a close associa¬ 
tion has been realised since the work of Sternberg, 
who showed that 20 per cent, of acromegalics are 
giants and 40 per cent, of giants develop acromegaly. 
Post-mortem examinations of giants show also that 
the pituitary gland and the pituitary fossa are very 
frequently enlarged. Brissaud was the first to point 
out that acromegaly was probably gigantism of adult 
life, or that gigantism could be regarded as acromegaly 


occurring during the period of growth. He also 
showed that examples of acromegaly and gigantism 
might be found in the same family. As a general 
rule the overgrowth is symmetrical, and beyond 
being of unusual size the patient may show little or 
no abnormality. 

Acromegaly. 

This condition, first completely described by 
Pierre Marie in 1886, appears to be definitely depen¬ 
dent upon an enlargement of the pituitary gland. 
There is nearly always an overgrowth of the anterior 
or glandular portion of the gland, but cases are 
reported in which there has been a haemorrhage or 
the formation of a cyst in the anterior lobe. Males 
and females appear to be almost equally affected 
and the disease most commonly commences after 
the age of 30. It has been reported, however, as 
commencing at a much earlier age, and it is in such 
cases that there is more likely to be a general over¬ 
growth leading to gigantism. The onset is as a rule 
slow, but when well established the changes are very 
characteristic and easily recognisable. 

Spine .—The individual bones are thickened and 
there is a definite kyphosis. The patient may not 
notice a general increase in the height, but some will 
state that they have grown several inches since the 
onset of the symptoms. In three of my cases the 
height had increased from 1-3 inches. 

Thorax .—The thorax is markedly enlarged, widened, 
and deepened. It projects more in the lower part 
and there is a wide subcostal -angle. The pelvis is 
enlarged in all directions and the bones are generally 
thickened. This is especially noticed in the iliac 
bones and at the points of muscular attachment. 

Head and Face .—It is in this area that very 
characteristic changes are seen. The cranium is but 
little altered, but the face as a whole shows general 
hypertrophy, especially in the vertical direction. 
The forehead appears low and narrow, but the 
orbits are much enlarged and thickened and an 
X-ray will show that to a certain extent this is due 
to an increase in the size of the frontal sinuses. 
Owing to the size of the orbital margins the temporal 
areas appear to be depressed. The upper jaw shows 
a slight overgrowth, but the lower jaw shows a very 
marked hypertrophy. The method of the over¬ 
growth is unusual. * It is not due, as would be 
expected, to a simple deposit of bone beneath the 
periosteum, because the individual teeth become 
widely separated from one another, and hence there 
must be an increase of the bone throughout. In the 
late stages the teeth are so much separated that they 
form an arch greater than that of the upper teeth. 
At the same time they may be everted by the pressure 
of the hypertrophied tongue. The jaw is enlarged 
from above downwards ; the great length of the face 
is largely due to the hypertrophy in this area. An 
X-ray will show overgrowth of the bone in the orbital 
regions and some thickening of the tables of the skull. 
The pituitary fossa is generally enlarged, and there 
may be atrophy or erosion of the clinoid processes. 
The changes are not limited to the bone : the eyelids 
are thickened and hypertrophied and the nose is 
considerably enlarged, being lengthened and widened 
from side to side. The tissue over the cheeks is 
thickened and prominent. The lips are greatly 
swollen and thickened, being often negroid in type. 
The tongue is hypertrophied, so that it may project 
beyond the teeth and may interfere with speech. 
The ears are also thickened and enlarged. 

Hands and Feet .—The changes in the hands and 
feet are even more characteristic than those in the 
head and face. They are much increased in size, the 
enlargement being due to an increase in the width 
rather than in the length. This is especially notice¬ 
able in the feet; patients will often state that since 
the onset of the disease they have had to take two 
sizes larger in boots, and that even then a labouring 
man’s boots have to be used in order to gain the 
increase in width. The thickening in the hands is 
seen to consist of all the tissues, bones, muscles. 
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connective tissue and skin, but the lingers are more 
or less cylindrical and much wider than normal. 
The nails do not share in the hypertrophy, so that 
they seem to be relatively small. The thenar and 
hypothenar eminences are increased in size, but the 
subcutaneous tissue does not pit and the thickening 
is therefore not due to oedema. The feet are affected 
in a similar way. There is a great increase in the 
width, especially at the base of the toes, and the 
heels may appear massive. The toes are all enlarged 
and more cylindrical than normal, especially the first- 
toe. The X rays may show in the early stages little 
or no change in the bone, the hypertrophy being due 



Fig. 1.—Typical case of acromegaly, showing changes in 
face, hands, and feet. 


to an increase of the soft tissues, but in more advanced 
cases there is always a definite deposit of new bone, 
especially under the periosteum of the proximal 
phalanges. Even when the heels appear to be very- 
massive the X ray will often demonstrate that there 
is no change in the astragalus. As a rule the 
hypertrophy does not extend beyond the wrist and 
ankles, but not uncommonly there is a marked 
muscular hypertrophy of the arms and legs. In 
the later stages of the disease the muscles may 
atrophy. Occasionally an X ray will show that the 
distal extremity of the limb bones have a new deposit 
of bone beneath the periosteum, but as a rule they 
are unaffected. 

Sexual Glands .—These also show very constant 
changes. In women the breasts become smaller 
than normal, and amenorrhcca is one of the earliest 
symptoms. The external genitalia are hy pertrophied, 
both in the male and female, but there is always a 
marked decrease in sexual desire. 

On the vascular side the heart is often hyper¬ 
trophied, the arteries are thick, and the veins varicose. 
The blood pressure is generally high, but often shows 
a marked variation. The thyroid may be small and 
the larynx hypertrophied, so that in women the 
thyroid cartilage may be as prominent as in men and 
with this the voice becomes deeper and stronger. 
The skin shows profuse sweating and pigmentation, 
the hair becomes very coarse and wiry, and in 
women its distribution becomes more of the male 
type. The intelligence is as a rule good, and in two 
of my cases the women were of unusual intelligence 
—were, in fact, the guiding spirits in their homes. 
Later there may be a general depression of the mental 
functions, with drowsiness, but this probably only 
occurs when the general symptoms of pressure are 
becoming more in evidence. There is often polyuria, 
and not uncommonly a marked glycosuria which 
can usually be controlled by diet. In the early 
stages especially, the patients will often complain of 
severe pain in the limbs and joints, of headache, and 
pain in the eyes. It will be seen therefore that in 
females this disease tends rather to produce the male 
characteristics. There is a general increase in the 
skeleton with muscular hypertrophy, an overgrowth 
of the hands and feet with hypertrophy of the 
phalanges, an alteration in the larynx with a deepening 


of the voice, an alteration in the distribution of 
the hair with atrophy of the breasts, and the develop¬ 
ment of a more masculine intelligence. 

The following is a typical example of the disease. 

Case 1. Pituitary Tumour with Acromeqaly. —J. S., a 
married woman, aged 42, was quite well until seven years 
ago, when she commenced to have pain and stiffness in 
the neck, so severe that she could not move her head. This 
has continued ever since. Shortly after she noticed her 
hair getting coarser and more curly. Four years ago she 
noticed hands and feet getting bigger, so that she had to 
wear boots two sizes larger ; also noticed a marked but 
gradual change in her features. For six months her tongue 
has been getting bigger, and now interferes with speech. 
Sight has been altering for tw-o years ; she noticed that she 
was getting blind at the sides and now feels as though she 
were looking through a tube. For seven months she had 
severe thirst, and glycosuria was then discovered. 

On examination there are characteristic changes in the 
face. Eyelids thickened and enlarged, orbital ridges 
massive and prominent ; hair dark, coarse, and curly; 
tongue large ; teeth in lower jaw are widely separated ; 
the arch they form lies outside that of the upper teeth. 
Mouth large, lips thickened ; lower jaw’ massive and 
prominent. Hands and feet much enlarged, chiefly from 
side to side ; lingers thickened and cylindrical. Since the 
age of 21 patient has grow r n 2 inches. Spine is slightly 
kyphotic ; thorax w r ide and massive, iliac bones enlarged. 
Patient is extremely intelligent, and has always been 
engaged in intellectual work ; thinks herself that her 
memory and reasoning powers have been more active in 
the last few years. Vision very poor ; she cannot read 
with either eye. Marked diminution in fields of vision, 
more so for white than for movement. Discs show distinct 
optic atrophy. No circulatory changes. Catamenia ceased 
at 39. Has had two children, 20 and 17 yeans ago ; four 
miscarriages. She has never had any sexual desire. She 
is passing 80-90 ounces of urine a day, which contains 
10 per cent, of sugar. An X ray examination shows a great 
increase in the width of the pituitary fossa and marked 
enlargement of the frontal sinuses. There is no new bone 
beneath the periosteum of the phalanges. 

►She was transferred to the care of Dr. A. W. M. Ellis, who 
was able with diet to eliminate the sugar from the urine, 
and in two weeks had raised the sugar tolerance to 100 
grammes per diem. 

Operation and Result .—After the lecture this patient 
was operated upon. A large osteo-plastic flap was turned 
outwards from the left frontal region. The dura was then 
raised as far as possible from the orbital plate and opened 
anteriorly. The brain was carefully elevated, and an 
extremely good view of the left optic nerve and the 
pituitary gland was obtained. The gland was enlarged 
and formed a swelling in front of the chiasma. Its capsule 
w-as opened and the w-hole of the gland removed from the 
dural covering. There was little or no bleeding. The 
brain was then replaced and the osteo-plastic flap returned. 

She made an uninterrupted recovery from the operation 
and three weeks later was free from the severe pain. The 
eyesight was still poor ; the vision of the left eye, much 
w-orse after the operation, has gradually improved, and she 
can now' see nearly as w-ell as before the operation. There 
has been no return of the sugar in the urine, but she Is still 
on a modi fled diet. 

The pathological report of the gland states that there 
was a solid spheroidal-celled carcinoma of the anterior lobe 
of the pituitary, with a greatly compressed fibrotic remnant 
of the anterior lobe. 

Ateliosis or Lorain's Disease. 

This may be regarded as the exact reverse of 
gigantism. The patient is small and has never 
grown, but the proportions of the different parts of 
the skeleton remain more or less normal, so that the 
condition is easily distinguished from achondroplasia. 
With the lack of growth there is a failure of the 
secondary sexual characteristics to develop, so that 
these patients appear to be much younger than 
they really are, and at the age of 35 or 40 may 
appear to be only 14 years of age. The bones are 
small and relatively fragile, and the muscular attach¬ 
ments poorly developed. The junctions of the 
epiphysis are greatly delayed but the formation of 
the bones is regular, so that there is no enlargement 
of the epiphyseal ends as may be seen with achondro¬ 
plasia and soihe forms of thyroid insufficiency. The 
skull is small with thin bones and an X ray may 
show very definite changes in the pituitary* fossa, 
which will vary with the nature of the lesion. If, 
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as is not uncommon, there is a simple cyst, the fossa 
may be much dilated and the clinoid process may be 
absorbed. The lower jaw is badly developed and 
there is a poor eruption of the teeth. The muscles 
are ill-developed and are more of the type found at 
the age of puberty. The skin is soft, delicate, and 
white, and resembles that of a young female. The 
body and face remain hairless and the voice is thin, 
high, and piping, so that the patient, if a male, 
retains many of the female characteristics. The 
sexual glands are never developed and the intelligence 
is always considerably below the normal. The 
appetite is poor, and there is often an alteration in 
the secretion of urine ; the latter may be increased or 
diminished. There is no glycosuria, and in some 
cases the carbohydrate tolerance appears if anything 
to be above the normal. Later there will be a 
diminution in the lields of vision owing to local 
pressure, or the presence of headache from the 
increased intracranial pressure. 

There is. as far as is known at present, no definite 
disease due to atrophy of the anterior lobe in the 
adult. It would, however, be of interest to investi¬ 
gate a'series of cases of “ fragilitas ossium ” from 
this point of view, for the changes they present are 
those that would be expected with a loss of function 
of the anterior lobe. There is a similar lack of 
knowledge of any symptoms associated with an 
increase of function of the posterior lobe, but I have 
often been struck by the fact that an unusual 
intelligence—and by intelligence is meant, not the 
flabby, insipid condition which to-day is spoken of 
as an artistic temperament, a 
thing which is neither an art, 
nor a science, nor an intel 
ligence, but merely a conceit 
—is frequently associated with 
marked physical activity and 
a high blood pressure, and if 
minor degrees of hypertrophy 
of the anterior lobe are, as 
one is led to believe, associated 
with a keen intelligence, it is 
probable that the other factors 
are dependent upon hyper¬ 
trophy of the posterior lobe. 
It will be interesting to note 
whether, in the future, cases 
of arterio-sclerosis and chronic 
nephritis occurring in the 
young will be found asso¬ 
ciated with hypertrophy of 
the posterior lobe. 

Dyatrophia Adiposo-Gen itali8 
(Frdhlich’8 Disease ). 

In this variety of disease 

the characteristic changes 
consist in a marked over¬ 
growth of the subcutaneous 
fat. The deposit is more or 
less general, but has a tend¬ 
ency to be placed so as to 
exaggerate the female outline 
of figure, so that in the male 
Fig. 2.—Patient, aged 14. there is a relatively greater 
Frohlich’s syndrome. thickening of the buttocks 
and thighs, and a subcu¬ 

taneous deposit in the region of the breasts. 
At the same time the blood pressure is low, 
and there is a good or increased tolerance to 

carbohydrates. There are other changes which are 
possibly due to an associated diminution of the 
anterior lobe secretion. The patient, although 

generally of the normal height, shows a relatively 
poor development and the epiphyses are often late 
in joining. The skin is soft and there is no growth 
of axillary hair, the voice is high-pitched and squeaky, 
and the thyroid small. The genitalia remain small 
and undeveloped, and not uncommonly the intelli¬ 
gence is considerably below normal- The X ray 



often shows very marked enlargement of the sella 
turcica, for at operation or post-mortem the lesion 
is not infrequently found to be either a cyst or a 
tumour which has led to destruction of the pituitary 
gland. 

Case 2. Pituitary Cyst with Decrease of Posterior Lobe 
Function. —I. J., aged 14, was admitted to the London 
Hospital on Juno 11th, 1915. For two years she had had 
gradual onset of frontal headaches, chiefly noticed in the 
early mornings, and steadily increasing in severity. One 
and a half years ago there was a seizure during the night ; 
she woke up and felt queer, and her mother states that she 
was stiff and unconscious and that she talked and rolled 
her eyes. For six months she had had occasional cur ious 
attacks in which the body shook all over so that she had 
to sit down. The attacks only lasted for one minute. For 
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Fig. 3.—Radiogram of part of skull of girl shown in Fig. 3. 
A, ill-defined shadow above pituitary fossa ; B, fossa much 
enlarged ; C, posterior clinoid processes absent. 

one and a half years the eyesight had been failing. At 
first she did not notice steps w’hen walking and fell over 
them. Could not see people coming from the side, and 
was startled when she found them close to her. For seven 
weeks unable to read print; for six weeks occasional 
diplopia, and friends have noticed that she squinted ; for 
the last ten days similar fits to the first evening. All 
occurred at night, and she vomited during and after the 
fits. 

On examination noticed to be extremely fat; distribu¬ 
tion of fat chiefly in trunk and thigh'!; ; the face was 
rounded and infantile. She had never menstruated ; 
there was no pubic hair. Vision much affected ; on 
right side could only distinguish light and darkness, on 
left side marked contraction of temporal field ; both 
discs showed optic neuritis, which on the right side was 
passing on to atrophy. Slight incoordination of the rapid 
movements of right hand, otherwise no changes in the 
vascular system. 

An X-ray examination of the skull showed a marked 
enlargement of the pituitary fossa, immediately above 
which was a blurred shadow. 

On June 15th a large frontal osteoplastic flap was made 
on the right side and turned outwards. The dura was 
opened and the right frontal lobe carefully elevated until 
the right optic nerve and chiasma were exposed. Beneath 
the chiasma a large swelling was seen which, when punctured, 
allowed the escape of 4-5 drachms of thick fluid, which was 
collected into a tube and found to contain large quantities 
of cholesterin. A small drainage-tube was inserted and 
the flap replaced. 

The patient made an uninterrupted recovery from the 
operation, and six weeks later was transferred to the 
medical side. She made, however, no improvement in 
her sight, and eight months later a letter was received 
to say that she remained blind, and had continued to have 
frequent attacks of spasm until her death at the time of 
the letter. 

It is probable that the condition which Fearnsides 
has described as the “ pudding-face type ” is a milder 
degree of this same disease. There may be a slight 
general increase of the subcutaneous fat, the face is 
fat and rounded with red prominent cheeks, and the 
voice high and piping. The thyroid is often small 
and amenorrhcea is generally present. As in the 
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Frohlich’s type there are frequently alterations in the 
visual fields which may, if left, progress to complete 
blindness. 

Adiposa Dolorosa (Dercum's Disease). 

There is a considerable amount of evidence that 
this disease bears the same relationship to Frohlich’s 
disease as acromegaly does to gigantism, and that it 
is a change due to a diminution of the secretion of 
the posterior lobe which has occurred after the 
normal growth of the body has been completed. It 
is characterised by large irregular and generally 
painful deposits of fat. which may be diffuse in 
outline or may be more or less localised in the form 
of lipomata. The distribution of the fat is curious 
and very characteristic. The face, hands, and feet 
remain free and the deposit is most marked in the 
buttocks and thighs, so that at times the portion of 
the body above the waist is quite normal, while there 
is a very marked overgrowth in the portion below. 
At other times the fat is deposited in the back and 
shoulders and sometimes in the posterior aspects of 
the arms. Dercum himself noted a very marked 
change in the pituitary gland, but it is only right to 
mention that in many cases the thyroid has also 
been affected and that good results are claimed to 
follow the administration of extracts of this gland. 


(2) Local Pressure Symptoms. 

The chief local pressure symptoms are due to 
interference with the optic tracts or chiasma. The 
portion most likely to be affected is the inner part of 
the two tracts and the posterior portion of the 
chiasma—that is to say, the fibres which are passing 
to the two nasal halves of the retina. Therefore one 
of the earliest symptoms is a diminution in the 
temporal fields of vision, a bitemporal hemianopsia. 
Riddoch has shown that even in the early stages 
there is often a marked disassociation in the fields, 
not only for different colours but for fixed and 
moving objects. The fields may be considerably 
reduced before the patient is aware of any change, 
but he will shortly notice that objects disappear as 
they pass to one side of his visual field. In advanced 
cases he may state that he appears to be looking 
through a tube or opera glasses, or that he feels as 
if he were wearing blinkers. This alteration in the 



Fig. 4.—Tumour giving localised symptom!! only. Field 
Hhowiug marked diminution of vision. Inner field is the 
urea for red; outer field is area for blue. 

lields of vision may be found with any of the varia¬ 
tions of secretion, or it may be present alone. In 
the latter case a tumour is present wiiich has not 
arisen from the pituitary itself, and has not yet led 
to sufficient pressure upon the gland to interfere 
with its secretion. If the condition be allowed to 
progress there will be added to the hemianopsia 
firstly a diminution of the vision in the remaining 
field and later complete blindness. 

The other local pressure symptom is much less 
frequent. It consists of severe attacks of neuralgic 
pain in one or other side of the face wiiich maps out 
either a part or the whole of the fifth nerve. It 
appears to be due to pressure either upon the 
Gasserian ganglion or upon the individual branches 
of the fifth nerve. 


Case 3. Pituitary Tumour with Local Pressure Signs .— 
S. B.. a woman aged 55, was admitted to the London 
Hospital on Oct. 23rd, 1915. For 18 months had noticed 
her eyesight gradually failing ; had to give up first- fine 
needlework and later reading. For the same length of 
time there had been pain in the back of eyes and down left 
side of face. In October, 1913, examined by an oculist, 
who discovered bitemporal hemianopsia ; in April, 1914, 
the nasal fields had also become restricted. Never severe 
headaches, and has not noticed any changes iu the body 
structure. On examination found to be a healthy-lookiug 
woman, with a normal spine and skull. Mentally acute ; 
no changes seen in body structure ; thyroid gland normal. 
At this time, Oct. 23rd, 1915, marked contraction of the 
fields of vision ; left eye almost completely blind, and could 
only just distinguish light and darkness ; on right side 
complete loss of temporal field and considerable contraction 
of nasal field. An X ray examination showed a marked 
enlargement of pituitary fossa. 

On Oct. 25th, 1915, an operation was performed by 
the frontal route. A left frontal flap was turned outwards 
as in the last case and the brain carefully elevated after 
opening the dura. A good view of the pituitary gland was 
seen and it formed a round bluish-red mass with the left 
optic nerve stretched and flattened over its surface. Owing 
to the practically complete blindness on the left side 
and the appearance of the optic nerve, it was decided that 
the vision could not be recovered, and the nerve was there¬ 
fore divided. The tumour was then incised, and found 
to be formed of a soft but solid material, which was easily 
scooped out. This left a firm wall lying in the dilated 
sella turcica, from which there was little or no bleeding. 
Brain replaced and the wound closed. 

Patient had a somewhat stormy convalescence, and for 
five days had aphasia and weakness of the right arm, 
and to a lesser extent of the right leg. This gradually 
improved, and six weeks later she was able to walk about 
the ward, her speech having completely recovered. In the 
first few days pituitary extract was administered, but this 
appeared to lead to a marked increase of the mental dullness, 
and it was therefore omitted. The pathological report 
states that the tumour was a solid acinar carcinoma of the 
pituitary. 

Since operation patient has progressed favourably. 
A letter dated April 1st, 1921, states that she has marvel¬ 
lously recovered, and can do her own housework. The left 
eye is still blind, but there is a considerable improvement 
in the sight of the right. All pain and headache have ceased. 

(3) General Pressure Symptoms . 

A pituitary tumour, being situated within the 
calvarium, will sooner or later lead to an increase of 
the intracranial pressure. The extent of the pressure 
will vary considerably with the nature of the lesion. 
A tumour may be present which is essentially a 
cerebral tumour but which, growing downwards, 
interferes with the pituitary gland. In this case 
there will be marked evidence of intracranial pressure 
with slight signs of pressure upon the optic nerves 
and some evidence of a secondary diminution in the 
pituitary secretion. On the other hand, a lesion 
which commences in the pituitary gland will give a 
very marked interference with its functions, and 
definite local pressure signs, while it is only in the 
later stages that the neoplastic mass presses upwards 
sufficiently to give a marked increase in intracranial 
pressure. The first symptom is headache, and it is 
often difficult to determine how much of the pain is 
due to pressure upon the fifth nerve and how much 
to general increase of intracranial pressure. The 
early changes of optic neuritis are also often objured 
by primary atrophy due to pressure upon the chiasma. 
The majority of cases of pituitary lesion which have 
been traced to a fatal termination present at the end 
definite evidence of an increase in the general 
intracranial pressure. 

Treatment. 

Most observers have laid stress upon the difficulty 
of classification of the pathological lesions found. It 
is now, however, generally recognised that the 
tumours, excepting only the rare forms of squamous 
carcinoma, are, as a rule, relatively benign and should 
be described as adenomata, in spite of the fact that 
microscopically they often appear to be carcinomatous. 
They resemble adenomata of the thyroid in so tar 
that they frequently have a function. On the other 
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hand, those conditions in which there is a diminution 
of the secretion are usually associated with a cyst or 
some form of tumour, which instead of giving rise 
to an increase of function causes pressure atrophy of 
the gland. A true atrophy of the gland seems to be 
extremely rare, and the X ray photographs, as a 
rule, show an expansion of the pituitary fossa. Hence, 
on a priori grounds satisfactory results would be 
expected to follow operative interference in both 
types of case. On the one hand it would remove 
the tissue which was giving an excessive secretion, 
and on the other it would remove the structure which 
was causing the pressure atrophy. It must, however, 
be remembered that most of the conditions associated 
with an alteration of secretion are very slow in their 
progress. They may persist for years, and ?ome of 
them, especially indeed acromegaly, may regress 
after a prolonged period. The operation is one of 
very considerable severity, and is bound to be 
associated with a relatively high mortality. For this 
reason it is doubtful whether an operation will 
frequently be advocated simply to relieve the hypo- 
or hyper-pituitarism. The chief indication will 
therefore be the presence of local or general pressure 
symptoms. If the visual fields are rapidly diminishing 
in size and there is danger of complete blindness an 
operation should certainly be considered, and the 
same is true if there is increasing headache or vomit¬ 
ing. The presence of definite early optic neuritis in 
addition to the commencing atrophy will be sufficient 
to warrant surgical interference. The presence of 
marked glycosuria in cases of acromegaly will 
generally indicate rapid progress of the lesion ; but 
since (as in the case recorded above) it may be tem¬ 
porarily cured by medical measures it is often an 
indication rather than a counter-indication to 
operation. A rapid increase in the symptoms due 
to the changes in the internal secretions may also 
be regarded as an evidence of rapid progress, and 
therefore an indication for interference. 

So much has been written of late on the different 
methods of approach that it is unnecessary to 
consider them again in detail. My own experience 
has been that an infinitely better approach can be 
obtained by the cranial route, and that although this 
operation may be somewhat more severe than the 
intranasal, it gives a very much better opportunity 
of removing tlie whole growth, which, as Cope has 
shown, tends at an early period to enlarge upwards. 
The operation therefore which I favour is a modifica¬ 
tion of the Frazier method. A large frontal flap is 
made and turned outwards. The lower limb passes 
around the margin of the eyebrow and the upper lies 
about three and a half inches above this, parallel to 
it, and thus well within the area of the hairy scalp. 
These two incisions are connected by a vertical limb 
in the middle of the forehead. The flap is made on 
the side which shows the greater diminution in the 
visual Held, for it may happen that removal of the 
tumour will necessitate some interference with the 
optic nerve ; hence it will always be wiser to interfere 
with the eye which is of less value. The incisions 
are deepened to the bone and trephine openings 
made in each comer. The four openings are united 
with a Gigli saw ; the bony flap, which is thus about 
three inches square, is lifted up and turned outwards 
while still attached to the superficial tissues. The 
dura is now elevated as far as possible from the 
orbital roof, and when the limit of this reflection has 
been reached, an opening is made into it parallel 
with the orbital ridge. The frontal lobe in the brain 
is carefully elevated with a broad metal retractor, 
and the cerebro-spinal fluid gently swabbed away. 
Great caution must be exercised in elevating the 
brain lest the retractor cut into it. After a short 
period of careful sponging a clear view is obtained of 
the optic nerve and chiasma, and the pituitary gland 
and any tumour may be removed from the position 
in which it is most prominent. This is usually in 
front of and below the chiasma. By performing 
these steps slowly and carefully I have found that it 


is quite unnecessary to remove the orbital ridge and 
plate as advocated by Frazier. The operation is 
thus shortened and the possibility of resulting 
deformity is diminished. In only one case have I 
found it necessary to divide the optic nerve. In the 
others, although the operation has occasionally been 
followed by a slight increase in blindness, the latter 
has always improved. As soon as the tumour has 
been removed the dura is closed and the bone replaced. 

The above operation—which, based upon Frazier’s 
method but differing from it in that the orbital 
ridge and plate are untouched and that the dura is 
opened relatively early so as to allow the elevation 
of the brain—has now been performed in five cases. 
One was a case of acromegaly, one presented 
Frbhlich’s syndrome, two had local pressure symptoms 
alone, and one had local and general pressure 
symptoms. In every one of them an almost perfect 
view was obtained of the pituitary gland. The optic 
chiasma and the optic nerve and tract on that side 
were clearly visible. The extent of the tumour could 
be determined, a point which is especially valuable 
when it has grown upwards out of the fossa. In no 
case was it difficult in removing the tumour to reach 
to the bottom of the sella turcica, and in this respect 
it appeal's to give as good an approach as can be. 
possibly obtained by the intranasal route. In the’ 
one case where the optic nerve was destroyed the 
division of this structure greatly increased the view 
and allowed of easy removal of the tumour. If 
performed slowly and carefully the amount of shock 
is very much less than would be expected and in 
several cases it was hardly noticeable. Of the five 
cases two died from the immediate effects of the 
operation. Of the remaining three the one with 
Frohlich’s syndrome died eight months later with 
symptoms of the disease, probably from a re-filling 
of the cystic cavity. It is of interest to note that in 
the patient who has survived for five years the 
pathological report stated that the condition appeared 
to be carcinomatous. 
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Part I.—By R. L. Mackenzie Wallis. 

The observations recorded in this paper have been 
obtained by us with the use of a new anaesthetic 
compound/ The theory and chemical details have 
been worked out by myself, and the application of 
this compound as an anaesthetic by Dr. Langton 
Hewer. The details of manufacture will be described 
in the first part of the paper, and the results obtained 
upon a large number of patients in the second part. 
The discovery of a compound possessing powerful 
anaesthetic properties, which has no relation chemi¬ 
cally to either chloroform or ether, is the result of 
many years of work upon the subject. 

Such chemical compounds as ether and chloroform 
were known for many years before they were applied 
as agents for producing general anaesthesia. The 
history of anaesthesia and anaesthetics is of compara¬ 
tively recent origin, and it is not surprising therefore 
to find many gaps in our knowledge. A vast amount 
of work is necessary before this difficult and complex 
subject is elucidated ; and we are at present merely 
working on the borde rland. _ 

* A paper read before the Section of Anaesthetics, Royal 
Society of Medicine, April 1st, 1921. 
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The Use of Ether as a Vehicle. 

For many years I have been engaged upon the 
problem of the purification of ether ; and during my 
service in India had unusual opportunities of pursuing 
this subject. The knowledge so gained has since 
been extended. With pure ethyl alcohol and pure 
sulphuric acid it is possible, under certain conditions, 
to prepare ether free from alcohol and water. This 
ether, when fractionally distilled, yields about 50 
per cent, of distillate at a temperature of 34*5° C., 
and practically the whole of the remainder comes 
over between 34*7° 0. and 34*8° C. There is only a 
very small residue left. Pure ether obtained in this 
way, when freshly prepared, can be given in large 
quantities to animals without producing anaesthesia— 
in fact, the preparation exerts an intoxicating action ; 
moreover, even were this pure product of use for 
producing anaesthesia, its cost would be prohibitive. 
Having established this point it became obvious 
that the anaesthetic properties were wholly due to 
one or other of the compounds contained in ordinary 
anaesthetic ether. In view of its volatility, and 
moderate toxicity, pure ether was evidently the 
best vehicle that could be used for the preparation 
of an anaesthetic. Attempts were therefore made to 
purify ordinary ether for this purpose. The problem 
was somewhat complicated by the fact that during 
the war ethyl alcohol became very costly, and avail¬ 
able only in limited quantities. The only other 
source was “ industrial spirit,” consisting of a mixture 
of ethyl and methyl alcohols ; and this became the 
sole source for the preparation of anaesthetic ethers. 
It appears now to have superseded ether made from 
rectified spirit; and from the point of view of cost 
alone its use is to be recommended. 

Impurities Contained in Ether. 

Many samples of ether prepared in this way were 
found to contain not only the three ethers—viz., 
dimethyl, diethyl, and methyl-ethyl ethers—but, in 
addition, abundant impurities. There is no doubt 
that whereas pure ethyl ether undergoes oxidation 
on standing, it does not do so as readily as the 
methylated ether. There are, therefore, much larger 
amounts of impurities in the latter ethers. The chief 
preformed impurities are alcohol, water, acetone, 
and mercaptans and thio-ethers. Those formed by 
oxidation of the ether comprise aldehydes, peroxides, 
and acids. Carefully prepared samples of ether 
naturally contain very small quantities of these 
impurities, but the purer the sample, the more of it 
is required to produce anaesthesia. It follows, 
therefore, that if larger quantities are used, the 
actual amount of impurities administered may be 
considerable. 

Removal of Mercaptans, 

The methods usually adopted for purifying ether 
were systematically investigated, ana it was found 
that most of the impurities were thereby removed. 
The removal of the chief impurity—viz., mercaptans 
—proved to be a much more difficult problem. A pro¬ 
cedure was ultimately found whereby the mercaptans 
are completely removed from the ether, and this 
appears to be the most important part of the 
process. By distilling ether with very finely divided 
permanganate it was found that oxidation of the 
impurities occurred, and if a special reflux con¬ 
denser was adopted all the mercaptans were retained 
in the residue. Quantities of ether were treated 
in this way, and the residues collected. The 
residue was found to possess an evil odour, 
and to be extremely poisonous. A mere whiff 
from the bottle is sufficient to produce a feeling 
of nausea, and considerable irritation of the naso¬ 
pharynx. Inhaling even small quantities of the 
residue rapidly induces a severe headache. The 
permanganate in a finely divided form adsorbs this 
most potent impurity, and thus removes it from the 
ether. This is evident if one separates the per¬ 
manganate after distillation, and subjects it to a 
stream of dry air. The permanganate gives off the 


mercaptans completely, and may be used over and 
over again. Iodine also destroys mercaptans, but 
its use in place of permanganate is inadvisable for 
many reasons, chief among them being the difficulty 
of removing traces of iodine which distil over with 
the ether. 

A Pure Ether Finally Obtained. 

The ether so treated is quite free from aldehydes 
and mercaptans, and contains only traces of alcohol, 
water, and peroxides. To remove these remaining 
impurities the distilled product is treated with 
anhydrous copper sulphate. At first I redistilled 
over the copper sulphate, but ultimately this was 
found to be unnecessary, mere shaking and standing 
being quite sufficient. By this process a remarkably 
pure ether is obtained, which keeps well, and only 
slowly undergoes oxidation. The ether prepared in 
this way has been used as a vehicle for the anaesthetic 
compound. 

Importance of Recognising Certain Impurities in 
Anaesthetic Ether. 

The occurrence of impurities in ether can be best 
studied in such a climate as India, where ether, 
especially methylated ether, rapidly undergoes 
change. One batch of ether I tested was so impure 
that the evaporation of a small quantity in the 
laboratory was sufficient to make the place untenable. 
Salivation, lacrymation, and a severe headache 
followed the inhalation of fumes derived from 
evaporation of a few cubic centimetres of the sample 
labelled ‘‘anaesthetic ether.” The peculiar odour 
attracted my attention, and inquiry revealed the 
presence of quantities of methyl and ethyl mercaptan 
in these samples. These compounds, in my opinion, 
were responsible for the unpleasant effects produced. 
My colleague. Dr. Langton Hewer, came up one day 
in April, 1920, with the residue of a bottle of anaesthetic 
ether which he had used on two patients, both of 
whom had stopped breathing soon after administra¬ 
tion of the ether. I at once detected the same odour, 
and found that the chief impurity in this ether was 
the mercaptans. Many samples of ether were 
therefore tested, and the great bulk of them showed 
this impurity in varying quantities. It appeared 
obvious that such compounds with their irritating 
properties were of no use, and that it was highly 
desirable that they should be removed. Their 
removal was found to be effected by the use of per¬ 
manganate as described above. The other impurities 
were easily removed, but in so doing I removed some 
compound or compounds which were of importance, 
since the highly purified product was no longer 
capable of producing anaesthesia. 

At this juncture my attention was called to the 
production of an ether in America by Dr. J. H. Cotton, 
who used carbon dioxide and ethylene dissolved in 
ether. In experimenting with the use of carbon dioxide 
and ethylene I was struck by the differences in the 
amount of these gases absorbed by various samples of 
ether. Absolutely pure ether apparently takes up 
very little carbon dioxide and ethylene. The ether 
prepared by the process described above was found 
to behave quite differently. Using good samples 
of anaesthetic ether it was found that whereas before 
distillation practically no gases were absorbed, after 
distillation with permanganate and copper sulphate 
comparatively large quantities could be absorbed by 
the ether. This preparation was found to be 
extremely potent as an anaesthetic, as I had good 
reason to realise from personal experience. 

Properties of the Pure Ether. 

The pure ether was practically non-irritating, 
but possessed a pleasant odour and a rather stimu¬ 
lating effect. It was free from aldehydes, peroxides, 
acids, and water. When treated with carbon dioxide 
and ethylene its sweet pleasant odour was intensified. 
This preparation was made, and after being tried 
upon animals with success by my colleague. Dr. 
Philip Hamill, it was resolved to try it on human 
beings. Dr. Langton Hewer, whose keenness and 
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courage I much appreciate, set to work and gave this 
anaesthetic to about 100 cases. All the material 
was prepared by myself in the laboratory with the 
standard process which had been evolved. I leave 
it to him to describe the results he has obtained. 
In the meantime the peculiar properties of this 
anaesthetic were further investigated. Ethylene 
prepared from ethyl alcohol and sulphuric acid 
possesses a very pleasant odour, but very little 
anaesthetic power. When prepared by means of 
phosphoric acid this pleasant odour is not so obvious, 
and the ethylene so prepared has a much reduced 
action when dissolved in ether. It was obvious that 
the carbon dioxide played little, if any, part in pro¬ 
ducing anaesthesia, since ether and carbon dioxide 
alone were found to be without action. It, however, 
exerts a stabilising effect, as pure ether, treated with 
dry carbon dioxide, does not undergo oxidation so 
rehdily as pure ether alone. 

The Ketones as Ancesthehc Agents . 

The outcome of these investigations was to show 
that certain ketones in the ether were largely respon¬ 
sible for the anaesthetic properties of the ether. 
Good anaesthetic ethers, free from aldehydes, mer- 
captans, &c., when treated with finely divided 
permanganate, yielded a pleasant-smelling residue 
instead of the evil-smelling residues previously 
obtained. This residue proved to contain ketones, 
and these compounds appeared to be the essential 
element in the production of a good and safe anaes¬ 
thetic. The mixture of ketones proved to be very 
potent, and it was necessary to use a volatile solvent. 
In view of the readiness with which ordinary ether 
can be purified, this compound was selected as the 
solvent. Into this pure ether the mixed ketones 
were placed in varying proportions, and the mixtures 
so obtained were found to be capable of producing 
anaesthesia. The anaesthetic action was enhanced 
if the mixed ketones were first treated with carbon 
dioxide and ethylene. The ketones used comprise 
those in the middle of the series, and a loose chemical 
combination between these substances and the 
carbon dioxide and ethylene apparently results. In 
attempting to purify ether, therefore, the discovery 
was made of the importance of certain impurities— 
viz., the ketones. This opens up a wide field for 
future investigation, and much further work is 
necessary before it can be said that the ideal general 
anaesthetic has been obtained. All the material 
necessary for the application of this mixture as an 
anaesthetic was made in the laboratory, and supplied 
as required to my colleague, Dr. Langton Hewer. 
As soon as its value as an anaesthetic was established, 
and requests made for trial purposes by other 
anaesthetists, it became necessary to place its manu¬ 
facture in other hands. The preparation of this 
anaesthetic, according to the method described above, 
has l>een undertaken by Messrs. Savory and Moore, 
who have now placed it on the market under the 
name of “ Ethanesal.” 


Part II.— By €, Langton Hewer. 

I will first of all describe the observed effects of 
this anaesthetic, ethanesal, on the various metabolic 
processes. ^ 

1 . Respiratory oystem. —The respiration-rate rises 
slightly during the induction but not to such a great 
extent as with ether. When fully anaesthetised the 
patient’s respirations are usually quieter than with 
ether, and more closely resemble those of chloroform 
anaesthesia. The irritation of the mucous membrane 
of the respiratory passages is much less than with 
ether, as is shown by the ability suddenly to increase, 
the strength of the vapour without causing coughing 
or spasm. The salivation is considerably less than 
with ether, and if atropine has been previously given, 
it is usually almost non-existent. 

In 200 cases I have only had one with post-operative 
bronchitis, and this occurred in a myxoedematous 
girl who had to be conveyed for about 100 yards 
in the open air from the theatre. The temperature 


outside was below freezing-point at the time. On the 
other hand, the anaesthetic has been given to 10 
patients with well-marked bronchitis, as shown by 
dyspnoea, cough, sputum, and sibili in the chest. 
None of these cases showed any aggravation of the 
symptoms, and two of the number appeared to be 
actually better after operation. 

2. Cardio-Vascular System .—The effects of this 
anaesthetic on the blood pressure and pulse-rate are 
shown on the accompanying graphs. These were 
obtained by calculating the averages of a number of 
cases whose operations were of approximately the 
same severity. The actual pressures could obviously 
not be given, as the normal for each individual 
varies between wide limits. Consequently the normal 
has been taken as that of the patient before operation. 
This is probably slightly too high, owing to the 
psychical effect of anticipation, but the error may be 
neglected as it occurs in all the curves. 

As the length of time of the operations varied, 
there is an interval of more than five minutes between 
the 25 minutes’ time and the end of the operation. 
Otherwise I think the graphs explain themselves. 
It will be seen that as regards systolic blood pressure 
the anaesthetic occupies a position between chloroform 
and ether. It is specially noticeable that the drop 
in pressure at the end of the operation, and before 
the patient is conscious, is less than with ether. 

I think that the fairest comparison between the 
three anaesthetics is afforded by the pulse pressure 
curves-—that is, the difference between the systolic 
and diastolic pressures. It now appears to be 
agreed by most authorities that this figure affords a 
fairly reliable guide as to the condition of the patient, 
and it will be seen that although it does not rise so 
high as with ether, yet it is the highest of the three 
at the end of operation, and afterwards when the 
patient is conscious. 

As regards the action of the anaesthetic on the 
diseased heart, I have given it to several cases of 
mitral regurgitation, congenital pulmonary stenosis, 
and to one case of advanced mitral stenosis with 
auricular fibrillation, with no ill-effects. I have 
described this latter case in greater detail below. 
The anaesthetic has also been given to patients 
suffering from marked anaemia, from haemorrhage 
or other causes. The lowest red blood count was 
in a man with lymphadenoma, who had 2,100,000 
red cells. 

3. Cerebral Processes. —The three stages of anaes¬ 
thesia, as described with ether, are observed with 
this anaesthetic, but can be made to follow one 
another with greater rapidity owing to the possibility 
of employing stronger vapour. The excitement 
stage is usually not so marked as with ether, and if 
given with gas and oxygen may be entirely absent. 
It is sometimes possible to procure perfect analgesia 
without anaesthesia, and if a long extra-abdominal 
operation is being performed, such as an extensive 
tendon transplantation, the patient can usually be 
allowed to become exceedingly light, and may even 
be blinking his eyes, but will remain quite motionless, 
breathing quietly, and not feeling pain. 

4. Sugar Metabolism .—No case of post-anaesthetic 
acidosis has yet been observed with this anaesthetic. 
Three patients with well-established diabetes mellitus 
have been anaesthetised and no ill-effects were noticed. 
Unfortunately the sugar tolerance of these patients 
was not accurately estimated beforehand, but there 
was no appreciable diminution observed afterwards. 
One child who was passing large quantities of acetone 
in the urine was given this anesthetic for half an 
hour, with no ill-effects. 

5. Effect of the Anaesthetic on Patients with Various 
Toxcemias .—Patients acutelv ill with various condi¬ 
tions have been anaesthetised. These include 
neglected perforated gastric and duodenal ulcers, 
neglected intussusception, toxemias of pregnancy, 
&c. Although two of these patients subsequently 
died of peritonitis, no ill-effects from the anaesthetic 
were observed ; on the other hand, the condition of 
the patients nearly always improved temporarily 
when under the anaesthetic. 
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0. After-effects : (a) Vomiting. —48 per cent, of the 
patients had no vomiting whatever. 42*6 percent, 
retched or vomited once before coming round, but did 
not remember it, and had no vomiting afterwards. 
7*3 per cent, vomited up to one hour after coming 
round. 2*0 per cent, vomited for over one hour after 
coming round. No case has had prolonged vomiting 
extending over one day, with the exception of 
one thyroidectomy, which developed acute hyper¬ 
thyroidism after operation. 

There is, no doubt, a large mental factor involved 
in vomiting, and some patients will vomit even 
after a simple nitrous oxide anaesthesia. Further, 
in a children’s hospital where this new anaesthetic 
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was given, it was found to be quite exceptional for 
a child to vomit after it was conscious, except in 
the case of prolonged excision of cervical gland 
operations where the vagus was disturbed. The 
sisters of the surgical wards of this hospital were 
unanimous that the children were, on the average, 
much fitter after this anaesthetic than after chloroform 
or ether which had previously been used, and that 
the vomiting was very much less. 

(ft) Respiratory Complications . — None have oc¬ 
curred, with the exception of the one case mentioned 
above. 

(c) Taste and Smell of Ancesthetic. —These are 
practically non-existent, and constitute one of the 


Fig. 3. —Pulse Rate. 



main advantages of the anaesthetic. Patients who 
have been previously anaesthetised with ether, and 
have objected to these after-effects, have invariably 
experienced surprise at their absence with this 
anaesthetic. 

I have quite lately anaesthetised a doctor, a hospital 
nurse, and an army officer, who had all previously 
had ether and complained of continual vomiting 
(in one case up to a week), and also of the unpleasant 
taste and smell. All three patients stated that there 
was no taste or smell on coming round, and none 
vomited after regaining consciousness. 

No other complications attributable to the anaes¬ 
thetic have been observed. 

Method of Administration. 

I have employed four main methods of administer¬ 
ing this anaesthetic. 


1 . Induction by a Clover's Inhaler , followed by an 
Open Mask. —This method is suitable for most 
adult cases. Nitrous oxide gas may be used in the 
induction, but is almost unnecessary, as the vapour 
of the anaesthetic is not unpleasant to the patient. 
I have usually changed over to the open method 
just after the skin incision has been made. 

2. Open Ethyl Chloride Induction, follotced by the 
Ancesthetic on an Open Mask with 20 Layers of Gauze. 
—This method is suitable for children up to 13 years 
old. I first of all put a few drops of tincture of orange 
on the inside of the gauze mask. When the child 
has got used to the smell I gradually sprav on the 
ethyl chloride. Directly he is unconscious t change 
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over to this anaesthetic and pour it on quite rapidly. 
This can be done without any coughing or salivation, 
such as occurs with ether. When completely 
anaesthetised it will be found that less anaesthetic 
is usually required than with ether. The time of 
induction is short by this method, the average being 
four minutes, until the patient is ready for an incision. 

3. Combined with Nitrous Oxide and Oxygen .— 
I have usually given this in a Boyle’s machine, with 
the following modifications: (cr) The two-way tap 
on the ether bottle is replaced by a special tap 
recently described by Mr. H. E. G. Boyle, which allows 
any percentage of the gases to pass through or over 
the liquid ; (ft) the bottle containing the anaesthetic is 
kept standing in a receptacle of warm water in order 
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to prevent freezing taking place. Very good relaxa¬ 
tion can be obtained with this Jpiethod, and such 
operations as cholecystectomy, ileo-sigmoidostomy. 
and partial colectomy have been done with it. The 
time of recovery is usually very rapid, and for this 
reason the anaesthetic should be continued until 
the last suture has been inserted and tied. 

4. Intra-Tracheal Insufflation. —I have employed 
this method for the following classes of operations: 
(a) Extensive thoracotomies, when both pleural 
cavities may be opened simultaneously ; (ft) opera¬ 
tions on the upper abdomen, such as cholecystectomy 
or gastro-enterostomies, in which it is desirable to 
limit the respiratory movements as much as possible : 
(e) in operations on the neck where respiratory 
obstruction is anticipated, such as thyroidectomies, 
where there is a retrosternal lobe; (d) in plastic 
operations of the face. 
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\ started by using the anaesthetic in the usual way, 
instead of ether by blowing pure air over it, but I 
found that better results were obtained by using it 
with gas and oxygen. 1 have connected the exit 
pipe of a Boyle’s machine to the intra-tracheal 
apparatus, and have found that much less anaesthetic 
is required, and that with this method the patients 
appeared to be in better condition afterwards. 

For all these methods the patients were given an 
atropine injection. Morphia was not given unless 
the patient wa« very excitable or nervous, as in my 
opinion it tends to mask the useful signs, such as 
eye reflexes, and is best given just before the patient 
Tegains consciousness, as he will then remain analgesic 
for a longer period. 

Analysis of F(esult*. 

About 250 cases have been anaesthetised so far 
[at the time of going to press, this number has 
increased to 500], and I have detailed reports on the 
first 200. These were nearly all hospital patients, 
the majority being at St. Bartholomew’s Hospital 
and the Queen’s Hospital, Bethnal Green. 

I have divided the quality of anaesthesia into three 
groups: (A) Anaesthesia very good, with no saliva¬ 
tion, straining, or any other difficulties whatever. 
These constitute 91*3 per cent. (B) Anaesthesia 
satisfactory, but slight difficulty, such as some rigidity 
or salivation. These cases were 8 per cent. (C) 
Anaesthesia poor or great difficulty experienced. 
Only one case comes into this class, which was a 
child with myxoedema. 

In no case has a change had to be made to another 
anaesthetic. In cases in which the open method 
has been used the time elapsing between the end of 
the anaesthetic and consciousness being regained 
is, on the average, about two-thirds of the length 
•of time that the patient was anaesthetised. If given 
with gas and oxygen the time is about one-third. 
The average time of induction for all cases was 
4*1 minutes. 

The age of the patients varied between eight hours 
and 70 years, and the time of operation between 
5 minutes and 2 hours 45 minutes. The first 
100 cases were selected to give as representative a 
series of operations as possible. The remainder 
were not selected, being just routine hospital cases. 

The operations performed under this anaesthetic 
include: Amputation through thigh (4 cases), 
appendicectomy (21 cases), appendicostomy. arthro¬ 
desis, astragulectoftiy. bone plating, cholecystectomy 
<3 cases), cholecystotomy, colectomy (partial), 
colostomy, cystoscopy, colopexy, excision of glands, 
excision of haemorrhoids, exploration of knee-joint, 
exploratory laparotomy, gastrectomy (partial), 
gastro-enterostomy. Halsted’s operation on the 
breast, ileo-sigmoidostomy, nephro-lithotomy, ceso- 
phagectomy (partial), osteotomy, radical operation 
for inguinal, femoral, and umbilical hernia (24 cases), 
reduction of intussusception, sequestrotomy, skin 
graft, sigmoidoscopy, submucous resection of nasal 
septum, suprapubic cystotomy, suture of perforated 
gastric ulcer, tarsectomy, tendon transplantation, 
thoracotomy, thvr<5idectomy (8 cases), thyroid graft, 
tonsillectomy, wiring of fractured patellal 

None of the above cases gave rise to any anxiety 
during anaesthesia, with the exception of a long 
gastrectomy on a woman in very poor condition. 
At the end of two hours she became collapsed from 
loss of blood, but a blood transfusion was performed, 
and she greatly improved. This case made an 
uninterrupted recovery. 

For the long abdominal cases in this list I have 
always adopted the method of getting the patients 
deep at the start, and then when the abdomen is 
opened and the anastomosis or other manipulations 
are being performed, of allowing them to become 
quite light, again giving more anaesthetic when the 
abdomen is bein& closed. The patients are in better 
condition at the end of operation, and much less 
anaesthetic is used than if. a uniform depth of 
anaesthesia is maintained throughout. 


Detailed Cases. 

I will now describe some of the more striking 
cases in greater detail:— 

Case 4. Female, aged 09, suffering from severe chronic 
bronchitis, was very stout, and had a large umbilical hernia 
which was giving her trouble as it became semi-strangulated. 
She was given the anaesthetic combined with gas and 
oxygen. The operation lasted just an hour. Relaxation 
was good, and the patient recovered consciousness five 
minutes after cessation of the anaesthetic. The bronchitis 
was not apparently increased and she made a good recovery. 

Case 5. Male, aged 00, suffering from a perforated 
gastric ulcer. The diagnosis had not been made for some 
days : when seen he was practically moribund, and the 
radial pulse was not palpable. It was decided, however, 
that a laparotomy was justifiable to give him a chance. 
He was anaesthetised with gas and oxygen and this anaes¬ 
thetic ; breathing and colour considerably improved ; 
a flicker was detected in the radial artery. The operation 
lasted 20 minutes during which time a solution of gum 
saline was infused intravenously. He recovered conscious¬ 
ness 20 minutes afterwards and lived for 24 hours, finaUy 
dying from peritonitis. 

Case 7. Male, aged 43, suffering from carcinoma of the 
colon, was given the anaesthetic combined with gas and 
oxygen, and a nearly complete colectomy and anastomosis 
was performed. The operation lasted 1 hour 25 minutes, 
and the patient was somewhat collapsed from loss of blood. 

A saline was given per rectum and he rapidly improved. 
He was conscious 20 minutes from the end of the operation, 
and had no vomiting or other after-effects from the 
anaesthetic. 

Case 25. Male, aged 14, had bilateral acute mastoiditis; 
was very ill, temperature 104°F., pulse 110, respirations 35 ; 
signs at both pulmonary bases. Was induced with the 
anaesthetic in a Clover’s inhaler, and then on an open mask. 
Both mastoid antra were opened up ; the operation was 
very difficult lasting 2 hours 10 minutes. The patient 
regained consciousness one hour after the operation, slept 
all night, and awoke next morning feeling quite fit and read 
a newspaper No vomiting or after-effects ; signs at bases 
of lungs rapidly cleared up, and the temperature, pulse, 
and respiration soon fell to normal. 

Case 28. Male, aged 01, a diabetic, passing large 
quantities of glucose and acetone bodies in his urine. 
Gangrene of foot and very calcareous arteries ; the femoral 
distinctly visible throughout its course in the skiagram. 
Anaesthetised with the liquid first in a Clover’s inhaler and 
then on an open mask. The femoral artery was first 
ligatured, and the amputation then made through the thigh. 
The operation lasted 45 minutes. Half an hour afterwards 
patient had regained consciousness, was not sick, and 
felt very fit. He had no after-effects whatever. 

Case 34. Female, aged 44 ; ulcer in oesophagus thought 
to be carcinomatous. Intratracheal anaesthetic given, and 
portion of oesophagus containing ulcer excised through an 
incision in the neck ; operation lasted 1 hour 55 minutes, 
and beyond one vomit of blood, which had trickled down 
into the stomach, the patient had no after-effects from the 
anaesthetic. 

Case 54. Female, aged 45, admitted to hospital with 
heart failure. When improving slightly * cholecystitis 
developed and became worse in spite of treatment. It was 
therefore decided to operate. Patient then had auricular 
fibrillation, evidenced by grossly irregular pulse, dyspnoea, 
and some cyanosis. I gave her the anaesthetic combined 
with gas and oxygen, which she took very well and was 
completely relaxed. A cholecystectomy was rapidly 
performed, the operation lasting 25 minutes. The patient 
made a very good recovery and her heart was apparently 
in exactly the same condition as before operation. 

Case 118. Army officer, wounded in leg, who had had 
many previous operations under ether. Each time he had 
been very upset by the anaesthetic, had vomited for some 
days, and complained greatly of the taste and smell. I 
induced him with this anaesthetic in a Clover’s inhaler, 
and continued by the open method. The operation lasted 
half an hour. As he was coming round and before he was 
conscious he retched and brought up some mucus. Soon 
after he regained consciousness he had tea and felt very fit. 
He had no vomiting and said he could not taste or smell 
anything, and expressing great surprise that this was so. 

Case 143. Male, aged 00, brought to hospital with 
acute cholecystitis ; in a very bad condition, pulse 140, 
respirations 38. Much bronchitis; apex beat in sixth 
space well outside nipple line ; also passing large quantities 
of sugar. Operation was imperative and it was decided to 
give this anaesthetic combined with gas and oxygen. He 
took it very well; on opening the abdomen an empyema 
of the gall-bladder was found ; the operation lasted for 
three-quarters of an hour, patient regained consciousness 
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in seven minutes, and did not vomit or suffer from any 
after-effects. The bronchitis was not increased, and he 
made a good recovery. 

Case 177. Female, aged 32, who had previously had a 
gastro-enterostomy for gastric ulcer; as the trouble recurred 
it was decided to do a gastrectomy. She was anaesthetised 
with this anaesthetic combined with gas and oxygen, and 
good relaxation was obtained ; operation very difficult 
owing to adhesions from the previous gastro-enterostomy, 
and lasted 2 hours 40 minutes. At the end of two hours 
she was becoming slightly collapsed and a gum saline 
infusion was given intravenously. Her condition then 
greatly improved, and remained good until end of the 
operation. After recovering consciousness the patient 
vomited four times, the material being blood in each case. 
She had no further vomiting and made a good recovery. 

Summary . 

To recapitulate the advantages claimed for this 
anaesthetic :— 

1. It is less toxic than chloroform or ether, and the 
safety margin is greater than with either. 

2. It is less irritating to the respiratory passages 
than ether, and consequently there is less risk of 
subsequent bronchitis and pneumonia ; the induction 
of anaesthesia is also rendered easier. 

3. Post-anaesthetic vomiting is less than with 
chloroform or ether. 

4. The taste and smell noticed afterwards by the 
patient are very much less than with ether, and are 
generally entirely absent. 

In conclusion I should like to express my thanks 
to those surgeons who have afforded me opportunities 
for taking blood-pressure readings, and to Mr. B. B. 
Sharp, late resident anaesthetist to St. Bartholo¬ 
mew’s Hospital, for his help in taking the readings. 


CHAULMOOGRA OIL IN LEPROSY AND 
TUBERCULOSIS. 

THE SUCCESSFUL TREATMENT OF LEPROSY BY 
INJECTIONS OF SOLUBLE PREPARATIONS OF THE 
FATTY ACIDS OF CHAULMOOGRA AND OTHER OILS 
AND ITS BEARING ON THE TUBERCULOSIS PROBLEM . 1 

By Sir LEONARD ROGERS, Kt., C.I.E., M.D., 
F.R.C.P. Lond., F.R.S., I.M.S., 

EXTRA PHYSICIAN FOR CLINICAL RESEARCH, LONDON 
SCHOOL OF TROPICAL MEDICINE. 


Although the disease of leprosy is mainly of histori¬ 
cal interest in this country, it presents an important 
and difficult problem in the tropics, especially in India 
and China ; so a method of treatment which brings 
about destruction of the leprosy bacilli in the tissues 
is thus of great interest apart from its possible bearing 
on tuberculosis. Chaulmoogra oil has long been the 
best known remedy for the disease, but, owing to 
the nausea produced by large doses, it has only an 
ameliorative effect in typical cases, although Hopkins 
of Louisiana obtained some apparent cures in 
incipient cases by persevering with use of the oil. 
In 1913 Reiser reported apparent cures of a few cases 
by the prolonged use of chaulmoogra oil intramuscu¬ 
larly, which was a distinct advance. Power and 
others had obtained chaulmoogric and hydnocarpic 
acids from chaulmoogra oil and from hydnocarpus 
oils, while the name of gynocardic acid had been 
given by Moses to a mixture of the lower melting- 
point acids of chaulmoogra oil. 

Vsn of Gynocardic Acid. 

I myself early used gynocardic acid orally in the 
place of chaulmoogra oil with promising results, one 
severe case having nearly cleared up on very large 
doses in the course of a year, and in 1912 I attempted 
unsuccessfully to obtain a soluble compound of it 
for injection ; returning to the subject in 1915, after 
Reiser's results had been published, I began giving 

1 An abstract of a paper read before the Section of Thera¬ 
peutics uud Pharmacology of the lioyul Society of Medicine, 
April 19th, 1921. 


subcutaneous injections of sodium gynocardate, 
which resulted in more rapid improvement than that 
following the oral use of gynocardic acid. These 
injections, however, were rather painful and slow in 
their action, so I next used sodium gynocardate 
intravenously in small doses, which were painless, 
being followed in some cases with much thickening of 
the tissues, indicating the presence of very large 
numbers of acid-fast bacilli, by febrile reactions 
accompanied by swelling up and softening, with 
subsequent more rapid absorption of the lesions. 
Microscopical examinations in such cases showed 
large numbers of red dots of disintegrated bacilli 
with but few remaining rods, proving that the 
reactions resulted in rapid destruction of the bacilli 
in the tissues. Repeated microscopical examinations 
of cases not showing febrile reactions demonstrated 
that a similar more gradual breaking-up and absorp¬ 
tion of bacilli occurred under the new’ treatment, 
until the lesions became bacteriologically negative. 

Occasionally, in advanced cases of the disease, 
more severe reactions wdth prolonged fever occurred, 
followed as a rule by great improvement. Two 
remarkable cases were noted, in one of which exten¬ 
sive lesions of 20 years’ . duration with ulceration 
almost completely cleared up, with healing of all 
ulcers, during a period of about a year following a 
single small intravenous injection w’ith prolonged 
febrile reaction; whilst in the other case very 
extensive lesions on the face and body completely 
disappeared, becoming bacteriologically negative 
after a similar reaction, although no further injections 
were given—a fact indicating that the extensive 
breaking-up of the bacilli during such reactions had 
led. to curative formation of antigens in the body. 
Such reactions took place only after intravenous, 
and not after subcutaneous, injections of sodium 
gynocardate : the improvement was also much more 
rapid and satisfactory under the former method of 
administration, although it had the drawback that 
irritation of the vein at the site of injection sometimes 
caused strictly local obliterative phlebitis, producing 
difficulty in continuing the intravenous injections in 
certain patients. 

Activity of Hydnocarpic Acid. 

The next step in the investigation was to separate 
different melting-point unsaturated fatty acids of 
chaulmoogra oil by fractionation, and to test their 
sodium salts or soaps in cases of leprosy, to ascertain 
which were most active in the disease. As the result 
of prolonged observations it w r as found that the 
lower melting-point preparations, consisting mainly 
of gynocardate of soda, were less active than those 
made from fractions with melting-points of about 
that of hydnocarpic acid—namely, 58 c C.; but that 
chaulmoogric acid, with a melting point of 68° C., 
formed sodium salts too insoluble for injection alone : 
the latter could be used in combination with sodium 
gynocardatbe, but without presenting any advantages. 
The conclusion was, therefore, arrived at that 
hydnocarpic acid was probably the most active 
constituent of the oil; it can be obtained more readily 
and in large quantities from hydnocarpus oils than 
from true chaulmoogra oil derived from the seeds of 
the Indian tree, Taraxlogenos kurzii. Later observa¬ 
tions, how’ever, have shown that active preparations 
can be made without laborious fractionation, from 
the whole of the fatty acids of these oils, which will 
simplify the production of the soluble active portions 
of the oil for the new injection method of treating 
leprosy. 

Use of Sodium Morrhuate in Tuberculosis . 

The successful treatment of leprosy by soluble 
derivatives of chaulmoogra oil led me to consider the 
trial of a similar line of treatment in tuberculosis, 
due to the other important human acid-fast bacillus, 
but the induration, pain, and slow effects of sub¬ 
cutaneous injections of gynocardates, and the severe 
febrile reactions sometimes produced by their 
intravenous injections, which might conceivably lead 
to a generalised infection, made me hesitate to use 
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that preparation in tuberculosis, so I made a similar 
sodium salt of the unsaturated fatty acids of cod-liver 
oil, which I called sodium morrhuate, and first tested 
it in leprosy cases which had become stationary on 
gynocardates, or in which the latter could not be 
given intravenously for any reason^ The preparation 
proved to be non-toxic, very soluble and unirritating 
to the tissues or veins, so was much easier to 
administer than t*he gynocardates and hvdnocarpat es ; 
it soon became evident that leprosy patients who had 
ceased to improve on gynocardates might once more 
progress and completely clear up under sodium 
morrhuate. Moreover, even advanced cases treated 
by simple and almost painless subcutaneous injections 
of sodium morrhuate might recover completely; 
the very important fact was established that other 
oils besides chaulmoogra and hydnocarpus may be 
effective in leprosy. 

Testing oj Other Oils. 

A wide field of investigation was thus opened up 
and explored ; oils with a high iodine value, indicating 
a large content of unsaturated fatty acids, were 
selected for testing. One made from linseed oil 
proved to be irritating to the tissues, while another 
derived from Japanese sardine oil was very toxic to 
animals, but a third preparation made from soya bean 
oil, which is an excellent food largely used in China, 
was found to be very suitable for injection purposes. 
In a short trial before the author left India, a severe 
case, with a very extensive lesion on the face, cleared 
up and became bacteriologically negative within the 
exceptionally short time of six w’eeks ; proving that 
yet another oil may yield active products, although 
further cases did not clear up so rapidly. These 
several preparations may be advantageously used 
alternately or mixed together, a change being made 
if progress is not satisfactory under one of them. 

Duration oj Treatment . 

The duration of treatment required to obtain 
complete clearing up of typical leprosy cases is 
considerable, a year or more often being neces¬ 
sary, although comparatively early cases may 
show apparent recovery in a shorter time. The 
results of five years’ investigation were summarised 
at the Calcutta Leprosy Conference in February, 
1920, when of 51 cases treated with sodium gyno- 
cardate and hydnocarpate, 1 was not improved, 
9 slightly improved, 20 greatly improved, and in 21 
the lesions had completely disappeared, all cases 
treated as long as three months being included. 
Thus, 80 per cent, showed either great improvement 
—with a good prospect of complete clearing up after 
further treatment—or had already become bacterio¬ 
logically negative. If cases treated for a year or 
longer were considered alone, 9 out of 13, or 05 per 
cent., showed complete disappearance of the lesions. 
Of 20 further cases treated with sodium morrhuate, 
3 were slightly improved, 12 greatly improved, and 
in 5 the lesions had disappeared, none of the cases 
having been treated for over one year ; 85 per cent, 
were thus classed as greatly improved, or “ lesions 
disappeared.” 

After-Results. 

The after-results were next discussed in the light 
of 26 gynocardate and 8 morrhuate cases, which had 
been followed up for another year subsequent to an 
earlier report on their condition. Of the former 
class, 5 had shown further improvement, in 5 the 
lesions had disappeared, and 10 remained well, 
bringing the latter class up to 65 per cent. ; 5 had 
relapsed—all patients who had discontinued the 
treatment against advice as soon as their visible 
lesions had disappeared, although some of them, 
subsequently cleared up again under further treat¬ 
ment. Stress was laid on the importance of relapses 
in emphasising the necessity for prolonged treatment 
and justifying the caution of the author in not 
speaking of cures. Still, four cases had remained 
well for two and a half years, and six more for over 
one year ; in certain of these cases an additional 


year can now be added, so that some may eventually 
rove to be cured. Confirmatory results reported 
y a number of observers were quoted, the most 
important being a trial in 13 Indian leper asylums 
of hydnocarpates in 183 and morrhuate in 117 cases 
reported on by Dr. E. Muir (who is now carrying out 
much more extensive trials in connexion with the 
Calcutta School of Tropical Medicine) with improve¬ 
ment in 72 per cent, and great improvement in 32 
per cent. The trials were only of from two to 12 
months’ duration in most of these cases ; while of 
those treated for six months and over, 100 per cent, 
showed improvement and 52 per cent, great improve¬ 
ment, including disappearance of the lesions in some 
cases. Moreover, sodium morrhuate gave exactly 
the same results as hydnocarpate of soda. Dr. M. 
Carthew, in 14 cases followed up in a Siam jail, also 
reported 2 improved, 8 greatly improved, and 4 with 
lesions disappeared for from six to 18 months. 
Ethyl ester chaulmoogrates and morrhuates were 
also made, but the former was rather painful on 
injection, although it has the advantage that it can 
be given subcutaneously or intramuscularly ; in the 
Sandwich Islands, Ilollmann and Dean, in 1919, and 
McDonald, in 1920, have reported very good results 
from its use. 78 patients having been discharged on 
parole by a medical board by the latter date. More¬ 
over, patients were voluntarily seeking admission to 
the leper hospital for treatment, which should help 
in the segregation of early cases. There is thus no 
doubt that a great advance has been made in the 
treatment of leprosy by the researches in Calcutta 
and those of more recent date in Honolulu. 

Age and Susceptibility to Leprosy. 

Figures were next adduced to show that there is an 
especial susceptibility to infection by leprosy during 
the first two decades of life as compared with later 
decades. Denny, in the Philippines, has shown that 
no less than 44 per cent, of children living for seven 
to ten years with leper parents became infected, and 
that no less than 73 per cent, of cases in which the 
source of infection was traced, were among children 
and young adults, as compared with 1 to 2 per cent, 
between husband and wife in later decades of life. 
The frequent infection of children with tuberculosis 
is closely parallel, and attention was drawn to a 
recently published report showing the success of the 
Grancher Institute in Paris, which by permanent 
removal of children from exposure in overcrowded 
families containing adults with open tuberculous 
lesions, has greatly lessened infection among children. 
The great value of such protection of early life against 
infection of both leprosy and tuberculosis was 
emphasised. 

Variable Results in Tuberculosis. 

The trial of sodium morrhuate and sodium 
gynocardate in tuberculosis was next dealt with, the 
use of the former by six medical men in India having 
been reported in 1919, when the author concluded 
that the treatment was harmless and worthy of 
further trial, in view of five out of the six observers 
having reported favourably. Since that time vari¬ 
able results have been recorded, a trial among Indian 
sepoys in the dry, cool climate of Quetta having been 
very favourable, as well as the use of sodium 
morrhuate in tuberculous gland cases and in four 
cases of lupus, in one of which a new preparation, 
mercury morrhuate, was applied locally. On the 
other hand, trials in America had not given favourable 
results in phthisis. Attention was next drawn to the 
remarkable experimental investigation of gyno¬ 
cardates and morrhuates on acid-fast bacilli by 
Walker and Sweeny, who found that the chaulmoogra- 
oil preparations were lethal to acid-fast bacilli as a 
class on long exposure to their action in fluid media 
in dilutions of 100,000, having an especial selective 
action on them, although not on other classes of 
bacilli : they suggested that in leprosy these soluble 
reparations of chaulmoogra oil might have a direct 
estructive effect on the leprosy bacillus. On the other 
hand, sodium morrhuate had no such action on acid- 
z 2 
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fast bacilli, and I wish to point out that the interesting 
American observations do not explain the undoubted 
value of sodium morrhuate in leprosy ; and that 
some chemical reaction with the fatty envelopes of 
the acid-fast bacilli, so weakening them as to allow 
the body cells to deal with them, best accounts for 
their destruction in the body under the action of my 
preparations; but much more research is required 
in the wide field now opened up. 

Conclusion. 

A recent experimental investigation has been made 
of the three new preparations, which had proved 
effective in the treatment of leprosy, in animals 
infected with tuberculosis ; but in the acute general 
tuberculosis produced in the very susceptible 
animals used the results were entirely negative, 
except for an early febrile reaction followed by 
temporary fall of temperature, in two goats, who 
eventually succumbed to the infection at about the 
same time as a control animal. It was pointed out 
that these animal infections were equivalent to acute 
general tuberculosis in man, so that the failure in 
such cases did not prove the drugs to be useless in 
the more chronic forms of tuberculosis which form 
the great majority of human cases. I conclude that, 
whilst there is doubt at present as to the advisability 
of treating pulmonary tuberculosis with sodium mor¬ 
rhuate, except in the hands of experts with control 
cases, these drugs are worthy of further trial in the 
more chronic forms of the disease, and especially in 
lupus and surgical tuberculosis, where any changes 
will be visible and easily observed. 


A CASE OF 

JAUNDICE FROM LATE SALVARSAN 
POISONING. 

By JOHN ELLIOTT, O.B.E., M.D.,B.S., B.Sc.Lond., 
F.R.C.S. Eng., F.R.C.P. Lond., 

PHYSICIAN, CHESTER GENERAL INFIRMARY. 


In September, 1918, I was asked by a colleague to 
see a patient who was suffering from locomotor 
ataxia with severe root pains ; he had previously 
had two intravenous injections of salvarsan with 
inunction of mercury administered. The second 
injection was followed by violent vomiting and 
purging and alarming general symptoms. At that 
time I was in the habit of administering novarseno- 
billon by the “ deep subcutaneous ” method into the 
fascia covering the gluteus medius. As I had seen 
no untoward effects from this procedure I concluded 
that the slower rate of absorption of the drug made 
for comparative safety. Accordingly I administered 
0-45 g. by this method dissolved in a few minims of 
distilled water. It caused no pain and he went to 
business the same day and also on the next day. 
On the evening of this day, however, he was taken 
ill with vomiting and purging, the stools containing 
blood. The illness lasted two days. As the injections 
gave him great relief from the lightning pains I 
decided to repeat them, guarding (if possible) against 
after-effects by the administration of adrenalin 
chloride (1 in 1000) IT^ 25 in water twice daily, with 
intermediate doses of calcium lactate, gr. 20, com¬ 
mencing on the day of injection and continuing for 
three days. This procedure was completely success¬ 
ful : the injections caused practically no pain (no 
doubt due to the diminished deep sensibility from 
tabes), and he suffered neither discomfort nor malaise 
but continued his work uninterruptedly. Since that 
time I have given him several prolonged courses of 
novarsenobillon and inunction of mercury ointment, 
always with the accompanying medicinal treatment 
as above, and with marked benefit to his condition. 

In the course of the three years during which I 
have been connected with the venereal clinic at the 
Chester Royal Infirmary I had seen no case which 


gave me the slightest anxiety from after-effects, with 
the exception of one very severe case of acute 
dermatitis, which came to us after treatment at 
another clinic, and the case of jaundice which I am 
about to describe—and this in spite of the fact that 
many of the patients live in the mountainous districts 
of Flintshire and Denbighshire, and have to travel to- 
their homes after receiving an injection. I make it 
a rule never to give an injection if the patient is not 
in good health, from any cause other than his specific 
complaint. The urine is tested before each treatment 
and all patients undergoing a course of salvarsan and 
mercury treatment take a teaspoonful of sublimed 
sulphur in treacle or syrup at bedtime to assist in 
the elimination of the mercury and thus also, in¬ 
directly, of the organic arsenic compound. They are 
also encouraged & drink freely of simple diuretic* 
such as barley water or whey. I had seen no case 
of jaundice from delayed salvarsan poisoning, but 
decided that I would treat such a case with intra¬ 
venous injections of normal saline (which I had found 
efficacious some years ago in treating a case of acute 
yellow atrophy), and also with adrenalin and calcium, 
after my experience of the effect of these drugs in the 
case of tabes mentioned above. 

On Jan. 22nd of this year a patient attended the 
clinic with the following history :— 

A man, aged 39, employed on a farm. Rheumatic fever 
in 1913 ; laid up 12 weeks. Joined army February, 1918 ; 
served in the R.E. in Kent; never abroad. Had a venereal 
sore when he joined army ; slight rash on the arms, no 
sore-throat; had no treatment. 

1919.—Glands in the neck enlarged ; discharged from 
army on this account. May to September, 1919, in Chester 
Royal Infirmary. Lymphadenoma diagnosed ; treated with 
arsenic and X rays; no improvement. July 21st, 1919, 
Wassermann test positive + ; treatment, potass, iodid. and 
mercury ointment inunction ; lost sight of until March. 
1920, when he appeared at the venereal clinic. March 20th, 
0-45 g. novarsenobillon intravenously, inunction ; 27th. 
not well, injection omitted. April 3rd, 0-45 g. ; 10th. 
omitted. 17th, 0-0 g. ; 24th, 0-0 g. ; May 8th, 0-6 g. ; not 
well after the injections; these omitted until June 5th. 
0-45 g. June 12th, 0*45 g. Injections discontinued again i 
24th, Wassermann positive + + . July 28th, 0-45 g. 
August 4th, 0-45 g. August 11th, 0-6 g. and hyd. 1 gr. intra¬ 
muscularly. 18th, 0-0 g. Sept. 1st, 0-6 g. and hyd. 1 gr. 
8th, 0*6 g., hyd. 1 gr. 25th, 0-6 g. and hyd. 1 gr. Oct. 2nd, 
0-6 g., hyd. 1 gr. 9th, not well. 10th, 0*0 g. 23rd, Wasser¬ 
mann positive + + . Nov. 20th, 0*45 g., hyd. 1 gr. 27th. 
0-6 g., hyd. 1 gr. Continued to attend at the clinic, but felt 
unwell. 

lie always felt ill after the injections ; shivering, giddiness, 
sometimes sickness, feeling of prostration and distaste for 
food. The specific treatment was entirely discontinued and 
tonics were administered from time to time. It is note¬ 
worthy that intramuscular injections had the same effect 
as those given intravenously. 

Jan. 22nd, 1921 : Came to the clinic complaining that he 
had been vomiting after everything he took ; had noticed 
that he was yellow. Pain coming and going in the stomach ; 
urine had been a deep colour. At once admitted as an 
in-patient; put on low, fat-free diet; sulphur, a teaspoonful 
at bedtime, and barley water ad lib. Did not vomit during 
the first two days in hospital. 24th : 4.30 P.M., one pint of 
normal saline given intravenously. 0 P.M., severe rigor, patient 
faint and collapsed : 6.30 p.m., h coma tomes is, about 5 oz. 
bright blood vomited ; diarrhoea ; severe pain in epigastrium 
ana under right ribs, shooting to back and up right side. 
Temp. 103-4 F., pulse 128. 9 p.m., I saw him at the infirmary; 
deeply jaundiced, pulse 140 ; collapsed and feeling very ill ; 
ri^ht upper rectus abdominis rigid ; tenderness in epigas¬ 
trium and over gall-bladder region. Gall-bladder could be 
felt distended ; spleen not felt; liver dullness normal. (I 
formed the opinion that the gall-bladder was distended with 
blood.) Ordered liq. adrenalin chlorid. 25, and calcii 
chlorid. 10 gr., in alternate doses 4 tis. 25th: Much better, 
no further vomiting or diarrhoea; pain not so severe; 
20 oz. of dark-coloured urine had been passed during the 
preceding 24 hours. Fajces clay-coloured. 20th: 10 oz. 
normal saline, given intravenously ; slight shiver followed 
and temperature rose to 99°. Gall-bladder diminished in 
size, liver and spleen normal, less pain. (The distilled water 
used in preparation of the normal saline was not above 
suspicion, so I had it doubly distilled, and no further ill- 
effects followed the injections.) Saline administered per 
rectum in addition to the intravenous. 27th: 10 oz. 
saline intravenously; the same quantity per rectum; 
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amount of urine increasing; 40 oz. passed. Herpes on 
upper lip ; pain still on and off. 28th : saline as before, 
pulse 62. Jaundice unaltered ; patient felt drowsy. Gall¬ 
bladder still palpable ; urine gave iodine reaction for bile 
pigment for first time. No albumin at any time ; urine 
-30 oz. ; no leucin or tyrosin. 29th : vomited ; no blood. 
Still drowsy ; jaundice decreasing. On the 30th all treat¬ 
ment was intermitted for one day ; on the 31st saline (one 
pint) was given intravenously; half pint per rectum, 
followed by increased excretion of urine : 40, 57, 45 oz. 
on succeeding days. 

Adrenalin and calcium stopped on Feb. 1st. Jaundice 
gradually disappeared, drowsiness diminished, urine and 
faeces became normal, and patient completely recovered. 
Nothing could be felt of liver, gall-bladder, or spleen. I may 
mention that the enlarged glands in the neck, which had 
begun to decrease in 1919, had disappeared when he returned 
-to the clinic in 1920. Wassermann test, March 22nd, 1921, 
positive 4- -f. I was somewhat disappointed to find that 
the severe experience through which he had passed had left 
the blood reaction unaltered. In the face of such a marked 
positive reaction as this it would be wrong entirely to dis¬ 
continue active specific treatment, and I propose to order 
thorough treatment by inunction of mercury, combined 
with the dose of sulphur each day, send him into the country 
for a month to re-establish his general health, and then 
Admit him to hospital for a complete course of salvarsan 
and mercury treatment under observation, guarded by the 
Adrenalin and calcium dosage as in the case of tabes recorded 
Above. Under these circumstances it will be possible to 
keep under observation the effect of the injections and the 
efficient working of the kidneys. 

Remarks . 

There can be no doubt that this was a case of late 
jaundice from salvarsan poisoning, the interval 
between the last injection and the onset of symptoms 
having been about 42 days. The symptoms are 
identical with those recently recorded in similar cases 
by Major A. T. Todd. 1 I have seen no record, however, 
of a distended gall-bladder such as existed in this 
•case, my surmise that the distension was caused by 
•effused blood, with blocking of the cystic duct by 
■clot, being probably correct. Had I carried out my 
original intention of commencing the treatment with 
Adrenalin and calcium the alarming collapse of the 
•evening of Jan. 24th would almost certainly have 
been avoided. The haemorrhagic symptoms showed 
that the effect of arsenic on the capillaries, and 
probably also on the blood, had been reinforced by 
the dilution of the blood with the normal saline 
injected. My confidence that administration of 
adrenalin and calcium would render the subsequent 
intravenous use of saline a safe procedure was 
abundantly justified by the further course of the 
case. The diuretic effect of the saline was very 
evident, and there can be no doubt that it assisted 
materially in the elimination of the poisonous toxins. 
A marked feature of the case was the reaction which 
followed each injection of salvarsan, and the feeling 
•of malaise and illness which induced us to intermit 
the treatment from time to time, and, fortunately, 
to discontinue it between Nov. 27th and the onset 
of the acute illness in January. 

Major Todd,* from estimation of the ratio between 
ammonia nitrogen and urea nitrogen, concludes that 
“ at some time during the acute stage of the illness 
acidosis was determined in 80 per cent, of the cases, 
and was present in all but the slight cases.” No 
estimation of the urinary nitrogen was made in my 
•case; the symptoms, however, do not seem to me to be 
similar to those caused by acidosis as we are familiar 
with it in uraemia and diabetic coma, there being no 
such disturbance of respiration. I am strongly of 
opinion that the grave symptoms are caused by the 
toxins set free by the destruction of the liver cells, 
and.that, in the main, treatment should be directed 
towards their elimination. The intravenous adminis¬ 
tration of saline not only assists this object but also 
dilutes the toxins in the blood. 

One of the most efficient and simple diuretics in 
my opinion is whey, and its use during a course of 
salvarsan and mercury treatment would, I think, be 
beneficial. The late Dr. Samuel J. Gee drew attention 
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to its use in cases of stone in the kidney, and I 
have frequently had opportunities of verifying his 
observations. 

In conclusion, I wish to thank Dr. W. J. A. Russell, 
house physician at the Chester Royal Infirmary, for 
the careful notes which he took of the case. 


Clnmal jjtoits: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 

♦ — ■ 

A CASE OF PULSATING EMPYEMA. 

By Sir John Broadbent, Bart., M.D.Oxon., 
F.R.C.P. Lond., 

PHYSICIAN TO ST. MARY’S HOSPITAL, PADDINGTON. 


This condition is so rare that I think the following 
case worthy of record. 

M. S., aged 9, was admitted to St. Mary’s Hospital on 
March 6th, 1921, on account of pulsating swelling in the 
pnecordial area. 

History .—She was well and attending school till Jan. 20th, 
when she had her tonsils removed at a local hospital. 
On her return home there was pyrexia, and she was kept 
in bed and attended by a doctor. A pulsating swelling was 
noticed on March 5 th, and she was sent into hospital. No 
history of pneumonia was obtained. 

Condition on admission .—Child looks very ill. Tempera¬ 
ture 102° F., pulse 110, respirations 40. A pulsating swelling 
is seen in the prsecordial area about 2 inches in diameter ; 
its upper margin is at the left nipple, the lower at the sixth 
rib, its outer margin J inch beyond vertical nipple line, 
the inner margin just at the left border of the sterum. 
The swelling projects about f inch from the chest and 
pulsates forcibly and synchronously with the heart. The 
apex beat of the heart cannot be felt, but the heart is not 
displaced to the right as the area of cardiac dullness does 
not extend beyond the mid-sternal line. 

Lungs .—The whole of the left side of the chest is dull 
back and front. There is well-marked bronchial breathing 
back and front over the whole of the dull area, moat intense 
over the upper lobe in front, where a few sharp crepitations 
are heard. 

A diagnosis of pulsating empyema was made. An explor¬ 
ing needle was inserted below the angle of the scapula and 
pus withdrawn. An aspirator was then used, but only 
about 3 oz. of pus could be withdrawn as the child com¬ 
plained of great pain. The next day, the 7th, Mr. V. W. 
Low removed a piece of the eighth rib below the angle of 
the scapula and evacuated a small empyema, only about 
4 oz. of pus escaping. The abscess cavity was small, and 
on its inner aspect the heart could be felt pulsating. The 
evacuation of this empyema had no effect on the pulsating 
swelling in the prsecordial area. The next day the tempera¬ 
ture fell to 99°, and the child seemed better, but there was 
still absolute dullness over the upper part of the left lung, 
with intense bronchial breathing and a few sharp crepita¬ 
tions. On the 12th, as the pulsating swelling still persisted, 
Mr. Low incised it and about 3 oz. of pus escaped. It was 
found to be an empyema pointing through the fifth intercostal 
space and encapsuled between the heart and chest wall. 
At the bottom of the wound the heart could be seen 
pulsating violently. This cavity was entirely shut off 
by firm adhesions from the abscess cavity of the 
empyema previously opened. A small rubber drain was 
put into the cavity, and was discontinued after three days 
us there was little discharge. The temperature after a few 
days settled down. The upper lobe of the left lung above 
the empyema became less dull and gradually expanded and 
the bronchial breathing was no longer heard. Both wounds 
healed rapidly and the child made an excellent recovery 
and was discharged from hospital April 22nd. 

Dr. Joseph Sailer 1 in 1904 published a paper on 
“ Pulsation of the Wall of the Thorax,” in which he 
states that he has collected records of 97 cases in which 
effusion of fluid in the pleural cavity was associated 
with pulsation of the thoracic wall. He divides these 
into two main groups ; (1) General diffuse pulsation 

1 Sailer : Journal of American Science, vol. cxxvlii., 225. 
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of the wall of the thorax ; (2) localised pulsating 

tumours. These he classified as follows:— 

Pointing empyemata .. .. . . 34 ) Localised 

Pyopneumothorax .. .. .. 4 f pulsation. 

Diffuse general pulsation of thoracic wall 25 \ Diffuse 
Pyopneumothorax .. .. .. 8 > pulsation. 

Circumscribed encapsuled empyemata . . 5 

Extrapleural abscess .. .. .. 5 

Serous or haemorrhagic effusion . . 12 

In 53 cases of left-sided effusions the heart was displaced 
to the right. 

In 58 out of 02 cases when locality of pulsation was 
mentioned it was on the left side. 

Of the 97 cases 37 recovered, 27 died, and 10 improved ; 
the history of the others was not known. 

Explanation of Local Pulsation. 

As Sailer states, it is clear (1) that the source of 
pulsation must be the heart, (2) that the pulsations 
must be transmitted through the collection of fluid 
to the surface. 

Normally the pulsations of the heart are absorbed 
by the lung, and even if one side of the chest is full 
of fluid the pulsations of the heart are absorbed by 
the other lung, which is resilient, and are not trans¬ 
mitted through the fluid. 

For pulsation to be transmitted through the fluid 
to the chest wall two factors appear to be essential : 
(1) The fluid must be shut off by adhesions and 
brought into close contact with the heart under a 
certain degree of tension ; and (2) the heart and 
pericardium must also be fixed by adhesions, and 
thus kept in apposition with the fluid under tension. 

In the case under consideration these conditions 
were fulfilled, as there was an empyema shut in 
between the heart and the chest wall pointing to 
the fifth intercostal space and pulsating, and the 
heart was fixed by adhesions, as it was not pushed 
over to the right in spite of the fact that there was 
another separate empyema at the left base. It is 
remarkable that the pericardium, being in such close 
contact with two purulent effusions, should not have 
been infected. 

A CASE OF 

WEBBING OF THE LEFT ARM. 

By J. S. M anson, M.D.Edin., D.P.H., 

MEDICAL OFFICER OF HEALTH. RUNCORN RURAL DISTRICT. 


This rare condition is illustrated by the accom¬ 
panying photograph. The skin fold on the left side 
extends from the nipple to the internal condyle of 
the humerus. The depth of the anterior axillary 
fold measured from the acromion process is 8£ inches 
compared to 5 inches on the right side. The left 



humerus is 1 inch shorter than the right. The left 
pectoralis major is very poorly developed if not 
altogether absent. The pectoralis minor is also small. 
The scapular muscles seem less in size than those on 
the right, but are otherwise well developed. The 
arm cannot be raised quite to the level of the shoulder. 
The left side of the chest bulges in front at the junction 
of the costal cartilages with the ribs. There are no 
other abnormalities. 

Warrington. 


Ubbical Sffrietits. 


ROYAL SOCIETY OF MEDICINE. 


SECTION OF MEDICINE. 

Artificial Pneumothorax. 

A meeting of this Section of the Royal Society of 
Medicine was held on May 24th, Dr. A. F. Voelcker. 
the President, being in the chair, when Dr. Clive 
Riviere opened a discussion on Artificial Pneumo¬ 
thorax. Pneumothorax treatment of pulmonary 
tuberculosis, he said, had now been practised for 
over 30 veal’s and its value was more and more widely 
recognised. The treatment was indicated, according 
to Forlanini, its most notable exponent, “ every 
time that life is threatened by the extension of a 
local lesion.” To achieve success with it, it was 
necessary to follow very closely its indications 
and contra-indications, the most important being 
concerned with the condition of the opposite or 
“ better ” lung. Disease in this might be fairly 
widespread, but must not be of decided activity. 
The condition of this lung could only be gauged after 
the deep parts had been revealed to X-ray examina¬ 
tion. Rales on the “ better ” side were often con¬ 
ducted from the bad side, and would disappear 
when the bad lung was collapsed—care must be 
taken that this conduction did lead to error and 
the refusal of suitable cases. Refills of gas must 
not be too large, and hence must not be at too long 
intervals. 1000 c.cm. or more, often given in this 
country, were too large ; 700-800 c.cm. should be the 
limit, and 500 c.cm. were safer. The intervals would 
be governed by the rate of absorption and vary 
considerably for different cases—no “ standard ” 
interval could be laid down. With the course of time 
a pleural sclerosis occurred and the gas pressure 
had to be raised or the lung would expand. This 
necessitated X-ray examinations at intervals during 
the course of a case. On the other hand, too high 
pressures would lead to mediastinal over-displace¬ 
ment, accompanied by unpleasant symptoms. A 
condition which tended to the undue raising of 
intrapleural pressure was the onset of pleurisy— 
very small quantities of gas raised the pressure 
very high. But no such gas should be introduced, 
nor the chest punctured till the acute stage was past. 

The surgical treatment of adhesions preventing 
efficient collapse of the lung was an important 
line of progress. If few they might be divided, 
without opening the chest, by galvanocautery or 
tenotome. If more numerous the chest might be 
opened without rib resection and the adhesions 
divided. Separation of widely adherent lung had 
also been tried, but was not a hopeful operation. 
More hopeful, under such conditions, was a stripping 
of the costal pleura, and the packing of the space 
with fat or paraffin, or in some cases, the establish¬ 
ment of a pneumothorax between the costal pleura 
and the endothoracic fascia. There remained also 
extrapleural thoracoplasty, but for all these operations 
the case must be very carefully picked, particularly 
with relation to the condition of the “ better ” lung. 
The point to be specially insisted on in the treatment 
of pulmonary tuberculosis by pneumothorax or 
by surgery was the narrowness of the indications, 
but the striking hopefulness of the treatment within 
these limits. 

Hir James Fowler described a case which had 
come under his notice in 1885, when artificial 
pneumothorax was induced in a youth aged 21 
for haemoptysis. The patient had been in hospital 
for 31 days, and during severe attacks of haemoptysis 
190 ounces of blood were brought up. After the 
pneumothorax the patient had two attacks of 
haemoptysis during the five days he lived, during 
which 4 and 2 ounces of blood were coughed up. 
Post-mortem examination showed the presence of an 
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old cavity at the apex of the left lung from which the 
blood had come, the upper lobe and the right lung 
being infiltrated with miliary tubercle. Sir James 
Fowler considered that pneumothorax was one of 
the two great advances which had been seen in the 
treatment of tuberculosis. 

Dr. S. Vere Pearson said that the more experience 
he gained the more he felt that too much diffidence 
was shown in resorting to artificial pneumothorax. 
He did not advocate it in early cases. After quoting 
two cases illustrating its value, he .said that he 
agreed with other writers as to the impossibility of 
ascertaining by any means short of puncture with a 
hollow needle connected with a manometer, whether 
or not adhesions were present. The form of needle 
used for an initial operation was unimportant, and 
he believed in trying the simplest kind first. He 
had abandoned a great number of punctures when 
met by failure to find free pleural surfaces, and persis¬ 
tent endeavour by ordinary means when initially 
only a very incomplete pneumothorax could be 
produced on account of adhesions. He did not 
usually try again after two stances with about 
three punctures each. It was in the days, now 
several years ago, when he used to try to tear adherent 
pleural surfaces apart in cases with extensive 
adhesions by repeated doses of gas at high pressure, 
that he met with the only suggestion of gas embolism 
he had come across in his own practice. The patient 
became semi-conscious for a few minutes, and after¬ 
wards for several hours presented partial hemianopia 
and hemiparesis. With regard to pleural reflex, 
twice he had encountered alarming symptoms, 
which perhaps ought to be ascribed to this reaction, 
but the effects produced by a very small initial 
dose of gas, given with all the manometric readings 
favourable, hardly accorded with those usually 
ascribed to pleural reflex. The dose immediately 
set up most distressing dyspnoea of the asthmatic 
type. In the first case this subsided in a few hours. 
The hopelessness of the outlook unless compression 
treatment was successful induced him to make a 
second effort, but again the same symptom arose 
and took many hours to subside. In the second 
case the dyspnoea increased progressively unto 
death within an hour and a half after a dose of only 
about 100 c.cm. of oxygen. The gas was introduced 
on the advice of a consultant into the side containing 
the lung with least extensive disease, in the belief 
that this disease was that which was active, and 
that the outlook in any case was very bad. 

In his series of cases of effective compression fluid 
occurred about as frequently on one side as the other, 
and in partial as in complete pneumothoraces. 
Of 56 cases, 23 had been right-sided and 33 left. 
Of the former, 8 were partial; 2 of these and 10 of 
the remainder had fluid. Of the latter, 7 were partial. 
Four of these partial ones and 14 of the complete 
pneumothoraces developed fluid at some time or 
other. A striking thing about the cases with fluid, 
if they were properly handled, was that the ultimate 
results were but little worse than those following 
dry pneumothorax. There were several points 
connected with fluid which might profitably be 
discussed. The fluid was generally at least a nuisance 
and often added a good many extra problems and 
difficulties in the management of the case. What 
were the circumstances which called for aspiration ? 
Did replacement by oxygen instead of by nitrogen 
or air lead to quicker absorption ? He had come to 
no final conclusions in either case. A chest full of 
fluid should be aspirated if possible. Such a cavity 
should be treated conservatively as long as it was 
purely tuberculous ; this was almost invariable 
in these cases ; it should not be opened by any 
cutting operation. When any fever, other than the 
slightest, persisted for many weeks and seemed to be 
caused by the pleuritis and the effusion aspiration 
should be resorted to, especially if malaise, anorexia, 
and indigestion were severe. If re-expansion of the 
lung was difficult to control and new adhesions 
seemed imminent, it was best to empty the chest 


as completely as possible and replace the fluid by gas. 
Under these circumstances one should not wait long, 
say only until the cavity was about one-third or 
one-half full, before repeating the procedure. Apart 
from the foregoing considerations he could see 
no advantages in aspirating the fluid. Whenever 
he aspirated he tried to get all the fluid off and 
replaced by gas. Fluid cases required more frequent 
reference to the X ray room than dry cases. 

In England we were behind the continental workers 
in dealing with patients who presented all the 
indications of successful treatment by pneumothorax, 
but whose adhesions prevented success. He had 
been much impressed by Jacobaen’s paper on the 
cauterisation of adhesions by the aid of the thora¬ 
coscope and a galvano-cautery. This author had 
operated by these puncture methods on 40 patients 
with partial adhesions. In 30 of the 40 he was 
able to accomplish what he had set out to do. In 
26 he produced a more effective pneumothorax 
and thereby benefited the patient. With over 100 
cauterisations he had never met with secondary 
infection and only once did haemorrhage arise. 
There was incompetence from which patients suffered 
because of the hiatus between the physician and 
surgery—this must be bridged. For the division 
of partial adhesions, because purely tuberculous 
lesions w r ere being dealt with, he favoured on 
theoretical grounds those methods which avoided, 
as far as possible, cutting operations. 

Dr. Neville Cox referred to the danger of using 
a pointed needle for the first operation, and to the 
risks of tuberculin injections in the after-treatment. 
He thought that a matter of paramount importance 
to tuberculosis officers and others dealing with large 
numbers of phthisis cases, especially among the 
industrial classes, was the indications for the treat¬ 
ment, and whether it was justifiable to use it in some 
of the so-called early cases, pointing out the notori¬ 
ously bad prognosis in such cases, where bacilli were 
persistently present, treated on ordinary lines. He 
also referred to the need of competent surgical 
assistance in some of the complications of pneumo¬ 
thorax, and thought that the larger sanatoriuma 
should have properly equipped operating theatres, 
with surgeons attached, to deal with such cases. 

Dr. Donald Hall had been employing the treat¬ 
ment for two years—his only regret was that he had 
not employed it earlier, for he was absolutely con¬ 
vinced of its great merit. He thought that by the 
profession as a whole the treatment had not received 
the recognition which was its due. He urged that 
great care ought to be taken in the selection of cases, 
for although the patient might have nothing to lose, 
the treatment had, and therefore, until artificial 
pneumothorax was more widely adopted and ap¬ 
proved, each avoidable unsuccessful case was an 
error in tactics on the part; of its exponents. He 
now used air in preference to nitrogen. On four 
occasions he had made his first puncture with a 
Lillingston needle, but for first puncture he preferred 
the Riviere trocar. All his cases had been X rayed 
before and during treatment. He had found skia¬ 
grams of great help in determining the extent of 
collapse, but he would not be deterred by an adverse 
X ray report from undertaking a case the clinical 
physical signs of which were favourable. He had 
kept to low pressures, aiming at obtaining +5. His 
only unfavourable results had been cases in which, 
owing to adhesions, it had been impossible to produce 
more than partial collapse. So far he had met with 
no serious complications, such as perforation of lung, 
pleural shock, or air embolism. 

Dr. Jane Walker said that at the East Anglian 
Sanatorium patients had been treated by the method 
since 1912. The number of patients treated was 
117, in 12 of which there had been failure to 
produce a pneumothorax. Those selected had been 
advanced cases in patients in whom there was little 
prospect of recovery, so that the percentage of 
“ cures ” was necessarily small. Artificial pneumo¬ 
thorax had been induced when there was evidence 
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of general toxaemia, and when one lung only was 
extensively diseased, with a possible small lesion 
limited to about a fourth of the other lung. The 
treatment would not be employed if there were 
extensive disease in the other lung, if there were 
albuminuria, or if the patient were of a very nervous 
temperament. A small amount of disease in the 
other lung was certainly not a contraindication, and 
in a large number of cases, with the general improve¬ 
ment in the patient’s condition, a diminution in the 
signs over the other lung had taken place. Of 
the 117 cases, 73 were of females and 44 of males. 
Their ages varied from 8 to 60. Sixteen under 
16 years of age, 12 girls and 4 boys, and of them 
11 had bacilli in the sputum, 4 sputum without 
bacilli, and 1 had no sputum. Nine of the 16 
were alive, 1 treated in 1912, 4 in 1915, 1 in 1917, 
1 in 1918, 1 in 1920, and 1 was now under treatment 
at the children’s sanatorium. Of the remaining 
101 cases, 37 were alive as far as was known; of 
these 16 had been treated by this method since the 
middle of 1920, and 11 of them had a very good 
prospect of recovery ; 64 were known to have died, 
so that roughly two-thirds had died already, and a 
good many more were likely to follow. 

So far there had been no serious accidents con¬ 
nected with the treatment; occasionally a vein had 
been punctured. The simplest possible form of 
apparatus was used, the only modification since 1912 
being that for some years past air had been used 
rather than nitrogen. Oxygen had not been used 
for the initial operation. The patients were pre¬ 
pared by giving them omnopon a couple of hours 
or so before, and novocain or locsBsthetic was used 
as a local anaesthetic, care being taken to anaesthetise 
the deeper tissues as well as the skin. On the first 
occasion 200-250 c.cm. were usually inserted, next 
day 300 c.cm.,and then after a day’s interval 350 c.cm., 
and so on, gradually lengthening the intervals. It 
had been the practice lately to give smaller doses at 
more frequent intervals, so that a patient was rarely 
allowed to go for longer than three weeks without a 
refill, and rarely as much as 1000 c.cm. were given for 
the first six months or so. The first few refills were 
usually finished with a negative pressure, and a 

P ressure of + 10 was seldom exceeded later on. 

taring the last four years X ray examinations had 
been made on all cases, and the presence of fluid 
had been detected in a large proportion. Prof. 
Saugman’s estimate of 50 per cent, was not far 
from the mark. The disadvantages of a large 
quantity of gas were breathlessness, too great strain 
on the other lung, and digestive disturbances. It 
was a curious fact how difficult it was to make 
patients gain weight during treatment by this 
method. Dr. Walker felt very strongly that the 
time had come to consider whether this treatment 
should not be applied to cases before the patients 
became so seriously ill. On all the cases under 
consideration artificial pneumothorax was induced 
as a last hope, and although the percentage of 
recoveries was so comparatively low, still life for 
these people had been made far more tolerable. 
Distressing symptoms had been greatly alleviated 
and life prolonged, so that the procedure had been 
well worth while. 

Dr. L. 8 . Burrell said that he proposed to refer 
to two conditions which might arise during the 
treatment—one gradual obliteration of the pneumo¬ 
thorax cavity, the other the formation of pleural 
effusion. Out of 77 cases in which he had produced 
an artificial pneumothorax and had kept it up for 
a month or more, in five the air space had gradually 
become smaller until eventually it had closed. In 
one of these the parietal pleura became much 
thickened, so that the needle had to be introduced far 
to reach the air space, but in the other four there was 
no great thickening of the pleura. Having described 
these cases he said that in all of them the disease was 
on the left side, and each patient was over 30 years 
of age. Treatment was started because of repeated 
haemoptysis in two cases, and because of progressive 


disease in spite of sanatorium treatment in the other 
three. The pneumothorax seemed to have hastened 
the formation of fibrous tissue, and all the cases had 
been much improved, in spite of the short time they 
were under treatment. He was of opinion that the 
treatment should be kept up for at least two years 
when possible, and he had seen a relapse follow 
four months after treatment had been stopped in a 
patient who had been having refills for 2 £ years. 
Out of the 77 cases of artificial pneumothorax he had 
had 18 cases of pleural effusion, or 22*3 per cent., 
but he did not include among the 77 any case in 
which the treatment was not continued for at least 
a month. Of the 18 patients, in 11 the pleural effusion 
developed within the first four months of treat¬ 
ment, in another six it developed before the end of the 
eighth month, and in 1 after 19 months. Three were 
dead, three were very ill, but the remainder were doing 
well, and seven of them were at work. The fluid often 
became thick, and might contain tubercle bacilli, 
but no other organisms had been found in the series. 
He had noticed that patients from whom the fluid 
was not withdrawn often did quite well, and appeared 
to be unaffected by the effusion. It was his practice, 
however, to replace the fluid by air or oxygen about 
every three months. 

Having demonstrated X ray prints obtained 
from a case of this kind, he spoke in favour of the 
double manometer, although he generally used the 
apparatus devised by Drs. C. Lillingston and S. V. 
Pearson. With a double manometer, as found in Dr. 
Parry Morgan’s apparatus, the oscillations were more 
easily seen—a great advantage, especially at the 
initial operation. Moreover, with the double mano¬ 
meter, it was possible to know the pressure of the 
gas from the bottle and the intrapleural pressure at 
the same time. One could also discover by this 
manometer whether the gas was flowing into the 
pleural cavity. 

Dr. S. Melville scud that he would plead for the 
collaboration of the clinician and the radiologist 
more in the induction of artificial pneumothorax 
than in most other things. (1) To determine the 
distribution of the disease. It was well recognised 
that the skiagram showed more extensive shadows 
of disease than were appreciable by physical exami¬ 
nation. (2) In cases in which there was considerable 
disease in one lung there was speedily set up a com¬ 
pensatory emphysema in the more healthy lung, 
which unquestionably masked the physical signs. 
(3) To localise the position of definite adhesions with 
the possibility of indicating the most suitable site 
for inserting the needle. If a case were systematic¬ 
ally watched during the intervals of filling, adhesions 
were seen which were unsuspected, and it was 
interesting to watch the slow but definite stretching 
of these adhesions. As the lung became decom¬ 
pressed they were seen to shorten—in other words, 
the lung expanded along the lines of the adhesions. 
In practically every case after a fair amount of gas 
had been introduced the other lung was seen to 
become less translucent. Attention had been drawn 
to this by Dr. G. Lucas, of Banchory. The conceivable 
therapeutic value of this change he ventured to 
emphasise, for although some of the lessened trans- 
lucency might be due to compression, there was a 
hyperaemia set up which must have some influence 
upon any diseased focus in the more healthy lung. 


SECTION OF OTOLOGY. 

A MEETING of this Section of the Royal Society 
of Medicine was held on May 20th, Sir Charles 
Ballance, the President, in the chair. 

The Pathology of Deaf-mutism. 

Dr. J. S. Fraser (Edinburgh) showed a remarkable 
series of slides of sections of ears from deaf-mutes, 
demonstrating the structural defects. The contribu¬ 
tion was based upon the examination of 130 children 
at a deaf and dumb school; also a number of cases 
at the Royal Infirmary, Edinburgh. Of the 130,6 were 
instances of congenital aphasia, but they could all hear 
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fairly well, one or two being able to obey instructions 
given in a whispered voice while their backs were 
turned. One child who could hear fairly well had 
deaf-mute parents. In 4 out of these 6 congenital 
cases the vestibular apparatus was normal. It was, 
he said, questionable whether a school for the deaf 
and dumb was the best place for educating children 
with congenital aphasia. Of the remaining 124 
cases, 53 had congenital deafness, and in 13 others 
it was probably the case, too. Of the 53 definite 
cases the parents were blood relations in only 3. In 
18 cases there was deaf-mutism in the family, but 
several families supplied more than one child to the 
institution. Ten children showed evidence of past 
middle-ear suppuration, 16 had a little hearing. In 
23 the vestibular apparatus was normal, in 17 it was 
subnormal. Fifty-eight of the children were cases 
of acquired deafness. In 22 cases the deaf-mutism 
was due to the results of zymotic diseases other than 
epidemic cerebro-spinal fever. Of these 22, 17 had 
learned to speak before the onset of the deafness, 
but by the time they were sent to the school speech 
had practically disappeared. In 3 chronic middle- 
ear suppuration was still present; 9 had had mastoid 
operations, 2 had large dry perforations, 2 had 
retracted scars, and in only 4 was there anything like 
a normal drumhead. In 11 cases vestibular reac¬ 
tions were absent; in 8 others they were practically 
absent. Cerebro-spinal fever was responsible for 
more marked deafness than was any other condi¬ 
tion, and it was associated with great loss of vesti¬ 
bular reactions. There were 17 of these cases. 
Congenital syphilis was present in 7 ; in some the 
Wassermann reaction failed to reveal the syphilis. 

The President spoke highly of the value of the 
demonstration, and paid a tribute to Dr. Fraser for 
the beauty of the preparations.—Mr. A. Cheatle 
asked whether Dr. Fraser had any views as to why 
islands of hearing occurred in these cases. With 
regard to the site of the malformation, it was held 
that the structures which were late in the evolution 
of the ear were more liable to malformation than 
those formed at an earlier epoch, and the cases now 
illustrated bore that out.—Dr. Albert A. Gray 
(Glasgow) said he had found that the tensor tympani 
muscle had not undergone any degeneration in deaf- 
mutism. Very few deaf-mutes were absolutely deaf, 
and he suggested that the response occasionally to 
the loud sounds heard was sufficient to keep the 
tensor tympani healthy. He was not able to speak 
of the stapedius. And instead of the labyrinth in 
these cases being smaller in size than the normal, he 
had found it to be even larger than in the usual 
child.—Dr. Dan McKenzie expressed his satisfaction 
that this somewhat neglected region of aural investi¬ 
gation was being taken up. He thought it important 
to endeavour to differentiate between cases due to 
intra-uterine disease and those owning some here¬ 
ditary defect. The precise nature of the latter was 
still questionable. It was interesting to note that in 
two of Dr. Fraser’s cases there had been fracture of 
the cranial base. He discussed the probable mode of 
infection in cases of the condition having followed 
meningitis.—Mr. Sydney Scott congratulated the 
exhibitor and the Section on the beautiful sections 
shown by Dr. Fraser. One of the most interesting 
of the series was that in which in one ear there was 
a distended ductus cochlea, and in the other there 
was collpase of that structure, and he thought the 
following up of that subject might throw some light 
on the origin of the perilymph and endolymph. 

Dr. Fraser, in his reply, said he believed that in 
congenital deaf-mutes the organ of Corti was badly 
formed, but not sufficiently so to preclude the hear¬ 
ing of very loud sounds ; it was comparable to the 
perception of a bright light by a very defective eye. 
In the first case of which he showed slides, the part 
of the otic vesicle which normally formed the utricles 
and canals developed all right, but that which was 
going to form the saccule of the cochlea did not 
expand properly. There was no sign of abnormality 
in the vascular supply of the cochlea. He remarked 


on the French view that congenital deaf-mutism was 
not so much a question of the inner ear as of the 
hearing centres in the brain, and he intended to 
report later on the brains of these cases. 

Sinusitis in Children . 

Mr. F. J. Cleminson read a paper on this subject, 
based on a study of 85 cases. The sinus chiefly 
considered in this contribution was the maxillary 
antrum, but some of the cases showed ethmoiditis, 
and some frontal sinusitis infection also, with pro¬ 
bably involvement of the sphenoid. The ages of 
the cases varied from 3 to 14 years. Among the 
symptoms complained of were running at the nose, 
nasal obstruction, constant cold, deafness, chronic 
cough, frontal or supra-orbital headache, mental 
dullness, and lethargy ; very occasionally there was 
nose bleeding. Otorrhoea might be present in one 
or both ears. Diagnosis rested on the symptoms and 
signs,transillumination, radiography, and exploratory 
puncture. One case dated back to an attack of 
diphtheria three years before, and that raised the 
question of carriers during a long period. In 15 of 
the cases the infection was due to a single organism. 
Many cases of recent infection cleared up after a 
solitary puncture. 

The paper was discussed by the President, Mr. 
Scott, Dr. E. Watson-Wiluams (Bristol), Mr. H. D. 
Blabtow, Mr. G, H. Lawson Whale, and Dr. J. S. 
Fraser, and Mr. Cleminson replied. 


BOYAL SOCIETY OF TBOPICAL MEDICINE 
AND HYGIENE. 


Trypanosomiasis: New Method of Treatment. 

At a meeting of this society, held on May 20th, 
Prof. W. J. R. Simpson presiding, a paper was read 
by Dr. Claude H. Marshall, S.M.O., Uganda 
Protectorate, on this subject. He prefaced an 
account of the treatment, which had been originated 
by Dr. S. M. Vassallo, of the Uganda Medical Service, 
and himself, by reference to the causation of sleeping 
sickness and its dependence on the three factors— 
(1) the human host, (2) glossina tsetse-fly, and (3) the 
trypanosome. Any two of these were harmless in 
the absence of the third, therefore the disease might 
be dealt with either by exclusion of human beings 
from tsetse-fly areas, banishment of the fly by 
robbing it of shelter and food, or by the cure of 
infected persons. It was pointed out that application 
of the first of these measures involved surrender to 
the glossina and abandonment of vast tracts of 
country. Destruction of the fly’s breeding ground and 
removal of its food-supply had met with only limited 
success. Efforts at cure of infected people had proved 
most discouraging, for, in spite of marked temporary 
benefit resulting from many drugs, no permanent 
cure could yet be relied on. Administration of a 
single dose of salvarsan, neosalvarsan, or atoxyl 
sufficed to sterilise the blood temporarily, but after 
about four months the disease recurred and was 
eventually fatal. 

To explain this unhappy course of events two 
theories had been advanced—(1) that the trypano¬ 
some in a resistant form became atoxy 1-fast; (2) 

that some of the parasites escaped the drug by 
seclusion in the central nervous system. The latter 
explanation he regarded as the correct one, and 
supported it by reference in detail to four cases, 
whose blood and gland juice proved to have been 
freed from parasites by intravenous injection of neo- 
kharsivan, but whose cerebro-spinal fluid had been 
found to contain trypanosomes as early after infec¬ 
tion as three days and as late as 3± months in each 
instance in two of the four cases. He suggested 
that the marked thickening of the cerebral meninges, 
found in post-mortem examinations on fatal cases 
of the disease, was due to the action of the trypano¬ 
some in the central nervous system in producing 
thickening and occlusion of the choroid plexus at 
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aa early stage of the disease, and thus preventing 
access of drugs from the circulation into the spinal 
fluid. In support of this view he quoted Prof. A. 
Keith as authority that infections in the basal 
cisterns of the brain reached the cervical glands, 
probably through the nerve sheaths, where some 
connexion existed between the cerebro-spinal and 
lymphatic systems. On these grounds Dr. Marshall 
regarded intravenous medication as useless, when 
once the central nervous system was invaded, 
as, whatever drug was employed, its effect would 
be confined to the general circulation. In 1918 he 
first attempted intrathecal treatment. He injected 
a patient with 0-6 gm. of neokharsivan intra¬ 
venously, followed three days later by injection of 
0-025 gm. of the same drug into the spinal canal. 
This proved a failure, for the man died on the follow¬ 
ing day. In a subsequent well-marked case of sleep¬ 
ing sickness, however, three hours after intravenous 
injection of neokharsivan, he withdrew two ounces 
of the patient’s blood, kept it under sterile conditions 
for 20 hours, and then injected 20 minims of 
the resulting serum into the spinal canal, the same 
amount of spinal fluid having been previously 
drawn off. No further treatment was given. Exami¬ 
nations of the blood at intervals of three months had 
failed to show any parasites, and when last seen in 
December, 1920—i.e., 27 months after the original in¬ 
jection of serum—the patient was quite well. Up to the 
end of 1919,13 other cases had been similarly treated, 
and the results had been published in the British 
Medical Journal of May 22nd, 1920. Dr. Vassallo, 
who had relieved him in February, 1920, had kept 
these cases under observation, and had dealt with a 
number of others on the same lines in the past year. 

The results of 30 cases so treated by intravenous 
injection of neokharsivan, followed by intrathecal 
injection of serum, were recorded in a table. This 
showed that after intervals varying from 27 to 
0* months from the date of treatment to December, 
1920, 23 cases, or 76-6 per cent., were quite well, the 
blood and cerebro-spinal fluid had proved negative 
on examination, and the enlarged glands had disap¬ 
peared. In 4 cases no records of after-history 
existed, and 2 cases, or 6 0 per cent., in a very 
advanced stage at the time of treatment had died. A 
further series of 23 cases treated less than six months 
previously had been re-examined with negative results 
and appeared quite well. Dr. Marshall discussed 
the possible action of salvarsanised serum injected 
into the spinal canal, and did not consider the bene¬ 
ficial effects were attributable purely to its anti- 
parasitic properties. It was suggested that normally 
the formation of some trypanolytic antibody, in 
response to a blood invasion by the parasite, effected 
a natural cure only in so far as the circulation was 
concerned. The cerebro-spinal fluid containing no 
antibodies and being cut off from the blood by 
pathological changes, already put forward, it followed 
that a natural cure could not include the central 
nervous system. He maintained, however, that 
blood serum containing trypanolysin, when injected 
into the spinal canal, was capable of killing the 
parasite there either by direct action, or, in the 
opinion of Dr. Abadie of Paris, by stimulating the 
formation of complement. Dr. Marshall related, in 
support of the trypanolysin theory, that in several 
patients, who had received no intravenous treatment 
at all, a quantity of blood had been drawn off from 
a vein and allowed to stand for three days. The serum 
had then been injected into the spinal canal, on the 
supposition that the exposure would have killed off 
any existing trypanosomes in the blood, and that 
the trypanolysins contained in the serum would 
dispose of the infection in the cerebro-spinal fluid, 
simultaneously with the destruction of the parasites 
in the blood stream by their own antibodies. The 
first case so treated had shown good results for 
six months up to December. 1920, when no trypano¬ 
somes were found in the blood or spinal fluid, and 
the enlarged glands in the neck had disappeared. 

lie stated that Dr. Vassallo, following up this 
line of treatment, was now* trying the effect of the 


intrathecal injection of serum from a previously 
treated case into a patient with sleeping sickness, 
but it was too early yet to give an opinion as to the 
result. Great interest attached to the case of their 
only European patient, who was present at the meet¬ 
ing, and whose history Dr. Marshall described in 
detail. Attacks of w T liat was thought to be malaria 
began on July 30th, 1920, and on August 24th 
abundant trypanosomes were found in the blood. 
When seen a month later the man had lost 2 at. in 
weight, and suffered from lassitude, malaise, loss of 
appetite, attacks of vomiting, headache, and pains 
in the back and limbs. Blood examination showed 
two or three trypanosomes per field. He was 
treated by intravenous injection of 0-9 gm. of neo¬ 
kharsivan, and half an hour later blood was with¬ 
drawn from a vein—12 c.cm. of the resulting serum 
were injected into the spinal canal. A severe reaction, 
lasting several days, was followed by uninterrupted 
recovery, the loss of all symptoms, and complete 
regain of weight. Subsequently, in November, 1920, 
although the blood yielded a negative examination 
microscopically, one of two rats which had been 
inoculated with the patient’s blood showed trypano¬ 
somes four weeks later, while the other proved 
negative. At the end of 1920 examination of the 
patient by Prof. J. W. H. Eyre revealed one degenerate 
trypanosome in eight slides, but sub-inoculations of 
his blood into guinea-pigs gave negative results. 
Various possibilities were discussed to explain the 
course of the case, and it was regarded as probable 
that the presence of degenerating trypanosomes 
was but a feature of the normal process of cure by 
the new method. Subsequent examinations of this 
patient’s blood and cerebro-spinal fluid, which were 
also inoculated into rats and mice in January and 
April, 1921, and as recently as May 2nd, had all 
yielded negative results, and in view also of his 
present robust appearance, they felt justified in 
presuming the case cured. It was proposed in 
future to treat advanced cases of sleeping sickness 
by injecting serum into the lateral ventricles as well 
as into the spinal canal, on account of possible 
occlusion of the foramen of Magendie by thickened 
membrane preventing intrathecal injections from 
reaching the cerebral cavity. 

In conclusion, Dr. Marshall held that of the two 
distinct foci of infection, the central nervous system 
was the more important, and could be dealt with 
by a single dose of serum. He regarded the results 
of such serum treatment in over 50 cases as better 
than any hitherto obtained by injections of salvarsan, 
atoxyl, antimony, or other drug preparations, and 
suggested that a trypanolysin was responsible for 
the cure. In this belief it appeared reasonable to 
make use of animal serum for treatment, and to hope 
that in man prophylaxis and immunisation against 
trypanosome infection might be so attained and 
early diagnosis effected by complement-fixation 
tests—problems which Dr. Vassallo w r as investigating. 
With reference to the possible application of a 
similar scheme of treatment in order to check trypano¬ 
somiasis in animals . Dr. Marshall urged the coopera¬ 
tion of veterinary medical science in forwarding 
so important a line of research. 

Discussion . 

In opening the discussion on Dr. Marshall’s paper 
the President commented particularly on the very 
healthy appearance of the patient exhibited, which 
lent justification to the belief in his cure. He 
referred to Prof. Warrington Yorke’s paper read 
at a previous meeting on trypanosomiasis, which 
had given rise to a lively discussion on the experi¬ 
mental suggestions made as to the advisability of 
prophylactic game destruction, and as to the sum 
of £50,000 required for the investigation of the 
problems of sleeping sickness. Then both the 
medical and veterinary aspects had been discussed; 
now the question from its purely medical and 
therapeutic standpoints had been brought to notice, 
and the light thrown on the subject by Drs. Marshall 
and Vassallo offered a brilliant means of treating 
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trypanosome infection. It was impossible to estimate, 
in coping with so great a scourge of tropical Africa, 
what' such a solution would mean to Africa. In 
his opinion the paper just read was one of the most 
valuable yet brought before the society, and promised 
to deal effectively with the human form of trypano¬ 
somiasis. The group of 30 cases treated by serum 
showed 22, or 73 percent.,to be still alive and well; 
of 13 who had been treated a year or more ago, 9, 
or 69 per cent., were now living and in good health. 
He regarded these high percentages of recoveries as 
a great and remarkable achievement compared with 
the few recoveries under other methods of treatment. 
There remained to be seen whether the same good 
results would be obtained with the Rhodesian type 
of infection. The line of treatment by this serum- 
therapv rested on a thoroughly scientific basis; 
by allowing the patient’s blood to stand, the try¬ 
panosomes contained in it were killed after yielding 
up their intracellular enzymes to the serum, which 
was used for intrathecal and intraventricular injec¬ 
tions and obtained direct access to the most important 
focus of disease, the central nervous system. 
Prof. W. D. Halliburton in his presidential 
address in October, 1916, before the Physiological 
Society, had shown that in normal individuals 
injection into the cerebro-spinal canal enabled 
substances to reach the general circulation, whereas 
injections into the blood failed to gain the cerebro¬ 
spinal fluid. This fact would account for the failure 
of drugs, injected intravenously, to cure try¬ 
panosome infection, and justified the intrathecal 
method of administration of a serum, whose action 
was comparable to the effect produced in other diseases 
by the use of vaccines and sera containing specific 
intracellular products or bacteriolytic enzymes or 
antitoxins. Professor Simpson referred to the auto- 
serumtherapy of Dr. Senn, Of Bombay, as providing 
a similar line of treatment. He had been impressed 
by the method advocated, which called for opportunity 
of trial on a large scale and appealed to veterinary 
cooperation and the wealth of a Rockefeller in 
order to place so important a discovery on a sound 
footing. 

Prof- W. D. Halliburton, speaking for himself, 
said that for many years he had been interested in 
cerebro-spinal fluid and the problem of its secretion 
and functions. He took exception to scientific workers 
remaining in the clouds and avoiding propositions of 
practical importance, and though admitting of quali¬ 
fication, quoted Prof. Karl Pearson’s dictum that 
science, in its application to mankind, was the only 
form of science of value, whereas science for science 
sake was of no value. He congratulated Dr. Marshall 
and his colleague for their striking discovery, one 
which could be regarded as ranking in importance 
with that of Dr. Christopherson in the treatment of 
bilharzia by antimony tartrate. 

The cerebro-spinal fluid was a secretion, not a 
leakage fluid like lymph. He drew comparison 
with the structure of the salivary gland composed of 
groups of cells arranged in acini and bordering a lumen 
through which the saliva passed to the mouth— 
the blood capillaries between and outside the acini 
leaked lymph, which was taken up by the cells and 
converted into saliva. In the case of the choroid 
plexus, or choroid gland as Prof. Mott called it, 
the blood-vessels lay inside and were covered by 
particular cells; the lymph which leaked from the 
blood was taken up by these choroidal cells and passed 
as cerebro-spinal fluid into the lateral ventricle 
and subarachnoid spaces. The cerebro-spinal fluid 
was of -constant composition, an important point 
owing to the sensitiveness of the nerve cells which 
it bathed, and maintained a normal osmotic pressure 
beneficial to the nerve cells. The cells lining the 
choroid plexus afforded a barrier, preventing anything 
harmful—e.g., arsenic or antimony—from reaching 
the cerebro-spinal fluid, and so the nerve tissues, 
with the exception of volatile bodies—e.g., alcohol— 
the only substance known which could get through. 
By some back-door means spirochaetes and trypano¬ 
somes did succeed in gaining admission to the 


cerebro-spinal fluid, where the only drug fatal to them 
was also fatal to the nerve tissues of the host, hence 
intrathecal injections of arsenic or antimony prepara¬ 
tions could not he applied with safety. The fluid 
found means of exit through the arachnoid villi 
projecting into the sinuses—the sites of leakage of 
excessive cerebro-spinal fluid, which, therefore,, 
passed into the blood stream and not into the lymph.. 
He regarded Dr. Marshall’s view that the trypanosome,, 
by having obtained access to the central nervous 
system, was protected from the action of drugs in the 
circulation as the correct explanation of the failure 
hitherto attending efforts at treatment of sleeping 
sickness—that protection was afforded in part by 
the normal function of the choroidal cells, in part 
by occlusion, the result of trypanosome infection. 
The cells still opposed their barrier to abnormal 
substances, but allowed material of normal com¬ 
position to pass through. 

Dr. P. H. Manson-Bahr described two Europea 
cases of infection by Trypanosoma gambiense whic 
he had under observation at th6 London School of 
Tropical Medicine. One was infected five years ago 
in the Congo district—there was no doubt as to the 
nature of the disease, but only once in five years had 
trypanosomes been found in the blood—and never 
in the cerebro-spinal fluid. It was now a typical 
case of sleeping sickness with symptoms of pachy¬ 
meningitis. He asked whether in this case the 
disease was caused by trypanosome invasion of the 
central nervous system. In the second case Dr. 
Marshall’s serum treatment had been tried, in 
addition to salvarsan and neokharsivan, with no 
effect on the regular appearance of the trypanosomes 
in the blood, which exhibited a large infection, 
amounting to a count of 16 trypanosomes to every 
200 leucocytes. He asked in what way the treatment 
applied had gone wrong and urged the importance of 
treatment on a scientific basis. Natural immunity 
to trypanosomiasis was to be considered, comparable 
with that to malaria. An explanation was needed 
as to why some cases in which trypanosome infection 
was not a self-limited disease recovered by natural 
immunity and others resisted every form of treatment. 
Though not convinced as to the permanence of 
cure in his cases, he warmly welcomed Dr. Marshall’s 
paper as a valuable contribution to the treatment of 
the disease. The recital of his own cases were a 
sad experience of treatment defied for over two years. 

Dr. G. O. Low thought that 21 years* experi¬ 
ence, dating back to the Uganda epidemic, had 
given him a claim to know something of the 
treatment of sleeping sickness. H e was sceptical 
as to the reliability of the cures which Dr. Marshall 
had claimed, but which time alone could guarantee. 
The enthusiasm attending the first use of one dose 
of salvarsan as the certain remedy for syphilis, when 
now we knew that even repeated doses, combined 
with mercurial inunction, did not effect a sure cure, 
did not incline him readily to accept Dr. Marshall’s 
serum treatment of sleeping sickness as unquestion¬ 
able. That some strains of certain parasites were 
extremely resistant to treatment by drugs had been 
proved in the case of malaria and leishmaniasis; 
and it was so also with trypanosomiasis, as in Dr. 
Manson-Bahr’s cases. Out of all the Europeans 
who had come to England for treatment suffering 
from infection by T. rhodesiense , only one was 
alive, and another had lived for two years and seven 
months. He suggested that there were other hiding- 
places for the trypanosome than in the brain, and that 
the small-celled infiltration found in the heart muscle 
and other parts might be due to toxins poured out 
by parasites in such hidden foci of infection. He 
referred to latent cases of trypanosomiasis dying 
after four or five years’ apparent freedom from the 
disease, and stated that no case could be regarded 
as cured in less than three years at earliest. It was 
impossible, therefore, to regard Dr. Marshall’s cases 
as cured after only one year. He denied that a 
serum-therapy was essentially the method of cure, 
quoting cases which in Uganda as far back as 1902 
had been cured by doses of liquor arsenicalis given 
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by the mouth, by atoxyl, and others by antimony 
injections. Native cases of chronic infection showed 
the necessity for care in claiming cures. No untreated 
case among Europeans had recovered, although 
natives might survive for a considerable time. He 
hesitated to express an opinion in the presence of the 
patient attending the meeting, but candidly he did 
not regard his cure as certain and beyond doubt. 
He believed that it was premature to regard Dr. 
Marshall's method of treatment by one injection of 
serum as a so-called cure. The macroscopical evidence 
of infection of the central nervous system provided 
by pachymeningitis was not to be considered ns the 
sole proof of cerebral invasion by the trypanosome, 
for it was by no means uncommon to find such 
evidence only after microscopical examination of 
the meninges. He found it difficult to understand 
trypanolytic action of the serum suggested by Dr. 
Marshall, and why the serum injected intravenously 
failed, but when given intrathecally succeeded in 
killing the trypanosomes in the cerebro-spinal fluid. 

Lieut.-Colonel R. H. Elliot pleaded for full 
opportunity to be given to the trial of Dr. Marshall's 
new line of treatment, and suggested a movement 
appealing to the Colonial Office to take up the 
matter with a view to thorough investigation. 

Sir Hugh Clifford, Governor of the United 
Provinces of Nigeria, in the course of his remarks, 
drew attention to the huge area covered by Nigeria, 
535,000 square miles in extent, occupied by 17 
million [inhabitants, with only one political officer 
for every 64,000 population. He described the import¬ 
ance to be attached to the provision of a sound 
method of treatment as inestimable in dealing with 
sleeping sickness, a disease so crippling to the com¬ 
mercial prosperity of our African colonies. He drew 
a vivid picture of the insect-ridden condition which 
from time immemorial had dominated and moulded 
the character of inhabitants of the tropics, and so 
seriously influenced trade and productivity in 
tropical Africa. The tropical side of medicine was 
one which called for careful study by all those 
coming to live in the tropics, and should be en¬ 
couraged in every possible way. Colonel Elliot’s 
appeal touched him very intimately, and he would 
personally urge the Colonial Secretary to provide 
opportunity for Dr. Marshall’s important discovery 
to be thoroughly tried and investigated. 

Dr. E. T. Jensen referred to the financial assist¬ 
ance alluded to by Colonel Elliot as a substantial 
sum likely to be forthcoming to advance the means 
of treatment set on foot by Dr. Marshall’s valuable 
work. He brought forward as a formal motion that 
every facility should be given to Dr. Marshall's work 
being carried further with a view to its being 
thoroughly tested in the treatment of sleeping sick¬ 
ness, and that representation to that effect should 
be submitted to the Colonial Office by the society. 
—This proposal was seconded by Lieut.-Colonel 
Elliot, and when put to the meeting was unani¬ 
mously carried. 

Dr. W. T. Prout hoped the new line of treatment 
would meet with every encouragement and trial. 
He laid stress on the point that Dr. Marshall had 
made no claim of a complete and final cure in the 
case of the patient present at the meeting, who 
certainly looked in the best of health. His results 
so far had been most promising, and he would avail 
himself of an early opportunity of representing the 
subject to the Colonial Office. 

Dr. C. F. Harford avoided the technical aspect 
of the question of treatment, for it was 31 years 
since he had been in touch with sleeping sick¬ 
ness. He suggested that a difference existed between 
the cases treated in the country of origin and those 
treated here, which might account for points appa¬ 
rently at variance. In infected countries the greater 
opportunities, which were offered than in this country, 
of obtaining light on the problems of the disease 
might be one cause of difference in the results of 
observation. He much hoped the Colonial Office 
would take up the matter, which on account of its 


great practical interest and importance should be 
probed to the bottom. 

Dr. Marshall in his reply expressed his gratitude 
to the society for the reception given to his paper, 
particularly to Prof. Halliburton for his account of 
the choroid plexus, and to his Excellency Sir Hugh 
Clifford for his very kind remarks. Dr. Manson- 
Bahr and Dr. Low had made comparison between 
the uncertainty of treatment in sleeping sickness and 
that of malaria and syphilis. Because in some cases 
quinine and salvarsan respectively had no effect on 
either of the two latter diseases, was no reason why 
they should not be tried in ordinary routine cases; 
the same argument surely applied to trypanosomiasis 
and its remedy. The European had a higher re¬ 
sistance to trypanosome infection than the native. 
If cases in natives had gone on for two years without 
treatment and remained well, it was a sign they had 
improved even if they had not been cured. 

A cordial vote of thanks to Dr. Marshall for his 
paper was unanimously carried. 


OPHTHALMOLOGIOAL SOCIETY OF THE 
UNITED KINGDOM. 


THE ANNUAL CONGRESS. 

(Concluded from p. 1136.) 

Mr. E. Treacher Collins delivered the Bowman 
Lecture, taking as his subject Changes in the Visual 
Organs, Correlated with the Adoption of Arboreal 
Life and the Assumption of the Erect Posture. 

Treatment of Manifest Concomitant Strabismus . 

A discussion on this subject was held on Friday 
morning. It was opened by Mr. Claude Worth. 

He said the matters to be considered in the treatment 
of convergent squint were : (1) prevention or cure of 
amblyopia exanopsia; (2) correction of refractive 
error ; (3) fusion training ; (4) operation. If a con¬ 
stant unilateral squint had lasted a considerable 
proportion of the child’s life, in the absence of 
efficient treatment, the deviating eye would be found j 
to be more or less blind ; and it was the prevalent 
view that the amblyopia was usually the result of 
disuse. The younger the child the more rapid was 
the loss of sight; one who began to squint constantly 
at one year of age might lose central fixation in three 
to four months. The child must be forced to use the 
deviating eye ; this was far more important than all 
the rest of the treatment of squint. In a ca*e of 
recent squint, in order to prevent amblyopia or to 
cure low degrees of it, the fixing eye should be kept 
under atropine until it became the deviating eye. 

The child should then be seen again after the effect \ 
of the atropine had passed off. After this the devia- , 
tion must be kept alternating, one or other eye being | 
atropised occasionally, if necessary. If central 
fixation in the deviating eye was absent or unsteady, 
the atropine treatment was not sufficient: then the ■ 
fixing eye should be continuously occluded. With 
regard to the correction of refractive error, he said 
no child was too young to wear glasses if they were 
required. In regard to fusion training, certain prin¬ 
ciples must apply to all methods. The child must be 
young, preferably under 6 years of age, and the sight 
of the deviating eye must be good. The most i 
difficult step was to overcome thb suppression. 

Most surgeons were now agreed that the essential cause 
of squint was a defect of the fusion sense. The object 
of fusion training was. not to correct deviation— 
except in small degrees—but to enable the patient 
to see binocularly when the visual axes shall have 
been restored to approximately their normal relative 
directions. Discussing the question of operation, 
he said that if measurements showed that the angle 
of deviation was not decreasing, operation became 
necessary. If there was ho hope of binocular vision, 
it was not his custom to operate until the seventh or 
eighth year. He frequently, at an earlier date in his 
career, performed tenotomy of the internal rectus in 
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combination with advancement of the external in 
high degrees of convergent squint; but he abandoned 
the practice in 1905, and had since relied on advance- 
ment alone. Except in very small deviations, both 
extend were advanced. There were, he said, 
practically unavoidable failures in squint operations ; 
the result attained was a measure of the skill and 
experience of the surgeon. 

Mr. A. J. Ballantyne dealt with the subject of 
concomitant convergent squint, based upon his own 
experience. The first step should be an estimation 
of the refraction, and the prescription of suitable 
glasses to be worn constantly. In many cases the 
wearing of these, with training if necessary, sufficed. 
With one exception, his cases were aged 7 years or 
under. The largest degree of squint corrected was 
40°, in a patient 18 months old, whose squint had 
lasted two weeks. In most of his cases the angle was 
15° or less. In a number the eye was already 
amblyopic. In most cases, he thought, the amblyopia 
was the result of the squint, hence there was all the 
more encouragement to attempt to restore vision in 
the squinting eye. He applied atropine more or less 
continuously to the sound eye. He was now inclined 
to operate at an earlier age than formerly. Advance¬ 
ment alone in many cases would bring about an 
approximately straight position of the eyes; he had 
never seen over-correction caused by advancement 
or muscle-folding, hence he would not hesitate to 
operate at any age. He preferred muscle-folding in 
the youngest children. He rarely did tenotomy of the 
internal rectus, and never as the sole means of 
correcting the squint. In children it was wise to do 
too little, rather than too much ; and if tenotomy 
was performed, it should be as a last resort. Cases 
in young children often suggested the existence of a 
state of excitability and instability of the accommoda¬ 
tion and convergence centres, and in these cases the 
operative treatment of the strabismus was apt to be 
very disappointing. Failure in these cases was not 
due to slipping of the stitches, but to looking for a 
remedy of a mechanical kind for what was really a 
functional error. His results from training of 
fusion had been disappointing. We were, apparently, 
bom with a certain racially-acquired degree of 
binocular equilibrium, but the finer coordination of 
the eyes necessary for binocular vision required to be 
learned, like the act of walking, by each individual, 
and the most useful line of inquiry would be along 
the evolution of binocular vision in the young 
child. 

Mr. E. E. Maddox referred to the numerous cases 
of squint in which the child was unable to fix its 
attention. Attention had a great effect, especially 
on the fusion faculty, and the defect in many children 
was, not the absence of the fusion faculty, but the 
lack of a stimulus to action. To correct hyper- 
metropia, some occupation on near objects should be 
provided. Squinting children should be kept from 
reading early, and their parents should let them use 
large objects. Moreover, they should be encouraged 
to look upwards, as that produced a lessened tendency 
to convergence. He considered that the amblyoscope 
was very valuable in diagnosis. 

Mr. T. Harrison Butler said he could recall only 
one case in which he had had success with the fusion 
test; and in that, the case of a boy, he relapsed in a 
year. Fusion training must only be done in children 
under 6 years of age, but these were very difficult to 
educate in such a scientific procedure. He had not 
met with a patient who came and said he wanted 
binocular vision. Most operations for squint were 
asked for on cosmetic grounds. Eight he regarded as 
the most suitable age for operation, and he did not 
operate when the squint was no more than 25°. 

Mr. M. S. Mayou said that if a patient had good 
vision in both eyes and some attempt at fusion, he 
operated as early as possible, provided the patient 
had worn glasses a year without improvement. In 
convergent strabismus up to 15° he did tenotomy of 
the internal rectus; but in young children 20° could 
often be corrected by it. When the degree of con¬ 


vergent squint was from 15° to 45° he did an advance¬ 
ment—i.e., tenectomy associated with tenotomy. 
He preferred a shortening of the tendon and using 
the stump of the muscle attached to the globe for 
holding the sutures. 

Mr. N. Bishop Harman said the determining 
factors in squint could be grouped under three heads : 
(1) defects of the eyes, (2) defects of the muscles; 
(3) toxic influences. Among 308 infants in a higher- 
grade school, only 8 had emmetropic eyes. The 
others had errors of refraction, mainly hypermetropia, 
and in 128 the errors were considerable. Toxic 
causes did not claim a high place. The chief cause 
was defective muscle-balance, but it was not suf¬ 
ficiently recognised, and had not its due place in 
schemes of treatment. He referred to the recent 
establishment, in the Belgrave Hospital, of an 
operative clinic for squint. The method employed 
there was shortening of one muscle by sub-con¬ 
junctival reefing, with lengthening of the antagonist 
by tenoplasty. 

Mr. A. L. Whitehead (Leeds) said his experience 
was that squint was much more prevalent in hospital 
than in private practice. He attached great impor¬ 
tance to the full correction of the squinting eye, even 
though it were amblyopic ; and the results on the 
squint had been marked. The treatment should be 
carried on during from six to 12 months. It must not 
be forgotten that many cases showed a tendency to 
spontaneous cure. He liked tenectomy with teno¬ 
tomy when operating, as Mr. Mayou did. He had. 
never over-corrected when doing this. 

Mr. Brooksbank James did not regard the 
amblyoscope as of much use in the matter of training, 
but it was useful for detecting the presence or absence 
of the fusion faculty. He did not think squints 
could be wholly corrected by the reefing operation. 
He corrected refraction in children of the youngest 
age, but no adequate training could be done in a 
child under 4 or 5 years old. In operating, he 
preferred to do a central tenotomy, then wait, 
afterwards doing an advancement. He never did 
both at the same time. 

Mr. Inman thought none of the suggested explana¬ 
tions as to the cause of squint were adequate. Often 
the owner of the squinting eye had deliberately taken 
on a squint. A child worked its fusion centre, and 
then, at 3 or 4 years of age, a squint occurred. It 
had no reference to near work ; and at 0 or 7 years of 
age it had become well developed, and its possessor 
was an object of sympathy. He said he had found 
that an amazing proportion of squinters were left- 
handed persons, yet among the general population 
the left-handed persons were from 2 to 4 per cent. 
Some members of neurotic families were left-handed, 
some had a stammer, some had a squint. A child 
practically never developed a divergent squint, the 
reason being that the convergent squint was the 
easier. He suggested the close watching of cases 
by members, and the subsequent comparison of 
experiences. 

Mr. R. R. Cruise showed a new form of amblyo¬ 
scope which he had designed, in which ordinary 
stereoscopic pictures could be used. Those who used 
it could fuse at their angle and enlarge the amplitude 
of their fusion. In regard to operation, for many 
years he had not hesitated to tenotomise. The bogy 
of divergence, he considered, was greatly exaggerated, 
especially if one did an advancement first, then 
tenotomised, dissecting up the conjunctiva to the 
caruncle. He described the method in detail. 

Mr. E. H. Stack, discussing the operations for 
squint, said he seldom did tenotomy of the external 
rectus. He advocated a routine examination of the 
eyes of children before 4 years of age. Proper prisms 
or spectacles in these early years would probably do 
very much to save those which could be corrected. 

Mr. Worth and Mr. Ballantyne replied. 

Clinical Meeting. 

On Friday afternoon members attended a demon¬ 
stration of clinical cases and apparatus at St. 
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Thomas’s Hospital. In the evening, at No. 1, 
Wimpole-street, further papers were read and dis¬ 
cussed. 

The Iris-Prolapse Operation for Glaucoma, 

Lieutenant-Colonel H. Herbert read a communi¬ 
cation entitled, “A Justification of the Wide Iris- 
prolapse Operation for Glaucoma.” He said the 
value of the treatment must be determined mainly 
by the two vital questions : the completeness and 
permanency of the relief of tension provided, and the 
safety in the matter of late infection. In a few of 
the severer chronic glaucomas full relief from 
abnormal tension was obtained by this method much 
less quickly and less easily than by some other 
iris-inclusion operations. But it was in the per¬ 
manency of relief of tension that iris-inclusion 
operations in general stood out pre-eminently. This 
could not be said of many iris-free leaking cicatrices. 
In the last two years he had come across 13 instances 
of a late return of tension after iris-free operations. 
With regard to safety in the matter of late infection, 
subconjunctival prolapses could be divided into 
four grades, and these he described. The object of 
the paper was to remove some of the prejudice with 
which the operation was viewed.—Several members 
•discussed the paper. 

The Rational Treatment of Glaucoma. 

Mr. T. Harrison Butler read a paper on this 
subject. He said there was still considerable 
difference of opinion as to the significance of the 
changes discovered in the glaucomatous eye. Exa¬ 
mination of the fields of vision both as to the periphery 
and the centre was of extreme importance. He 
now rarely operated upon patients for glaucoma in 
the acute stage ; under suitable treatment most cases 
quieted down, and then the operation was much 
safer. His practice now was to do the so-called 
‘‘ trap-door iridectomy ”—i.e., trephining with a 
1*5 mm. instrument and leaving the disc with a 
hinge. He proceeded to discuss the non-operative 
treatment of glaucoma, remarking that his own 
experience overwhelmingly favoured early operation 
—i.e., as soon as loss of function was realised. 

Mr. C. Goulden read a paper by himself and 
Mr. M. H. Whiting on Implantation Cyst of the 
Sclera following an Operation for Squint, in which j 
they discussed the general subject and gave clinical 
and pathological particulars of cases. 

Sir William Lister read papers on (1) Some 
Intra-ocular Epithelial Cysts; (2) Punctate Deposits 
in the Retina. 

On Saturday morning there were further papers. 
Mr. P. G. Doyne read one on observations with the 
scotometer. Sir Arnold Lawson on a case of orbital 
tumour, which turned out to be a neuroma of the 
nasal branch of the fifth nerve ; Mr. Harold Grims- 
dale on the Mechanism of the Stability of the Eye. 

Extraet oj Cataract by Suction. 

Mr. A. W. Ormond communicated a note on a 
Method of Extracting the Crystalline Lens in its 
Capsule by “ Suction.” The method was introduced 
to obviate the movement of the lens when incising 
the anterior surface of the lens with a sharp hook. 
He showed and demonstrated the apparatus used, 
which was on the same principle as the Bunsen- 
Sprengol pump. 

Dr. George Mackay (Edinburgh) sent a communi¬ 
cation explaining a mechanical contrivance for 
trephining, and Mr. Traquair demonstrated it. It 
is actuated by clockwork, and can be employed 
in using Newton’s colour top as devised by Mr. 
Percival. 

During the Congress an extensive optical exhibit, 
by various well-known firms, was held in the building, 
and the optophone was demonstrated. 

The members dined together on Thursday evening, 
and the attendance at all the sittings was well 
maintained. 


atft Satires of $aata. 


Block Anesthesia and Allied Subjects. 

With Special Chapters on the Maxillary Sinus, 
the Tonsils, and Neuralgias of the Nervds Tri¬ 
geminus. By Arthur E. Smith, D.D.S., M.D. 
London: Henry Kimpton., 1921. Pp. 895. 90s. 

This large volume is intended for oral surgeons, 
dentists, laryngologists, rhinologists, otologists, and 
students, but it is to practitioners and students 
of dentistry that it will make its chief appeal as a 
text-book. The book opens with a history’ of 
general and local anaesthesia and closes with a 
consideration of post-operative complications and 
their treatment. The chapters of most importance 
are those which describe in detail the technique of 
local anaesthesia of the branches of the fifth cranial 
nerve ; che methods of nerve-blocking each branch 
are discussed systematically and very fully under 
such headings as Topography of Anatomy, Needle 
Employed, Technic of Injecting Structures Anaesthe¬ 
tised, &c., with the object of enabling the practitioner 
to find at once full details of the particular part on 
which he is working. The numerous illustrations 
of these sections are for the most part of considerable 
practical value, and a great deal of labour has been 
expended on their preparation. There is a detailed 
and accurate account of the anatomy of the nerves 
of the face, mouth, and neighbouring regions, 
with excellent photographs of dissections and 
diagrams which show every branch from several 
aspects. 

The rest of the book gives a rather lengthy description 
of a number of matters which are nearly or remotely 
related to block anaesthesia, including such subjects 
as a classification of the nervous system, intravenous, 
intra-arterial, and spinal methods of anaesthesia, 
and the chemistry of local anajsthetic drugs. Dr. 
Smith’s attempt to leave nothing unsaid is shown by 
the devotion of some 70 pages to a description of 
the various drugs that have been used for local 
anaesthesia, and by the complicated armamentarium 
of syringes and other instruments that are described 
and illustrated. The wisdom of giving so much 
space to allied subjects is open to question, and it 
may be thought that such detailed accounts as that 
of the surgery of the maxillary sinus are rather out of 
place ; on the other hand, the treatment of trigeminal 
neuralgia seems well within the province of the book, 
and the technique of alcoholic injection has received 
a full description which should prove of real value to 
surgeons and neurologists. There are photographs 
and diagrams excellently reproduced ; those which 
illustrate the anatomy and technique of block anaes¬ 
thesia are of definite value, but the numerous pictures 
of simple instruments might well have been omitted. 

The statement in the “ Foreword ” that this is not 
a book for the timid or for cowards is very true, for 
the mass of detail makes it rather difficult to read. 
It is the repetitions, illustrations, and minute 
descriptions of matters, some of which have little 
bearing on the main theme, that have made the 
volume bulky and expensive, and to some extent 
must counteract the real value of its more practical 
portions ; the latter, however, should prove of 
great use to the oral surgeon, and the book is likely 
to be employed as a work of reference by those 
interested in the many branches of surgery on which 
it touches. 


Manuel de Coprologie Clinique. 

By R. Goiffon. With a preface by Dr. J. Ch. 
Roux. Paris: Masson et Cie. 1921. With 30 
figures and 2 coloured plates. Pp. 232. Fr.12. 

Examination of the fieces is probably more 
neglected than any other aid to exact diagnosis, 
partly no doubt owing to the fact that the information 
to be gained from a systematic analysis is not yet 
fully appreciated. Nothnagel, some 30 years ago. 
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laid the foundations of a scheme of faecal analysis* 
but it is only within the last 10 or 15 years that 
our knowledge of the physiology of the gastro¬ 
intestinal tract has advanced far enough to permit 
of an intelligent interpretation of the faecal abnor¬ 
malities met with in disease. It is now realised 
that the faeces are not merely food residues which have 
escaped digestion, but are a complex product derived 
from the intestinal secretions and bacteria, mixed 
with derivatives of the food arising from the action 
of the digestive ferments, and further modified by the 
activities of micro-organisms and the intensity of the 
peristaltic movements of the bowel. The analysis of 
such a mixture presents many difficulties, and the 
interpretation of the results obtained calls for very 
considerable skill and experience. The author of the 
volume under review has had charge of a department 
dealing with such investigations for many years 
and is therefore peculiarly fitted to discuss the 
problem. He does not attempt an exhaustive 
survey, but confines his attention chiefly to the 
methods he has found of practical value. 

The book is arranged in four parts, of which the 
first deals with the physiology of the alimentary 
tract, and although brief, this section is adequate for 
the purpose in view\ In the second part the tech¬ 
nique of faecal analysts is dealt with, and this con¬ 
stitutes the major portion of the work, occupying 
130 out of the total of 230 pages. After discussing 
various test-diets and ^their respective spheres of 
usefulness, the author * considers the macroscopic 
and microscopic characters of normal and pathological 
stools. He then passes on to the chemical reactions, 
dealing first with the normal and then with the 
abnormal constituents, including blood. For the 
detection of the latter he advocates the Kastle-Meyer 
phenolphthalein reagent as a preliminary test, but 
he advises that a positive result should always be 
controlled by Weber’s guaiacum test, which he 
considers shows only a quantity of blood of patho¬ 
logical significance. The quantitative estimations 
for clinical purposes he limits to determinations of 
the jdry weight, the volatile fatty acids, the total 
nitrogen, the ammonia, the fats, and the bile pigments, 
particular stress being laid upon the measurement of 
volatile fatty acids and ammonia as an index of the 
type of intestinal flora. The commoner intestinal 
parasites are considered and adequately illustrated 
in this section, which also includes an account 
of the digestive ferments met with in the faeces. 
The bacteria of the stools are dealt with more from 
a general than a special point of view, but directions 
are given for the detection of various pathogenic 
organisms. The interpretation and diagnostic signi¬ 
ficance of the results obtained are discussed in the 
third portion of the book, which is divided into 
twelve sections dealing with the various secretory, 
bacterial, and motor affections of the alimentary 
tract. 

The final ten pages are devoted to a condensed 
account of treatment. This is the least satisfactory 
portion of a book which, as an introduction to clinical 
coprology, is a work of distinct merit. 


Diagnosis of Protozoa and Worms Parasitic 
in Man. 

By Robert W. Hegner and William W. Cort. 
From the Department of Medical Zoology, 
School of Hygiene and Public Health, the 
Johns Hopkins University. Baltimore: The 
Johns Hopkins Press. 1921. Pp. 72. 

This bulletin has been prepared for the use of 
physicians and public health workers who are called 
upon to diagnose diseases caused by protozoa and 
worms. It has been compiled from original articles 
in periodicals and from standard text-books, and the 
aim of the authors has been to include only those 
parasites w T hich are of practical importance to the 
medical man. It is clearly written and well illustrated, 
and should prove of value to those for whom it is 
intended. Adequate references are given to the 
literature of the subject. 


The Polarised Microscope. 

Die UUra- und Polarisations- Mikroskopische Erf or- 

schung des Lebenden Auges und ihre Ergebnisse. 

Von Dr. Leonhard Koeppe. Leipzig: E.Bircher. 

1921. Pp. 270. Fr.20 (Swiss). 

It is some ten years since the application of a 
specially designed microscope, used as an ophthalmo¬ 
scope of high power, to the examination of the 
tissues of the living eye was demonstrated by Allvar 
Gullstrand, at Heidelberg, and taken up in Germany. 
Among other ophthalmologists Dr. Leonhard Koeppe 
has specialised in the use of the instrument and has 
become a large contributor to the literature which 
has grown up around it. This literature threatens 
to become over-specialised, and of this tendency the 
present book affords a striking illustration. It is 
devoted, as its title suggests, to an extremely small 
subject—that is to say, the use of this very special 
instrument with particular appliances for producing 
dark field and utilising polarised light. That both 
these expedients are useful may well be believed, 
but a perusal of Dr. Koeppe’s book in itself is not 
convincing. He speaks of having worked at this 
hase of the subject for two years past, but he 
rings forward no results, and, indeed, the most 
striking feature of the book is the complete absence 
of clinical demonstrations. It is written much in 
the style of an elaborate manufacturer’s catalogue, 
containing a detailed and well-written description 
of the instrument and a full technical account of the 
method of its use. This is serviceable matter, 
although of less interest to the general medical reader 
than would have been an account of results obtained 
by its means. 

The bulk of the book is increased by much irrelevant 
matter. Thus, a very elaborate account is given, 
by way of introduction to the theory of the instru¬ 
ment, of the researches of Fraunhofer and Fresnel 
upon the phenomena of diffraction exhibited by 
extended wave fronts. The matter so introduced 
is of small value where it stands ; it is to be found 
in all elerpentary works on physical optics and for the 
optics of the microscope it has no meaning whatever. 
Objects viewed by means of a microscope are always 
viewed in the focus of the instrument, where the 
image forming wave fronts are all contracted to 
mere points and the Fraunhofer and Fresnel pheno¬ 
mena disappear wholly. Many years ago the late 
Professor Abb£, head of the Zeiss firm at Jena, 
propounded a theory of image formation in the 
microscope in forgetfulness of this distinction, and 
on the strength of it ventured a prediction that no 
optical instrument would ever yield a resolved image 
of an object having a diameter less than half a 
wave-length of the light by which it was seen. Some 
years afterwards details transcending this limit were 
photographed by means of a lens constructed by 
the Zeiss firm, and, still later. Lord Rayleigh showed 
that an ordinary telescope would resolve a grating 
having an angular magnitude amounting to less 
than a fourth of Professor Abba’s impassable limit. 
Of these disturbing facts the author of this work 
seems to be unaware, since he largely fills his pages 
with reiterated expositions of this exploded Abb6 
theory. The book, therefore, is one that needs to be 
read with critical discrimination, but so read it will 
repay the attention of readers who are interested 
to learn what is being done in this branch of 
ophthalmology. 


Clinical Bacteriology and H.ematology. 

For Practitioners. Sixth edition. By W. d’Este 

Emery, M.D., B.Sc. Lond. London: H. K. 

Lewis and Co., Ltd. 1921. Pp. 310. 15$. 

The sixth edition of Dr. d’Este Emery’s valuable 
handbook differs from the last one in only a few 
minor verbal alterations. It was written primarily 
for the general practitioner, and the author has 
wisely refrained from over-elaboration. All the 
recognised procedures for the laboratory diagnosis 
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of disease are described, but controversial matter is 
rigidly excluded; and though the busy practitioner 
may not be in a position to carry out the actual 
investigations for himself, he should be able, with this 
book in his library, to interpret laboratory reports 
and to view them in their proper perspective. At 
the same time the scope of the work is sufficiently 
wide to make it of real help to those specialising 
in clinical pathology, and there must be few clinical 
laboratories in which it is not now in constant use. 


The Endocrines. 

By Samuel Wyllis Bandler, A.B., M.D., 
F.A.C.S., Professor of Gynaecology, New York 
Post-Graduate Medical School and Hospital. 
London and Philadelphia: W. B. Saunders 
Company. 1921. Pp. 486. 35s. 

Professor Bandler is an enthusiast. To him the 
endocrine glands have an importance far beyond 
that up to now assigned to them, and the develop¬ 
ment and functional activity of the various structures 
of the body, the psychoses and neuroses, normal and 
abnormal, are all under their dominance. In fact, 
the effects of heredity and environment, racial and 
sexual differences, and temperamental divergences, 
can be appreciated only by an understanding of 
endocrine activity and inter-relation. The early 
chapters of his book are thus devoted to a general 
discussion of the influence of heredity and environ¬ 
ment on the child, and of the various influences by 
which the activities of the dominating endocrines 
may be modified. As a gynaecologist Professor 
Bandler is particularly interested in disorders affecting 
women, and he devotes a large part of his book to a 
discussion of the normal and abnormal female 
constitution. His theories are the product mainly 
of clinical observation and of his experience of 
endocrine therapy, but are also supported in many 
cases by operative proof. 

This book will appeal primarily to the gynaecologist, 
but it also deserves a wider circle of readers. The 
chapter dealing with the endocrine factors involved 
in puberty and the climacteric is very soun<l. Pro¬ 
fessor Bandler shows how early recession of thymus 
activity determines early puberty, while its persist¬ 
ence delays the onset of puberty. The influence of 
diminished or increased secretion of the thyroid, 
anterior and posterior pituitary, suprarenals, and 
ovaries on the mental and physical activities is 
elaborately discussed. In regard to the supra¬ 
renals, Professor Bandler suggests that the medulla 
responds to stimuli by translating them into the 
emotion of fear, whilst the cortex converts them 
into the emotion of anger, and that the medulla 

S redominates in the female, cortex in the male. 

[enstruation lie likens to a miniature labour, in which 
the unfertilised ovum is expelled by the influence of 
the posterior pituitary, just as in normal labour 
the foetus is so expelled. He explains the amenor- 
rhoea of pregnancy as due to the production first by 
the trophoblast and later by the placenta of a secretion 
controlling the activities of the posterior pituitary 
and the ovaries. During labour, with the separation 
of the placenta, this control is assumed to be lost. 

Professor Bandler holds decided views on the effect 
of the placental secretion in the disorders of preg¬ 
nancy. In eclampsia he believes the post-pituitary 
to be over-stimulated by the placental secretion, 
and this, combined with deficiency of thyroid, he 
considers to be the basic factor in the toxaemias of 
pregnancy. In this connexion we may note that in 
this country administration of large doses of thyroid 
extract in threatening eclampsia is stated to have 
proved effective in the hands of many practitioners in 
preventing convulsions and hastening labour. Dis¬ 
orders of the climacteric, sterility, dysmenorrhcea, 
according to Professor Bandler, are all amenable to 
endocrine therapy ; and his optimism extends even 
to the view that in a few years’ time there will be 
very little mental disease, cancer, diabetes, or renal 
disease, for, as they are all due to endocrine aberra¬ 


tions, they will be corrected in their earliest stages by 
the administration of appropriate glands. Chapters 
are devoted to the psychoses, phobias, and insanity. 
The views here, as elsewhere, are speculative. In 
regard to the therapeutic use of gland extracts 
the author has apparently little use for parathyroid 
in neutralising thyroid toxaemias, though many 
authorities consider it of value ; nor does he mention 
pancreatic extract as an aid in controlling thyroid 
and suprarenal excess. Recent investigations on the 
effect of vitamine deficiency in producing failure of 
gland function is not discussed. 

The book concludes with a chapter devoted to 
clinical cases, illustrating the author’s methods of 
diagnosis and treatment. 


JOURNALS. 

In the Journal of the Royal Army Medical Corps 
for May Colonel S. L. Cummins has a paper on 
tetanus as it affected the British Army during the 
war, between the dates of August, 1914. and 
December, 1918. During this period, he tells us. 
this terrible complication of wounds was controlled by 
prophylactic inoculation for the first time on record. 
The cases of tetanus arising in hospitals in England 
between August and November, 1914, were 163; 
thereafter anti tetanic serum became available for 
every wounded man, and in a later period, also of 
four months, January to April, 1918. when fighting 
was again very heavy. At the later date the British 
force was ten times the size* it had been in the first 
period, and the number of wounded was greater than 
the whole British Expeditionary Force that landed 
in France in August, 1914; yet hospitals in England 
showed only 90 cases of tetanus. From 7 divisions 
in 1914, 163 cases arose; with antitetanic serum 
available for all in 1918, from 70 divisions there arose 
only 90 cases. Further, in November and December, 
1916, 13 cases arose in men suffering from trench-feet. 
In December, 1916, antitetanic inoculation was 
ordered for this condition as well as for wounds, and 
in 1917 only one case of trench-foot was follow T ed by 
tetanus. Thirteen in two months before, one cas$ in 
12 months after prophylactic inoculation had become 
the rule. The initial immediate dose should be 
750 units, or 1500 if wounds are specially severe. 
Three injections should be given weekly as a 
following routine, and another when further 
operative measures are to be undertaken. The 
case mortality in 1914, as in the old wars, was 80 per 
cent.; in 1918 it was reduced to 50 per cent. Inocula¬ 
tion delays the onset of tetanus, the delayed cases 
are less deadly, and, besides, we now hear of cases of 
merely local tetanus, a mild form of the disease 
unheard of in our earlier wars. The treatment of 
wounds by incision and the use of smooth-running 
motor ambulances also helped. A better prophylactic 
serum may be obtained in the future, as Captain 
W. J. Tullocli has been able to distinguish tetanus 
bacilli into four classes. The serum is not yet 
proved to be useful in treatment, though some 
laboratory experiments suggest it may be. An 
officer writing on the “ Field Ambulances,” asks that 
the A.D.M.S. of the division should live in the 
General’s own mess, so that he should get always the 
earliest hints of movements, and again begs that 
the transport personnel shall be drawn, not from the 
R.A.S.C., but from the R.A.M.C. Another letter insists 
that the trained soldier shall get 30 minutes physical 
training daily. Without it he tends to become soft 
and fat by comparison with the hardness and fitness 
of the recruit. 


West London Medico-Chirurgical Society.— 

The Cavendish Lecture will be delivered at the Kensington 
Town Hall by Dr. Addison, on Friday, June 17th, 
8.15 p.m., and will be followed by the annual conversazione- 
The subject of the lecture will be the Part of the State in 
the Prevention of Disease. Members requiring tickets for 
guests are requested to communicate aa early as possible 
with the Hon. .Secretary, Dr. D* Gv Bice-Oxley, M.C- 
22, Victoria-road, London, W.8. 
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The Dangerous Drugs Regulations. 

The regulations to be issued under the Dangerous 
Drugs Act, 1920, have been redrafted and are now 
themselves free from danger, for they will be adminis¬ 
tered with the willing cooperation of all parties 
concerned. Thirty-one professional bodies raised 
objections to one or other point in the original draft— 
the list begins with the British Medical Association 
and the Pharmaceutical Society of Great Britain, 
and ends with the Association of Unregistered 
Practitioners, Assistants and Animal Castrators— 
and the Committee appointed by the Home Secretary 
to consider and meet those objections have now 
presented the regulations in a form amended so as 
to cause no inconvenience to doctor, pharmacist, or 
public which, in the words of the report, “ the 
seriousness of the evil they are designed to check 
does not justify.” The drug habit does not now pre¬ 
vail in this country to the same extent as in the State 
of New York, but the Committee record their convic¬ 
tion that it does exist and that it might easily grow 
to serious proportions if not checked in time. 

We print on p. 1205 the names of the Revision Com¬ 
mittee and the text of the regulations as amended 
by them. The principal objections were three in 
number. First, the Pharmaceutical Society asked 
that the requirement of a prescription should be with¬ 
drawn altogether. To this the Revision Committee 
replied that the only legitimate use which the public 
can have for narcotic drugs is a medical one and in 
general the principle of requiring a doctor’s pre¬ 
scription must stand. Certain familiar remedies, 
specified in a schedule, are, however, to be exempt 
from the operation of the regulations. Thus the 
employment of Dover’s powder, of gall and opium 
ointment, or of the pill of mercury and chalk with 
opium, is admittedly unlikely to conduce to drug 
habit and will therefore not be subject to any 
new restriction. Cocaine having a more insidious 
effect, no relaxation is suggested, the Committee 
rather expressing regret that the Act itself gives no 
power to control the drug in dilute form. Secondly, 
it was urged that the loophole afforded by fraudulent 
copying removed “ the alleged protection of what 
purports to be a medical prescription.” To meet this 
source of evasion, the Committee would have all 
narcotic prescriptions written on special forms 
supplied to the doctor by the registrar of births 
and deaths or other official, in so far as the printed 
forms now supplied by tens of millions to panel 
practitioners do not meet the case. Thirdly, the 
Committee frankly recognised that an exact record 
of incomings and outgoings in the case of a dispensing 
doctor or chemist could not be required—it was not, 
in their view, even implied in the regulations as 
first drafted. The doctor’s entries in his day-book 
and the corresponding entries in the pharmacist’s 
poison-book or prescription-book should, they think, 
be accepted as giving the information required by 
the Act. The doctor who dispenses his own medicine 
will, however, be required—on the whole, not 
unreasonably—to keep a record similar to that already 
obligatory in the case of cocaine. 


A number of minor concessions tend greatly to 
the smooth working of the Act without sacrifice of 
any useful principle. Personal administration by a 
doctor is not to be deemed to be supplying the 
drugs within the meaning of the regulations. The 
prescription, while it must contain the name and 
address of the person for whose use it is meant, 
need not state the doctor’s qualifications or contain 
the words “ Not to be repeated,” and it may by 
special direction actually be repeated on not more 
than three occasions at intervals to be specified. 
To meet the needs of medical practice, no prescription 
for a human patient need be labelled by the dispenser 
with the amount of narcotic drug contained in it, 
although the same principle is not extended to 
veterinary practice, where it is hoped that some* 
nauseous denaturant may be found to prevent the 
use of animal remedies by human beings. Hospitals 
and public institutions may be exempted by the Home 
Secretary from the operation of the regulations 
under conditions to be determined. The Committee 
may be warmly congratulated on the attainment 
of a high degree of unanimity among themselves 
and the various professional bodies with whom they 
negotiated. The one and only reservation appended 
as a rider to the report embodies the pharmacists’ 
objection to dispensing by the prescribing doctor, 
an objection which the Committee were not prepared 
to take up at the present time, although “ in strict 
equity ” they held there was much to be said for 
completely separating the functions of prescribing 
and dispensing. 


Glands in the Neck. 

The treatment of tuberculosis of the cervical 
glands, in common with that of all other forms of 
surgical tubercle, has been the subject of profound 
changes of opinion during the last two or three 
decades. Sir Alfred Pearce Gould, in his recent 
address at the Middlesex Hospital, describes how, 
when he was first taught surgery, the view of the 
best and wisest surgeons was that every surgical 
interference with tuberculous glands was be 
avoided, or at any rate should be limited to the 
mere opening of large superficial abscesses. A few 
years later Lister advocated earlier incision and 
antiseptic dressing of these tuberculous abscesses ; 
then this method was shown by the Leeds school 
of surgery to fail because the abscess is usually 
secondary to a caseous focus under the deep fascia. 
Later, again, very complete excision was practised, 
and now. as Sir Alfred Pearce Gould truly 
observes, you see little or nothing of any of 
these operations, but the subjects of tuberculous 
glands of the neck, who a few years ago occupied a 
large share of the time of all surgeons to general 
or children’s hospitals, are now sent to the throat 
departments of these same hospitals, and are sub¬ 
mitted to enucleation of the tonsils and eradication 
of adenoids.” 

It appears from this and other collateral evidence 
that timely removal of the tonsils and adenoids in 
cases of cervical adenitis obviates in many cases the 
necessity of extensive dissecting operations. Miss 
E. C. Lewis, who opened the discussion on tuber¬ 
culous adenitis on May 10th before the London 
Association of the Medical Women’s Federation, 
similarly urged the importance of clearing up any 
infective processes in the drainage area of the glands. 
At this discussion Dr. Esther Carling cited the 
striking cases of two young men with masses of 
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enlarged cervical glands which completely cleared 
up under an open-air regime made possible by their 
employment as sanatorium porters. Her experience 
at the Berks and Bucks Joint Sanatorium, that nearly 
all cases of glands there do well without surgical 
intervention, coincides with that of Sir Henry 
Gauvain, who summarised his results before the 
Medical Society of London on March 14th, 1 in the 
case of non-operative treatment of surgical tuber¬ 
culosis. He has long deprecated any interference 
with tuberculous abscesses other than mere aspira¬ 
tion, when this becomes desirable on account of 
tension. Chronic enlargement of the lymphoid 
tissue of Waldeyer’s ring is extremely common 
among children of school age in this country, about 
one-third of these children being affected ; and of 
170 cases of hypertrophied tonsils examined by 
Dr. Dan McKenzie, in only three cases could 
no enlarged glands be felt in the neck. A slight 
degree of cervical adenitis is therefore a very 
frequent occurrence, being secondary in a large 
proportion of cases to enlargement of the tonsils ; 
and this enlargement is doubtless usually the result 
of infection. The tonsil is chiefly a lymphatic gland, 
and its drainage area includes the nasal passages 
and naso-pharynx, infection of these regions being 
the probable cause of its enlargement; and it is 
now generally agreed that enlarged tonsils are seldom 
found in children in the absence of adenoids, but 
that adenoids are often present without definite 
tonsillar hypertrophy. 

By no means all enlarged cervical glands are tuber¬ 
culous, many being cases of so-called simple inflam¬ 
mation, but the proportion is difficult to estimate ; 
the majority of cases of great enlargement and of 
chronic suppuration are tuberculous, and it is probable 
that simple septic glands are liable in time to become 
infected by tubercle bacilli passing through the 
tonsils, which may or may not themselves show 
evidence of tuberculous deposit. A. P. Mitchell* 
found histological evidence of tuberculosis of the 
tonsils in 37*5 per cent, of 64 consecutive cases of 
tuberculous disease of the upper cervical glands, and 
in 6*5 per cent of 90 children who showed no evidence 
of tuberculosis. It is important to note that this 
tuberculosis of the tonsils is truly latent; the tonsils 
are pale, not ulcerated, and often quite small, as 
was pointed out by A. D. Fordyce and E. W. G. 
Carmichael.* Therefore, as it is probable that in 
tuberculosis of the cervical glands the portal of 
entry is usually through the tonsil, and as it is 
impossible by clinical examination to exclude 
tuberculosis of this organ, the wise course is to remove 
the tonsils in all such cases, even though they do not 
appear to the eye to be unhealthy. After this opera¬ 
tion the child should be placed under the best 
possible hygienic conditions for several months, 
when in most cases the glands will have so far sub¬ 
sided as to render their removal unnecessary, and 
in other cases a much smaller dissection will, be 
required than appeared at first to be indicated. 
Whether we can go back still another stage 
and by means of proper nasal hygiene avoid the 
tonsillar infection is a question that deserves atten¬ 
tion. Nasal drill is coming to be regarded as a 
fundamental element in anti-tuberculosis work 
among children. At least 80 per cent, of children 
sent to sanatoriums are found to be imperfect nasal 
breathers, and the correction of bad respiratory 
habit is at least as important as an effort to fatten 
the child. 

* The Lancet, 1021, I., 1005. 1 Ibid., 1913, ti. f 1620. • Ibid., 

1914, 1., 23. 


Potent Impurities in Anaesthetics. 

Exact research has made havoc of current notions 
regarding the action on the body of certain well-known 
drugs. It is not long since the Advisory Committee 
appointed by the Liquor Control Board published the 
disconcerting conclusion that the influence of alcohol 
on the human nervous system is sedative rather 
than stimulant, the effects usually interpreted by the 
consumer as evidence of stimulation being actually 
due to the removal of control exercised by higher 
nervous centres. Acceptance of this generalisation 
need not, however, preclude the devotees of whisky 
and claret from ascribing particular virtues to the 
ethers and essential oils which accompany the pure 
alcohol content. From the year 1846, when Jackson 
and Morton introduced ethylic ether as an adjuvant 
in surgery, this drug has been regarded essentially 
as an anaesthetic agent. It is true that as such it 
has not satisfied all reasonable demands, for nitrous- 
oxide gas has been extensively used to supplement 
induction of anaesthesia and various admixtures of 
chloroform to carry on in the later stages. But no 
doubt existed that the narcotic effect was due to 
the action of pure ethylic ether. Cushny gtates in 
the sixth edition (1915) of his Text-book of Pharma¬ 
cology that ether seldom contains impurities of 
importance, although when exposed to air and sun¬ 
light it may contain acetaldehyde and peroxide 
bodies, rendering it more irritant to mucous surfaces. 

Four years ago Dr. J. Cotton of McGill University 
claimed 1 to have discovered extraneous substances 
in the anaesthetic ether of commerce, one group favour¬ 
able to the production of anaesthesia, which he termed 
synergists, and a second group of undesirable impuri¬ 
ties responsible for mucous irritation and post¬ 
operative nausea. On his initiative an anaesthetic 
ether was put on the American market with certain 
impurities removed and with the addition of 2 
per cent, by volume of ethylene, half a volume of 
CO a and 1 per cent, by weight of ethylic alcohol. 
Dr. J. E. Lumbard of New York City went on to 
show* that the purest ethylic ether he was able to 
produce possessed almost contemptible anaesthetic 
properties. This sample assayed 99*8 per cent, pure 
ethylic ether, the remainder being w T ater, and Dr. 
Lumbard states “ it was actually impossible to 
get a really satisfactory degree of surgical anaes¬ 
thesia with it, in spite of any increased amount 
administered.” And now, in the paper by Dr. R. L. 
Mackenzie Wallis and Mr. C. L. Hew'er in our 
present issue, the myth of anaesthetic action is 
apparently finally laid, ether becoming merely 
a convenient vehicle for administering certain potent 
anaesthetic substances present in it in small quantities 
as impurities. 

The main outcome of this work of Wallis and 
Hewer has been to show that most of the harmful 
effects of ether—and it may be added, parentheti¬ 
cally, of chloroform—are due to the impurities 
which they contain. In the case of ether the chief 
irritants are aldehydes and mercaptans,and when these 
are removed the ether is freed from any harmful effect 
in some respects. Further purification, they found, 
removed not only the irritants, but some compounds 
essential for anaesthesia, the remaining pure ether 
having an intoxicant rather than an anaesthetic 
action. Finally, the anaesthetic effect was discovered 
to be due to the presence of ketones in small quantities, 
and the subsequent re-addition of these ketones to 

* Jour. C&nad. Med. Aosoo.. September, 1917. 

a Amer. Jour, of Surg-, Aoaetheela Supplement, 19™> 
xxxiv., 118. 
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the purified ether resulted in the production of a 
good anaesthetic mixture, free from irritant effect and 
almost odourless. Should further experience confirm 
these observations they open up a wide field for 
investigation, and the new product has been sup¬ 
plied to anaesthetists with the object of ascertain¬ 
ing its true value under a variety of conditions. It 
may be that other drugs, particularly organic chemi¬ 
cals, owe their main action to impurities contained 
in them. Thus we know that salvarsan contains 
sulphur in small amounts, although we do not yet 
know the significance of this sulphur. Differences 
in therapeutic effect have been observed between 
natural and synthetic sodium salicylate. It seems 
not impossible that the specific action of salicylates 
may be due largely to impurities ; hence the necessity 
of giving large doses to obtain the necessary thera¬ 
peutic action. Many naturally occurring organic 
compounds are found to be more efficacious than those 
synthetically prepared. All this suggests the con¬ 
tinued need of curiosity into the active ingredients 
of drugs about which we were prone to regard our 
knowledge as complete. 

— ♦ 

THE BUFF BOOK AND THE G.M.C. 

At the February meeting of the Executive Com¬ 
mittee of the General Medical Council the question 
of the insertion of the names of medical and dental 
practitioners in the Buff Book (being a classified 
commercial telephone directory for London) was 
under consideration, and a resolution was passed to 
\ the following effect:— 

That the insertion of the name of a medical practitioner 
for payment, whether with or without typographical 
di^t>lay, in a list issued to the public, and purporting to 
be a list of local medical practitioners, which is not open 
to the whole of the profession without such payment, is 
not in accordance with professional standards in respect of 
advertising, and might be held to bring a practitioner so 
advertising himself within the terms of No. 5 of the Council's 
warning notices. 

So much is, or should be, familiar to our readers. 
The Council’s Registrar has now received a com¬ 
munication from the secretary of the Law Society, 
in which he says that he “ understands that all 
professional men are now being admitted free of 
charge, provided their names are printed in small 
type, but that the Buff Book is not making any hard- 
and-fast rule that a professional man’s name shall 
appear only in small type. They will print him in 
any size type he likes provided he pays for it. The 
Council of the Law Society, however, still feel an 
objection to solicitors inserting their names at all in 
the Buff Book, and the objection is based upon this, 
that some solicitors have no telephone, and that a 
classified list of solicitors in the Buff Book might 
give an undue advantage to those who have. This 
objection does not attach to the ordinary telephone 
book where names are in alphabetical order, and 
there is no classification.” 

We understand that, although no further action 
was taken by the General Medical Council at its 
recent session, the attitude of the Council remains 
as stated in the resolution of its Executive Com¬ 
mittee. Should a complaint be lodged against a 
practitioner in regard to this matter it might be 
necessary for him to appear before the Council. 


Harveian Society of London. — The annual 
dinner of this society, as already announced, will take place 
at the Cate Royal, Regent-street, on June 22nd, at 7.30 p.m. 
(for 7.45 p.m.), with Dr. G. de B. Turtle, the President, in 
the chair. The price of the dinner is 12s. 6d., exclusive 
of wines, and this amount will be collected by the secretaries 
at the entrance. It is hoped as many members as possible 
will attend. Those who intend to be present are asked to 
communicate as soon as possible with the hon. secretaries of 
the society, 81, Cambridge-terrace, Hyde Park, W. 


Jnnfflafwns. 


"Ne quid nimis.” 


THE WAR AND INDUSTRIAL UNREST. 

At the Royal Society of Arts on May 26th Dr, 
C. M. Wilson read a paper dealing with Some Effects 
of the War on Industrial Unrest. The avowed 
purpose of his paper was to supply an analysis of the 
present mood and temper of labour, rather than to 
provide a cut-and-dried solution of problems of 
industrial unrest. He maintained that in the endea¬ 
vour to allay that unrest little help is to be 
obtained from a study of existing institutions; 
we must rely mainly upon a consideration of 
human nature, as being the only constant in the 
problem under review. The difficulties of this 
task are not made lighter by the practical absence 
of a labour press in which currents of political 
thought can be traced. At the outset of the problem 
lay the necessity of distinguishing the case of the 
man who saw active service from that of the man 
who remained at home. Many of the causes of 
unrest are older than the war, but the mood in which 
labour is advancing its solutions of these problems 
is mainly a by-product of the four years of war. 
We must realise the importance of examining that 
mood with sympathy and understanding, for it is 
the outcome of trench experiences. In the later 
years of the war the ‘‘ cooking ” of war news before 
it was served up in the press in England was a prime 
factor in unsettling opinion in France ; scepticism 
marked a decline of confidence in leadership and 
authority. Examination of the history of the transfer 
of power from the few to the many since the Reform 
Act of 1832 demonstrates that it was mainly attri¬ 
butable to the pressure of economic grievances. 
Abstract theories of natural rights carry little weight 
without such grievances; the causes of disillusionment 
in the trenches having no economic basis might there¬ 
fore appear transitory, but we must be cautious in 
accepting that interpretation of them,not only because 
of their intensity and widespread distribution, but 
also because they are still in operation. The men 
in the trenches were gradually taught to use new 
standards in judging men ; they are now asked to 
revert to older standards, associated with “ getting 
on in life,” which they had found in the trenches to 
be artificial standards. With that caution,we can per¬ 
haps accept the fact that the real motive force to-day 
is not political but economic, and that the mass of 
the people simply want to better their conditions. 
It is important to meet this wish up to the very 
limit compatible with the industrial state, because 
history tends to show that the people will only 
welcome sudden and sweeping changes if they have 
solid grievances. It must also be remembered that in 
handling those who saw active service we are often 
dealing with men rendered abnormal by the ordeal of 
modern warfare—men who underwent a change as 
part of a defensive mechanism set up to meet the 
environment of the trenches. This defensive 
mechanism tended towards apathy and what at first 
sight appeared to be indolence, and this may account 
for diminished production on the part of workmen at 
the present time. There is also to be considered the 
effect of monotony on men both during the war and 
in their present work, which tends to exaggerate the 
state of mind resulting from trench Ufe. It is 
essential that the existing temper of labour be under¬ 
stood before remedies are advanced. Men in the 
mass are more critical as a result of the war, and less 
inclined to believe in the infallibility of the press. 
They have been prepared by the war for an appeal 
based on something higher than self-interest. This 
is the opportunity of the war, and it has not been 
taken. The ineffectiveness of words in an atmosphere 
of suspicion is becoming increasingly obvious. The 
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methods of the old regular army in handling men 
merit consideration. The so-called indiscipline of 
labour is not a fact but a prejudice. The influence 
of lack of security is of the greatest importance in 
precipitating strikes ; this influence is a symptom 
of the instinct of class preservation only to be removed 
by the erection of machinery for settling trade 
disputes in which labour really believes. The con¬ 
ditions of contentment are partly material and 
partly moral. There is no danger of the material 
factors being overlooked at the present day, but 
there is a danger of the moral factors which con¬ 
stitute the basis of contentment being neglected. In 
the past the essentials of leadership have been laid 
down by feudal conditions. It was Dr. Wilson’s 
forcible plea that these essentials must now be 
reviewed in the light of the attributes of leadership 
required in an industrial state. 

THE TYPHUS EPIDEMIC IN SERBIA IN 1916. 

A modest volume 1 of 273 pages recently published 
contains a whole epic of human tragedy in a faithful, 
unvarnished account of the awfulness through which 
distracted Serbia lived during 1915. The epidemic 
of that year was one of the most severe that the world 
has know r n in modern times ; it not only interrupted 
and suspended for approximately six months all 
important military activities of the Serbian army, 
but it also delayed the military advance of the 
Central Powers. During the height of the epidemic 
the number of new fever cases entering the military 
hospitals alone reached 2500 per day. How many 
more unreported cases actually occurred one will 
never know. The mortality varied between 30 and 
(30 per cent., and in complicated cases reached 70 
per cent. Over 150,000 deaths occurred within six 
months before the epidemic could be suppressed, 
and coincident with the typhus there occurred an 
epidemic of relapsing fever. There were only 
approximately 350 Serbian doctors in the country 
prior to the outbreak. The majority of this small 
number sooner or later became afflicted with the 
disease, 126 succumbing, a mortality of 36 per cent. 
In an institution originally reserved for Surgical 
cases, with 400 beds, there were approximately 1600 
patients, 1100 of which were suffering from typhus. 
Of a hospital staff of 42 only three escaped the 
disease. There were no lavatory or bathing or toilet 
facilities ; no nurses ; and often only a few Austrian 
prisoners as attendants. Prison camps were veritable 
death-traps. Over one-half of the 70,000 Austrian 
prisoners in Serbia died of typhus during the epidemic. 
Uskub was a veritable valley of the shadow of death ; 
tired nurses on leaving the crowded hospitals for a 
little fresh air and exercise were met by a long 
procession of bullock wagons carrying rude coffins to 
the cemetery. Sometimes three coffins with unfastened 
lids rested on the same cart, exposing the bodies of 
the dead. Of the six surgeons attached to American 
hospital units two died. Lice were ubiquitous; 
even the linen brought back from the laundry was 
not free from vermin. For some time not a single 
hospital possessed a steriliser. The account of the 
preventive measures used, now familiar to English 
readers, is instructive. It had been argued that in 
order to exterminate typhus from Serbia it would be 
necessary to raise the standard of living of the whole 
Serbian people, and entirely to change their habits— 
a work of years. But owing to the heroic efforts 
of the American and English commissions, with the 
cooperation of the Serbian people, the epidemic 
was not accompanied by starvation and famine, and 
after six months’ intensive labour was entirely 
(.‘radicated. The habits of the people even now show 
but little permanent change. In order to cope with 
the epidemic it became necessary to improvise 


1 Typhus Fever, with Particular Reference to the Serbian 
Epidemic. By Richard P. Strom?, George C. Shattuck, A. W. 
Scllard*, Huns Zinsser, and J. Gardner Hopkins. Published by 
the American Red Cross at the Harvard University Press, 
Cambridge, Muss. 1921). Pp. 273. 


apparatus for disinfesting and bathing on the spot’: 
the majority of centres did not attain a high standard 
of efficiency, but usually served their purpose in 
destroying lice and their ova. Experience demon¬ 
strated that highly perfected steam machines were 
not absolutely essential for overcoming such an 
outbreak. 

The discovery of the Rickettsia bodies, and the 
series of experimental investigations by different 
observers which led to their general acceptance as 
the cause of typhus fever, trench and Rocky Mountain 
fever, make an interesting story, of w'hich a good 
account is given by Dr. Strong and his colleagues. 
The bodies were discovered by Ricketts in guinea- 
pigs and monkeys injected with blood from Rocky 
Mountain fever cases, and were also demonstrated 
in the body of Dermacentor venustus, as well as in 
the ova of infected ticks. In 1910 Ricketts and 
Wilder observed similar bodies in the blood of typhus 
fever cases in Mexico, and in 1913 this discovery was 
confirmed by Prowazek in Belgrade, while Sergent, 
Foley, and Vialatte in the following year observed 
similar organisms in infected lice during their experi¬ 
ments in the louse transmission of typhus in Algiers. 
Rocha-Lima and Prowazek confirmed these dis¬ 
coveries in Germany in 1916, and demonstrated 
similar bodies in the intestines of lice on the fourth 
and fifth days after feeding them on typhus blood; 
in the same year Wolbach in Wyoming found 
Rickettsia bodies in the capillary endothelial cells of 
guinea-pigs injected with Rocky Mountain fever 
blood. From 1917 onwards research was directed 
towards the discovery by Toepfer, Munk, and Rocha- 
Lima of similar bodies in the blood and infected lice 
from cases of a remittent fever, first described as 
Volhynia fever, but now more generally known as 
“ trench fever.” In 1918 Arkwright, Bacot, and 
Duncan definitely proved the association of the^e 
bodies in the faeces of infected lice with the production 
of trench fever in man. Finally, in 1918, Kuczynski 
demonstrated the Rickettsia bodies, now' known as 
Rickettsia prowazeki , in the petechiae of the typhus 
rash, and in the endothelial cells of the capillaries of 
the liver and other organs, work which has since been 
confirmed by Wolbach and Todd in the recent Polish 
epidemic. This, then, very briefly is the outline of 
the story of the discovery of tne long-sought-for 
cause of typhus. _ 

THE SULPHUR CYCLE, OXIDATION OF 
SULPHUR BY MICRO-ORGANISMS. 

Amongst the many observations and meditations 
of Hamlet not the least interesting are those on the 
mutability of matter. “ A man may fish with a worm 
that hath eat of a king ; and eat of the fish that hath 
fed on that worm,” the reflex of that speculation 
addressed to Horatio: “ Why may not imagination 
trace the noble dust of Alexander, till he find it 
stopping a bunghole.” What even the vivid imagina¬ 
tion of Shakespeare himself portrayed is outbid by 
the achievements of a microscopic cell or by infini¬ 
tesimally small, lowly bacteria. The small things 
of' the world confound and transform the complex 
and the mighty. To trace the cycle of a single 
chemical element in the round of Nature is both a 
romantic and singularly useful occupation. The 
latter aspect may be illustrated by the production 
of free organic acids—acetic, butyric, lactic—by 
specific micro-organisms, or by mineral acids the 
products of animal cells, or by micro-organisms One 
of the gasteropods contains so much pure sulphuric 
acid in its saliva, that when it falls on a marble floor 
it causes effervescence. Again, in the whole round 
of the vertebrates free hydrochloric acid is always 
present in gastric juice. It is interesting to note 
that parotid saliva—alone of all the secretions 
poured into the mouth—contains an organic com¬ 
pound of sulphur, the sulpho-, or thio-cyanide or 
potassium, while the bile contains sulphur in its 
taurin, and every hair or epithelial cell when shed 
removes in the keratin a certain small amount or 
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sulphur. The Lver cell has the remarkable power 
of fixing organically certain sulphur combinations, 
which are excreted in the urine. There is, however, 
a group of microbes which deal specially with sulphur 
compounds by w r ay of oxidising the sulphur. Wino- 
radsky many years ago was the first investigator 
efinitely to demonstrate the role of microbes in the 
oxidation of H 2 S, and of the latter to H 2 S0 4 . Only 
about thirty years after, Keil isolated these two 
organisms— Beggiatoa and Thiolhrix. They never 
turned the medium acid ; this was explained by the 
presence of sufficient OaCO (! in the culture to 
neutralise any acid formed. There are various 
groups of sulphur-oxidfsing bacteria; the two forms 
above mentioned accumulate sulphur within their 
cells. Other forms— ThiobaciUus denitrificans is 
anaerobic, deriving its oxygen from the decomposi¬ 
tion of nitrates, and T. thioparus . which oxidises 
thiosulphates, H*S, and S—do not accumulate sulphur 
within their cells, but produce abundance of sulphur 
outside their cefis and cause the medium to become 
distinctly acid. Mr. Selman A. Waksman and Mr. 
.T. S. Joffe, of t he New Jersey Agricultural Experiment 
SUition. New Brunswick, have isolated another 
group of bacteria, closely allied morphologically to 
the latter group, which do not act upon thiosulphates 
and H*S, but act only upon elementary sulphur, and 
allow the medium to become very distinctly acid. 
They were isolated from certain composts by means 
of a purely inorganic culture-medium, consisting of 
minerals, with elementary sulphur as the only source 
of energy. These organisms are very remarkable, 
are autotrophic, and do not need any organic sub¬ 
stances for their development, the carbon being 
supplied from the C0 2 of the air. The sulphur is 
oxidised very rapidly with the production of sulphuric 
acid. In the presence of the proper neutralising 
agents, salts or acid salts are formed which tend to 
make the medium less acid. The noteworthy thing 
about this group of bacteria is that they produce a 
more acid zone than the final acidity of the majority 
of acid-producing bacteria (lactic, acetic, &c.) and 
yeasts, and they produce a greater concentration of 
acids and remain alive in that acid medium. The 
authors’ object is the production of acid at such a 
rate and under such conditions that it should 
transform insoluble triealcium phosphate into soluble 
phosphates and phosphoric acid, the insoluble phos¬ 
phates being used as neutralising agents But the 
whole story of the rdle of sulphur in bacterial 
life remains to be told. 


SUNSHINE, SLEEP, AND HEALTH. 

The medical department of the Board of Educa¬ 
tion has just issued to local education authorities a 
circular (No. 1215) which institutes an inquiry into 
the operation of the Daylight Saving Act in regard 
to any injurious effect upon the health of school 
children. The report of the Summer Time Com¬ 
mittee in 1917 showed that in Scotland 80 per cent., 
and in England 40 per cent., of education authorities 
reported no evidence of curtailment of sleep as a 
result of the alteration of the clock face. The high 
percentage of negative answers from Scotland, where 
summer daylight is normally more prolonged than in 
England, is a testimony to a higher standard of 
parental control and sense of responsibility north of 
the Tweed. Southron parents must learn to under¬ 
stand that children of school age should not be kept 
out of bed until dark. Education authorities might 
usefully draw the attention of parents to the para¬ 
mount necessity of sufficient rest in bed for young 
children. The mere fact of their not sleeping at the 
beginning and end of bed rest is of no great import¬ 
ance. All young animals naturally sleep less in 
summer than in winter ; there is less demand on 
metabolism in warm weather and consequently less 
need for sleep. Children have always been kept out 
of bed later in the summer than in the winter time, 
and the fact has been a source of lament to teachers 


for generations. But they are apt to forget this 
periodicity and to put down to the Daylight Saving 
Act what is a yearly occurrence. Statistics show 
that more children die of winter than of summer 
ailments, and there can be little doubt that the 
prolonged sunlight of early summer is even more 
beneficial to growing children than it is to adults. 


THE PATHOLOGY OF HYDROCEPHALUS. 

The researches of Mr. W. E. Dandy, of the Depart¬ 
ment of Surgery of the Johns Hopkins Hospital, have 
revolutionised as well as simplified our knowledge of 
the pathology of hydrocephalus. In 1913, in con¬ 
junction with K. D. Black fan, he showed that any 
lesion which occludes the ventricular system will 
always produce stasis of fluid and dilatation of the 
ventricles proximal to the obstruction, but will not 
change the size of the ventricles distal to it. 1 In a 
recent paper 2 he has shown that the cause of the 
other form of the disease—communicating hydro¬ 
cephalus—i.e., the form in which all the ventricles 
are in communication with the subarachnoid space, 
is similar. In studying the absorption of cerebro¬ 
spinal fluid in hydrocephalus, Dandy and Blackfan 
found that in the communicating form absorption 
from the subarachnoid space is greatly reduced. This 
suggested reduction in the amount of absorption 
space. Later, in cases studied at necropsy, adhesions 
were found which obliterated the cisternre. Hence 
it was assumed that, by preventing the cerebro-spinal 
fluid from reaching the great absorption spaces over 
the cerebral hemispheres, these adhesions caused 
hydrocephalus. This was proved by experiment. An 
obstruction of the cistern re may be demonstrated in 
two ways—after death and during life. If a coloured 
suspension is injected into the spinal canal before 
making a necropsy the colour will reach but not pass 
an obstruction in the cistemre. The cause of com¬ 
municating hydrocephalus may also be shown by its 
experimental production. In dogs the mesencephalic 
cisterna was blocked by surrounding the midbrain 
with a piece of gauze saturated with iodine. Shortly 
before necropsy a suspension of Indian ink was 
substituted for an equal amount of cerebro-spinal 
fluid, which had been aspirated from the cisterna 
magna through a puncture in the occipito-atlantal 
membrane. When Indian ink is introduced into the 
spinal canal of an animal with intact cerebro-spinal 
spaces, the colour will find its way to every point of 
the subarachnoid space over both cerebral hemi¬ 
spheres. But in animals with the perimesencephalic 
barrier the passage of the ink is abruptly terminated 
there, and none reaches the hemispheres. Further, 
hydrocephalus develops and the foramina of Luschka 
and Magendie become so dilated that a retrograde 
flow of ink takes place into the cerebral ventricles. 
In one case of communicating hydrocephalus the 
opportunity arose of verifying this fact in man. 
The colour was introduced post mortem by gravity 
for 15 to 20 minutes—pressure was not used for fear 
of rupturing delicate adhesions. The colour filled the 
cisternre, even the cisterna interpeduncularis, and 
covered the cerebellar subarachnoid spaces, but failed 
to reach the cerebral hemispheres. On the other 
hand, the ink passed freely into every part of the 
cerebral ventricles, for the foramina of Luschka and 
Magendie were widely open. The cerebro-spinal 
fluid circulates in a mesothelial-lined vascular system 
just as definite as the blood vascular. The cerebral 
ventricles are concerned only with the production of 
cerebro-spinal fluid, and the spaces on the exterior 
of the brain (subarachnoid) normally only with its 
absorption. The fluid passes from the former to the 
latter through the foramina of Luschka and Magendie. 
Hence when these are obstructed hydrocephalus 
of all the ventricles is produced. But in communi¬ 
cating hydrocephalus they are open and the fluid 

1 Jour. Amor. Mod. Assoo., 1913, lxi., 2316. 

* Bulletin of the Johns Hopkins Hospital, March, 1921, 67. 
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reaches the cisterna magna and then passes under 
the medulla, pons, and midbrain to the cisterna 
interpeduncularis and chiasmatis, whence it is 
distributed to the cerebral sulci, where it is absorbed. 
It has been shown experimentally that about three- 
fourths of the cerebro-spinal fluid is absorbed in the 
subarachnoid spaces of the brain and the remainder 
in the spinal subarachnoid space. An obstruction 
in the cisternae under the medulla, pons, or mesen¬ 
cephalon will produce hydrocephalus just as effectu¬ 
ally as a block in the aqueduct of Sylvius. An 
interesting method of demonstrating during life an 
obstruction in the subarachnoid space has been 
devised. By lumbar puncture 30 to 60 c.cm. of fluid 
are removed and an equal volume of air is substituted. 
If there be no obstruction every part of the subarach¬ 
noid space will be visible in a radiogram ; the cerebral 
sulci will be seen as a network. If hydrocephalus 
be present it cannot be of the communicating form. 
But if air is absent in the sulci an obstruction must 
exist in the subarachnoid space. 


LEGALISED CHILD ADOPTION. 

The Committee appointed last August by the 
Home Secretary to consider the desirability of 
making legal provision in this country for the adop¬ 
tion of children has just brought in a very practical 
and serviceable report. 1 Soon after getting to work 
a brief interim report- was issued recommending 
immediate amendment of the law so as to secure the 
legitimation of children born out of wedlock by the 
subsequent marriage of their parents. An enact¬ 
ment to this effect, which has already been embodied 
in a Bill read a second time in the House of Commons, 
would secure the rights of one considerable group of 
unfortunate children. The present report proposes 
two further alterations in the law, both urgent. 
First, an Act to give legal recognition to the adoption 
of children under the judicial sanction of county 
courts, securing both for adopter and adopted child 
similar rights and duties to those obtaining between 
natural parents and their children. Such an enact¬ 
ment would give to the adopter that protection 
which has heretofore been so sadly lacking. Parents 
who have habitually neglected a child, and left it to 
be brought up by relatives or strangers, are all too 
ready to claim it again on reaching the wage-earning 
age. * Such a catastrophe has occurred to many 
adopters and deterred others from adopting. The 
second recommendation is an amendment of the 
Children Act, 1908, whereby so-called adoptions 
which do not receive formal legal sanction should be 
notified and properly supervised. Here the pro¬ 
vision would be for the protection of the child, for 
whom in many cases a monetary consideration has 
arisen. When these three questions have been 
dealt with by separate Acts the Committee recom¬ 
mends the reconsideration of the whole legislation 
relating to children with a view to amendment and 
consolidation. The personnel of the Committee, 
which has discharged so wisely and quickly its civic 
duties, consists of Sir Alfred Hopkinson (chairman), 
Mr. Neville Chamberlain, Hon. Lady Norman, Mrs. 
C. E. B. Russell, Mr. J. H. Seddon, and Mr. T. W. 
Sherwood. We are grateful to them, and trust that 
Parliament will lose no time in setting the seal upon 
their labours. 


THE EPIDEMIOLOGY OF THE MENINGOCOCCUS. 

One of the most illuminating and suggestive papers 
hitherto published on the peculiarities of the 
meningococcus has recently appeared under the 
signatures of Prof. O. Thomsen and Dr. Ferdinand 
Wulff of the Serum Institute in Copenhagen. 2 The 
starting-point of their theories would seem to be the 


1 Report of the Committee on Child Adoption- Cmd. 1254. 
H.M. Stationery Office. Price 2d. 

* Hoepitalstidcnde, 1921, rol. Ixlv., Krs. 2 and 3. 


observation that in no case has more than one type 
of meningococcus been found at the same time in tne 
naso-pharynx of a “ carrier.” Interpreting this 
observation as a sign of mutual antagonism between 
the different types of meningococcus, the authors 
make the interesting suggestion that, with regard to 
the meningococcus at any rate, there are two totally 
different kinds of immunity. The one is due to the 
antibodies present in the blood and, to a less extent, 
in the secretions of the naso-pharynx. The other is 
due to the “ carrying ” of harmless or comparatively 
harmless types of meningococcus which allow no 
foothold for a virulent type. This second kind of 
immunity is, in the authors’ opinion, the chief factor 
which renders long service soldiers comparatively 
unsusceptible, while recruits seem to be peculiarly 
susceptible. Under the often overcrowded conditions 
of military service, both avirulent and virulent types 
of meningococcus are frequently to be found in the 
naso-pharynx, and in the case of a recruit who joins 
an old draft of soldiers, there is a race between the 
avirulent and virulent types. If the latter reaches 
his naso-pharynx first, and if his concentration of 
antibodies is low, he falls ill or, if his concentration 
of antibodies is high enough to prevent serious blood 
infection, but not high enough to prevent lodgment 
in the naso-pharynx, he becomes a “ carrier ” of this 
type and is a serious danger to his fellows. The 
authors describe an epidemic of cerebro-spinal fever 
among recruits lodged in barracks, one side of which 
was much more damp and dark than the other. 
Soon after the outbreak every soldier was examined, 
and the “ carriers ” of the virulent type A (which 
appears to be totally distinct from the virulent types 
identified in this country) were isolated and the 
epidemic was checked. An instructive feature of 
this investigation was the discovery that, thoughthe 
soldiers were equally divided between the two sides 
of the barracks, many more harboured meningococci 
on the dark and damp side than on the other, the 
actual figures being 22 to 9. Similar observations 
have been made by Danish army surgeons in earlier 
years, and the authors suggest that the explanation 
for this phenomenon is to be found in the lowered 
resistance of the body to infection induced by dark¬ 
ness and other unfavourable atmospheric influences. 
The authors translate their hypotheses into certain 
recommendations on behalf of recruits in their 
relations with old service men who may prove to be 
“ carriers ” of the dangerous type, and it appears 
from a note in Hospital si idende for March 2nd. that 
these recommendations have already been adopted 
by the Danish army authorities. 


THE PNEUMOCOCCUS AND STREPTOCOCCUS 
IN RELATION TO INFLUENZA. 

The current number of the Edinburgh Jlfcdical 
Journal contains a valuable report on this subject 
made by Dr. W. R. Logan to the Medical Research 
Council. The plan of investigation adopted was 
to examine cases of (1) pure influenza in their earliest 
stage of illness, and (2) pulmonary complications in 
the more advanced stages of the disease. In the 
early cases where there was no sputum the materia! 
was obtained from the naso-pharynx by means of a 
swab, whilst in the later pulmonary cases sputum 
was available for examination. All the cases were 
obtained during the influenza epidemic in Edin¬ 
burgh from November, 1918. to February, 1919. 
Dr. Logan examined 44 cases of pure influenza and 
64 cases of pulmonary complications. From 13*6 
per cent, of the former and 78*1 per cent, of the 
latter pneumococci were obtained, and from 100 per 
cent, of both groups streptococci were obtained. In 
differentiating the pneumococcus from the strepto¬ 
coccus the bile solubility test was used as the final 
arbiter of distinction. Thirty-four pneumococcal 
strains were examined as to type on the well 
known lines of work of the Rockefeller bacterio- 
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legists, and 20 strains of Type IV. obtained. Nearly 
all these Type IV. strains were virulent to mice, 
whilst their cultural characteristics strongly sug¬ 
gested that in reality they were different strains. 
An attempt to subdivide them by means of sero¬ 
logical and fermentation teste proved unsuccessful. 
Dr. Logan very wisely concludes that Type IV. is not 
a type at all, but merely a heterogeneous collection 
of strains which do not fall into the grouping of 
Types I., II. and III. In the absence of satisfactory 
agglutination teste for streptococci Dr. Logan used 
the haemolytic test as the best means of differen¬ 
tiation. Non-haemolytic streptococci having the 
morphological and cultural characteristics of sapro¬ 
phytic streptococci largely predominated, but 11 
strains from 8 cases were found to be definitely 
haemolytic and were virulent to mice. Several 
interesting questions naturally arise as the result of 
Dr. Logan’s valuable work. Probably the most 
important is the place in bacteriology which must 
be assigned to the heterogeneous Type IV. of the 
pneumococcus group. The predominence of this 
type in the number investigated is striking, and 
serves to show how relatively valueless is the ordinary 
routine bacteriological examination for this organism 
or group of organisms. Another question, perhaps 
closely allied, is the high proportion of apparently 
purely saprophytic streptococci found, as compared 
with the haemolytic pathogenic varieties. Clearly we 
are in urgent need of some more satisfactory means 
of differentiating the various members of this large 
unwieldy group of organisms. 

In the main Dr. Logan's conclusion as to the 
bacterial flora of the late influenza epidemic agrees 
with and supplements the tentative conclusions 
arrived at by Sir Frederick W. Andrewes in the 
Report on the Pandemic of Influenza, 1918-19, 
ublished by the Ministry of Health last year. More 
acteriological material is now to hand than was 
available when that report was compiled. We note, 
for example, in the June number of Medical Science 
a considerable number of abstracts from various 
British and foreign journals dealing with this aspect 
of the question. Dr. Logan concludes by dividing 
influenza from the toxin point of view into three 
stages: “A primary stage when the unknown infect¬ 
ing virus of the disease is apparently acting alone, 
though presumably frequently accompanied by other 
organisms which may or may not later be able to 
develop a like activity ; a secondary stage, when 
pathogenic pneumococci and streptococci are active 
in producing pulmonary complications ; and a tertiary 
stage, when saprophytic mouth organisms may invade 
the already diseased lung.” Probably this is quite 
as far as we can justifiably go along the road of 
causation at the present moment, but it is interesting 
to note how much we have all been shaken in our 
views of Pfeiffer’s B. influemce during the last four 
years. 

THE JOURNAL OF OBSTETRICS AND GYNE¬ 
COLOGY OF THE BRITISH EMPIRE. 

This journal appeared for the first time in January, 
1902, and the aim.of the promoters was to make the 
journal an impartial and complete record of British 
work, an exponent of British obstetrical and gynaeco¬ 
logical practice, and an encyclopaedia of contem¬ 
porary thought and achievements in obstetrics and 
gynaecology throughout the world. In this the 
various distinguished occupants of the editorial chair 
succeeded admirably. Unfortunately the outbreak 
of the war and the fact that a large number of the 
younger men practising obstetrics and gynaecology 
were called up on active service, and that those left 
at home were fully occupied' in other ways, led to 
its ceasing to exist for the time being. It is now pro¬ 
posed to revive it, and the first number of Vol.XXVlII. 
of the new series has just appeared. If the journal 
is to be a success it must receive the loyal support of 


all those who practise this branch of medicine, and 
they must assume the responsibility not only of 
supporting the new venture financially, but also of 
helping it by contributing to its columns. The 
number of young obstetricians and gynaecologists 
has much increased of recent years, and many new 
developments have taken place in this department 
of practice. There should be ample scope for such 
a journal, and it would be little short of a scandal if 
sufficient support is not forthcoming not only to 
keep the journal alive and flourishing, but also to 
maintain the very high reputation it has had in the 
past. There are numerous problems awaiting solu¬ 
tion both in midwifery and gynaecology, and it is to 
be hoped that the number of workers in this field of 
research will be greatly increased. There is ample 
room for them and no lack of material. The new 
editors. Dr. Comyns Berkeley and Dr. Eardley 
Holland, will be happy to receive contributions. 


GOVERNMENT SURPLUS MEDICAL 
STORES. 

Enormous stocks of medical and surgical material, 
instruments, and drugs still exist, and the question 
has arisen as to the best way in which these large 
quantities can be most usefully employed. The 
Disposal Board decided to invoke the assistance of 
the Joint Council of the Order of St. John and the 
British Red Cross Society. Sir Napier Burnett, who 
is the chief executive officer of the Joint Council, 
considered that it would be wise to collect into one 
place the stores which were scattered about in every 
part of the country. This has been done and they 
have been housed near Shepherd’s Bush in a large 
building in the grounds of the Disposal Board ; and 
there all the instruments and material have been 
classified and arranged for exhibition. A private 
view of them was given on Monday last to representa¬ 
tives of a large number of newspapers. A written 
description can give but a faint idea of the very great 
quantities that are available ; the stores must be 
seen for their extent to be appreciated. Some idea 
of the quantity available can be obtained from the 
statement that the original cost has been estimated 
to have been about a million pounds. There are 
over half a million of surgical instruments, and 
approximately 50 tons of drugs of nearly every 
variety. 130 million tablets are available, including 
five million of the famous ‘ ‘ Number 9 ’ ’ pill. In view 
especially of the anxious financial position of the 
hospitals of this country at the present time it has 
been resolved to offer these stores to the hospitals 
at very reasonable prices, and for this purpose they 
are to be open to view by representatives of the 
hospitals in rotation; about 100 hospitals are to 
be mvited each day, but nothing will be sold until 
all the hospitals have had an opportunity of inspect¬ 
ing them, so that in about a fortnight the sales 
to hospitals will begin. Current will be available 
for the testing of the X ray apparatus by intending 
purchasers, ft is clear that the arrangements have 
been devised with the greatest care, and the hospitals 
will doubtless find this an excellent opportunity of 
obtaining at a moderate price what they need. 
Sir Howard Frank, the Commissioner of the Disposal 
Board, presided at a luncheon held at the Royal 
Automobile Club after inspection of the stores. 
He was supported by Sir Arthur Stanley, Chairman 
of the Joint Council, Sir Napier Burnett, and Major- 
General Sir L. B. Friend, member of the Disposal 
Board. Sir Howard Frank, Sir Arthur Stanley, and 
Sir Napier Burnett explained the mode in which it 
is intended to dispose of the stores, and they expressed 
the hope that the arrangements made would be 
to the benefit of the hospitals, and at the same 
time would result in a substantial addition to 
the funds of the Government. The scheme has 
been carefully thought out, and should work well. 
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THE GENERAL COUNCIL OF MEDICAL 
EDUCATION AND REGISTRATION. 

Tuesday, May 24th. 

The address delivered by the President was 
reported in last week’s issue of The Lancet. At 
its conclusion a vote of thanks to the President was 
carried by acclamation. 

Appointment of Committees . 

The following committees were appointed :— 

Business Committee. —Dr. Norman Walker (chairman), 
the President, Sir Francis Cliampneys, Dr. Magennis, Dr. 
Macdonald. 

Pharmacopeia Committee. —The President (chairman), 
Dr. Cat on. Dr. Matthew Hay, Dr. Kidd. Dr. Hopkins, 
Dr. Norman Walker, Sir John Moore, Sir Norman Moore, 
Dr. Russell Wells. 

Finance Committee. —Sir Norman Moore (chairman), 
the President, Mr. Waring, Sir James Hodsdon, Sir Arthur 
Chance. 

Dental Committee. —The President (chairman), Mr. 
Bennett , Sir James Hodsdon, Mr. Waring, Sir Arthur Chance. 

Dental Education and Examination Committee. —Sir James 
Hodsdon (chairman), the President, Mr. Bennett, Mr. 
Waring, Dr. Adams, Sir E. Coey Bigger, Sir Arthur Chance. 

Students* Begistraiion Committee. —Sir Norman Moore 
(chairman), Sir Gilbert Barling, the President, Mr. Little¬ 
john, Dr. Mackay, Dr. Kidd, Mr. Sinclair. 

Penal Cases Committee. —The President, Sir Francis 
Champneys, Sir Arthur Chance, Dr. Norman Walker, Dr. 
Macdonald. 

Executive Committee. —The President, Sir Gilbert Barling, 
Sir James Hodsdon, Dr. Macdonald, Dr. Norman Walker, 
Sir Norman Moore, Sir Arthur Chance, Mr. Waring, Sir 
John Moore. 

Reports of Finance and Education Committees . 

The report of the Finance Committee was then 
received and approved, after which the chairman of 
the Education Committee made an oral report to 
the Council, calling the attention of the Council and 
of medical schools generally to the changes in the 
Medical Students’ Regulations which had been 
made since the last meeting, embodying the resolu¬ 
tions adopted by the Council in November. He 
explained that the examination in the preliminary 
sciences was intended to be separate and distinct 
from the preliminary examination in general educa¬ 
tion ; and also informed the Council that the Educa¬ 
tion Committee had recognised the shortened 
matriculation examination of the University of 
London, and also the senior public examination of 
the University of Queensland, and that these would 
be inserted in the next published list of examinations 
recognised by the Council. 

Penal Cases . 

The Council then proceeded to the consideration 
of penal cases. 

The Case of Frederick Percy Richard Gover. 

The Council considered the case of Frederick 
Percy Richard Gover, registered as c/o Pearce and 
Sons, 58, West Smithfield, E.C. 1, L.R.C.P. Edin., 
F.R.C.S. Edin., L.U.F.P.S. Glasg. 1910, who had been 
summoned to appear before the Council on the 
following charge :— 

That being a registered medical practitioner you were con¬ 
victed of the following misdemeanours, viz. :—On June 9th, 
1916, at the Marlborough Street police court, of being 
drunk in charge of a motor-car and fined forty shillings. 
On the same day of driving in a dangerous manner and fined 
twenty pounds. On Dec. 26th, 1916, at the Tower Bridge 
police court, of being drunk in charge of a motor and fined 
two pounds or one month’s imprisonment. On the same 
day of driving a motor-ear recklessly and fined ten pounds 
or one month’s imprisonment. On April 9th, 1917, at the 
Hove Borough police court, of being drunk in charge of a 
motor-car and sentenced to one month’s imprisonment 
with hard labour and disqualified from holding a licence 
for six months, which sentence was modified on your appeal 
to the East Sussex Sessions to one month’s imprisonment 
in the second division, but otherwise affirmed. On Nov. 9th, 
1920, at the County of Ixmdon Sessions, held at the Session 
House, Clerkcnwell, of having caused bodily harm to Mary 


Ann King by wilful misconduct or by wilful negligence 
whilst having the charge of a motor-car, and ordered to 
be imprisoned for three months and to be treated as an 
offender of the second division. 

Mr. Gover attended, accompanied by Mr. Watts, 
his counsel. 

The Council’s solicitor, Mr. Harper, laid the facts 
of the case before the Council. He read a report of 
the proceedings at the County of London Sessions 
in November, 1920, and a police report on the case. 
He also read a report of an inquiry under the National 
Health Insurance Acts concerning the convictions, 
and the decision of the Ministry of Health on the 
report thereon. Mr. Watts then opened the case for 
the defence. He called Mr. Gover, and examined 
him as a witness in his own behalf. Mr. Gover 
answered questions put to him by members of the 
Council through the chair. The Council’s solicitor 
did not desire to cross-examine Mr. Gover. He put 
in two petitions organised on behalf of Mr. Gover 
by panel patients and by the police. Mr. Watts then 
addressed the Council on behalf of Mr. Gover. The 
Council’s solicitor addressed the Council in reply. 
This closed the case. 

The Council having deliberated on the case in 
camera, the President announced the judgment of 
the Council as follows :— 

I have to tell you that the alleged convictions 
against you in the notice have been proved to the 
satisfaction of the Council. These convictions indicate 
a habit which is not only discreditable to your pro¬ 
fession but may become dangerous to your patients. 
In order to give you an opportunity of reconsidering 
your habit in this matter the Council has postponed 
judgment on the convictions proved against you till 
the May session, 1922. Before that date you will 
be required to send to the Registrar of the Council 
the names of some of your professional brethren 
who may be willing, upon written application from 
the Registrar, to testify by letter, addressed to him 
for the use of the Council, as to your character and 
conduct in the interval. You will receive in due 
course a formal written intimation of what I have 
just announced to you, and the intimation will 
specify the date to which I have referred, when 
you should be present, and should understand that 
in the event of any further conviction for a similar 
offence the Council may instruct the Registrar to 
erase your name from the Medical Register. 

On invitation from the chair, Mr. Gover renewed 
his solemn undertaking to refrain from drink for the 
rest of his life. 

The Case of Clement Thomas Cory Kingdon. 

The Council considered the case of Clement 
Thomas Cory Kingdon, registered as of 62, Falcon- 
road, Clapham Junction, S.W. 11, M.B., C.M. 1893. 
M.D. 1905 U.Edin., who had been summoned to 
appear before the Council on the following charge :— 

That, being a registered medical practitioner, you, on 
Feb. 7th, 1921, signed and gave to one W. McKernon. 
ex-member of the Australian Imperial Force, a certificate 
dated Feb. 5th, 1921, that the said W. McKernon was 
suffering from influenza, and was at present (i.e., on Feb. 
5th, 1921) unable to travel, whereas you had neither seen 
nor examined the said W. McKernon on Feb. 5th, 1921, or 
at all before Feb. 7th, 1921. And that in relation thereto 
you have been guilty of infamous conduct in a professional 
respect. 

The complainant was the Australian Imperial 
Force. Dr. Kingdon attended in answer to his 
notice, accompanied by Mr. Hempson, solicitor to 
the Medical Defence Union, his solicitor. The 
Australian Imperial Force, the complainant, was 
represented by Major F. M. Best, A.I.F., solicitor, 
of Messrs. J. Galbraith and Best, Australia House, 
Strand, W.C. 2. The President inquired whether 
any member of the Medical Defence Union was 
present. No such member was present. Major 
Best then opened the case on behalf of the com¬ 
plainants. He called Major E. W. Morris as a witness 
and examined him as to the truth of his statutory 
declaration. Major Morris was cross-examined by 
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Mr. Hempson, and answered questions put to him* 
through the chair, by members of the Council. 
Major Best did not desire to re-examine Major 
Morris. This closed his case. 

Mr. Hempson called Dr. Cory Kingdon as a witness, 
and examined him as to the truth of his statutory 
declaration. Dr. Kingdon was cross-examined, 
answered questions put to him by the Legal Assessor 
and by members of the Council through the chair. 
Mr. Hempson read statutory declarations as to Dr. 
Kingdon’s good character from Dr. Philip Rashleigh 
Dodwell, assistant resident medical officer to the 
Brompton Consumption Hospital, and from Dr. James 
Smith, deputy medical officer to His Majesty’s 
Prison, Wandsworth. 

The Council having deliberated the case in camera, 
the President announced the decision of the Council 
as follows :— 

I have to inform you that the Council has found 
that the facts which were alleged against you in the 
notice of inquiry have been proved to its satisfaction, 
but that the Council has taken into consideration the 
evidence as to your previous good character, and your 
assurance that the certificate was given without due 
care and thought. In order to give you an oppor¬ 
tunity to rehabilitate your character and to prove 
to the Council that you realise the gravity of your 
offence, and in particular in regard to the giving of 
certificates, the Council has postponed judgment till 
the November session, when you will be required to 
attend and to produce evidence from your professional 
brethren regarding your character. 

The Council then adjourned. 

Wednesday, May 25th. 

The earlier part of this day’s session was occupied 
with the hearing of penal cases. 

The Cose of John Thomas Godfrey. 

The Council considered the case of John Thomas 
Godfrey, registered as of Royton Hall, Royton, 
Oldham, M.B., Ch.B., 1917 IJ.Edin., who had been 
summoned to appear before the Council on the 
following charge :— 

That being a registered medical practitioner, you were, 
at the Manchester Assizes, held on Nov. 15th, 1920, con¬ 
victed of the following misdemeanour, namely, of attempt¬ 
ing to obtain money by false pretences and fraudulent 
conversion of goods and ordered to be imprisoned for three 
calendar months. 

Mr. Godfrey attended accompanied by counsel. 
The Council’s Solicitor laid the facts of the case 
before it. He read the statement by Detective- 
Inspector Quayle in regard to the conviction which 
he put in, and read extracts from the report of the 
proceedings of the Insurance Acts Committee which 
inquired into the conviction. Counsel for the defence 
then addressed the Council on behalf of Mr. Godfrey, 
and handed in a series of testimonials in his favour, 
including testimonials from Dr. J. Sinclair McGowan, 
Mr. Henry Beswick, J.P., chairman of the Royton 
District Council, Dr. J. Lorrain Smith, Dean of the 
Faculty of Medicine of the University of Edinburgh, 
from Mr. Timothy Cusock, parish priest of Rovton, 
from Mr. John Lindley of the Manchester Royal 
Exchange, and from Mr. Godfrey’s schoolmaster at 
Durban. The Council’s Solicitor addressed the 
Council in reply. 

The Council having deliberated on the case in 
camera, the President announced the judgment of 
the Council as follows :— 

I have to inform you that you, having been proved 
to have been convicted of the misdemeanour alleged 
against you in the notice of inquiry, the Registrar 
has been directed to erase your name from the 
Medical Register. 

The Case of Georye Ormiston. 

The Council considered a report by the Dental 
Committee on the charge against George Ormiston, 
in regard to whom certain facts had been found. 
Mr. Ormiston was not present, nor was he represented 
hv counsel or solicitor. Mr. Hugh Atkins, general 


secretary of the British Dental Association, the com¬ 
plainants, was present. The Registrar read the 
following report on the case :— 

The complaint against George Ormiston having 
been referred to the Dental Committee to ascertain 
the facts, the Dental Commit tee reported as follows : 

On May 23rd, 1921, the complainants, the British 
Dental Association, represented by Mr. Hugh Atkins, 
the general secretary of the Association, attended before 
the Committee and were duly heard. The said George 
Ormiston did not attend before the Committee, nor was 
he represented by solicitor or counsel. The chairman 
asked at the opening of the inquiry whether any member 
of the British Dental Association was present on the Com¬ 
mittee. No member of the Association was present. The 
Committee find that the following facts were established 
by the evidence :— 

The said George Ormiston was registered on Dec. 27th. 
1878, as “ In practice on July 22nd, 1878.” His address 
in the current Register is 170, Skene-street West, Aberdeen. 
Up to a recent date there were exhibited at 170, Skene- 
street West, aforesaid, the following :— 

(o) On the window in gilt letters the words :— 

Dentist: Mr. Ormiston, Mr. Thow. 

(6) On the front railing a wooden sign with the words 
painted thereon : Ormiston and Thow. 

(c) At the side entrance, painted on the stone wall, the 
words : Mr. Ormiston. 

In the Aberdeen Free Press of Dec. 7th, 1920, and March 18th. 
1921, under the heading “ Artificial Teeth.” appeared an 
advertisement “ Ormiston and Thow, Burgeon Dentists ” 
(Dec. 7th, 1920), and “ Ormiston and Thow ” (March 18th, 
1921), advertising also painless extractions, gas. skilled 
work and moderate charges at 170, Skene-street West, 
aforesaid. In the telephone directory of the Aberdeen 
district dated February, 1021, is the entry: “Central 
2601 : Ormiston and Thow r , Surgeon Dentists, 170, Skene- 
street.” 

Thow. who has never been on the Dentists’ Register, was 
trained by the said George Ormiston as a pupil, and had up 
to April 28th, 1921, been in his employment for 20 
years. The said George Ormiston stated this in a letter to 
the Registrar, adding that Thow was a most skilful operator 
and mechanic, and that he, George Ormiston, had been 
compelled to use his services owing to his own health giving 
way. In a letter dated May 13th, 1921, from the solicitors 
of the said George Ormiston, it is stated that he has definitely 
and finally retired from dentistry practice, and he applies 
to be allowed to withdraw his name from the Register. The 
letter adds that the said George Ormiston has withdrawn 
his name entirely from 170, Skene-street, and that all 
financial and professional connexion between him and 
Thow have ceased, with the exception that Thow has only 
now to pay for the fixtures, furnishings, and material 
■which are identified with the dentistry practice. 

In the absence of further information (the said George 
Ormiston not having been present at the inquiry or repre¬ 
sented). the Dental Committee infer that on receipt of 
the notice of inquiry he parted with bis practice to Thow 
for a consideration, and that this has not yet been fully 
discharged. The said George Ormiston sent to the Registrar 
through his solicitors a certificate from George Williamson, 
M.B. 1886, U. Aberd., dated May 13th, 1921, certifying 
that he was unable to travel to London on account of 
physical infirmity, and that he had suffered for some years 
from heart disease, for 12 months fiom angina, and for 
some months from religious melancholia ; that it was 
extremely unlikely that he could ever work at his profession 
again, and that for a year he had practically done no work. 

The evidence before the Committee consisted of the 
following documents, viz. :—(1) A statutory declaration 
by Macbeth Moir Duncan, dated April I9th. 1921 ; (2) 
and (3) advertisements from the Aberdeen Free Press of 
Dec. 7th, 1920, and March 18th, 1921 ; (4) letter from the 
said George Ormiston to the Registrar, dated April 28th, 
1921 : (5) letter from Alexander and Wm. Robertson to 
the Registrar, dated May 13th, 1921 : (6) certificate 

of George Williamson, M.B., to the Registrar, dated 
May 13th, 1921. 

The President inquired whether any member of 
the British Dental Association was present. No 
such member was then present. In answer to a 
question from the chair, Mr. Atkins intimated that 
he did not desire to address the Council on the facts 
found in the report. The Council having deliberated 
on the report in camera, the Chairman announced 
its decision as follows :— 

Mr. Atkins, I have to announce to you that in 
the facts found in the report of the Dental Committee 
it has been found that George Ormiston has been 
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proved guilty of the charges, and the Council has 
directed the Registrar to erase from the Dentists 
Register the name George Ormiston. 

Yearly Tables and Inspection of Final 
Examinations. 

Dr. Norman Walker (chairman of the 
Examination Committee) presented the report of 
the Examination Committee on the Yearly Tables 
and on the Inspection of Examinations. The 
Council’s Committee state that in accordance with 
their recommendation adopted by the General 
Council on June 2nd, 1920, the annual tables 
showing for 1920 the results of examinations for 
qualifications primarily admitting to the Medical 
Register have not been printed. The following 
analyses of those which concern the Committee have 
been prepared as usual. 


Of the 23 bodies granting primary qualifica¬ 
tions, it will be seen that the returns for 1920 are 
complete so far as they go. The table concerned 
with higher qualifications calls for no special 
comment by the Committee. The table dealing 
with exemptions shows that these are again excep¬ 
tionally numerous. As before, many of them are 
directly or indirectly due to the war; others to an 
increasing readiness to accept the examinations of 
other bodies. 

The inspection of the final examinations is not yet 
completed. That in medicine is almost finished, but 
there are still seven bodies to be inspected in surgery 
and eight in midwifery. It is highly desirable that 
all these should be completed before November in 
time for consideration at the autumn session of the 
Council. 


— 

Passed 

Medicine. 

. 

Rejected 

Percent¬ 
age of 
rejected 

Passed 

Surgery. 

Rejected 

Percent¬ 
age of 
rejected 

Passod 

Midwifery 

Rejected 

Percent¬ 
age of 
rejected 

University of Aberdeen .. 


97 

7 

6-73 

94 

26 

21*66 

49 

6 

10-91 

Apothecaries' Hall, Dublin 


3 

1 

25 00 

7 

2 

§2-22 

5 

3 

37-50 

Apothecaries’ Society of London.. 


45 

23 

33-82 

48 

36 

42-85 

43 

41 

48-84 

•Queen's University, Belfast 


63 

24 

27-59 

63 

24 

27-59 

63 

24 

27*59 

•University of Birmingham 


14 

10 

41-66 

14 

10 

41-66 

14 

10 

41-66 

t „ Bristol 


4 

0 

— 

6 

0 

— 

4 

0 


Cambridge .. 


89 . 

40 

31-01 

97 

77 

44-25 

87 

77 

44-25 

English Conjoint Board .. 


366 

199 

35-22 

346 

304 

46-77 

427 

206 

32-54 

Irish Conjoint Board 


56 

37 

39-78 

46 

23 

33-33 

49 

22 

30-99 

{Scottish Conjoint Board .. 


74 

68 

47-14 

68 

86 

55-84 

77 

44 

Si-36 

University of Dublin 


50 

11 

18-03 

56 

12 

17-65 

57 

21 

26*92 

• „ Durham 


34 

14 

29-17 

34 

9 

20-93 

34 

5 

12-82 

„ Edinburgh .. 


171 

55 

Si-34 

178 

76 

29-96 

175 

20 

10-25 

„ Glasgow 


128 

98 

43-3® 

131 

115 

46-75 

142 

32 

18-45 

• „ Leeds 


17 

6 

26-08 

17 

6 

26-08 

17 

6 

26-08 

• ,, Liverpool .. 


20 

5 

20-00 

20 

5 

20-00 

20 

5 

20-09 

,, London 


164 

48 

22-64 

176 

81 

31-52 

197 

60 

23-34 

,, Manchester 


63 

14 

18-18 

46 

32 

41-02 

46 

26 

38-11 

National University of Ireland .. 


121 

85 

41*26 

123 

58 

32-04 

122 

57 

31-84 

•University of Oxford 


9 

3 

25-00 

9 

3 

25-00 

9 

3 

25-00 

„ St. Andrews 

.. 

16 

1 


15 

3 

16-66 

14 

3 

17-65 

• „ Sheffield 


1 

2 

66-66 

1 

2 

66-iS 

1 

2 

66-i« 

„ Wales 

.. 



— 

2 

1 

33-33 

1 

0 



• At these examinations Medicine, Surgery, and Midwifery must be passed at one time, 
t Medicine, Surgery, and Midwifery mnst be passed at ono time, except In case of certain old students. 
§ Medicine, Surgery, and Midwifery must be entered for at one time. 


On June 2nd, 1920, the General Medical Council, by 
resolution, adopted the following recommendation of 
the Examination Committee :— 

“ That the licensing bodies which have not hitherto 
supplied in their annual return information as to 
whether they do or do not examine in operative 
surgery, ophthalmology, and mental disease, be 
asked to do so in future.” (Minutes, 1920’, p. 21.) 

This resolution was communicated by the Registrar 
to the bodies concerned. As a result, the information 
given respecting the examinations held during 1920 
is much more complete than that obtained regarding 
those held in 1919, as the following comparative 
table will show : — 

Operative Surgery :— 1919 1920 

Bodies giving passes and rejections .. .. 4 8 

„ stating that it is included under Surgery 3 .. 6 

„ ,, that there is no special examina¬ 
tion .. .. .. .. — .. 7 

„ ., that thcro is no examination — 2 

„ not alluding to the subject .. .. 16 .. — 

Ophthalmic Surgery or Ophthalmology :— 

Bodies giving passes and rejections .. .. 3 .. 9 

,, stating that It is included under Surgery 3 .. 3 

„ ,, that there is no special examina¬ 
tion . . .. .. .. 1 .. 9 

„ „ that there is no examination — .. 2 

„ not alluding to the subject .. .. 16 .. — 

Mental Diseases :— 

Bodies giving passes and rejections .. .. 8 .. 10 

„ stating that it is included under Medicine 0 .. 6 

„ h that it is included under Surgery — .. l 

„ ,, that there is no special examina¬ 
tion .. .. .. .. 1 .. 4 

„ ,, that there is no examination in 

the subject .. .. .. — .. 2 

„ not alluding to the subject .. .. 9 .. — 


Appointment of Branch Councils . 

The following Branch Councils were appointed : — 

Education Committee.—England : Sir F. Champneys, 
Dr. Howden, Sir Norman Moore; Scotland: Dr. 
Adams, Dr. Russell, Dr. N. Walker: Ireland: Sir 
Arthur Chance, Dr. Coffey, Sir John Moore. 

Examination Committee.—England : Sir G. Barling, 
Dr. Caton, Dr. Macdonald ; Scotland: Dr. Adams, 
Dr. Russell, Dr. N. Walker; Ireland: Sir Arthur 
Chance, Dr. Coffey, Sir John Moore. 

Public Health Committee.—England: Dr. Dean, 
Sir G. Newman, Sir T. Jenner Verrall; Scotland: Dr. 
Matthew Hay, Mr. Littlejohn, Dr. McVail; Ireland : 
Sir E. Coey Bigger, Dr. Magennis, Sir John Moore. 

The Council then adjourned. 


The Gloucestershire Scheme for the Extension of 
Medical Services, which was formally approved by 
the Ministry of Health in April, 1920, has been 
steadily coming into effective operation during the 
past month. Out-stations are now, or will shortly 
be, available in the areas of the Bristol Hospital, 
the Cheltenham General Hospital, and the Gloucester¬ 
shire Royal Infirmary, and a circular letter as been 
issued by Dr. J. Middleton Martin, executive medical 
officer, to the medical officers in charge of the stations. 
The scheme deals with school children, tuberculosis, 
venereal disease, ex-Service men referred by pensions 
Committees, mothers and infants under the maternity 
and child welfare scheme, and other groups of 
patients by agreement. 
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THE FEDERATION OF MEDICAL AND 
ALLIED SOCIETIES. 


The annual dinner of the Federation of Medical 
and Allied Societies was held on May 26th at the 
Cafe Royal, London, Sir Berkeley Moynihan, the 
President of the Federation, being in the chair. The 
special guests of the evening were Dr. Christopher 
Addison, the late Minister of Health, and his suc¬ 
cessor, Sir Alfred Mond. 

The loyal toast having been drunk. Sir Berkeley 
Moynihan proposed the health of Dr. Christopher 
Addison, the first Minister of Health. In eloquent 
terms he commended Dr. Addison’s scientific equip¬ 
ment, sympathetic attitude towards medicine, and 
dignity under ill-informed criticism. 

Dr. Addison thanked the Federation for the warm 
reception of the words from the chairman, and said 
that he especially valued the opinion of a body whose 
“ aim is wide and public spirited, and marks a 
thoroughly wise departure from the usual purposes 
of professional associations. It is to promote in the 
medical profession the means whereby societies and 
associations of widely different aims from the pro¬ 
fessional or technical point of view may come together 
to consider not their own interests only, but in 
what manner they can work together for the public 
good, how the work of central or local governmental 
authorities affects the work of the medical profession 
and how it may best be guided and helped.” 

The Community of Medical Interests. 

Dr. Addison then pointed out that the medical 
profession is not simply a body of trained men with 
work and interests bounded by a professional ring 
fence. If there was one lesson of the war, he thought, 
more manifest than another (though there were 
signs that it is being forgotten) it is that, in the 
language of the Scriptures, “ we are members one 
of another.” The strength or weakness of one class 
must be the strength or weakness of the rest, to be 
revealed in the time of stress, and conversely the 
progress and prosperity of any one class could not 
be promoted at the expense of the rest of the 
community, but would be conditioned by their 
progress and prosperity. He continued :—“ The 
Federation seeks to foster in the profession a lively 
interest in public questions, and is confronted witn 
peculiar difficulties, for the absorbing nature of 
medical practice leads to a detachment from public 
issues, making it difficult for medical men to appreciate 
the task of those who are associated with the work 
of government and its many-sided complications. 
Therefore it is hard for medical men to provide in 
considered and collective form the assistance which 
they are fitted to render to public authority. But 
society will seek more and more to enlist the aid of 
those who can help it to promote the physical well¬ 
being of its citizens—for the strength of the State 
is measured by the capacity of its individual members 
—and you all know how great is that mass of avoidable 
disability. In the early stages of the Ministry of 
Health its dominant purpose was necessarily the 
development of preventive agencies, primarily with 
the authority of the State, though the executive 
agents must, for the most part, be members of the 
medical or closely allied professions. We had and 
we have to take long views and be willing to create 
agencies and set work going that must take time to 
develop and to achieve results. Opportunist specta¬ 
cular performances are not the function of a Ministry 
of Health. If they were to be, they would destroy any 
chance of achievement of its great and governing 
purposes.” 

Port Sanitary Work during the War. 

Dr. Addison illustrated his meaning by pointing 
out that when the Ministry was established improved 
organisation of sanitary work at ports with 
suitable expert aid and laboratory equipment was 
arranged, so that the country should escape 


the various pestilences let loose by the war. “For 
this purpose,” he said, “ I inaugurated a system of 
assistance to Port Sanitary Authorities which they 
both needed and thoroughly deserved, whereby addi¬ 
tional assistance of a suitable kind was available 
where required. So far as cost is concerned, the total 
of this effort is represented by a sum of £05,000 in 
this year’s Estimates. It is a small figure compared 
with the millions people talk about when we are coping 
with a railway strike or coal dispute. Owing to the 
vigilant efficiency of the Port Sanitary Authorities 
and their officers, with the assistance given under 
the scheme devised, we have, as you know, almost 
completely escaped the risks against which it was 
designed. I have been surprised that this item has not 
been picked out as one of those portions of expendi¬ 
ture for which I am styled ‘a squander-maniac,* 
because in the absence of an epidemic the kind 
of critic who goes in for these terminological fire¬ 
works can see nothing of a definite kind on 
which the money was expended. The fact, of course, 
that this trifling insurance has enabled us to escape 
disasters the consequences of which would have 
been hundreds of times more costly than the insurance 
itself is not the sort of consideration which appeals 
to the critic whose pabulum is head-lines.” 

Maternity and Child Welfare Work. 

As another illustration of the reasonable expending 
of money he brought forward Maternity and Child 
Welfare work, saying that throughout the country it 
was costing a good deal of money and that in some 
cases the country was not getting the return which 
should have followed on the better training provided. 

“ Therefore,” said Dr. Addison, “ I arranged for 
grants at about £20 a head for special training- 
classes for nurses, health-visitors and others, and 
added two or three expert medical officers centrally 
to supervise the work, as it was quite evident that 
the staff available could not physically compete 
with the amount required. The expenditure was a few 
thousand pounds, and, although I do not put it 
higher than being an important contributory cause 
to the recent striking improvement in the child- 
welfare statistics, it is one of the few new facts in the 
situation the importance of which cannot be ignored. 
You may be interested to know that the recent 
vote by Parliament to cover a week’s loss owing to * 
a railway strike is seven years the total expenditure 
in England and Wales out of the Exchequer of the 
whole of our Maternity and Child Welfare services ; 
that the ten millions proposed to be given in aid of 
miners’ wages will represent about nine years of 
our total Maternity and Child Welfare Exchequer 
contributions. ... If it comes to a contest as to 
which expenditure is the more important to main¬ 
tain, I tell you frankly that I shall place the interest 
of British babies before the building of barracks in 
Bagdad, and that a thousand maternity beds in 
decent houses for the use of women, who are now 
living in wretched slums, are of more value, as they 
are of less cost, than one giant gas-bag of doubtful 
utility.” 

The Vision of Opportunities. 

After referring to the necessity for commencing 
the work in preventive medicine of the Ministry of 
Health by tackling the housing problem, he said 
that it would be easy to indicate a number of direc¬ 
tions in which developments would be certain to arise 
in connexion with improved preventive and early 
remedial health services, such as would provide a 
substantial contribution towards diminishing the 
avoidable waste of life and strength to which we 
were still exposed. These things, he said, need cause no 
violent dislocation of business or great expenditure. 
There would be phases of advance and reaction, but 
the lessons of the War would not be forgotten, and 
they could only properly be utilised if they were sup- 
ported by an instructed and considered professional 
opinion. “ It is the purpose of the Federation to aid in 
furnishing that essential service, and it is evidence 
of a vigorous spirit to have a vision of the greater 
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opportunities for public and professional service 
which the coming years would certainly offer.” 

Sir Malcolm Morris then proposed the health 
of Sir Alfred Mond, the Minister of Health, in a 
speech in the course of which he described the origin 
of the Federation and its constructive policy. 

Sir Alfred Mond, in reply, said that his friend 
and predecessor in office, Dr. Addison, had two 
advantages over him:—First, as a medical man 
himself, he could command and obtain medical 
assistance from personal friends ; secondly, he started 
the work of the Department at a time when the 
national purse was popularly supposed to be bottom¬ 
less, whereas at the present moment rigorous economy 
was necessary. Sir Alfred Mond pointed out, how¬ 
ever, that small economies which resulted in large 
expenses were not businesslike propositions, and that 
his aim would be to do a few things thoroughly, 
rather than spread the financial resources of the 
Ministry over a large number of services. Speaking 
as a layman, though head of the Ministry of Health, 
he ventured to point out that doctors’ work was so 
absorbing that they were apt to look at public affairs 
in the wrong perspective. They could hardly help 
thinking of the nation in terms of the sick, whereas 
the majority of the public was perfectly healthy. 
He humorously commended the habit of doctors 
to take regular recreation on the golf-course, saying 
that such a habit was very good for doctors quite 
apart from any health question, as it compelled them 
to become acquainted with lay views and helped 
them to understand how medical affairs were regarded 
by a deeply interested public. Sir Alfred Mond 
then pointed out that the medical profession 
possessed most powerful influence in moulding 
opinion, but they must develop unanimity and 
decision. He concluded by saying that he should 
always welcome from the Federation all the assistance 
which they could give him in the shape of considered 
and corporate views on questions affecting the pro¬ 
fessions of medicine and pharmacy and nursing. 

The toast of “ Prosperity to the Federation ” was 
proposed by Lieutenant-Colonel F. E. Fremantle, 
M.P., who said that he spoke as, in a sense, the first 
baby of the Federation, inasmuch as he believed that 
he was the first Member of Parliament in support 
• of whose candidature the Federation had supplied 
speakers and assistance. He congratulated the 
Federation on the work that it had done and the 
ideals which it had placed before it. Speaking as a 
loyal member of the British Medical Association, he 
asserted that the work of the Federation could not 
be done by the Association. 

Dr. Arthur Latham, replying for the Federation, 
thanked those present for their sympathy and asked 
for their support. He said the Federation was a 
federating force for the purpose of focusing the 
knowledge possessed by all grades of health workers 
to the advantage of the community. They regarded 
the manufacture of health as the key industry of the 
country, and they differed from all other societies in 
that the patient was their prime consideration—the 
potential patient, who represented the preventive side 
of their work, and the actual patient, who would 
benefit by their efforts in remedial or happily curative 
measures against disease. They wished to enlighten 
public opinion in health matters, and lie called 
attention to the fact that the public conscience was 
awakening to the value of the health worker, as was 
shown by the number of medical men in the nouse 
of Commons, the peerage conferred on Lord Dawson 
of Penn, and the appointment of Sir Clifford Allbutt 
to the Privy Council. They were jealous of the 
interests of their members, but they hoped by suasion 
rather than dictation to show the public and the 
leaders of the public that if they were to have an 
efficient band of health workers they must make such 
a career an attractive one. Behind their work was 
a good idea. Individuals might delay the fructifica¬ 
tion of a good idea, but they could not kill it. 
Already they represented 18,000 doctors and 90,000 


health workers, and he was confident that their 
sphere of influence would rapidly increase. 

Among those present at the dinner were Lord Dawson of 
Penn; Sir Arthur Stanley (President, British Hospitals 
Association) : Sir George Newman (Chief Medical Officer, 
Ministry of Health) ; Sir H. Kingsley Wood, M.P. (Parlia¬ 
mentary Private Secretary, Ministry of Health) : Sir 
Arthur Robinson (Permanent Secretary, Ministry of 
Health) ; Sir Thomas Neill (Chairman of Council for 
National Health Insurance, Ministry of Health) ; Mr. 
A. C. Thompson (Chairman of National Conference of 
Industrial Approved Societies) ; Viscount Knutsford 
(British Hospitals Association) ; Lord Queenborough : Dr. 
Nathan Raw, M.P. ; Dr. Donald Murray, M.P. ; Sir Philip 
Magnus, M.P. : Dr. G. de Bee Turtle (President, Harveian 
Society' of London); Dr. A. G. Buchanan, (President, Chelsea 
Clinical Society) ; Dr. F. J. McCann (President, West 
London Medico-Chirurgical Society) ; Dr. T. A. Goodfellow 
(President, Manchester Medical Society) ; Dr. J. Forsyth 
Craig (President, Birmingham and District Medical Practi¬ 
tioners Union) ; Dr. Godfrey Carter (President, Sheffield 
Medico-Chirurgical Society) ; Lieutenant-Colonel Hugh 
Stott (President., Brighton and Sussex Medico-Chirurgical 
Society) ; Dr. J. E. Gemmell (President, Liverpool Medical 
Institution) ; Dr. J. F. Murton (President, Nottingham 
Medico-Chirurgical Society); Miss Olga Nethersole (Hon. 
Secretary, The People’s league of Health) ; Mr. E. T. 
Neathercoat (President, Pharmaceutical Society of Great 
Britain) ; Sir William Glyn-Jones (Secretary, Pharma¬ 
ceutical Society of Great Britain) ; Mr. Philip Rowsell, J.P. 
(Pharmaceutical Society of Great Britain) ; Dr. Farquhar 
Buzzard (Royal Society of Medicine) ; Dr. J. F. Gordon 
Dill (Royal Society of Medicine) ; Sir John MacAlister 
(Secretary, Royal Society of Medicine) ; Dr. Jane 
Walker and Lady Barrett, M.D. (Medical Women's 
Federation) ; Sir StClair Thomson ; Mr. Ernest Clarke: 
Dr. Charles Buttar (Harveian Society) ; Sir Bruce 
Bruce-Porter; Mr. E. B. Turner (National Council 
for Combating Venereal Diseases) ; Major R. Worth. 
Sir Maurice Craig, and Dr. E. 8. Pasmore (Medico- 
Psychological Association of Great Britain and Ireland); 
Miss E. C. Barton (Poor-law Infirmary Matrons Associa¬ 
tion) ; Dr. and Mrs. Remington Hobbs (Infirmary Medical 
Superintendents Society) ; Sir Sydney Beauchamp : Sir 
Squire Sprigge ; Sir Crisp English ; Colonel A. S. Woodwark ; 
Mr. P. L. Lockhart-Mummery ; Dr. H. J. Cardale and 
Dr. R. J. Farman (Association of Panel Committees) ; 
Dr. F. Hernaman-Johnson (British Association of Radi¬ 
ology and Physiotherapy) ; Mr. C. F. Rilot (British 
Dental Association) ; Mr. Montagu Hopson (President. 
British Dental Association) ; Mr. Robert Lindsay (Dental 
Secretary, British Dental Association) ; Major C. Thomson. 
M.D. (\Vest Kent Medico-Chirurgical Society); Sir Ronald 
Ross (British Science Guild) ; Dr. E. H. M. Stancoinb 
(Southampton Medical Parliamentary Committee) ; Miss 
H. L. Pearse and Miss Lord (National Union of Trained 
Nurses) ; Miss Sheriff-MacGregor (College of Nursing) ; Dr. 
H. Wansey Bayly (Society for the Prevention of Venereal 
Disease) ; Mrs. Greenwood , Miss Armitage, Miss de 
Chaumont, Miss Hoskins, Miss Jarvis, and Miss Whitbread 
(Women Health Visitors Association); Sir Ernest Hodder- 
Williams ; Dr. David Lawson; Dr. G. E. Haslip ; and Dr. 
Howard Mummery (General Secretary, 6, Vere-street, W. I.) 

AUSTRALIA. 

(From our own Correspondent.) 

Public Health Association. 

The Brisbane Medical Congress last year decided, 
through some members interested in public health, to 
form a Public Health Association of Australia. 
The underlying idea is that the laity should be 
encouraged and educated to take an interest in 
matters of public health apart from politics. A 
provisional committee was appointed to complete 
preliminaries. A meeting was held in Melbourne 
Town Hall on April 11th to inaugurate the movement. 
Office-bearers are already appointed, and although 
the aim of the Association is stated to be “ free from 
departmental connexions,” almost all the office¬ 
bearers are departmental medical officers. The 
President is Dr. J. H. L. Cumpston, Director of the 
Federal Health Department. Provision is made for 
all classes of members, but the lowest subscription 
is to be £1 per annum. It is proposed, if fund< 
permit, to publish a periodical devoted to questions 
of public health. His Excellency the Governor of 
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Victoria and the Countess of Stradbroke attended 
the meeting. 

Death of Dr. C . J. Tozer. 

The trial of Mrs. Mort, charged with the murder 
of Dr. C. J. Tozer, under circumstances already 
described, came before the Chief Justice and a 
jury in Sydney on April 6th. The accused was still 
in a weak state, and required special attention 
throughout the proceedings. Medical evidence was 
given that Mrs. Mort had always been of neurotic 
temperament, and evidence was also brought that she 
had applied for employment as a film artist, and 
had been sent home by the manager suffering from 
delusions that men were following her. Dr. R. Lee 
Brown, Government medical officer at Long Bay 
Penitentiary, where Mrs. Mort was detained, gave 
evidence that he had seen her daily during her 
detention and observed no signs of insanity. The 
jury decided that the accused was insane when 
she committed the act, and she was ordered to be 
detained during the Governor’s pleasure. 

Small-pox. 

A suspicious case of illness in the Melbourne 
Hospital was reported to the health authorities 
as probably small-pox. The patient was a coloured 
fireman from the s.s. Gracchus. The Health 
Department at first pronounced the disease to be 
chicken-pox, but subsequently regarded it as small¬ 
pox. Six cases from the same steamer have since 
been reported from Sydney, whither the Gracchus 
had proceeded. She called at Fremantle and 
Adelaide, but no shore cases have yet been registered. 

May 4th. 


DANGEROUS DRUGS ACT: 

REVISED REGULATIONS. 


The Committee appointed last March by the 
Home Secretary to consider the objections raised to 
the draft regulations issued under the Dangerous 
Drugs Act, 1920, has issued a report, dated May 12th, 
as a Parliamentary White Paper [Cmd. 1307. Price 
3d.], which may be obtained from H.M. Stationery 
Office. The personnel of this Committee was as 
follows : Mr. Chester Jones (chairman). Sir Malcolm 
Delevingne, K.C.B., Captain W. E. Elliot, il/.C., 
M.P., Major A. C. Farquharson, M.D., M.P., Mr. 
Gerald A. .France, M.P., Sir Beville Stanier, Bart., 
M.P., and Mr. W. J. U. Woolcock, C.B.E ., M.P., 
with Mr. A. H. Anderson of the Home Office as 
Secretary. 

After a closely reasoned argument, which we 
summarise elsewhere, the Committee presents the 
regulations in an amended form, which will, it 
trusts, go a long way to prevent the increase of the 
drug habit without avoidable inconvenience to the 
medical or pharmaceutical profession or to the public. 

Text op the Regulations. 

1. Application .—The drugs to which these Regulations 
apply are morphine, cocaine, ecgonine, and diamorphine 
(commonly known as heroin), and their respective salts, 
and medicinal opium, and any preparation, admixture, 
extract or other substance containing not less than one-fifth 
per cent, of morphine or one-tenth per cent, of cocaine, 
ecgonine or diamorphine. 

For the purpose of the foregoing provision, the percentage 
in the case of morphine shall be calculated as in respect 
of anhydrous morphine. 

2. Manujacture .—No person shall manufacture or carry 
on any process in the manufacture of morphine, cocaine, 
ecgonine or diamorphine, or their respective salts or 
medicinal opium— 

(а) unless he is licensed by the Secretary of State or is 
authorised by these Regulations or by any authority 
granted by the Secretary of State to do so, 

(б) except on premises licensed for the purpose by the 
Secretary of State, 

(c) otherwise than in accordance with the terms and 
conditions of such licence or authority. 


3. Sale , Distribution and Possession. —No person shall 
supply or procure or offer to supply or procure any of the 
drugs to or for any person whether in the United Kingdom 
or elsewhere or shall advertise any of the drugs for sale— 

(а) unless he is licensed by the Secretary of State or is 
authorised by these Regulations or by any authority 
granted by the Secretary of State to supply the drug or 
unless he is licensed by the Secretary of State to import 
or export the drug or unless he is licensed or otherwise 
authorised to manufacture the drug or 

(б) otherwise than in accordance with the terms and 
conditions of such licence or authority. 

4. Except when the drugs are lawfully dispensed in 
pursuance of a prescription given by a duly qualified medical 
practitioner, registered dentist or registered veterinary 
surgeon, or are supplied by a duly qualified medical prac¬ 
titioner or registered veterinary surgeon who dispenses his 
own medicines, in accordance with the conditions hereinafter 
specified, no person shall supply or procure or offer to supply 
or procure any of the drugs to or for any person in the United 
Kingdom who is not licensed or otherwise authorised to be 
in possession of the drug nor to any person so licensed or 
authorised except in accordance with the terms and con¬ 
ditions of such licence or authority. 

Provided that administration of the drugs by or under 
the direct personal supervision of a duly qualified medical 
practitioner, or by or under the direct personal supervision 
of a registered dentist in dental treatment, or by or under 
the direct personal supervision of a registered veterinary 
surgeon in the treatment of any animal, shall not be deemed 
to be supplying the drug within the meaning of this and the 
following Regulations. 

5. A prescription for the supply of the drugs must comply 
with the following conditions :— 

The prescription must be in writing, must be dated and 
signed by the medical practitioner, registered dentist or 
registered veterinary surgeon as the case may be, with 
his full name and address, and must specify the name and 
address of the person for whose use the prescription 
given, and the total amount of the drug to be supplied 
on the prescription, except that in the case of prescriptions 
issued for national health insurance purposes on the form 
provided by the Insurance Committee the medical 
practitioner’s address need not be marked on the prescrip¬ 
tion. • 

A prescription shall only be given by a registered dentist 
for the purposes of dentai treatment and shall be marked 
“ For local dental treatment only.” 

A prescription shall only be given by a registered 
veterinary surgeon for the purposes of treatment of 
animals and shall be marked “ For animal treatment 
only.” 

The Secretary of State may prescribe and issue a form 
hereinafter referred to as the “ official form ” for use in 
giving prescriptions for the drugs, and in that case a 
prescription for any of the drugs shall only be given on an 
official form or in the case of prescriptions issued for 
national health insurance purposes on the form provided 
by the Insurance Committee, provided that in a case of 
emergency when the person giving the prescription has 
not the official form available, the prescription may be 
given without using the official form, but in that case 
shall be marked with the words “ Official Form not 
available ” or similar words. 

A medical practitioner, registered dentist or registered 
veterinary surgeon shall not give any prescription for the 
supply of any of the drugs otherwise than in accordance 
with the foregoing conditions. 

A medical practitioner who dispenses any medicines to 
which these Regulations apply shall enter particulars 
thereof in his day book or in the register hereinafter 
specified. 

0. The following conditions shall be observed by persons 
dispensing prescriptions for the drugs :— 

(a) If an official form is prescribed and issued by the 
Secretary of State in pursuance of the foregoing Regula¬ 
tion, a prescription for any of the drugs shall only be 
dispensed if the prescription is on one of those forms or 
on the form provided for national health insurance 
purposes by the Insurance Committee, or in the case of 
an emergency prescription given under the conditions 
specified in the foregoing Regulation, if the person dis¬ 
pensing the prescription is acquainted with the signature 
of the medical practitioner, registered dentist, or registered 
veterinary surgeon by whom the prescription purports to 
be given, or is acquainted with the person for whose use 
the prescription is given and has no reason to suppose 
that the prescription is not genuine; 

(b) the drugs shall not be supplied more than once on 
the same prescription : Provided that, if the prescription 
so directs, the drugs may be supplied on more than one 
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but not exceeding three occasions, as directed in the 
prescription, at intervals to be specified in the prescrip¬ 
tion ; 

(c) the prescription shall be marked with the date on 
which it is dispensed, and shall be retained by the person, 
firm, or body corporate by whom the prescription is 
dispensed, and (unless issued for national health insurance 
purposes on the form provided by the Insurance Com¬ 
mittee) shall be kept on the premises where it is dispensed 
and shall be available for inspection. 

7. No person shall be in possession of any of the drugs 
unless— 

(а) he is licensed to import or export the drug, or 

(б) he is licensed or otherwise authorised to manufac¬ 
ture or supply the drug, or 

(c) he is otherwise licensed by the Secretary of State 
or authorised by these Regulations or by any authority 
granted by the Secretary of State to be in possession of 
the drug, or 

( d ) he proves that the drug was supplied for his use 
by a duly qualified medical practitioner or registered 
veterinary surgeon or on and in accordance with such a 
prescription as aforesaid. 

8. (i) No person shall supply any morphine, cocaine, 
ecgonine, diamorphine or their respective salts or any 
medicinal opium unless the package or bottle containing it is 
plainly marked with the amount of the drug in the package 
or bottle. 

(ii) No person shall supply any preparation, admixture- 
extract, or other substance containing any of these last, 
mentioned drugs and coming within these Regulations 
unless the package or bottle is plainly marked 

(a) in the case of a powder, solution, or ointment, with 
the total amount thereof in the package or bottle and 
the percentage of the drug in the powder, solution, or 
ointment ; 

(ft) in the case of tablets or other articles with the 
amount of the drug in each article and the number of 
articles in the package or bottle. 

This Regulation shall not apply to any preparation 
dispensed by a duly qualified medical practitioner or on 
the prescription of a duly qualified medical practitioner. 

9. Every person who supplies any of the drugs shall 
comply with the following provisions :— 

(а) he shall enter or cause to be entered in a register 
kept for the sole purpose all supplies of the drug pur¬ 
chased or otherwise obtained by him and all dealmgs 
in the drug effected by him (including sales or supplies 
to persons outside the United Kingdom) in the form and 
containing the particulars shown in Schedule I. to these 
Regulations ; 

(б) separate registers or separate parts of the register 
shall be used for (a) cocaine and ecgonine and substances 
containing them, ( b ) morphine and substances containing 
it, (c) diamorphine and substances containing it, ( d) 
medicinal opium ; provided that with the approval of 
the Secretary of State separate registers may be kept 
for separate departments of a business ; 

(c) he shall make the entry with respect to any of the 
drugs purchased or otherwise obtained by him on the 
day on which the drug is received and with respect to 
any sale or supply by him of the drug on the day on 
which the transaction is effected ; or where that is not 
reasonably convenient on the day following the day on 
which the drug is received or the transaction is effected ; 

( d ) wjiere he carries on business at more than one set 
of premises he shall keep a separate register or registers 
in respect of each set of premises ; 

(e) he shall keep the register or registers in some part 
of the premises to which it relates so that it shall at all 
times be available for inspection in accordance with the 
provisions of the Act; 

(/) he shall not cancel, obliterate, or alter any entry in 
the register or make therein any entry which is untrue 
in any particular. Any mistake in an entry may be 
corrected by a marginal note or footnote giving the 
correct particulars and dated ; 

(g) he shall furnish to the Secretary of State or to any 
person authorised by any order of the Secretary of State 
for the purpose all information in regard to any purchases 
by him of the drugs, all stocks held by him of the drugs, 
and all transactions effected by him in the drugs as may 
be required by the Secretary of State for the purpose of 
seeing that the provisions of the Act are observed. 

A duly qualified medical practitioner who records in a 
day book particulars of any of the drugs supplied by him 
to any ]>atient, together with the name and address of the 
patient and date of the supply, may, in lieu of keeping the 
register required by this Regulation of drugs sold or supplied 
by him, enter separately for each of the drugs in a book 
to be kept for the purpose references under the appropriate 
dates to the records in the day book of any supply of the 


drug. A person lawfully keeping open shop for the retailing 
of poisons in accordance with the provisions of the Pharmacy 
Act, 1808, as amended by the Poisons and Pharmacy Act, 
1908, may in lieu of keeping the register required by this 
Regulation of drugs sold or supplied by him enter separately 
for each of the drugs in a book to be kept for the purpose 
references under the appropriate dates to the entries in 
the “ Poisons Book ” or “ Prescription Book ” kept by 
him in pursuance of Section 17 of the Pharmacy Act, 1868, 
relating to any supply of the drugs. Provided that all 
such books shall at all times be available for inspection in 
accordance with the provisions of the Act. 

10. Any person lawfully keeping open shop for the 
retailing of poisons in accordance with the provisions of 
the Pharmacy Act, 1808, as amended by the Poisons and 
Pharmacy Act, 1908, is hereby authorised— 

(а) to manufacture at the shop in the ordinary course 
of his retail business any preparation, admixture, or 
extract of any of the drugs ; 

(б) to carry on at the shop the business of retailing, 
dispensing, or compounding the drugs, but subject 
always to the provisions of these Regulations. 

In the event of any such person being convicted of an 
offence against the Act or of an offence under the enactments 
relating to the Customs as applied by the Act, the Secretary 
of State may by notice in the London, Edinburgh or Dublin 
Gazette withdraw the authorisation aforesaid, if, in the 
opinion of the Secretary of State, such person cannot 
properly be allowed to carry on the business of manufac¬ 
turing or selling or distributing as the case may be, any 
such drug ; provided that the Secretary of State shall, 
before withdrawing the authorisation in the case of any 
such person, consult the Council of the Pharmaceutical 
Society of Great Britain. 

11. Any duly qualified medical practitioner, or any 
registered dentist, or any registered veterinary surgeon or 
any person employed or engaged in dispensing medicines 
at any public hospital or other public institution being a 
person duly registered under the Pharmacy Act, 1868, as 
amended by the Poisons and Pharmacy Act, 1908, or any 
person in charge of a laboratory for purposes of research or 
instruction attached to any University, University College, 
public hospital or other institution approved by the 
Secretary of State for the purpose, or any person appointed 
by a local authority with the approval of the Minister of 
Health as an analyst for the purposes of the Sale of Food 
and Drugs Acts, 1875 to 1907, is hereby authorised so far 
as is necessary for the practice of his profession or employ¬ 
ment in such capacity to be in possession of and supply 
the drugs. 

12. In the event of any person authorised by these 
Regulations or by any authority granted by the Secretary 
of State to manufacture, supply or be in possession of the 
drugs, or any of them, being convicted of any offence against 
the Act or of an offence under the enactments relating to 
the Customs as applied bv the Act, the Secretary of State 
may by notice in the London. Edinburgh or Dublin Gazette 
withdraw the authorisation in respect of such person, if, 
in the opinion of the Secretary of State such person cannot 
properly be allowed to manufacture, supply or be in 
possession of any such drug. 

13. No person shall deliver any of the drugs to any person 
not licensed or otherwise authorised to be in possession of 
the drugs who purports to be sent by or on behalf of a 
person so licensed or authorised unless such person produces 
an authority in writing, signed by the person so licensed or 
authorised, to receive the drug on his behalf and unless the 
person supplying the drug is satisfied that the authority is 
genuine. This Regulation shall not be deemed to ap'ply 
to medicines dispensed in pursuance of the foregoing Regu¬ 
lations. 

14. Any of the drugs in the order or disposition of any 
person shall be deemed to be in his possession. 

15. In the case of a ship not carrying as part of her 
complement a duly qualified medical practitioner, the master 
of the ship shall be deemed to be a person authorised to be 
in possession of the drugs so far as is necessary to comply 
with the requirements of the Merchant Shipping Acts, and 
it shall also be lawful for him, subject to any conditions 
prescribed by the Secretary of State, to administer anti 
supply the drugs to any member of the crew in accordance 
with instructions prepared or sanctioned by the Board of 
Trade. The keeping of a record of the use of the drugs in 
the official log in accordance with the provisions of the 
Merchant Shipping Acts shall be deemed to be compliance 
with the requirements of these Regulations as to the 
keeping of records. 

16. The Secretary of State may exempt from the opera¬ 
tion of these Regulations any hospital or other public 
institution subject to the observance of such conditions 
he may by order prescribe. 
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17. These Regulations shall not apply in respect of the 
preparations named in Schedule II. to these Regulations, 
nor to any of the drugs when denatured in a manner 
approved by the Secretary of State. The Secretary of 
State may from time to time by order add any other 
preparation to the Schedule or remove any preparation 
from the Schedule. 

18. In the application of these Regulations to Ireland :— 

(a) A reference to the Poisons (Ireland) Act, 1870, the 
Pharmacy (Ireland) Act, 1875, and the Pharmacy 
(Ireland) Act, 1875, (Amendment) Act, 1890, shall be 
substituted for any reference to the Pharmacy Act, 
1808, and 

(b) A reference to the Pharmaceutical Society of 
Ireland shall be substituted for the reference to the 
Pharmaceutical Society of Great Britain. 

Forms to be used by those Supplying Drugs. 

Schedule I. gives the approved form of records as 
follows :— 

r Morphine, &c. \ Purchased 

, * J Diamorphine (Heroin), &c. I or 

(a) Record of Cocaine |' &c . f otherwise 

^ Medicinal Opium. ' obtained. 


. 

1 5 P'S* 

a 6 • 
o o-c 

. 

•6 

o 

£5 

O £> 

S.g3 

*g! 

a 

3 

,o 

O 

2_; 

* 5 

C t, 

O 

(g .O 

1 c fa O 

£ c g 


o 

tj 

st 

gi 


SX'ii 

'C'C-r 
•o X * 

c 

s 

< 

i £ 


i 

1 i 

1 

! 


IjnMic Stall)) Strbites. 


The Allocation of Sanatorium Benefit Surplus. 

The Lancashire Insurance Committee has ap¬ 
proved a recommendation by its finance com¬ 
mittee as to the allocation of a sum of about £18,000 
standing to its credit at the end of March. The 
finance committee recommended that £10,000 should 
at once be handed over to the county council for its 
tuberculosis scheme, and that the whole of the 
surplus should be applied in the same way as soon 
as its total can be ascertained. The Ministry of 
Health and the local committee do not see eye to eye 
as to the disposal of this surplus credited to the 
committee’s sanatorium benefit fund. When the 
National Insurance Act was amended last year sana¬ 
torium benefit was abolished, and the Health 
Ministry was empowered to provide by regulation 
for the disposal of any such surpluses, provided 
that they were paid over to the Ministry itself, 
except when the Ministry mighty decide that part 
should go to the local county council. The local com¬ 
mittee has taken its own course without waiting for 
the approval of the Ministry of Health. The local 
committee states its reasons in favour of the course 
it has adopted, and correspondence with the 
Ministry has taken place. So far the Ministry has 
not declared its intention to take the Lancashire 
surplus to its own uses, nor has it stated what 
part of the total surplus would remain for use in 
the county area. A conflict has thus arisen as to the 
disposal of the surplus funds. 
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Exemption of Certain Familiar Remedies. 

Certain familiar remedies containing narcotic 
drugs are exempt from the regulations under §17. 
These are given in a schedule as follows :— 

Schedule. II .—Cereoli Iodoformi et Morphinae, B.P.C., 
Emp. Opii, B.P., 1898, Lin. Opii, B.P., Lin. Opii Ammon., 
B.P.C., Pasta Arsenicalis, B.P.C., Pil. Hydrarg. c. Opio, 
B.P.C., Pil. Ipecac, c. Scilla, B.P., Pil. Plumbi c. Opio, 
B.P., Pil. Digitalis et Opii Co., B.P.C., Pil. Hydrarg. c- 
Cret. et Opii, B.P.C., Pulv. Cretae Arornat. c. Opio, B.P., 
Pulv. Ipecac. Co., B.P. (Dover’s Powder), Pulv. Kino Co., 
B.P., Suppos. Plumbi Co.. B.P., Tablettie Plumbi c. Opio, 
B.P.C., Ung. Gal lao c. Opio, B.P. (Gall and Opium 
Ointment), Ung. Galke Co., B.P.C. 


Royal Sanitary Institute.— A sessional meeting 
will be held on Thursday and Friday, June 9th and 10th, 
11*21, in the Guildhall, Gloucester, jointly with the West 
of England branch of the Society of Medical Officers of 
Health. On June 9th at 10 a.m. a discussion on Public 
.Health Development in Gloucestershire will be opened by 
Or. J. Middleton Martin. At 2.30 P.M. a visit will be paid 
to Cheltenham Corporation Refuse Destructor, Sewage and 
Water Works. On Juno 10th at 10 a.m. Major E. W. A. 
C’arter, M.I.M.C.E., will open a discussion on the Collection 
and Disposal of House Refuse. Professor H. R. Kenwood 
will preside. Those proposing to attend the meetings 
should notify the Hon. Local Secretary, Dr. J. R. Bibby, 
£J, New Inn-lane, Gloucester, so that the necessary arrange¬ 
ments may be made. 


Paying Patients at Poor-late Hospitals. 

Mr. R. A. Leach, clerk to the Rochdale Board of 
Guardians, read a paper at the Northern Poor-law 
Conference, recently held at Keswick, on the admission 
to Poor-law hospitals of private patients. He 
stated that had the suggestion been made before 
the war the reply would have been “ No.” Having 
regard to the fact that during the war hundreds of 
thousands of British sick and wounded were main¬ 
tained, treated, cared for, and healed in the Poor- 
law' hospitals, why should not these hospitals, if 
empty beds are available, be used for civilians 
other than of the Poor-law class ? Several boards 
of guardians, especially in Lancashire, opened their 
hospitals to such patients. If the hospitals are so 
opened it w r as imperative that the guardians should 
safeguard the rights of the poor, and above all, it 
behoved the guardians not to allow themselves 
to be fettered with rules and regulations that might 
impair the guidance, government, and control of 
their hospitals; that is, they should not do any¬ 
thing or # consent to anything which was calculated 
to injure them as the statutory authority for the 
relief of destitution. The sick poor should never 
come under any risk of hustle with the better-off 
classes to obtain admission to the hospitals. After 
discussion the Conference passed a resolution that 
w r hen there were surplus beds immediate measures 
should be adopted to take advantage of the changed 
attitude of the Ministry of Health to throw open 
this vacant accommodation to non-Poor-law cases, 
having due regard to the position of local voluntary 
hospitals. _ 


SCHOOL MEDICAL INSPECTION. 

Shrewsbury . 

In his report 1 on school medical inspection for 1919“ 
at Shrewsbury Dr. James Fenton, medical officer of 
health and school medical officer, states that very little 
had been done during 1916, 1917, and 1918, but that the 
work returned to normal from the beginning of 1919. 
The number of children on the registers was 4494, and 
the number examined in the code groups was 1172, 
time not allowing of a complete examination in the 

1 Annual Report of School Medical Officer for 1919. 
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case of the elder children. The most common defect 
requiring treatment was uncleanliness of the head 
(22‘9 per cent.), and next to this dental disease (9*9 per 
cent.). Nutrition was satisfactory, only 11 children 
among those in the code groups (0*94 per cent.) needing 
attention. There were seven cases of organic heart 
disease, but only one of definite pulmonary tuberculosis. 
Dr. Fenton considers that, on the whole, children 
appear to be better nourished than they were before 
the war, and has “ come to the definite conclusion that 
there is less evidence of thriftlessness and drunkenness 
amongst parents.” On the other hand, the important 
but disquieting statement is made that “the inspec¬ 
tions show that each year there is a marked falling off 
in vaccination compared with the previous one, and the 
time appears to be rapidly approaching when there 
will be very few children in the town protected against 
small-pox.” Among the 12-year old children, 6T per 
cent.; among those of 8 years, 31*0 per cent.; and of 
the 5-year old children, 148, or 41'2 per cent., were found 
to be unvaccinated. It must be acknowledged that the 
responsibility for this condition cannot be attributed 
only to the ignorance of the parents. An important 
advance has been made in the treatment of ringworm 
of the scalp. During 1915, 77 children lost 11,125 
attendances from this cause, causing a total loss of 
grant amounting to £48 12s. At the beginning of 1916 
the Education Committee adopted the X ray treatment, 
and decided to pay the whole of the expense, the 
children having to be conveyed to Birmingham for the 
purpose; 136 cases have been treated with entire 
success during these four years. There has been a 
saving of over 10,000 schooi attendances per annum, 
and a gain of something like £45 per annum in the 
Government grant. There are now only two children 
in the whole town absent from school on this account. 
There has also been an improvement in the cleanliness 
of the children, owing to the support given by the 
magistrates and the press, though 22*86 per cent, of 
those examined in the code groups were found to need 
treatment. 

Cardiff. 

Until November, 1919, the work of school medical 
inspection a at Cardiff was carried on under con¬ 
siderable difficulties on account of disorganisation of 
staff and arrangements due to war conditions. The 
intermediate group of children (8 years of age) could 
not be examined, but all arrears were overtaken 
and the entrants and leavers completed—these 
numbered 8077; and in addition 1248 children were 
brought forward as special cases. In the code groups 
systematically inspected, defective vision (462) and 
squint (68) combined to form the most numerous 
group requiring treatment; and after them enlarged 
tonsils (314), or adenoids (104), or both of these 
conditions together (89). Organic heart disease was 
diagnosed in 18 children, of whom 9 were recommended 
for treatment, and 9 to be kept under observation. 
Not a single case of definite pulmonary tuberculosis 
was found during the routine examinations; 6 cases 
were “ suspected,” of which 3 were referred for treat¬ 
ment. It is stated that “ cases of nose, throat, and ear 
defects, defective vision, and minor ailments, if treat¬ 
ment is not otherwise procurable, are referred for treat¬ 
ment at the school clinic,” where, however, the facilities 
provided are at present inadequate, and “ it is feared 
that in consequence many have to go without treat¬ 
ment.” It is also observed that “there are many 
cases for the treatment of which no special provision is 
made, and parents are in such cases recommended to 
seek the advice of their own doctor.” No mention is 
made of any available hospital or dispensary treatment. 
As regards care of the teeth, Dr. Edward Walford, 
medical officer of health for the city and school medical 
officer, who presents this report, states that “at present 
the dental arrangements provide only for the inspection 
of children between the ages of 6 and 8 years, and for 
the treatment of the children in that group requiring it, 
and belonging to families whose weekly income does 
not exceed £4.” Everyone will agree with his remarks 

Annual Report of School Medical Officer for 1919, Cardiff, 

Apt>i, ino. 


that “ these arrangements are extremely inadequate,” 
and that “ the school dental service urgently requires 
development and expansion, and an additional dentist 
(whole time) should be appointed.” About 5 per cent, 
of the children inspected suffer from enlarged tonsils 
or adenoids, and require treatment by an aural 
surgeon. At present operative treatment is carried 
out on one half-day a week. This is not enough, 
and a large number of cases are awaiting treatment. 
An aural surgeon should attend on two half-days 
a week, and operations, should be performed in the 
afternoon, the patients being detained overnight 
in a recovery room, of course under care of a nurse, 
and handed over to their parents next day. With 
regard to “ minor ailments”—ringworm, scabies, skin 
diseases, otorrhcea, &c., which are a cause of consider¬ 
able non-attendance at school, with consequent loss of 
grant, the arrangements appear to be very unsatis 
factory. “ No child attends at the clinic for treatment 
more often than once a week, consequently the treat¬ 
ment devolves to a great extent upon parents, and has 
to be continued in many instances over a long period, 
instead of being regularly and carefully carried out 
by school nurses under the supervision of medical 
officers.” There can be no question that there is 
urgent necessity, as Dr. Walford points out. for a school 
clinic to be open daily for, say, two hours, with school 
nurses in attendance, in order that minor ailments 
may be treated regularly and thoroughly. The X ray 
treatment should also be jjrovided for ringworm. 
There were 92 cases of ringworm of the head during 
the year under report, 83 of which were “specials,' 
but it is not stated how long these children were 
absent from school on this account—i.e., how long they 
were deprived of education through want of effective 
treatment. The provision of a suitably constructed 
and equipped building a^a school clinic appears to be a 
pressing need at Cardiff, the facilities for treatment at 
present being “inadequate and altogether unsuitable.” 
It appears that one room only is available for opera¬ 
tions—eye treatment, dental treatment, and for minor 
ailments. The five rooms at the City Hall at present 
available are obviously not nearly sufficient. As the 
city of Cardiff ranks first in the Principality in regard 
to population and prosperity, it may be confidently 
anticipated that adequate arrangements will be made 
by the civic authorities to enable this necessary work 
to be satisfactorily dealt with. 


VITAL STATISTICS OF LONDON DURING 
APRIL, 1921 

In the accompanying table will be found suminariM^l 
statistics rotating to sickness and mortality in the City ot 
London and in each of the metropolitan boroughs. With 
regard to the notified cases of infectious diseases, it appears 
that the number of persons reported to be suffering from 
one or other of the ten diseases notified in the table wa- 
equal to an annual rate of 8-7 per 1000 of the population, 
estimated at 4,531,971 persons in the middle of 19‘-° • 
in the three preceding months the rates had been 10n. 
10-2, and 9-7 per 1000. Among the metropolitan borough- 
the lowest rates from these diseases were recorded w 
Paddington, Chelsea, the City of Westminster, St. Man ■ 
bone, Hampstead, and the City of London : and ttn 
highest in Hackney, Finsbury, Bethnal Green, Stepney, an l 
Woolwich. The prevalence of enteric fever was about 
equal to that in the preceding month ; of the 14 ca*> 
notified during the four weeks ended April 30th. 2 case- 
belonged to each of the boroughs of Paddington, Uampstea* 1 
Greenwich, and Lewisham. There were 10 cases of eoteru 
fever under treatment in the Metropolitan Asylums Hospitals 
at the end of the month, against 11-9 and 10 at the end u 
the three preceding months ; the weekly admission^ 
averaged 2. against 3. 2, and 3 in the three precoffiuv 
montlis. The case of small-pox occurring during th' 
month was notified from the borough of llolborn. 1 " 
prevalence of scarlet fever was 10 per cent, lea? than ju 
the preceding month ; this disease was proportionate 
most prevalent in Hammersmith, Hackney, Bethnal 
Stepney, Bermondsey, and Woolwich. The Metropolitan 
Asylums Hospitals contained 3217 scarlet fever pa won - 
at the end of the month, against 2648, 2760, and 2652 at tr 
end of the three preceding months ; the weekly admissio 
averaged 111, against 189, 464, and 469 in the three precede 
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ANALYSIS OF SICKNESS AND MORTALITY STATISTICS IN LONDON DURING APRIL, 1921. 

(Specially compiled for The Lancet.) 


l 

L 

Cities and 
Boroughs. 

Estimated civil 
population, 1920. 

Notified Cases of Infectious Disease. 

Deaths from Principal Infectious 
Diseases. 

Deaths from all 
causes. 

Enteric fever. 

Other continued 
fevers. 

Small-pox. 

Scarlet fever. 

Diphtheria.* 

•Ox 

i |||| 

1 !hs 

£ 1§ ji 
£a 

X 

a 

X 

b © 

V 

<9 

Puerperal fever. 

Total. 

Annual rale 
per 1000 
persons living. 

Enteric fever. 

K 

2 

*3 

0 Q 

Measles. 

Scarlet fever. 

tSo 

a . 

If 

P § 
2 

Diphtheria.* 

Diarrhcea and 
enteritis (under 

2 years). 

Total. 

Annual rate 
per 1000 
persons living. 

! \ 

LONDON . 

4,531.971 

14—1 

1737 

1077 

141 2 14 

12 

30 3028 

8*7 

2 


34 

20 

41 

93 

52 

242 

0 */ 

4387 


West: 




















Paddington 

149.673 

2 — — 

29 

22 

3 — — 

— 

— i 56 

4*9 
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_ 

_ 

1 

4 

5 

0*4 

131 


Kensington. 

164,177 

— — — 

65 

15 

7 — i — 

— 

1 88 

70 

_ 

_ 

_ 

2 

2 

_ 

3 

7 

06 

146 

** 

Hammersmith ... 

136.200 

— — — 

76 

28 

3 — - 

2 

1 110 

105 


_ 



_ 

2 

1 

3 

03 

115 

Cm 

Fulham . 

158,621 

1 — [ — 

55 

33 

10 — 1 


3 103 

8*5 

_ 




1 

3 

1 

5 

0‘4 

145 


Chelsea 

62,987 

1 - i _ 

15 

6 

4 - 1 

— 

1 28 

5'8 





_ 

1 


1 

02 

79 


CityofWestmin'r 

132,615 


25 

20 

1 “ — 

1 

1 48 

4*7 

_ 



1 

_ 

3 

1 

5 

05 

134 

- 

North : 



















jt 

St. Marylebone. 

101.856 


13 

14 

4—1 

— 

— 32 

4T 





1 

5 


6 

0*8 

134 

a 

Hampstead . . 

91,519 

2 - - 

20 

9 

2—2 

— 

1 1 36 

51 

1 


1 

1 

1 

1 

2 

7 

1*0 

77 


St. Pancras. 

228.178 


74 

62 

6 - - 

— 

- , 142 

8 T 




1 

3 

5 


9 

0*5 

225 


Islington . 

335,907 

— I — — 

84 

106 

9 — 1 

2 

— 202 

7*8 

_ 

_ 

8 


6 

11 

3 

28 

IT 

349 


Stoke Newington 

52,984 

— — — 

25 

14 

4 — — 

— 

— 43 

106 

_ 



_ 


2 

2 

4 

1*0 

52 


Hackney ... ... 

225,372 

— — / — 

120 

75 

5 — 1 

— 

2 203 

11*7 

_ 

_ 

_ 

_ 

2 

8 

2 

12 

0*7 

202 


Central: 




















Holborn 

39.676 

- - 1 

11 

8 

4 - - 

— 

- | 24 

79 

_ 


- 

_ 

_ 

_ 

2 

2 

0*7 

52 


Finsbury 

78,291 

— — — 

30 

34 

1 — — 

3 

1 69 

11*5 

_ 


3 

_ 

1 

3 


7 

1*2 

93 


City of London. 

14,447 


3 

2 

1 — — 

— 

— | 6 

54 

_ 

_ 


_ 



_ 



12 


East : 




















Shoreditch ... 

102,044 

— — — 

34 

42 

6 — — 

— 

1 83 

10'6 

_ 


10 

_ 

4 

4 

2 

20 

2*6 

140 


Bethnal Green... 

114,471 

— — ' — 

60 

53 

8 — 1 

— 

2 124 

141 

_ 

_ 

2 

2 

_ 

7 

3 

14 

1*6 

120 


Stepney . 

241,770 

1 1 — — 

152 

67 

5 — 1 

— 

5 231 

125 

_ 

_ 

3 

2 

1 

2 

4 

12 

0*6 

237 


Poplar. 

159,766 

— — — 

53 

39 

4 - - 

1 

1 98 

80 

_ 

_ 

1 

_ 

1 

5 

1 

8 

0*7 

146 


South : 




















Southwark 

187,142 

— ' — 1 — 

73 

27 

8—3 

— 

— Ill 

7*7 

_ 

_ 


1 

_ 

2 

1 

4 

0*3 

226 

A 

Bermondsey 

129,189 

— 1 — ' — 

69 

30 

3 — — 

- 

— 102 

103 

_ 

_ 

- 

1 

2 

5 

3 

11 

IT 

136 


Lambeth 

293.572 

1 — I — - 

78 

50 

10 — — 

2 

2 143 

63 

_ 

_ 

_ 

3 

2 

5 

5 

15 

0*7 

264 


Battersea . 

165,664 

1 — 1 — 

78 

50 

4 — — 

1 

1 135 

10*6 

_ 

_ 

_ 

1 

3 

3 

2 

9 

0*7 

195 


Wandsworth 

346,990 

— | — 1 — 

142 

78 

10 2 1 — 

— 

2 234 

88 

_ 

_ 

_ 

1 

2 

5 

3 

11 

0'4 

255 


Camberwell 

284,712 


97 

45 

8 — 1 

— 

- 1 151 

6*9 

_ 

_ 

_ 

1 

5 

4 


10 

0*5 

252 


Deptford . 

115,636 


53 

38 

3 — — 

— 

2 % 

108 

_ 

_ 

_ 

1 


2 

4 

7 

0*8 

110 


Greenwich. 

102,408 

2 — - 

47 

31 

2 — — 

— 

2 84 

107 

_ 

_ 

1 

1 

__ 

1 


3 

0*4 

92 


Lewisham 

174,438 

2 — — 1 

72 

43 

3 — — 

— 

1 121 

90 

1 

_ 

4 


3 

2 

2 

12 

0*9 

140 


Woolwich . 

141,666 

1 — — 

84 

36 

3 — 1 


— 125 

11*5 


— 

1 

1 

1 

1 

1 

5 

05 

128 


I . 3D 

S :SS 


no 

in* 

164 

132 

171 

110 

12*9 

135 

128 

11*7 

17T 

15'5 

108 

17’9 

13’7 

128 

119 

15‘7 
137 
117 
153 
96 
115 
124 
117 
10*5 
! 11'8 


Including membranous croup. 


months. Diphtheria also was somewhat less prevalent— 
about 12 per cent.—than in March ; the greatest pro¬ 
portional prevalence of this disease was recorded in Islington, 
Hackney, Finsbury, Shoreditch, Bethnal Green, and 
Deptford. The number of diphtheria patients under treat¬ 
ment in the Metropolitan Asylums Ilospitals, which had 
been 2618, 2766, and 2652 at the end of the three preceding 
months, numbered 2429 at the end of April ; the weekly 
admissions averaged 261, against 319, 333, and 290 in the 
three preceding months. Erysipelas was proportionally most 
prevalent in Fulham, Chelsea, Stoke Newington, Holborn, 
the City of London, and Bethnal Green. The 2 cases of polio¬ 
myelitis belonged to Wandsworth. The prevalence of 
encephalitis lethargica showed a marked decrease since the 
beginning of the year, 77 cases having been notified in 
January, 56 in February, 24 in March (five weeks), and 14 in 
April ; of these latter, 3 belonged to Southwark, and 2 to 
Hampstead. Twelve cases of cerebro-spinal fever were 
notified during the month, against 11, 17, and 14 in the 
tlpee preceding months ; of these 3 were notified from 
Finsbury, 2 from Hammersmith, 2 from Islington, and 2 
from Lambeth. The 30 cases of puerperal fever included 
5 in Stepney and 3 in Fulham. 

The mortality statistics in the table relate to the deaths 
of civilians actually belonging to the several boroughs, the 
deaths occurring in institutions having been distributed 
among the boroughs in which the deceased persons had 
previously resided. During the four weeks ended April 30th 
the deaths of 4387 London residents were registered, 
equal to an annual rate of 12-6 per 1000 ; in the three 
preceding months the rates had been 12-5, 14-0, and 13*6 
per 1000. The death-rates ranged from 9-6 in Wandsworth, 
10-5 in Lewisham, 10-8 in the City of London, 110 in 
Hammersmith and in Hampstead, to 15-5 in Finsbury, 
15-7 in Southwark, 16-4 in Chelsea, 17-1 in St. Marylebone 
and in Holborn, and 17-9 in Shoreditch. The 4387 deaths 
from all causes included 242 which were referred to the 
principal infectious diseases ; of these 2 resulted from 
enteric fever, 34 from measles, 20 from scarlet fever, 41 
from whooping-cough, 93 from diphtheria, and 52 from 
diarrhoea and enteritis among children under two years of 
age. No death from any of these diseases was recorded 
in the City of London. Among the metropolitan boroughs | 


the low’ost death-rates from these diseases were recorded in 
Paddington, Hammersmith, Fulham, Chelsea, Southwark, 
Wandsworth, and Greenwich ; and the highest in Hamp¬ 
stead, Islington, Stoke Newington, Finsbury, Shoreditch, 
Bethnal Green, and Bermondsey. The 2 fatal casbs of 
enteric fever were 4 fewer than the average in the corre¬ 
sponding period of the five preceding years. The 34 deaths 
from measles were about one-sixth of the average ; of these 
10 belonged to Shoreditch, 8 to Islington, and 4 to Lewis¬ 
ham. The 20 fatal cases of scarlet fever exceeded the 
average by 7 ; of these, 3 belonged to Lambeth, 2 to 
Kensington, 2 to Bethnal Green, and 2 to Stepney. The 
41 deaths from whooping-cough were less than a third of 
the average number ; of these, (> belonged to Islington, 
5 to Camberwell, 4 to Shoreditch, and 3 to each of the 
boroughs of St. Pancras, Battersea, and Lewisham. The 
93 fatal cases of diphtheria were 39 in excess of the average ; 
the greatest proportional mortality from this disease 
occurred in St. Marylebone, Stoke Newington, Hackney, 
Finsbury, Shoreditch, Bethnal Green, and Bermondsey. 
The 52 deaths from infantile diarrhoea were 4 below the 
average ; the greatest proportional mortality from this 
disease occurred in Paddington, Stoke Newington, Holborn, 
Bethnal Green, Bermondsey, and Deptford. In conclusion, 
it may be stated that the aggregate mortality in London 
during April from these principal infectious diseases was 
47 per cent, below the average in the corresponding period 
of the five preceding years. 

- - — % 

URBAN VITAL STATISTICS. 

(Week ended May 21st, 1921.) 

English and Welsh Towns. — In the 96 English and 
Welsh towns, with an aggregate population estimated at 
184 million persons, the annual rate of mortality, which 
had been 12-5, 12-4, and 12-5 in the three preceding weeks, 
fell to 11-3 per 1000. In London, with a population 
of 41 million persons, the annual rate was 10-7, or 0-9 
per 1000 below that recorded in the previous week, while 
among the remaining towns the rates ranged from 3-9 
in Swindon, 6-2 in East Ham, and 6-4 in Hornsey to 
18-9 in St. Helens, 20-7 in West Hartlepool, and 211 
in Oldham. The principal epidemic diseases caused 213 
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deaths, which corresponded to an annual rate of 0*6 per 
1000, and comprised 63 from infantile diarrhoea, 48 from 
whooping cough, 44 from diphtheria, 43 from measles, 11 
from scarlet fever, and 4 from enteric fever. Measles 
caused a death-rate of 1*1 in Portsmouth, 1*8 in South 
Shields, 2*5 in Exeter, and 2*7 in Barrow-in-Furness, and 
whooping cough of 1*3 in Warrington and in Preston. 
There were 3299 cases of scarlet fever and 2215 of diphtheria 
under treatment in the Metropolitan Asylums Hospitals 
and the London Fever Hospital, against 3238 and 2281 
respectively at the end of the previous week. During the 
week ended May 14th, 5 cases of encephalitis lethargica 
were notified in the County of London, of which 2 belonged 
to Stepney and 1 each to Camberwell, Hammersmith, and 
Poplar. The causes of 34 of the -1011 deaths in the 96 towns 
were uncertified, of which 6 were registered in Birmingham 
and 5 each in Liverpool and West Hartlepool. 

Scottish Toivns .—In the 16 largest Scottish towns, with 
an aggregate population estimated at nearly million 
persons, the annual rate of mortality, which had been 
15*0, 11*7, and 14*3 in the three preceding weeks, further 
declined to 13*3 per 1000. The 286 deaths in Glasgow 
corresponded to an annual rate of 13-6 per 1000, and 
included 23 from whooping cough, 3 from infantile diarrhoea, 
2 from diphtheria, and 1 each from measles and scarlet 
fever. The 118 deaths in Edinburgh were equal to a rate 
of 13*8 per 1000, and included 6 from diphtheria, 2 from 
scarlet fever, and 1 each from measles, whooping cough, 
and infantile diarrhoea. 

Irish Towns .—The 97 deaths in Dublin corresponded to 
an annual rate of 12*0, or 4-9 per 1000 below that recorded 
in the previous week, and included 1 each from whooping 
cough and diphtheria. The 112 deaths in Belfast were 
equal to a rate of 13*9 per 1000, and included 3 from whoop¬ 
ing cough and 1 each from measles, diphtheria, and infantile 
diarrhoea. 


Cj \t Strirites. 

ROYAL ARMY MEDICAL CORPS. 

F. E. Feilden, late temp. Maj., to be temp. Maj. 
Capt. P. D. Warburton retires, receiving a gratuity. 
Temp. Capt. C. C. Chance relinquishes the actg. rank 
of Maj. 

Temp. Capts. relinquishing their comrans. on appt. to 
the Ind. Med. Serv. : F. M. Kirwan, S. R. Prall, and 
F. R. Thornton. 

Temp. Capt. O. E. Finch, relinquishes his commn. and 
retains the rank of Capt. 

To be temp. Lt*. : W. E. Barnes and C. A. Lindup. 
ARMY DENTAL CORPS. 

Capt. A. R. Tnglis, Dental Surg., late Spec. List, to be 
Capt. 

F. D. Neal to be temp. Lt. whilst empld. as a Dental 
Surg. 

DEFENCE FORCE. 

To be Asst. Dirs. of Med. Servs. : Temp. Cols. G. H. 
Edington (D.F.), L. J. Blandford (D.F.), F. G. Proudfoot 
(D.F.), D. Rorie (D.f.), 11. T. Samuel (D.F.), E. A. 
Wraith (D.F.) 

To be Dep. Asst. Dirs. of Med. Servs. : Temp. Majs. 

F. W. Squair (D.F.), C. J. Martin (D.F.), II. A. Lcebody 
(D.F.) 

To be temp. Maj. : J. B. Batchelor. 

To be temp. Capts. : W. J. M. White, D. Craig, S. S. 
Greaves, D. C. Mac Lachlan, and W. J. C. Watt. 

To he temp. Lt. : G. L. Lyon-Smith. 

1st (Highland) Fd. Amb. tD.F.).—To be temp. Lt. : 

G. M. Gray. 

3rd (Northumbrian) Fd. Amb. (D.F.).—To be temp. 
Capt. : A. C. Barker. 

44th (Home Counties) San. Sect. (D.F.).—To be temp. 
Capt. : S. W. Hoy land. 

N. Midland Divl. San. Sect. (1).F.).—To be temp. Lt. : 
II. J. Morgan. 

2nd (S. Midland) Fd. Amb. (D.F.).—Temp. Maj. A. E. P. 
McConnell to be temp. Lt.-Col. 

1 st (Welsh) Fd. Amb. (D.F.).—To he temp. Lt.-Col. : 
T. Donovan. 

To be temp. Maj. : E. Bull. 


ROYAL AIR FORCE. 

Capt. (Bt. Maj.) F. C. Cowtan, R.A.M.C., is granted a 
permanent commission as Squadron Leader. 

The undermentioned Flight Lta. relinquish their tem¬ 
porary commissions on ceasing to be employed, and are 
permitted to retain the rank of Capt. : S. G. Sevmour 
and K. F. D. Water?. 


Cermjporiibmt. 


“ Audi alteram partem.” 


THE .ETIOLOGY OF MITRAL STENOSIS. 

To the Editor of The Lancet. 

Sir, —In his lecture on Mitral Stenosis, published 
in The Lancet of May 28th, Dr. Basil Parsons- 
Smith states that “ measles, scarlet fever, small-pox, 
erysipelas, pneumonia, septicaemia, &c. t account 
for a considerable number of cases ” of this form of 
valvular disease. Can any evidence be brought 
forward to support such a contention ? Personally 
I should maintain that, from the standpoint of 
morbid anatomy, there is no such evidence. Mur¬ 
murs may appear over the heart during a febrile 
attack in the young, due to almost any cause, but 
those murmurs are not evidence of endocarditis, 
and disappear, leaving the heart quite sound. I 
cannot but think that the text-book statement 
regarding the numerous causes of an endocarditis 
which may result in chronic deformity of the valve 
must be due to a misinterpretation of the nature of 
temporary cardiac murmurs. This applies not only 
to systolic murmurs, but to the dull diastolic sound 
variously named “ mid-diastolic ” sound, part of a 
“reduplicated first” sound, or of a “reduplicated 
second ” sound, audible at the apex. Such a sound 
may appear during various conditions of ill-health 
and not uncommonly during normal health, but both 
in ill-health and normal health I have frequently 
known it to be considered to indicate the presence 
of mitral stenosis by medical men. Such a sound 
heard in a case of measles, or some similar* disease, 
may lead to the belief that measles has caused 
mitral stenosis. If we take the evidence of the 
post-mortem room, rheumatism and chorea, I 
maintain, are the only diseases worthy of considera¬ 
tion in connexion with the aetiology of mitral stenosis. 
Yet in a sense, the word rheumatic endocarditis used 
as the precursor of mitral stenosis may be said to be 
a misnomer. Rheumatism and chorea, to a less 
extent, affect the whole heart, the muscular and 
interstitial structures, as well as the lining membranes, 
being affected. It is not disease of the endocardium 
which produces mitral stenosis, but inflammation of 
the fibrous structures of the cusps of the valve 
from the apices of the column® carne® to basal ring. 
The presence of a small bead of vegetations along 
the margin of the cusps of the valve during an 
of acute rheumatism or chorea may be described 
almost as an accident. The inflammation affects 
the fibrous structures of the chord® tendine®, 
and at the spot where these fibrous structures are 
inserted into the valve and interlace there is some 
thickening. The endocardium covering this inflamed 
band chafes against the endocardium covering 
the inflamed band on the opposite side. Some 
vegetations are the result, but they have no bearing 
upon the disease. The inflamed fibrous structures 
gradually contract. They draw the two halves of 
the valve together and the chorda? tendine® also. 
A slowly progressive thickening and fusion of cusps 
and also of the chord® tendine® are the result. 
In short-, it is a disease of fibrous structures, not of 
the lining endocardium. 

The above remarks will suggest that “ long* 
continued strain, gout, syphilis, chronic nephritis, 
plumbism, arteriosclerosis ” are not considered to 
play an important part in the causation of mitral 
stenosis. Personally, I hold that they play none. 
Mitral stenosis commences in childhood or early 
adult life. It may last many years, and in very 
exceptional cases until over 50 years of age, but 
even then it has commenced in early life. In thus 
sweeping aside all such diseases as gout, syphilis, Ac., 
as causes of mitral stenosis, it should perhaps be 
remarked that there may be one apparent exception. 
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that exception occurs in association with calcareous 
disease of the aortic valve. The nature of the disease 
is to me obscure. It is. however, locally infective 
in the sense that it may send calcareous processes 
into the cardiac muscle or into the large flap of the 
mitral valve. When it sends a well-marked process 
into this flap it must interfere with the action of the 
valve, but it cannot be said to produce a true mitral 
stenosis. I am, Sir, yours faithfully. 

Norwich, May 27th,1921. Theodore Fisher. 


IRRADIATION AND SAFETY. 

To the Editor of The Lancet. 

Sir,-—I have read with considerable interest 
and with no little surprise the leading article upon 
Irradiation and Safety published in vour issue of 
May 28th. 

You state that a committee composed of radio¬ 
logists, physicists, pathologists, and others has 
been appointed to consider this important question, 
and you then mention the names of those selected to 
serve. I note particularly that there is no extra- 
metropolitan representative on this committee, 
no representation from Scotland, and none from 
Ireland. Perhaps it is not within the knowledge of 
the existing Committee that any X ray or radium 
work is dpne outside London, but for their information 
and guidance I may state that in Manchester there is 
at the present time the second largest supply, and 
in the near future there will be the largest supply of 
radium in the United Kingdom, and that at the 
Royal Infirmary there is one of the most efficient 
and most up-to-date X ray departments in the 
country. Would it not be policy on the part of this 
very “ parochial ” committee to invite a few extra- 
metropolitan representatives of radium and X ray 
workers to share their responsibility, the more 
especially as I feel sure that they will eventually have 
t© apply to them for much of the information they 
ultimately require in reference to the protection of 
the worker ? In Manchester, such items as the 
blood count of the workers, the regularisation of 
work, the holidays of workers are matters of ancient 
history. 

May I suggest that the Committee would be well 
advised to coopt a few workers from outside London 
if they wish to present in their report anything 
approaching an up-to-date epitome of actual and 
practical experience.—I am. Sir, yours faithfully, 

W. Milligan, 

Hon. Secretary, Manchester and District 

May 27th, 1921. Radium Institute. 


THE DIAGNOSIS OF DYSENTERY BY THE 
SIGMOIDOSCOPE. 

To the Editor of The Lancet. 

Sir, —For the last five years I have been greatly 
interested in the diagnosis of dysentery by the 
sigmoidoscope, a subject which Dr. P. Manson-Bahr 
and Dr. A. L. Gregg have so well discussed in 
their paper in The Lancet of May 28th. In an 
article published in the Guy’s Hospital Reports 
for January of this year I referred to the strikingly 
different appearances seen with the sigmoidoscope 
in amoebic and bacillary dysentery. I have 
had the advantage over Dr. Manson-Bahr and 
Dr. Gregg of being afforded the opportunity of 
examining cases in which actual ulceration of the 
bacillary type was present, both in the acute stage 
in Salonica and in one chronic case in England. The 
appearance is identical with that observed in the 
ulcerative colitis, which occurs sporadically in 
England, and which I believe to be of the same 
nature as the bacillary dysentery of tropical countries. 
The ulcers are shallow, irregular in outline, varying 
much in size, and are separated from each other by 
swollen, deeply congested and easily bleeding mucous 
membrane. Amoebic ulcers are generally more 
regular in shape and deeper, and the intervening 
mucous membrane is normal in appearance, offering 


a very striking contrast to that of bacillary dysentery. 
I have several times also seen a very early stage of 
amoebic dysentery in which small round projections 
from the mucous membrane are present, some— 
but not all—of which show a minute central area 
of necrosis surrounded by a red areola, corresponding 
exactly to the condition illustrated in the second 
plate in Sir Leonard Rogers’s book on Dysenteries. 

It is extremely interesting to watch with the 
sigmoidoscope from day to day the rapid healing of 
amoebic ulcers under treatment with emetine, and 
that of bacillary ulcers with antidysenteric serum. 
Quite apart from the question of diagnosis, the 
instrument is of the greatest value in determining 
when the condition should be regarded as cured. As 
I pointed out already in the first edition of my book 
on Medical Diseases of the War, in 1916, I have 
several times found that ulcers were still present 
when all symptoms had disappeared and the stools 
had become perfectly normal. Treatment should 
always be continued until the sigmoidoscope shows 
that all trace of active disease of the mucous mem¬ 
brane has disappeared. 

I am, Sir, yours faithfully, 

New Lodfre Clinic, Windsor Forest, ARTHUR F. Hurst. 

Berks, May 30th, 1921. 


ABDUCTION PARALYSIS IN EXOPHTHALMIC 
GOITRE. 

To the Editor of The Lancet. 

Sir, —In the report of the proceedings of the 
Laryngological Section of the Royal Society of 
Medicine in your issue for May 21st (p. 1081), I am 
stated to have suggested in regard to a case of bilateral 
recurrent laryngeal paralysis and exophthalmos that 
the “ symptoms ” might have been due to pressure 
exerted by the enlarged thyroid gland on the sym¬ 
pathetic nerve. I intended to refer only to the exoph¬ 
thalmos, and to convey that the goitre which could 
produce paralysis of the recurrent laryngeals was 
unlikely to be the goitre of Graves’s disease. The 
exophthalmos, therefore, might require a special 
explanation, such as irritation of the sympathetic 
produced by the pressure of an enlarged thyroid 
body.—I am, Sir, yours faithfully, 

James Dundas-Grant. 

Harley-street, W. f May 24th, 1921. 


TREATMENT OF ACUTE TOXAEMIA. 

* To the Editor of The Lancet. 

Sir. —The cells of many types of living beings, 
unicellular and multicellular, secrete poisons—endo¬ 
toxins for defensive and exotoxins for offensive 
purposes. The microbes of disease, insects, snakes, 
and numerous plants furnish examples. All our 
vegetable medicines are endotoxins which, by means 
of poisonous action, often combined with disagree¬ 
able taste, protect the producing plants from animal 
enemies. In chronic diseases (e.g., tuberculosis and 
leprosy) the poisons are mainly endotoxins ; in acute 
diseases (e.g., measles, pneumonia, diphtheria, septi¬ 
caemia) they are exotoxins. Fever is a reaction to 
toxaemia. While experience of some poisons—for 
example, strychnine, quinine, and tuberculin—confers 
little or no added power of resistance, it is possible 
to train the individual to increased tolerance of 
other poisons—for example, nicotine, opium, snake 
and insect venom, and the toxins of the acute 
diseases. It is unnecessary to discuss the vexed 
question as to how this tolerance arises ; bacterio¬ 
logists have formulated many suppositions; but, 
presumably it is, in essence, what biologists call “ a 
useful acquirement,” a product of functional activity, 
an habituation. The individual becomes “ used ” 
to, accustomed to, educated to toxins, and, in 
recovery from acute disease, his cells, no longer 
poisoned to impotence, are able, as a consequence, 
to attack and destroy the pathogenic organisms. 
Hence recovery and acquired immunity, temporary 
or permanent. 
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This habituation may be achieved in three distinct 
ways. (1) By beginning with small, and proceeding 
to larger and larger doses of toxin, as in tobacco and 
opium smoking, and when diphtheria toxin is adminis¬ 
tered to a horse during the manufacture of antitoxin. 
(2) By beginning with and maintaining in action one 
large dose, as happens in acute disease which is 
followed by recovery. (3) By antitoxin and vaccine 
treatment, the rationale of which, as I say, need not 
be discussed. 

The second method is exceedingly dangerous 
and is the cause of death in disease. The last 
method has been attempted in many infections, 
but as yet it has been conspicuously successful 
in only a few acute diseases—e.g., diphtheria and 
small-pox. Were it possible in acute illness to 
combine antitoxic serum with small doses of toxin, 
we should have an ideal method of cure. But 
sera for many acute diseases are lacking. More¬ 
over, in illness the patient is already suffering from 
a large dose of toxin, which the introduction of small 
doses from outside would only make larger. Con¬ 
sequently, during illness, the only conceivable 
method of causing a sufferer to experience small 
doses is to reduce the amount of toxin in him. I do 
not know that this has ever been consciously 
attempted. I believe, however, it is not imprac¬ 
ticable. In other words, I believe it is possible to 
abstract toxin from a sufferer. 

Consider lobar pneumonia. A portion of the lung 
is invaded by the pathogenic organisms ; blood is 
extravasated ; and that portion of the lung becomes 
more or less solid. The temperature rises, rigors 
occur, the patient suffers from headache, sleepless¬ 
ness, and a general feeling of illness. The severity 
of the disease is not at all strictly proportionate to 
the amount of lung involved, but depends rather on 
a toxaemia which especially affects the heart and 
breathing centres. In favourable cases a “ crisis ” 
occurs about the fifth to tenth day. Commonly the 
patient sleeps and awakes some time later feeling 
much improved. His temperature has fallen, his 
headache, rigors, and sleeplessness have gone, and 
he is bathed in sweat. Apparently the condition of 
his lung has not altered ; but later gradual resolu¬ 
tion occurs, and the extravasated and disintegrated 
blood is voided as “ rusty ” sputum. 

Sweating is nature’s mode of cooling the healthy 
body by evaporation from the surface. But if, as 
usually happens in pneumonia, the patient is thickly 
covered with bedclothes and evaporation prevented, 
the temperature still falls. Presumably, therefore, 
something more than mere exudation and evapora¬ 
tion of fluid occurs in the crisis—something which 
in itself causes the fall of the temperature and 
the general improvement. I can conceive no reason 
for such a sudden change except a quick elimina¬ 
tion of toxins, and, in view of the lack of evidence 
of increased activity in other possible channels 
of elimination, I cannot conceive by what road 
the toxins can be passed out if not by the 
sweat. I know of no evidence that toxins have 
been found in the sweat ; but then I do not know 
that they have been sought there. Since recovery 
from acute diseases is associated with a falling 
temperature, moisture of the skin, and sleep, 
the administration of antipyretics, sudoriflcs, and 
soporifics was formerly common. But the medicines 
and the dosage generally employed depressed the 
heart and breathing centres, and of late it has been 
regarded as almost axiomatic that antipyretics and 
sudorifics are injurious under such conditions. 

But if we give a patient, suffering from pneumonia 
(for example) and not already poisoned past redemp¬ 
tion, the following dose, aspyrin 10 gr., phena- 
cetin 5 gr., and pulv. ipecac, co. 5 gr., we get 
(as far as my experience goes) what has all the 
appearance of an artificial crisis, without depression 
of the heart and breathing centres, or any other 
ill-effects. The patient soon falls asleep, and wakes 
ui) some hours later feeling much better, bathed in 


sweat, his temperature down, his rigors and head¬ 
ache gone, and his pulse and breathing improved. 
The signs of illness will gradually return, but they 
can be abolished in the same way once or twice a 
day till permanent improvement sets in. On such 
occasions the patient will be relieved and rested, and 
unless my experience has been unusual, his illness 
shortened. 

Lately I myself fell ill of lobar pneumonia. I 
began the treatment I describe about the third day, 
having previously received ordinary treatment; but 
I know no good reason why I need have waitod so 
long. My most vivid recollection is the immense 
and blessed sense of relief that followed each dose. 
I fell asleep within half an hour. After waking, I 
was able for some hours to read or converse with 
comfort; indeed, with little feeling of illness. I 
suppose I took six or seven doses in all. Within a 
week I was writing at my desk. On the tenth day 
of illness I was taken for a 30 miles motor drive 
in the country. On the twelfth day I was walking 
about visiting friends at their own houses. On the 
thirteenth day I was back at full medical work feel¬ 
ing none the worse. I am not young. I voided not 
rusty sputum, but bright blood, showing rapid resolu¬ 
tion. As well as I am able to judge, at each arti¬ 
ficial crisis toxins were eliminated in large quantities, 
and the body was thus presented with several «m*ll 
doses, instead of having to make head against one 
continuously large dose. Certainly, while my 
temperature was high I felt poisoned ; during the 
intervals I felt, or seemed to feel, relief from 
poisoning. Apparently my sweat centre was roused 
to activity, while my heart and breathing centres 
were relieved by the elimination of the toxin. 

I have never known ill-results follow’ this treat¬ 
ment, though it has been tried lately in a fair number 
of cases both by myself privately and by friends in 
hospital practice. The following is a fair sample of 
cases :— 

Lobar pneumonia. Advanced stage. No improvement 
followed treatment. Death. Apparently the patient was 
poisoned beyond redemption. 

Lobar pneumonia. Early stage. The temperature was 
taken as a guide and several doses given. This case followed 
a course very similar to that in my own illness. Patient 
was up and about on the tenth day. 

Broncho-pneumonia following suicidal immersion. Onlv 
one dose was given. Sleep. Sweating. Temperature fell, 
and never rose again. Recovery, but “ vast quantities of 
sputum were voided for four days.” 

Mild rheumatic fever. Some temporary relief followed 
each dose, but apparently no permanent improvement, 
though treatment was long continued. But aspirin has 
been found very useful in this disease. How does it act : 
Hardly as an antiseptic. 

Diphtheria. Twenty thousand units of antitoxin given 
about the same time as the dose. Sleep. Sweating. Patient 
awoke declaring himself recovered. Temperature never 
rose again. No further treatment necessary. Presumably, 
in this case the swift reaction to the antitoxin occurred 
because much of the toxin had been eliminated. That is, 
serum treatment was combined with a small dose of toxin. 

Threatened breast abscess a w'eek after child-birth. 
Temperature 101*o c F. Sleepless. Acute headache. Bad 
mental condition. Dose given. Slept*. Sweated. Awoke 
feeling much better in mind and body. Temperature 
normal. Threat of abscess gone. No further treatment* 

Diphtheria. Only one dose given, which apparently had 
no effect, good or bad. 

Enteric fever. Only one dose given, which apparently 
had no effect. 

Septic infection of ureter. Rigors. Temperature 105 . 
Effect of doses as in my own illness. Quick uncomplicated 
recovery in a week. 

Two cases of pyrexia of uncertain origin. One dose given. 
Sleep. Sweating. Immediate recovery. 

Measles in child of H. Earl/ eruptive stage. Severe. 
Cyanosed, so that mother remarked on ” white appearam# 
about mouth.” Dose (1/0 adult) given at midday. Slept 
and later passed a good night. Next morning playing 
happily in bed. Temp., cyanosis, and photophobia gone. 
Little eough. Rash fading. Immediate recovery. 

Measles in child of 7. Dose given, but little apparent 
next day. Dose repeated twice. Almost well third day. 

Measles in eliild of 5. Much improved next day. 
Practically recovered third day. 
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These are sample cases. Up to now the suggested 
treatment has apparently given such good results 
in many cases that I have hopes that it will prove 
generally useful in the treatment of acute toxaemia— 
for example, in puerperal fever, surgical sepsis, 
tetanus, small-pox, and the like. But medicine is 
fuU of decaying mare’s nests. It is never wise to 
trust to the experience furnished by a few cases to 
a few men. I venture, therefore, to ask if some of 
your readers, medical and surgical, will try this 
treatment, and either publish their results or inform 
me of them. Obviously, even if the treatment be 
useful in some acute diseases, it is sure not to be 
useful in others ; the combination of drugs I suggest 
may be improved on ; there may be a right and a 
wrong stage in each disease for the commencement 
of treatment; and so on. I suggest that in every 
instance the trial shall begin by giving a single dose 
in a single suitable case. If the results are not 
unfavourable, the treatment may be continued and 
the experiment extended. My own experience has 
been such that I feel very confident. But that, I 
suppose, is the way of all beginners. It should be 
noted that I suggest an addition, not an alternative, 
to ordinary treatment. The extreme simplicity of 
the suggested addition is liable to create scepticism ; 
and. though simplicity does not always imply ineffi¬ 
ciency, unfortunately it often does. However, the 
test, and perhaps the improvement of this “reduc¬ 
tion ” treatment, is easy. 

I am, Sir, yours faithfully, 
Southaea, May 20th, 1921. G. Archdall Reid. 


EARLY DIAGNOSIS IN DIPHTHERIA. 

To the Editor of The Lancet. 

Sik,—D r. Frederic Thomson, in yow issue of 
May 21st, brings before our profession a very serious 
matter m emphasising the importance of early 
diagnosis in diphtheria, and complains that many 
of the patients arriving at his hospital had been ill 
for some time, and consequently the toxins of the 
disease had had too much time for their deadly work. 
One common cause for delay in reporting these cases 
is the fear, on the part of the medical man in attend¬ 
ance, of sending a case into a diphtheria ward with¬ 
out being certain that his diagnosis was correct. To 
get over this difficulty, some years ago the Public 
Health Committee of the Wimbledon Corporation 
provided in their isolation hospital some observation 
wards, where doubtful cases could be sent at once. 
These cases were watched for a dav or so, bacterio¬ 
logical examinations made, and antitoxin given, &c., 
and if the case turned out to be follicular tonsillitis 
no harm was done. The Public Health Committee 
also provided m a very central place in the town—viz., 
the hre-station—a supply of antitoxin and syringe 
available for every medical practitioner by day or 
night, so that time should not be lost in the adminis¬ 
tration of antitoxin. A good rule is in doubtful 
cases to err on the safe side, and give antitoxin at 
once, without waiting for the results of a bacterio¬ 
logical examination or for the disease to develop. 

It seems to be that if the Public Health authorities 
throughout £ he coun D*y followed the example of the 
\\ imbledon Corporation in the provision of ‘ ‘ observa¬ 
tion wards, and an available supply of antitoxin 
with syringe, &c., there might soon be an appreciable 
decrease in the mortality of diphtheria. 

I am, Sir, yours faithfully, 

Wimbledon, May 23rd, 1921. S. R. COLLIER. 


DIGITALIS AND THE PERIPHERAL 
CIRCULATION. 

To the Editor of The Lancet. 

. would ask Dr. I. Harris, whose paper 
appeared in your issue of May 21st, how he thinks it 
^possible to obtain an increased volume of flow per 
unit of time through the arterial system without 


either dilatation, at least, of the capillaries or rise of 
the blood pressure. For purposes of argument let 
us take Cases 1, 6, and 7 in his Table I., where, after 
the administration of digitalis, there is recorded an 
increase of pulse pressure, but no rise in pulse-rate. 
Let us also presume with Dr. Harris that an increase 
in pulse pressure connotes an increased cardiac 
output. Is it possible that the increased output 
recorded in line three, Case 1, passes through the 
arterial system per time unit, whilst both the systolic 
and diastolic pressures are markedly lowered, unless 
at least the capillaries are dilated ? In Case 0 the 
second observation shows no rise in pulse, but an 
increased cardiac output; the diastolic pressure is 
negligibly lessened, and there is an appreciable rise 
in the systolic. Is not the explanation of this rise 
that capillary dilatation has either not occurred at all 
or at least not sufficient to allow, without increased 
intra-arterial pressure, the passage of a greater 
volume of blood in the same time unit ? Finally, 
Case 7 shows, in the second observation, no rise in 
pulse-rate or systolic pressure, but an increase of 
cardiac output and a fall of diastolic pressure. It 
would again seem necessary to recognise that this 
combination suggests that digitalis is responsible for 
at least capillary dilatation to allow, at what is a 
slightly lowered pressure, the passage in the same 
time unit of an increased blood volume. 

In other words, I contend that these cases bear 
out, inasmuch as conclusion is legitimate from them, 
what is a law of physics—namely, that an increased 
flow per unit of time through the arterial system can 
be obtained only either by increase of the lumina 
or rise of the intra-arterial pressure, and that, 
therefore, they render improbable the basis upon 
which Dr. Harris builds his conception of the pharma¬ 
cology of digitalis.—I am, Sir, yours faithfully, 

W. J. Grant, M.D. 

Fordoun, Kincardineshire, May 21st, 1921. 


THE VALUE OF SANATORIUM TREATMENT. 

To the Editor of The Lancet. 

Sir, —The review in The Lancet of May 21st 
of the twenty-fourth annual report of the Loomis 
Sanatorium, New York, deals a much needed blow 
at the pessimism which has been so prevalent 
lately in this country with regard to the results of 
sanatorium treatment for pulmonary tuberculosis. 
I have recently read an article by a tuberculosis 
officer in which he arrives at the astonishing conclu¬ 
sion that cases do better in their own homes than in 
a sanatorium. This may be true in the case of seme 
industrial sanatoriums, judging from certain letters 
I have received from patients who have had the 
misfortune to be “ treated ” in such institutions ; 
but where a sanatorium is so conducted that each 
individual case is treated on its merits, there can be 
no question of the benefit of sanatorium treatment, 
as shown by the results at the Loomis Sanatorium. 
This cannot be done without sufficient staff and 
proper equipment, and I am very glad that you have 
called attention to the inadequacy of both in the 
public sanatoriums of this country. An X ray installa¬ 
tion is a necessity for the proper investigation and 
treatment of pulmonary tuberculosis, more especially 
for the control of treatment by artificial pneumo¬ 
thorax, and no sanatorium can be said to be function¬ 
ing properly if this method of treatment is not 
utilised in a proportion of cases. It is gratifying to 
find that dental treatment is considered so important 
at the Loomis Sanatorium; I have long held a 
similar opinion, but, further, I think that sufficient 
attention has not been paid to the hygiene of the 
upper air-passages. I have seen remarkably beneficial 
results following, for example, operation for drainage 
of septic nasal conditions. Another point commented 
upon in the review, and with which I heartily agree, 
is that the short length of stay which is the rule in 
industrial sanatoriums in this country probably 
accounts to a large extent for the unfavourable 
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results published. Sanatorium treatment properly 
conducted still holds the premier place in the treat¬ 
ment of tuberculosis, and excellent results can be 
obtained in the majority of early cases and in a 
proportion of advanced cases. 

I am, Sir, yours faithfully, 

,T. M. Johnston, M.B., P.P.Il. 

Tor-na-Dee Sanatorium. Murtle, Aberdeenshire, 

May 26th, 1921. 

WARMING ETHER VAPOUR FOR 
INHALATION. 

To the Editor of The Lancet. 

—Dr. K. B. Pinson drew attention last week 
to the danger of heating ether-laden air by an electric 
incandescent lamp, and in connexion with this has 
referred to an intratracheal ether apparatus described 
by men in your issue of April 2nd. While designing 
this apparatus I had in mind the accident described 
by Dr. W. J. McCardie, and have done everything 
possible to eliminate the risk of such an occurrence. 
The apparatus when properly connected is vapour- 
tight, the only place from which the vapour can 
escape, with the exception of the tube leading to the 
patient, is through the mercury safety valve, which 
is adjustable. A manometer is attached to the 
apparatus. By means of this the pressure at which 
the vapour is being delivered can easily be seen ; the 
safety valve is therefore only a means of rendering 
it impossible to raise the pressure above the desired 
maximum. 

In practice one finds that it is quite unnecessary 
to cause the safety valve to blow off. Furthermore, 
the length of rubber tubing that I advocate for use 
between the apparatus and the patient is at least 
six feet, therefore it is possible to have the apparatus 
a considerable distance from the patient. I have 
proved, by putting a thermometer in the current of 
vapour issuing from this tube, that by adjusting the 
heater it is possible to maintain a vapour at any 
desirable constant temperature. In my opinion it 
is practically impossible for any fire or explosion to 
take place even if the connexions are faulty. 

Dr. Pinson’s suggestion of warming the vapour by 
passing it through a length of rubber tubing placed 
cm the patient’s chest would. I think, greatly add to 
the risk of getting the tube pinched, and, in a number 
of cases for which intratracheal anaesthesia is used, 
the tube would impede the surgeon’s work. 

I am, Sir, yours faithfully. 

A. W. Matthew, 

Anaesthetist to St. Mary’s Hospital, See. 

London, W„ May 30th, 1921. 


THE INTERNECINE VENEREAL CAMPAIGN. 

To the Editor of The Lancet. 

Sir,—A writer in your columns (May 21st), signing 
himself “ Morphologist,” criticises a recent article of 
mine in the Morning Post, and appears to challenge 
my right as a layman to express any opinion on 
current controversies with regard to venereal disease. 
I have the greatest respect for the opinion of com¬ 
petent experts on subjects exclusively covered by 
expert knowledge. But the controversial issues with 
regard to venereal disease are not matters for expert 
pronouncement. They depend on ethical quite as 
much as on medical considerations. Indeed, the 
only medical Issue that arises is whether treatment 
before connexion is more likely to prevent infection 
than treatment several hours after infection. On 
this point your correspondent, who says that his 
name proves that he ought to know his subject, is 
silent. He confines his argument to points on which 
his expert knowledge gives him no right to claim 
papal infallibility. 

The issue between the two societies, the S.P.V.D. 
and the N.C.C.V.D., is very simple. Both accept the 
fairly obvious proposition that —to quote your 
correspondent’s words—the “ fundamental cause of 
venereal disease is the indulgence in promiscuous 


sexual intercourse ” ; both appeal to everybody to 
refrain from this indulgence; but both recognise 
that some people will not refrain. Up to this point 
the two societies have identically the same policy; 
the divergence then arises. To those men who will 
not refrain, the S.P.V.D. says : “ Take certain pre¬ 
cautions in advance ” ; the N.C.C.V.D. says: 
“ Wait till you have had connexion and then report 
yourself as quickly as you conveniently can to some 
public institution where you will receive treatment 
at the public expense.” Since your well-informed 
correspondent is silent on the relative medical merits 
of these two plans, I think I am entitled to assume 
that the former plan is more likely to prevent infec¬ 
tion. That being so, I contend, as I argued in the 
Morning Post , that the Ministry of Health is not 
justified in spending public money in giving effect 
to the latter plan or m advertising the society that 
advocates that plan. 

Ethically there is no distinction between the two 
courses. If it Is ethically wrong to tell a man how 
he can help himself to sin in safety, it must also be 
ethically wrong to set up public institutions to give 
him a chance of escape after he has sinned. Possiblv 
Dr. Addison and Sir Alfred Mond and the other 
theologians who direct the policy of the Ministry of 
Health may argue that their policy is less sinful 
because it provides less safety. But if they use that 
argument they confess themselves guilty of hypocrisv 
in pretending that the purpose of the Ministry is the 
promotion of the national health. 

I am, Sir, yours faithfully, 

Gray’s Inn, May 24th, 1921. HAROLD Cox. 


To the Editor of The Lancet. 

. Sir, —In* his letter to you in The Lancet of 
May 21st “ Morphologist,” attacking Mr. Harold Cox 
for his support of the movement for the medical 
prevention of venereal disease, betrays even more 
ignorance of the subject than that which he attri¬ 
butes to Mr. Cox. I adduce the following comments 
in justification of this proposition. 

1. “ Morphologist’s ” statement that the Society for 

the Prevention of Venereal Disease recognises the 
importance of the ethical factor is quite correct : 
but his further statement that Mr. Cox “ fails a* a 
critic ” by not mentioning this fact is based on a 
misconception. The S.P.V.D., while recognising 
fully the obvious fact that venereal diseases would 
necessarily be reduced to a minimum, or nearly die 
out, if promiscuous sexual intercourse could be wholly 
stayed by ethical or religious teaching, came in 
existence solely because the Royal Commission on 
Venereal Disease, the National Council for Combat¬ 
ing Venereal Diseases, and the Ministry of Health, 
which has all along supported the recommendation- 
of these bodies ; had completely ignored the element ■ 
of immediate self-disinfection as an essential part of 1 
any practical measure for compassing a material 1 
reduction of venereal diseases. It is clear that. Mr. j' 
Cox was aware of this fact, and was in no sen-f j 
unfair to the S.P.V.D. by omitting to insist on th» I 
obvious. ji 

2. “Morphologist- ” does not seem to know tlia: f 
venereal disease is strictly contagious, and can be 
directly prevented by personal disinfection ; that 1 
disinfection is effectual in proportion to the quick¬ 
ness of its application; and that the N.C.C.V.D. ! 
advise the use of soap and water, which, beinc s 
practically importable, are therefore unavailable 1 
in the majority of cases. Neither does he seem I 
to realise that, apart from soap and water, the 1 
N.C.C.’s recommendations are—moral injunctions, j 
which have demonstrably failed as a means of 
prevention—and the treatment of those already 
infected, which never lessens the incidence of any 
disease. Yet surely even a “ learned layman' 
ought to know that appropriate sanitation* is the 
universally recognised method for diminishing tl> • 
incidence of all diseases. 
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3. 44 M.” seems not to know the facts (a) that both 
the Royal Commission on Venereal Disease and the 
N.C.C. ignored from the outset the discovery of 
Metchnikoff; (b) that by teaching the doctrine 

arising from this discovery the incidence of venereal 
disease was reduced in India and England to 1*5 
from nearly 100. not by one medical oilicer. but by 
many ; (c) that the War Office proposed to bring in 
this method (simply teaching) for the whole army ; 
( d ) that a member of the N.C.C. proposed “ packets,” 
which were provided. 

But the men in our army were told that these 
packets were for “ early treatment and it is alleged 
that they obeyed this instruction. It is important to 
note here what “ M.” could scarcely be expected to 
know*, that the fact of soldiers having used disin¬ 
fectants as treatment for the disease was adduced 
before Lord Astor’s Interdepartmental Committee as 
ev-ideyice that civilians who were taught to disinfect 
would use the disinfectants in a similarly erroneous 
manner. Further misrepresentations of the position 
and statements of the S.P.V.D. have been officially 
made and fully dealt with several times in many 
publications, including the book on “ The Prevention 
of Venereal Disease,” by Sir Archdall Reid. Lately 
the whole matter was investigated by the Birth-rate 
Commission, which made certain suggestions afford¬ 
ing some possible ground for surcease of controversy 
between the two societies for antagonising venereal 
disease ; but the N.C.C., who favoured the estab¬ 
lishment of this inquiry, declined to proceed any 
further in this attempt. 

Ought not your correspondent to have known 
something more about his subject before charging 
Mr. Cox with possibly 44 doing great damage to the 
nation ” by his article in the Morning Post ? 

I am, Sir, voure faithfully. 

May 26th, 1921. H. BRYAN DONKIN. 


A WIDER FIELD FOR CANCER RESEARCH. 

To the Editor of The Lancet. 

Sir,—D o laboratory experiences and statistics 
derived from ready-made materials form too large 
a part of cancer research ? If cancer comes from 
without, then the cause of breast cancer may be 
conveyed direct to the nipple by a contaminated 
hand. Can it be shown that in no case can this be 
so ? If not, then what excuse is there for not finding 
out by asking 5000 women doctors and nurses to 
collaborate in a simple experiment ? Would post¬ 
operative recurrence be less likely if a vegetarian 
diet were adopted, since vegetarian races are far 
less liable to cancer ? An American physician, 
experimenting on a small scale, says “Yes.” Experi¬ 
ments with a thousand cases with a like number 
of controls might settle this. 

A. case said to be one of Hodgkin’s disease is 
alive after four years. He is doing the sun-cure. 
Would exposure to light and air influence metabolism 
in the direction of retarding recurrence in malignant 
disease ? Naked or almost naked races are very 
little troubled with the disease. The homes of abso¬ 
lutely bedridden persons, and of children, who 
develop malignant disease, present environments 
which are unique. A group of expert bacteriologists, 
entomologists, and public health men might well 
be employed in examining the surroundings of all 
such cases. My experience is that this is not done, 
yet one factor might be discovered common to all. 
Compulsory disinfection of houses and clothes in 
one area, the covering and cleaning out of cisterns 
and covering of food in another, and perhaps an 
elaborate onslaught on vermin in a third, might 
be attempted. The Isle of Wight and Isle of Man 
might be used for such experiments. Is there any 
ease at all for creating special conditions for statistical 
urposes—not necessarily those mentioned above ? 
think there is. 

I am, Sir, yours faithfully, 

Leysrfn. May 23rd, 1921. PERCY GULLY. 


^arliamentarj Jntelligeiut. 

HOUSE OF COMMONS. 

Wednesday, May 25th. 

Taxation and Xational Economy . 

On the motion for the Second Reading of the Finance 
Bill, Lord R. Cecil complained of the heavy burden of 
taxation imposed on income-tax and super-tax payers. 
Direct taxation on a small minority of the population*was 
he said, the very worst form of indirect taxation. He was, 
satisfied that any system by which they tried to raise the 
whole of the revenue of the country from the present 
income-tax payers would be very disastrous. It was not 
in the least true that the people who were not taxed did 
not pay. They paid, but without in the least knowing it, 
and without any direct knowledge of the consequences 
involved in excessive taxation. All taxation was evil, 
and had a discouraging effect on industry. The only 
sound financial policy of the country at the present moment 
was economy. The Government apparently after prodi¬ 
gious efforts could succeed only in keeping taxation no 
higher than it was at the present time. That was a most 
disappointing result. 

.Sir R. Horne (Chancellor of the Exchequer), replying to 
the debate, said lie was afraid there was no opportunity for 
enthusiasm at the present time in matters of finance. It 
was a question of grinning and bearing the condition in 
which we were, and facing and confronting facts, rather 
than by lamenting and bemoaning. The present year was 
going to have a very testing effect upon the courage and 
stability and steadiness of our people. But he felt no 
pessimism whatever about the situation. He was sure 
that once we emerged from our present troubles the nation 
would settle down to work with a will which we had not 
known since the armistice, and he was equally certain that 
if we confronted the situation with courage we should 
conquer it by our perseverance and our industry. 

The Second Reading of the Bill was carried by 213 votes 
to 16. 

Round-table Liquor Conference, 

Major Kelley asked the Prime Minister the terms ami 
personnel of the round-table conference on liquor restric¬ 
tions and licensing reform.—Mr. Chamberlain replied : I 
hope to make a statement upon this matter in the course 
of next week. 

Thursday, May 26th. 

A Case of Trench Feet. 

Mr. G lanville asked the Minister of Pensions whether 
he was aware that Frederick Dimmock, No. G. 531161, 
of the Royal Fusiliers, who is a miner and joined up 
in 1916. when he was passed Al, served in France 
till May, 1917. when he was sent home with trench feet to 
the hospital ; that his toes were amputated on August 15th, 
1919, and he had to return to hospital for an operation ; 
that he was unable to walk owing to intense pain ; that 
he has a wife and child and had no other means beyond 
his pension and the unemployment benefit which would 
shortly end ; that the medical reference recommended 
80 per cent, pension ; and that this had since been reduced 
to 8a. 3 d. per week, though he was quite unable to work 
for a living ; what action he proposed to take in this case, 
and whether the man in question could-come before a 
medical appeal board.—Mr. Macpherson replied: The 
disabilities in this case are disorderly action of the heart 

(attributable to service) ; hammer toes—not trench feet_ 

and varicose veins (both aggravated by service). The 
little toe of one foot has been amputated. Aggravation of 
the hammer toes having passed away no pension for that 
disability can be awarded therefor. Disablement from 
the other disabilities was assessed at 30 per cent, by a 
Medical Appeal Board in July, 1920, and a pension of 12s. 
a week will be in payment until July 19th, 1921. Follow¬ 
ing that day the rate will be reduced to 8s. per week, a 
recent Survey Board, held with a view to renewal of the 
award, having assessed disablement at 20 per cent. There 
is a right of appeal through the Local War Pensions Com¬ 
mittee to a Medical Appeal Board against the assessment 
of 20 per cent, and to the Pensions Appeal Tribunal against 
the decision that aggravation in the case of the hammer 
toes has passed away. 

Grants for School Camps . 

Mr. Trevelyan Thomson asked the President of the 
Board of Education whether he was aware that, notwith¬ 
standing the recommendation of the chief medical officer 
to the Board that school camps should be encouraged, 
local education authorities were seriously handicapped in 
making these arrangements by the rulings of the Board 
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that attendance at lessons given at such camps cannot be 
reckoned on the school register of attendances if any 
charge was made to cover the cost of food or any other 
item of expenditure in connexion with these camps ; and, 
if the Act of 1918 prohibited such charges, could he see 
his way to bring in an amending Rill to enable local 
authorities to organise school camps and make a charge 
to cover the cost of food, which would otherwise be pro¬ 
vided by parents, and at the same time count the attendance 
at lessons given in these camps in the school register so as 
to qualify for grants*—Mr. Herbert Lewis (Parliamentary 
Secretary to the Board of Education) replied : My right 
honourable friend understands that the honourable 
Member is concerned with children who receive instruction 
elsewhere than at the school in accordance with arrange¬ 
ments approved under Article 4 1 of the Code, and not 
under Section 17 of the Education Act of 1918, though the 
conditions under which they receive such instruction are 
those of a camp. It appeals to him that in such a case 
the local education authority are competent to exercise 
their powers under the provision of Meals Acts, 1900 and 
1914. The power to make a charge under those Acts is 
expressly excepted by Section 20 of the Act of 1918 from 
the general prohibition of charges contained in that section. 

Physical Education of Boys. 

Colonel Sir Charles Yate asked the President of the 
Board of Education whether out of the 11 inspectors of 
physical education appointed by the Board of Education 
8 were women ; and, if so, what steps he proposed to take 
to place men in charge of the physical education of boys.— 
Mr. Herbert Lewis replied : Seven of the 11 inspectors 
of physical training are women. My right honourable 
friend does not see his way to increase the establishment 
by the appointment of additional men inspectors. 

Grants for Clinical Units in Hospitals. 

> Mr. Hopkins asked the President of the Board of Educa¬ 
tion whether he would supply a return setting forth the 
allocation of the Exchequer grants for university colleges, 
recurrent and non-recurrent, for the last financial year ; 
and how much of this grant was expended in financing 
new departures, such as the financing of the University of 
Cambridge and grants towards the salaries of heads of 
clinical units in hospitals.—Commander Hilton Young 
(Financial Secretary to the Treasury) replied : Returns 
from universities and colleges in receipt of Treasury grants 
for the academic year 1919-20 have already been pre¬ 
sented to Parliament (Cmd. 1203), and they give the informa¬ 
tion referred to by the honourable Member so far as it is yet 
available. Similar returns will be presented annually. 

Mr. Hopkins asked the President of the Board of Educa¬ 
tion what were the principles and regulations under which 
the University Grants Committee was to recommend the 
distribution of the Parliamentary grants recently approved 
by Parliament for the coming quinquennium ; was it an 
implied condition in the allocation of financial aid to 
university colleges from the extra grant voted by Parlia¬ 
ment that they should obtain equal financial assistance 
from local authorities, and was this principle also to be 
applied to grants made for the formation of clinical units 
in hospitals ; had the principle of giving building grants 
to university colleges been authorised, and, if so, the 
principles on which such grants were to be made ; and 
was it intended to supply Government funds to raise the 
salaries of the more important professors in university 
colleges to the same figure—namely, £2000 per annum, as 
had been fixed for the salaries of the professors who acted 
as the heads of the newly instituted clinical units in 
hospitals.—Commander IIii.ton Young replied : The 
general principles on which the University Grants Com¬ 
mittee base their recommendations for the allocation of 
grants are set out in the Report of the Committee dated 
Feb. 3rd. 1921, and in the letter addressed by my right 
honourable friend to Sir William McCormick printed as an 
Appendix to the Report, which has already been presented 
to Parliament. As there stated, great importance is attached 
to the amount of .support provided from local sources in 
calculating the grants payable to the different institutions, 
but except in the case of the University of Wales there is 
no undertaking by the Government to make grants on the 
basis of pound for pound in respect of rate aid. The 
Committee are authorised to recommend capital grants 
for sites, buildings and permanent equipment if the funds 
at their disposal allow, but no such recommendations have 
yet been made. The responsibility for fixing the salaries 
of the teaching staffs rests with the authorities of each 
institution. 

Institutional Treatment of Tuberculosis. 

Mr. Ronald M’Nkill asked the Minister of Health 
whether regulations had recently been made with respect 
to the institutional and other treatment of tuberculosis by 
councils of counties and county borouglis ; whether such 


regulations had to be laid before Parliament for confirma¬ 
tion, and, if so, when they would be laid ; and whether, 
before they took effect, an opportunity would be afforded 
of discussing any regulation the effect of which would be 
to impose an additional charge on the ratepayers.—Sir A. 
Mond replied : The answer to the first part of the question 
is in the negative, and the second part does not therefore 
arise. The arrangements to be made by the councils of 
counties and county boroughs for the treatment of tuber¬ 
culosis upon the termination of sanatorium benefit aod 
the financial proposals in connexion therewith were fully 
explained in the course of the debates upon the Public 
Health (Tuberculosis) Act, 1921, and in the White Paper 
which was circulated explaining the provisions of the Act 
and the necessary Financial Resolution. 

Xetc Liquor Regulations. 

Sir John Butcher asked the Under-Secretary of State 
for the Home Department, as representing the Central 
Liquor Control Board, whether he was now in a position 
to publish, in the form of a White Paper or otherwise, the 
modifications which had been recently made in the regula¬ 
tions of the Central Liquor Control Board.—Sir John* 
Baird replied : Copies of the recent Orders issued by the 
Central Control Board (Liquor Traffic) which have been 
distributed throughout the country are now available for 
Members. I am circulating a printed copy of the state¬ 
ment published by the Board in explanation of these 
Orders. 

The following is the statement:— 

“ The Central Control Board (Liquor Traffic) have made 
Orders dated April 25th and operating on Monday, 2nd May, 
applicable to all Scheduled Areas in England and Wales con¬ 
solidating the existing Orders and amending them in the 
following particulars :— 

1. The prohibition of the sale and supply of spirits for 
consumption off the premises on Saturday* is removed, and 
such sale and supply during the midday period (12 to 2.30 p.m.) 
on that day is allowed. 

2. The provision which fixes a reputed quart as the minimum 
quantity of spirits which may be sold for off consumption 
together with the requirement as to the labelling of bottles 
is revoked. 

3. The hours after 10 p.m. for which magistrates (or. m 
London, the Commissioner of Police) may grant an Order or 
licence in pursuance of Section 57 or Section 64 of the Licensing 
(Consolidation) Act, 1910, are extended beyond the present 
limit of 11 p.m. 

4. The extent to which spirits may be diluted without 
notice to the purchaser is limited to a strength falling between 
30 degrees and 35 degreos under proof. 

5. The sale of intoxicating liquor to authorised messes of 
officers or non-commissioned officers is exempted from the 
operation of the Order. 

6. The requirement that copies of the Board’s Orders must 
be exhibited in every club and In every public room in license-1 
premises is revoked, and a requirement that copies must be 
kept on the premises and produced on demand is substituted 
therefor. 

These Orders were published in the London Gazette u * 
April 26th, and corresponding Orders have been made f" r 
Scheduled Areas in Scotland. 

The Government have now announced that no legislation 
of any kind upon the subject will be possible during the present 
session, and they have agreed that the relaxations contain™ 
in the Orders now published, which have been held over iu 
the expectation that the whole mattor was about to be dead 
with by Parliament more conmreheusively aud authoritatively 
than could be done by the Board, should be made withou: 
further delay. 

The Board will now proceed to consider what further inoain- 
cations can properly be made in view of the Government h 
announcement.” 

Friday, May 27th. 

The Washington Conventions. 

Mr. G. Barnes called attention to the fact that th-- 
Government had not yet submitted to Parliament certain 
conventions adopted by the International Labour Con¬ 
ference at Washington, and moved : “ That in the opinion 
of this House the conventions adopted at the International 
Labour Conference under the League of Nations should bt* 
submitted to Parliament as the competent authority.” 
said that of the three Government Departments concerned 
the Home Office had given effect to certain of the Washing¬ 
ton Conventions by the Act relating to the employment 
women and children, and by Departmental Orders : b'-d 
neither the Ministry of Labour nor the Ministry of Hearn* 
had given effect to the labour Chapter. They had fail*’- 1 
to deal with the Eight Hours’ Convention and the e\- 
Minister of Health had stated in that House that tb»* 
Government had decided not to ratify the maternity 
convention, thereby indicating that the Governin'* 11 
assumed to be a law unto themselves. Though the Govern¬ 
ment were not under an obligation to ratify the matem:t> 
convention, they were under an obligation to allow Parn-* - 
meat to have a look at it. If the attitude of t.i' 
Government was correctly voiced by the ex-Minister o 
Health it meant knocking the bottom out of the Labeu* 
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organisation, which would become a mere cipher in the 
hands of Governments. The success of the International 
Labour Organisation depended on results, and if there 
were no results the failure would delight the hearts of the 
Bolshevists in this country and elsewhere. It was not 
only unwise, but it was unfair to those who had helped to 
build up this labour organisation in the hope of contri¬ 
buting to goodwill, lessening waste from stoppages of work, 
and improving conditions in the poorer countries. 

Dr. Macnamara (Minister of Labour) moved to leave out 
aD the words after “ That,” and add ” in the opinion of 
this House it is not expedient in existing circumstances to 
proceed with legislation to give effect to the Washington 
Convention on Hours of Labour.” He said that the Govern¬ 
ment had no desire to evade their pledges in relation to 
the conventions. To do so would be to fall below the 
reputation of this country in such matters. The real fact 
Tvaa that as regards most of the conventions we had already 
a first-class record, and one far in advance of that of any 
other country. The position of the Government in pro¬ 
posing the amendment was that the great bulk of the 
proposals had already been translated into delinite action 
and were in effective operation throughout the country. 

Viscountess Astor said that she thought that the con¬ 
science of the country was more awake than that of the 
Government on the subject of maternity benefit. Before 
the maternity convention was turned down entirely she 
suggested that a committee representing women’s societies 
should be called together in older to see what they could 
get out of the Washington Convention, so that it might be 
attached to the existing insurance scheme. 

Sir M. Barlow (Parliamentary Secretary to the Ministry 
of Labour) said it was not the intention of the Government 
to drop the Hours Bill altogether. Had the Washington 
Convention been drawn with a little more latitude and 
elasticity it would have been more easy to apply its provi¬ 
sions. The Cabinet had recently set up a strong Depart¬ 
mental Committee presided over by himself with the desire 
of getting all international labour matters dealt with 
expeditiously, and with a view of coordinating the work. 
With regard' to the maternity convention the last word had 
not yet been said as to the need for further provisions for 
dealing with the burden of women in industry, and the 
appeal of Lady Astor would certainly be considered. The 
Government and the Ministry of Labour desired to work 
in the most cordial and close cooperation with the Inter¬ 
national Labour Office of the League of Nations. 

On a division the Government amendment was carried 
by 109 votes to 09. 

Monday, May 30th. 

Medical Officers at Pensions Ministry. 

Lieutenant-Colonel Croft asked the Minister of Pensions 
whether certain doctors employed by the Ministry of 
Pensions had had a four years’ service contract given to 
them.—Mr. Macpherson replied : The answer is in the 
affirmative. With the approval of the Treasury and after 
consultation with my right honourable friend, the Minister 
of Health, a number of full-time salaried medical officers, 
whose employment had previously been subject to one 
month’s notice, have been given a four years’ contract, 
terminating on March 31st, 1925. 

Lieutenant-Colonel Croft asked the Minister of Pensions 
whether he would give an undertaking that the services 
of those doctors at present employed under the Ministry 
of Pensions who sacrificed their practices to join the Army 
and Navy at the outbreak of war and were on active 
service and were now dependent solely on their salaries 
would be retained at the Pensions Ministry in preference 
to those who were already drawing big pensions in addition 
to their salaries and those who were being kept on who 
had never served abroad.—Mr. Macpherson replied : 
Practically the whole of the full-time medical officers of 
the Ministry served during the late war and, other things 
being equal, preference for retention will continue to be 
given to medical officers who saw active service over 
medical officers in the same class who did not so serve. 
Tuesday, May 31st. 

Bonus to Tuberculous Trainees. 

Mr. Alfred Davies asked the Minister of Pensions 
whether any definite decision or ruling had yet been given 
to war pensions committees with regard to the payment 
of bonus to trainees who had undergone a course of training 
on the termination of sanatorium treatment for tubercu¬ 
losis. Mr. Macpherson replied: Instructions will be 
given to the regional offices as soon as the necessary 
arrangements have been made with the Ministries of 
Health and Labour. 


Next Wednesday, June 8th, the Prince of Wales 
■will lay the foundation-stone of the new Institute of 
Preventive Medicine at Cardiff. 


Uletital jjtetos. 


University of London.— Dr. R. R. Gates, Ph.D. 
(Chicago), has been appointed to the University Chair of 
Botany tenable at King’s College, and Mr. D. M. S. Watson, 
M.Sc. (Manchester), to the Jodrell Chair of Zoology and 
Comparative Anatomy tenable at University College. 
Mr. H. G. Jackson, M.Sc. (Liverpool), has been appointed 
to the University Readership in Zoology tenable at Birkbeck 
College, and Dr. William Wilson, Ph.D. (Leipzig), D.Sc. 
(London), to the University Chair of Physics tenable at 
Bedford College. 

At examinations held recently the following candidates 
were successful :— 


Third (M.B., B.S.) Examination for Medical Degrees. 
Girdhar C. Agarwala, London Hosp. ; Doris Elizabeth 
Alcock. London Sch. of Med. for Women ; Christopher 
H. Andrewes (honours, distinguished in medicine, forensic 
medicine,and surgery, University medal), St. Bart.’s Hosp.; 
Wilfred M. Anthony, .St. Thomas’s Hosp. ; James R. 
Banks, Univ. Coll. Hosp. ; Mary ltushton Barkas, St. 
Mary’s Hosp. ; Frank M. Barnes. St. Thomas’s Ilosr. ; 
Henry E. Beasley, Univ. Coll. Hosp. ; Ursula Poussett 
Blackwell, London Sell, of Med. for Women ; Harold J. 
Blampied, St. Thomas’s IIosp. ; John Brodie and Philip 
C. P. Cloake, London Hosp. ; Florence 11. Clulow (honours, 
distinguished in pathology) and Erie V. Corry, Univ. 
Coll. Hosp. ; Elsie E. Oowperthwaite, St. Mary’s Hosp. 
and London Sell, of Med. for Women ; Llywclyn ap Ivan 
Davies. Univ. Coll. IIosp. ; Archibald G. Duncan, London 
Hosp. : Edith M. Evans, St. Mary’s Hosp. and London 
Sch. of Med. for Women ; Ada M. Freeman, King’s Coll. 
Hosp. ; Isaac Frost. St. Bart.’s Hosp. ; Madeline Giles, 
St. Mary’s Hosp. ; Henry A. Hams (honours, distinguished 
in forensic medicine), Univ. Cull. Hosp. ; Frank Heber, 
London Hosp. ; James G. Jones, Guy’s Hosp. ; Dorothy 
M. Kemp, London Sch. of Med. for Women ; M. Kathleen 
Forsaith Lander, St. Mary’s Hosp. : Eugene H. L. Leclezio, 
Guy’s Hosp. ; Reginald (’. B. Ledlio (honours, distin¬ 
guished in surgery), Guy’s Hosp. ; Harold W. Lewis, 
Middlesex Hosp. ; Rhys T. Lewis, Univ. Coll. Hosp. ; 
Margaret- Longbottom, London Sch. of Med. for Women ; 
Edward R. Lovell. Middlesex Hosp. ; Gerald J. W. 
McMichael, Univ. Coll. Hosp. ; Henrietta A. C. Main, 
St. Mary’s Hosp. : Arthur G. Maitland-Jones (honours, 
distinguished in medicine), London Hosp. ; Claude H. 
Marshall, Guy’s Hosp. ; Adeline M. Matland, London 
Sch. of Med. for Women ; Kathleen H. Matthews, St. 
Mary’s Hosp. and London Sch. of Med. for Women; 
Victor E. Negus, (honours, distinguished in forensic 
medicine). King’s Coll. Hosp. : Sybil M. Nut-tall, St. 
Mary’s Hosp. ; Sybil G. Overton, St. Mary’s IIosp. and 
London Sch. of Med. for Women ; Robert H. Barry, 
Middlesex Hosp. ; Phcebe M. Phillips and Alice D. Pocook, 
London Sch. of Med. for Women ; William R. Rowlands, 
Liverpool Univ. ; Gordon W. R. Rudkin, Univ. Coll. 
Hosp. : Herbert L. Sac.kett, St. Bart.’s Hosp. ; Ahmal; 
Shafeek, St. Thomas's Hosp. and Kasr El-Ainy Hosp. ; 
Bryan B. Sharp, St. Bart.’s Hosp. ; Katherine J. Shaw, 
London Sch. of Med. for Women ; Philip Steinberg, 
(honours, distinction in medicine), London Hosp. ; Lionel 
F. Strugnell, St. Bart.’s IIosp. : Richard N. L. Symes, 
St. Thomas’s Hosp. : Raghuuath Sabaji Tirodkar, Univ. 
Coll. Hosp. end Grant. Med. Cell., Bombay ; Norah E. 
Trouton, St. Mary’s Hosp. ; Arthur K. Ward and Sydney 
A. T. Ware, St. Thomas’s IIosp. ; Robert W. Warrick, 
Guy’s Hosp. ; Frederick W. A. Watt, London Hosp. ; 
Agnes E. Westwood, St. Mary’s Hospital ; Idwal Glynne 
Williams and William P. Wippoll, St. Bart.’s Hosp. : 
and Wilfrid C. S. Wood, King’s Coll. Hosp. 


Society of Apothecaries of London.—A t 
examinations held recently the following candidates passed 
in the subjects indicated :— 

Surocry. —E. D. Fenwick (Sects. I. and II.), St. Mary’s 
Hosp. ; II. L. Sheehan (Sect. I.), Manchester; and 

J. Solomonoff (Sects. I. and II.). London Hosp. 
Medicine. —F. E. Edwards (Sect. II.), Manchester ; M. A. 

K. El Hennawy (Sects. I. and II.), and E D. Fenwick 
(Sects. I. and II.) St., Mary’s Hosp. ; O. E. Finch (Sects. 
I. and II.), Toronto ; A. Mishriky (Sect. I.), St. Mary’s 
Hosp. ; and H. L Sheehan (Sect. I.), Manchester. 

Forensic Medicine. —F. E. Edwards, Manchester ; M. A. K. 
El Hennawy and E. D. Fenwick, St. Mary’s Hosp. ; 
O. E. Finch, Toronto; H. L. Sheehan, Manchester; 
M. Tcherny, Zurich ; and R. E. Williams, Guy’s Hosp. 
Mid urt I cry .— M. A. K. El Hennawy and E. D. Fenwick, 
St. Mary's Hosp. ; M. Fox, Charing Cross Hosp. ; A. Seim, 
London Hosp. ; and H. L. Sheehan, Manchester. 

The Diploma of the Society was granted to the following 
candidates entitling them to practise medicine, surgery, and 
midwifery : E. D. Fenwick and J. Solomonoff. 


Visit of Medical Men to Ain-les-Bains and the 
Swiss Spas. —At the invitation of the managers and with the 
cooperation of the French and Swiss railways, two parties 
of medical men from this country are visiting Aix-les-Bains 
and a number of Swiss spas. The itinerary includes 
Chamonix, Montana, Leuk, Ragaz and Tarasp. The first 
party of 20 leaves on June 25th under the personal guidance 
of Sir Henry Lunn. 
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Royal College of Surgeons of England.— An 
ordinary meeting of the Council was held on May 12th, 
Sir Anthony Bowlby, the President, in the chair.—The 
President presented Mr. Harold Burrows, C.B.E., with the 
Jacksonian prize, Dr. James Sim Wallace with the John 
Tomes prize, Mr. W. Kelsey Fry with the Cartwright medal 
and prize, and Mr. Kenneth Parsons with the certificate 
of his appointment as Begley student.—A report was read 
from the Court of Examiners respecting candidates found 
qualified for the Diploma of Member of tlio College, and 
diplomas were awarded to 103 candidates mentioned in 
the report.—A report was read from the Secretary to the 
Conjoint Examining Board respecting candidates found 
qualified for the Diploma in Public Health of the Royal 
College of Physicians of London and the Royal College of 
Surgeons of England, and diplomas were granted jointly 
with the Royal College of Physicians to 23 candidates 
mentioned in the report.—A report was read from the 
Secretary to the Conjoint Board respecting candidates 
found qualified for the Diploma in Tropical Medicine and 
Hygiene of the two Colleges, and diplomas were granted 
to* 21 candidates mentioned in the report.—It was resolved 
to inform the British Dental Association that the Council 
were not prepared to institute a Diploma in Public Den¬ 
tistry at the present time.—A report from the Committee 
of Management was read announcing that Sir Charles 
Ballance, the visitor appointed by the Royal Colleges to 
inspect the examinations of the Egyptian Medical School 
and Hospital, Cairo, had sent a full and interesting report 
on the examinations and teaching of the Medical School 
and Hospital, and that they (the Committee) were of the 
opinion that the examinations and course of education 
justified the Royal Colleges in continuing their recognition 
of the School. It was resolved that the best thanks of the 
Council be given to Sir Charles Ballance for his services. 
—The President reported that he had placed the lecture 
theatre of the College at the disposal of the University of 
London for a course of four lectures by Prof. Edward 
Mellanby, of the University of Sheffield, on “ Some Actions 
of Foodstuffs in the Production and Treatment of Disease,” 
to be delivered on June 0th, 7th, 13th, and 11th.—The 
President reported that the terms of office of Mr. R. Lawford 
Knaggs and Mr. J. Hutchinson as members of the Court 
of Examiners w T ould expire on June 8th next, and that the 
vacancies thus occasioned would be filled up at the ordinary 
Council on June 8th.—Sir Squire Sprigge was introduced, 
and admitted a Fellow of the College. 

Epsom College.— The annual general meeting 
of the governors of this medical foundation will be held 
at 49, Bedford-square, London, W.C'., on Friday, June 24th, 
at 4 P.M., when the result of the voting for pensioners and 
foundation scholars will be announced. 

Society for the Prevention of Venereal 
Disease. —The second annual general meeting of this 
society will be held at 5.30 p.m. on Monday, June 6th, at 
the Barnes Hall, 1, Wimpole-street, London, W., kindly 
lent by the Boyal Society of Medicine. 

Tuberculosis Society.— A general meeting of this 
Society will be held at the Margaret-street Hospital, 
Margaret-street, Oxford-street, London, W.l, on June 6th, 
at 7.30 p.m., when the President, Dr. Nathan Raw, will 
read a paper. 

University College Hospital.— The Ladies’ 
Association will hold a sale on Wednesday, June 8th, 
from 11.30 A.M. to 7 P.M., at Someries House, Regent’s 
Park. London, N.W.l. Princess Helena Victoria will open 
the sale, at which special features will be an antique stall 
and a second-hand book-stall. 

Exhibition of X Ray Photographs.— At the 
Royal Photographic Society’s exhibition, opened this week 
at 35, Russell-square, London, W.C., there is an important 
section of X ray photographs under the auspices of the 
Hontgen Society. Comprising upwards of 250 prints, it 
includes a number of examples from French workers, 
sent over by special Aeroplane. In the competition for 
prizes offered by Dr. R. Knox, president of the Rontgen 
Society, first prize was awarded to Mr. Suggars, of the 
Ixmdon Hospital, and the second to Mr. A. O. Forder, 
of King’s College Hospital. The exhibition remains open 
during June, from 11 a.m. to 5 p.m. 

Donations and Bequests. — The Trustees of 
Smith’s Charity have contributed £500 to the Royal 
Waterloo Hospital.—The residue of the estate of the late 
Mrs. Sarah J. Fcllowes, amounting to somo £5000, will be 
divided equally between St. Dunstar's Hostel for Blinded 
Soldiers and tin* Church Army.—The executors of the late 
Frank Rigby, of Abbots Hoyes, Chester, have allocated to 
the Chester Royal Infirmary £10,000. This gift will be 
u-ed for the endowment of a ward in memory of Mr. 
Rigby’s nephew, who was killed in Palestine. 


The National Medical Union.— During the after¬ 
noon of Saturday, May 28th, the eighth annual general 
meeting of the National Medical Union waa held at 
11, Chandos-street, Cavendish-square. The main subject for 
discussion was the creation of a body really representative 
of the medical profession, and having an influence on its 
destinies commensurate with that representation. The 
object of their meeting, as stated by Dr. Blackhall-Morison 
in an introductory address, was to devise means whereby 
medicine might regain control of its own development 
and activities. He pointed out that the preservation 
of the traditional esprit de corps of the profession was 
greatly to the benefit of the public ; its ethic should be 
consistently taught together with the theory and practice 
of medicine. The physician is neither judge nor policeman, 
and should never bo used as such by the administrators of 
justice in the case of those whom he has attended profes¬ 
sionally. The sanctity of the nippocratic oath should 
know* no exception ; it would not hinder the assistance 
which the medical man. can give in the detection and 
punishment of crime in which his technical knowledge 
is of service. The growth of knowledge of prevention and 
of epidemiology had resulted, he said, in the rise of a 
medical civil service dealing with public medicine. In certain 
conditions medical men had to be regarded in the aggregate, 
as in the naval, military, and Poor-law services ; members 
of these services, together with public health officer-, 
would wisely be represented in a central body representative 
of the entire profession. In such a body the Colonial 
profession should be represented ; the whole would con¬ 
stitute an Imperial Medical Council, a term implying local 
councils, coordinated with an Imperial centre but absolute 
in their own spheres. In such an arrangement would lie 
the germ of an international medical power beneficial 
to the whole of mankind. The General Medical Council, 
as at present constituted, could in no sense bo regarded as 
representative of the entire profession ; each directly 
represented member represents between seven and eight 
thousand members of that profession. The bodies chiefly 
constituting the Council had maintained an absolute 
passivity in recent important legislation affecting the 
profession. To this anomalous situation the National 
Medical Union must now address itself, in order to establish 
such a body as the Government, speaking through the 
Minister of Health, has stated its desire to negotiate with 
matters of professional interest. Outside the General 
Medical Council several other bodies regard themselves as 
generally representative of the profession, but their claims 
are not admissible ; in the General Medical Council itself, 
the Medical Union contends, there lies the germ of an 
adequate professional organisation. With the nominated 
element as it now exists no fault can be found : but for 
adequate representation 500 members of the profession 
should be regarded as a unit, resulting in a Government 
or Parliament of medicine containing 100 members—31 
nominated as at present, and the remainder representative ; 
direct representation would then give London 14 members. 
Provincial England 30, Wales 2. Scotland 8, Ireland 6; 
the Services might be represented by 3 members, and the 
Colonies by 6. There would be no great difficulty in the 
financing of such a body or in establishing its relationship 
to the Government. 

In the evening the Annual Dinner of the General Medical 
Union was held at the Cafe Monico, Piccadilly Circus ; 
the chair was occupied by Dr. Blackhall-Morison. After 
the loyal toast had been drunk the toast of the National 
Medical Union was proposed bv Professor William Russell, 
President of the Union, who defined the causes for which 
the Union stood as those of freedom of the medical pro¬ 
fession from State interference in its affairs, and freedom 
of the public in their relations with medical men. No 
doubt, he said, the State had certain medical duties to 
perform, but the Medical Union held that it exceeded those 
duties w T hen the National Insurance Act was introduced. 
State interference had had a disastrous effect on the pro¬ 
fession and on its high ideals; the sense of individual 
responsibility for individual patients was being destroyed 
in the medical man, and with it the self-help and independ¬ 
ence which had been the glory of the working class of this 
country. Dr. Blackhall-Morison, responding, described the 
medical profession as the least organised portion of mankind ; 
he regretted its apathy in the matter of professional interests 
and also the ingorance which held many medical men 
back from what they considered to be political matter*. 
Dr. V. T. Greenyer, who proposed the health of the .Scottish 
Medical Guild, briefly described the origins of the Guild, 
of the London Medical Committee, and of the National 
Medical Union, which bodies had come into being to combat 
the State socialism rampart during the war and afterwards. 
He referred to the recent circularisation of the medical 
profession in Scotland by the Medical Guild on the subject 
of the Interim Report of the Consultative Council to the 
Ministry of Health, which had shown the majority of that 
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portion of the profession to disapprove both of the extension 
of national insurance and of the terms of the Interim 
Report. 

North of England Tuberculosis Society : Post- 
Graduate Course.—A small party attended the course 
recently held in Paris under the auspices of the Society. 
The visitors were impressed with the work being done at 
Berck-Plage for crippled children and the arrangements 
for treatment of pulmonary cases at Bligny sanatorium, 
and especially with the thoroughness in diagnostic methods 
and treatment of Dr. E. Rist at the Laennec Hospital, 
where artificial pneumothorax is practised. The members 
were hospitably welcomed at the various institutions 
visited, and appreciated the courtesy and helpfulness of 
Dr. Rist and his colleagues Dr. E. Sorrel, of Berck-Plage, 
Dr. Guinard, of Bligny, Dr. Besredka, of the Pasteur Insti¬ 
tute, and Dr. Williams and Dr. Soper, of the Rockefeller 
Commission in France. 

Paying Patients in the Bristol Voluntary 
Hospitals. —The two principal voluntary hospitals of 
Bristol, the Royal Infirmary and the General Hospital, 
have simultaneously decided upon the collection of payments 
from patients ; a guinea per week from in-patients, and a 
small fee at registration and on subsequent visits from out¬ 
patients. Each institution will appoint an almoner, and 
it is to be clearly explained to all patients that their contri¬ 
butions are towards the cost of maintenance and in no 
sense payment for the services of the honorary staff. The 
proposals are frankly experimental, and designed to meet 
the present financial emergency. The Rova! Infirmary, 
it may be added, has recently received from its President, 
Mr. II. H. Wills, a present of securities sufficient to bring 
in about £.">000 per annum. 

Anti -Vivisection Hospital (Battersea General 
Hospital, Inc.).—L ord Tenterden, who presided at the 
aunual court of governors of the hospital on May 26th, 
said that it was highly satisfactory that during the past 
11 years this hospital—so far as he knew, the only 
hospital of its kind in the world—could show an excess 
of income over expenditure. Nevertheless, the board 
would have to consider the necessity of closing down some 
of the wards unless a more assured annual income was 
forthcoming. The number of out-patient attendances in 
1920 was 11,557, 6000 more than the year before. 

Mr. Steward, representing the Hospital Saturday Fund, 
said that when he visited that beautiful hospital the patients 
told him they could not be more kindly or efficiently 
treated, and he could only say that it was worthy of whole¬ 
hearted support. The retiring members of the board were 
re-elected. 

New Association of Scottish Women’s Hospital 
Units.—A meeting was held on May 30th in the building 
of the Gvnajcological and Obstetric Unit of the Royal 
Free Hospital of past members and friends of this unit, to 
discuss the formation of an association to endow or maintain 
beds in the unit, of which Professor Louisa Mcllroy is 
the director. A resolution in favour of such an association 
w f as passed unanimously, and a committee was formed. 
Lady Selbome presided, and among the speakers were 
Mrs. Russell, M.D., Miss F. Ivens, M.S., and Sir Courtauld 
Thomson, who paid a tribute to the excellent work done 
by the hospital units under Professor Mcllroy in Salonica 
and in Constantinople, and congratulated the Royal Free 
Hospital on having secured her services. The cost of 
maintenance of each bed is £200 a year. Donations and 
subscriptions should be sent to Miss Dorothy W T illis at the 
Royal Free Hospital, Gray’s Inn-road, W.C.l. 

London School of Tropical Medicine.— A prize 
has just been instituted at this school in memory of the 
late Dr. W. H. Langley, C.M.G., Principal Medical Officer 
of Southern Nigeria. Dr. Langley died in the year 1912, 
and the fund was raised principally on the coast. The war 
intervened and all the papers, subscription lists, &c., 
went down in the s.s. Umgeni , when Dr. Lynch Burgess, 
of the West African Medical Service, who was treasurer, 
lost his life. Dr. Thomas Hood, C.M.G., and Major Gerald 
Bell, two of those originally connected with the movement, 
have made arrangements for setting up the memorial in 
connexion with the school. The prize (about £30) is to 
be awarded triennially and is open to competition among 
officers of the West African Medical Staff, whether on the 
active or retired list. The award will be made in respect 
of the best paper written on one of the following subjects : 
(a) Tropical Medicine or Surgery ; (b ) Tropical Hygiene 

and Sanitation; (c) Tropical Entomology and Parasitology. 
The first award will be made in the year 1924. Papers 
should be delivered to the Secretary, Seamen’s Hospital 
Society, Greenwich, London, S.E., on or before Oct. 1st, 
1024. ' 
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SOCIETIES.* 

ROYAL SOCIETY, Burlington House. Loudon, W. . 

Thtrdsay, June 9th.—Papers :—Prof. C. b. Sherrington 
Break-shoek Reflexes and “ Supramaximal Con¬ 
traction-response of Mammalian Ner v o-muscle to 
Single-shock Stimuli. Mr. It.. J. Ludford and Mi. 
J. B. Gatenby: Dicytokmesis in Germ Cells, or 
the Distribution of the Golgi Apparatus during Cell 
Division (communicated by Prof. J. 1.■ "ill), u- 
F. W. Edridge-Green : The Effect of Red Fatigue 
on the White Equation (communicated by PiJ»f- 
VV M Bavliss). Mr. E. Ponder : A Method foi 
investigating the Haemolytic Activity of Chemical 
Substances (communicated by Sir E. Sharpey Schafer). 
Mr. W. H. Pearsall : The Development of jegetatjou 
in the English Lakes, considered in Relation to the 
General Evolution of Glacial Lakes and Rock Basins 
(communicated by Mr. A. G. Tansley). 

LECTURES, ADDRESSES, DEMONSTRATIONS, &C. 

ROYAL COLLEGE OF PHYSICIANS OF LONDON, Pall 

M T l HUiii)SAY, June 9th.—a p.m.. Croonian Lecturo 
Dr. F. L. Golla : The Objective Study of Neurosis. 
WEST LONDON POST-GRADUATE COLLEGE, M est 
London Hospital, Hammersmith, \\. iwhrUn- 

Afnvniv June 6th.—12.1'> P.M., Dr. Burnford : Patholo¬ 
gical Demonstration. 2 p.m., Dr. S. Pinchin : Medica 
Out-patients. Dr. Morton : X Ray. Department. 
2 30 p.m., Mr. Baldwin: Demonstration of Casts, 

Surgical Wards. 5 p.m.. Lecture Dr. A. Saunders : 
Gastric Disorders in Adults. 

Titsd \v.—10 a.m., Mr. Steadman: Dental Department. 

11 Cm Dr McDougal : Electrical Department. 

12 noon,’Mr. T. Gray: Demonstration of Fractures. 
‘> ju .. Dr. Pritchard : Demonstration of Casts, 
Medical Wards. 5 p.m., Clinical Lecture Mr. 
Banks Davis : Throat, Nose, and Ear. 

Wkdvf-sdvy —11 v.m.. Mr. MacDonald: Demonstration 

of Cvstoscopy. ij noon, Mr. Sinclair: Surgical 
Diseases of the Abdomen. 2 p.m., Mr. D. Armour : 
Visit to Surgical Wards. Mr. Gibb : Eye Department. 
Dr. Owen : Medical Out-patients, o p.m., Lecture .— 
Dr. Morton : Carbon Dioxide Snow. . 

Thi-bsiht 10.30 a.m.. Dr. Si msou : Gynieeological 

Demonstration. 12 noon. Dr. S. Pinchin: Diseases 
of the Heart. 2 p.m.. Mr. Bishop Harman. Ejo 
Department. Mr. Baldwin: Orthopiedic Department. 
5 p.m.. Special Lecture :—Dr. A. Eichholz : Extra¬ 
ordinary Children—their Treatment and Management 
(open to all Medical Practitioners). 

Friday— 10 a.m.. Dr. G. Stewart: Neurological Demon¬ 
stration. Mr. D. Buxton: Dental Department. 
2 p.m. Dr. Burnford : Medical Out-patients. Mr. 
T. Gray : Surgical Out-patients. Dr. Pcrnet: Skin 
Department. 5 p.m., Lecture Mr. MacDonald: 

SATUm^vv.— 10 O A.M r . lI Dr. A. Saunders: Medical Diseases 
of Children. 2 p.m., Mr. Sinclair : Surgical Out-patients. 
Daily ._io V.M., Visit of Post-graduates to Wards. 2 p.m.. 
In-patient, Out-patient Clinics and Operations. 
NATIONAL HOSPITAL FOR THE PARALYSED AND 

- epileptic. 'School. ^ . n 

Monday, June (>th.— 2 p.m.. Out-patient Clinic : Dr. 
Hinds Howell. 3.30 p.m., LectureDr. Russell 
Reynolds : X Bay Demonstration of Spinal Cases. 
Tuesday June 7th.—2 p.m.. Out-patient Clinic. Di. 

. GrahWer Stewart. 3.30 p.m.. Lecture :-Mr. Armour : 

Surgical Treatment of Spina! Cord Tumours (I.). 
Thursday June 9th.—2 p.m.. Out-patient Clinic. Di. 
Fa^quhar Buzzard. 3.30 p.m , Lecture :-Dr. Kinmer 
Wilson : Tumours of Spinal Cord (II-)- . 

Fmn v y I line 10th.—2 PiM.i Out*p&fci 0 iifc Olinic - l)r. 
(IoVd HoIi™ 3.30 pai., Lecture :-Mr. Sargent : 
Surgical Treatment of Exophthalmic Goitre. 
NEUROLOGICAL OPHTHALMOLOGY. 
Wednesday, June 8th.—3.30 P.U., Mr. Leslie 1 atou . 
Optic Atrophy. 

Fee for Post-Graduate Coum ^, HowELL> Dcilu . 

ONDON HOSPITAL MEDICAL COLLEGE (UNIVERSITY of 
London', Turner-street, Mile End. E. 

A°Otmree > *of J< Fouiteen _ Lectures on Psycho-Neuroses, to be 
IfospitaL “open to'ftud?nU° 0 t STHospItaf and to 

Diagnosis. 

Friday. —5.15 p.m., Lecture XI. . Treatment. 

Ad TSfverJtnSo ‘r 

A C 7o rSt he t giv?n t WKS °iW 

Thltuujay, June 9th.—4.30 P.M., Lecture V. 
iiiTUrtTPAT, UNIT—A Special Course of Ten Lectures ou 
Advanced Su^ery in fhe Unit Theatre to Post-graduate, 
and Senior Students. 
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Tuesday, June 7th, and Thursday. —4.15 p.m., Mr. R. 
Howard : Diseases of the Breast. 
MEDICO-PSYCHOLOGICAL ASSOCIATION OF GREAT 
BRITAIN AND IRELAND, at the Maudsley Hospital 
Den mark-hi 11, S.E/ 

Tuesday, June 7th.—4.30 p.m.. Maudsley Lecture : Sir 
Frederick Mott. 

UNIVERSITY OF LONDON. 

Advanced Lectures to Students of the University and to 
others interested in the subject. 

A Course of Three Lectures in Embryology on Recent 
Advances in Experimental Embryology, to be given 
by Prof. E. W. MaeBndo at the Imperial College, Roval 
College of Science, Exhibition-road. S.W. 

Tuesday, June 7th, Wednesday and Thursday. — 5 p.m.. 
Lectures I., II., and III. 

A Lecture in Medicine on Permeability in Physiology and 
Pathology, to be given by Prof. H. J. Hamburger at 
the Rooms of the Royal Society of Medicine, 1, Wimpole- 
street, W. 

Wednesday, June 8tli. — 5 p.m. 

A Course of Four Lectures in Pharmacology, on Some Actions 
of Foodstuffs in the Production and Treatment of 
Disease, to bo given by Prof. E. Mellanby at the Roval 
College of Surgeons, Lincoln’s Inn-flelds, W.C. 

Monday June 6th, and Tuesday.— 5 p.m., Lectures 
I. and II. 

ST. BARTHOLOMEW’S HOSPITAL (University of 

London), West Smithfleld, E.C. UF 

A Course of Eight Advanced Lectures in Physiology, to be 
g^ven in the Physiological Laboratory, to Students of 
the University and others interested in the subject. 
Tuesday, Juno 7th.—4.30 p.m.. Lecture VI. ■ Prof E H 
Starling : The Heart in Exercise. ' 

UNIVERSITY COLLEGE (University op London), Gower- 
street, \Y 

A Course of Four Advanced Lectures in Hygiene to Students 
xt * he l T ,liver ^l y an( ? othvr * interested in the subject. 
Monday, June 6th, and Friday.— 5.30 p.m., Dr. C. Porter : 
Recent Developments in Legislation for the Prevention 
of Disease. (Lectures III. and IV.) 

THEJIOSPITAL FOlt SICK CHILDREN’, Great Ormond- 

Tm n.sD.yY, June 9th.—1 p.m., Lecture Mr. Pitts : Oral 
Sepsis. 

QUEENS HOSPITAL fOR CHILDREN, Haekney-road, E. 
A Course of I ost-Graduate Climcal Lectures and Demonstra- 
tnms in the Board Room of the Hospital, free to Medical 
1 ractitioners and Students of Medicine 

Jar,e 6th -rrMr N C Lake : Intussusception. 
Jiesdaa.—4 ivm., Mr. A. II. Todd : Common Disabilities 
(lV) he L ° Wer Lltubs (otlu ‘ r than Paralytic) in Children 

Thursday.— 4 p.m., Mr. B. W. Howell • Treatment nf 
Injuries to the Elbow (with cases) **»wnent of 

* R11 polirnnvelitis ! * *** Taj '^ or : Treatment of Anterior 

TAVfSTOCK CLINIC FOR FUNCTIONAL NERVE CASES' 
i>l. Javistock-square. W.C. 

A Course of Ten Lectures on Elementary Psvchotheranv to 
Kingsway^WC 1 ' H * C * Miller » at the Kings way P ilall, 

Fiuday, June 10th.—5.15 p.m.. Lecture VI.: Mental 
Mechanisms : Contiict : Regression : Repression ; 
Complete Format urn ; Transference: Compensation. 
INSTITUTE OF PATHOLOGY AND RESEARCH, St. Mary's 
Hospital, m the Lecture-room of the Bacteriological Depart- 

A Course of Lectures on Pathological Research in its Relation 
Stiufents IU ’ ° 1)eU t0 aU Mumbers the Profession and 

Thursday, June 9th.—4.30 p.m.. Prof. H. Head : Release 
of I unction hi the Nervous System. 

M ^Tv’MK STER lloYAL INFIRMARY POST-GRADUATE 

Tuesday, June 7th.—4.30 p.m.. LectureDr. W F 
Shaw : Malignant Disease of the Uterus. 


Coatkh, V. M M.A., M.D., B.C. Cantab., M.R.C.S. Eng., 
* has been appointed Honorarv Assist - 

ttnt 1 hysician to the Royal United Hospital, Bath 
McArthur, J., L.R.C.P., L.R.C.S. Edin., L.R.F P S Glasc 
POBKinN 1C FvA m M r B° f ^uisborpugh Urbaii 

(U^porarilyffor’ I 8 Ieworth“ UCh " MCdlCa, ° fflccr of HeaUh 
" °° n D ’^Y- ^ond., Assistant County Medical Officer. 

Oreet? aCt a9 ruberculosis Officer for Grays, Tilbury and 


Rwanda. 


For f urther information refer to the advertisement columns. 

£250. 


District Infirmary.— Res. S.O. 

Bedford County Hospital.— Asst. H.S. £150. 

BetM t?od <OVal Ho8pital ' Lambeth-road, S.E.—Juu. Asst. Phys. 
Birmingham. Queen’s Hospital.—Surg. Registrar. £100. 


Birmingham University. —Demonstrator of Anatomy. £300. 
Bradford Royal Infirmary. —H.S. £200. 

Brighton, Royal Alexandra Hospital for Sick Children . —Hon. 
Amesth. Hon. Radiologist. 

Brighton, Royal Sussex County Hospital. —Three H.S.’g. Cu^ 
H.S. and II. Amesth. Each £120. 

Bristol Royal Infirmary.— H.P., H.S., H.S. to Ear, Nose, 
^ J a ii d ,JA ro ® t , Dc I Jt -' Cas. O., and Ophth. S. Each £120. 
Cardiff, King Edioard VII. Hospital. —H.S. £200. 

Charing Cross Hospital, Agar-strcct, W.Cf— Phys. in charge of 
Children's Department. Asst. Phys. 

Colchester, Essex County Hospital. —H.S. £200. 

East Lo?idon Hospital for Children and Dispensary for Women, 
Shad well, E. —Asst. Phys. 

Evelina Hospital for Children , Southwark, S.E .—Phvs. to 
Out-patients. 

Exeter City Mental Hospital. —M.O. £300. 

Hackney Union Infirmary.— Jun. Asst. M.O. £414 16s. lOd. 
Hull Royal Infirmary. —Asst. H.S. £150. 

Leeds Infirmary , Beckett-street. — Asst. M.O. £400. 

Liverpool Royal Southern Hospital. —Two H.P.’s and three 
H.S. h. Each £100. 

Liverpool Stanley Hospital.—Three H.S.’s. Each £120. 

London Homoeopathic Hospital, Great Ormond-sbreet and Queen - 
square, Bloomsbury, W.C. —Two Res. M.O.’s. £100. 

London Lock Hospital , 91, Dean-street, IF.—Clin. Assts. 
Manchester Royal Infirmary. —H.P. £50. 

Ministry of Pensions, Birmingham Orthopaedic Centre.-Jun. 
Res. M.O. at the Highbury, Uilculme, and Sorrento Group 
of Hospitals. £350 to £400. 

Newcastle-on-Tyne, City Hospital for Infectious Diseases, 
Walker-gate. —Res. Med. Asst. £350. 

Newcastle-on-Tync, Hospital for Sick Children .—Jun. Res. M.O. 

Newport , Mon., Royal Gwent Hospital. — Hon. Radiologist. 
Nottingham Children’s Hospital. —Res. H.P. (female). Res. H.S. 
(female). Each £180. 

Plymouth, Borough of, —Asst. M.O.H. £500. 

Preston, and County of Lancaster Royal Infirmary. —H.S. £200. 
H.P. £200. 

Prince of Wales's General Hospital, Tottenham, A\ —Hon. 

Asst. P. or S. to N Ray Department. 

Queen Mary's Hospital for East End. Stratford, E. —Cas. 0. 
Rotherham Hospital. —Jun. H.S. £150. 

Royal Dental Hospital of London , Leicester-square, W.C.- 
Two Hon. Antcsths. 

Royal Free Hospital, Gray's Inn-road, W.C. —H.S. £50. Hon. 
Amesth. 

Royal Naval Medical Service. —Surg.-Lteuts. 26s. 6 d. per diem. 
Royal National Orthopaedic Hospital, 234, Great Portland-street. — 
Res. H.S. £150. 

Royal Waterloo Hospital for Children and Women. —Hon. Phvs. 
for Out-patients. 

Salford Royal Hospital. —Amesth. £50. H.S. and Cas. H. S. 
Each £150. 

Sheffield, Jessop Hospital for Women .—Asst. H.S. £100. 

St. Helens Hospital, Lancashire. —Res. M.O. £250. 

St. Pancras Hospital. —Asst. M.O. (female). £300. 

Southampton Free Eye Hospital. —H.S. £200. 

South Uist, Parish of. —M.O. and Public Vuccinator. £170. 
Stamford, Rutland and General Infirmary. — H.S. £250. 
Taunton, Taunton and Somerset Hospital. —Sen. H.S. £ 200 . 
Jun. H.S. £150. 

Victoria Hospital for Children, Titc-strcet. Chelsea, S.W. - 
Sen. Res. M.O. £250. 

West End Hospital for Nervous Diseases .—Asst. P. 

West London Hospital, Hammersmith -road, W. —Two H. P.’s. 

H.S. Each £50. 1*. Neurologist. 

Wigan Education Committee. —Female Asst. Sch. M.O. £5ou. 

The Home Secretary gives notice of a vacancy for a Medical 
Referee under the Workmen’s Compensation Act, 1901k 
for the Barnard Castle, Darlington, and Richmond County 
Courts in Circuit No. 2, and the Ley burn aud Northallerton 
County Courts in Circuit No. 15. Applications for th-.* 
post should be addressed to the Private Secretary, Homo 
Office, and should reach him not later than June"22nd. 
The Chief Inspector of Factories. Home Office. S.W.. gives 
notice of a - 
Factory aud 


'VVV4 1JLU1UV VFIUWU* kj. •« gtTXC- 

vacancy for a Certifying Surgeon under the 
Workshops Acts at Wolton-on-Xaxe (Essex). 


Carriages, an* Jeatjp. 

BIRTHS. 

Cunning. —On May 23rd, at Upper Wimpole-street, the wife 
of Joseph Cunning. F.R.C.S., of a son. 

Goodwin. —On the 30th May', at a nursing home, to Elsa Mary, 
wife of Aubrey Goodwin, M.D., a son (Timothy Rudhsll). 

Hancock. —On 28th May, 1921, at Trevaunance Cottage. Hovre 
Green, Chipstead. Surrey, the wife of Alien Coulter 
Hancock, mTc., M.R.C.S., L.R.C.P., D.P.H., of a son. 

Sandiland. —On May’ 19th, in Shrubl&nds Nursing Hours 
Croydon, the wife of Ernest L. Sandiland, mTB. B.S. 
D.P.H., of a son. 

Shephard. —On May* 23rd, at Latymer House, Sheenies?, 
the wife of Dr. Hopper Shephard, of a son. 

DEATHS. 

Bealy-Smith. —On May 26th, at Manchester, Richard Leonard 
Bealy’-Smith, M.R.C.S., L.R C.P., aged 53 years. 

Williams —On May 29th, at Queen Anno-street, W., Campbell 
Williams, F.R.C.S., aged 62 years. 

NJ3 .— A fee of 7s. 6d. is charged for the insertion of Not ices 
of Births , Marriages, and Deaths . 
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tMts, j&jjort Cffmmtnts, airtr Jnsbcrs 
to Comsponbents. 

THE ECONOMICS OF INFANT WELFARE. 

A meeting of the National Baby Week Council was held 
at Armitage Hall. Great Port land-street, London, W., on 
May 24th, when the reports of the Chairman of the Execu¬ 
tive Committee and of the Hon- Treasurer were submitted 
and addresses read. 

Dr. Eric Pritchard, chairman of the Executive Com¬ 
mittee, who preside'd, said that the three special phases of 
child welfare work, which the Council were emphasising 
this year, were (1) the importance of breast-feeding, (2) 
the urgent need for some scheme of pensions for civilian 
widows, and (3) the prevention of blindness with special 
attention to the infectiveness and treatment of ophthalmia 
neonatorum. It was hoped that the National Baby Week 
Council and the Health Week Committee would work in 
close cooperation. The National Baby Week Council would 
celebrate its fifth birthday from July 1st to 7th, but it 
had been suggested that combined Health and Baby Week 
celebrations might be held in the provinces and in Greater 
Britain in October. 

Mr. J. Mars den, the hon. treasurer, said that subscrip¬ 
tions and donations were greatly needed. On the basis 
of last year’s work about £450 would be required. There 
was a balance at the bank of about £150, and it was hoped 
that another £300 would speedily be forthcoming. 

Economy in Life. 

Dr. Mabyn Read, medical officer of health for Worcester, 
then read an inspiring address on the successful efforts 
to improve infant life in the city over the health of which 
he presided. The population of Worcester in 1900, he said, 
was 48,000; it was now about 50,000. When he was appointed 
medical officer of health in 1891 the infant death-rate was 208 
per 1000. During the first five years of the present century 
it was 145, in the next five years 124. from 1910 to 1914 it 
fell to 94, in the next five years it was 09, and last year 
the figures showed 07 per 1000. The three individual 
years previous to this—namely, 1917, 1918, and 1919— 
showed 04, 00, and 01 per 1000 respectively. Previous 
to the founding of the Infant Health Society in 1907 
there had been no particular health activities, though 
some 200 of the worst, houses had been removed—a small 
proportion in a total of about 11,000 dwellings. The 
Infant Health Society began with one health visitor, but 
in 1910 the city council gave a grant to the Society and two 
years later took over the health visitor as an official. A 
second health visitor was appointed in 1915. Though 
some classes for mothers were held, no clinics were started 
till 1917 when a lady doctor was appointed giving half 
her time to the clinic and half to school work. In 1919 
the Society obtained a grant from the American Red Cross 
Society and established an antenatal clinic. During the 
progress of the Society milk was provided for mothers and 
children, and was now supplied by the city council. In 1913 
dinners were given to expectant mothers, and a small 
amount of dental treatment was given ; both these 
activities were limited by the finances of the Society. 
From 1910 onwards, at the classes for mothers, the infants 
were weighed. No difficulty had been experienced in 
obtaining a welcome for the health visitor in the homes 
of the poor, and an important factor in the progress of the 
work was the cooperation and sympathy of the midwives. 
When difficulties had occurred. Dr. Read said, he called the 
midwives together, when matters were soon smoothed out. 
Some 10 midwives attended about 80 per cent, of the 
births in the city. The prevalent opinion among the 
mothers now was that it was a disgrace to have an unhealthy 
baby. The good results had been almost entirely’ due to 
home visiting. At the present time there were four health 
visitors and an antenatal centre, which was kept constantly 
full by the recommendations of the midwives. 

Economy in Efficiency and Economy in Health. 

Miss Eleanor Rathboxe (Liverpool) deplored the lack 
of provision made by the State for babies, motherhood not 
being recognised as work of public importance. The 
poverty period of the ordinary’ working-class family’ caino 
just at the time when the mother was bearing children, 
and this had most serious effects upon the race. Nothing 
could bo more wasteful or more extravagant lhan the 
present system of neglecting mothers and children. Was it 
not about time that the nation should recognise that its 
baby’ crop was as important as its wheat crop ? 


Dr. Leonard Hill said that health, including the health 
of the baby’, was bound up very largely with the question 
of coal. With our wasteful methods of using it only' about 
5 per cent, of its energy’ and heat value was utilised, the other 
95 per cent, polluting the atmosphere and setting up con¬ 
ditions which caused ill-health and dirt. We were now 
experiencing the benefits of unobscured sunlight as a result 
of the coal shortage, and he instanced the advantages of 
sunlight and fresh air as seen in the results to tuberculous 
children in Alpine climates, where they ran about covered 
with only' a loin cloth. The effects upon these diseased 
children were extraordinarily’ good. If this life and open 
air schools were good for the diseased the same conditions 
should be good for the healthy. In London he believed 
there were only two open-air schools, while in New York 
there were 120. 

Prof. E. L. Collis said that economy' consisted in 
spending money wisely and well, and that it must not be 
confounded with parsimony. By’ a long series of enact¬ 
ments during the past 100 y’ears, the country in the interests 
of economy’ had been nationalising the care of health. 
The first test of spending money wisely was the return on 
expenditure. On the credit side was the productive 
activity, mental and physical, of the adult members of the 
nation. But the results of nationalising the care of health 
had not as yet produced the most economical results. In 
order to obtain a healthy’ nation the first need was healthy 
babies. The standard of health of children at birth was 
fairly satisfactory and it ought to be maintained and 
improved. Girls in schools should be taught mother-craft. 
Money spent on health visitors was true economy. It was 
cheaper to spread a knowledge of fresh air and cleanliness 
than to patch up casualties in sanatoriums and dispensaries. 

In a short discussion which followed, reference was made 
to the need for better housing conditions, and for supplying 
children with milk in the interests of sound teeth. 


UNITED STATES ARMY RATIONS. 

In the April number of the Military Surgeon Major 
C. C. Mason and Capt. A. T. Shore speak of the work done 
in France by the officers of the Food and Nutrition Section, 
American Medical Corps, attached to the Division of 
Laboratories and Infectious Diseases. These were staff 
officers who considered whether the men got good meals 
regularly’, and if not, what was wanted—whether more food, 
better food, better distribution, better cooking, or better 
mess equipment. Much bread was at one time lost from an 
epidemic of mould, and this was looked into. Meat was 
supplied to the army “ in better condition than to the 
average American home.” It was difficult to arrange that 
all men should get rations, for on Monday’ demands were sent 


Table of Rations (in ounces). 


Ration. 

Garrison. 

Field. 

1 Travel. 


07 .. 

oz. 

oz. 

Beef, fresh 

20 

— 

— 

,, canned 

— 

10 

12 

Soup cubes 

— 

1*70 

— 

Bread, soft 

Id 

— 

10 

,, hard 

— 

10 

— 

Baking powder 

O’OS 

— 

— 

Potatoes, fresh 

20 

— 

— 

,, dehydrated 

Beans, dry 

— 

4 

_ 

4 

\ 

— 

,, baked, canned .. 

— 

— 

4 

Tomatoes, canned 

— 

— 

8 

Butter 

Milk, unsweetened, evapo- 

0*5 

— 


rated .. 

1 

1 

1 

Coffee 

1*12 

1*12 

1*12 

Sugar 

3*2 

3*2 

2*4 

Jam 

3 

3 

2 

Candy 

0*8 

— 

— 

Chocolates, sweet. . 

— 

1 

— 

Salt . 

0*04 

0*1(5 

— 

Tobacco 

0*4 

0-4 

0*4 

Pepper 

0*02 

— 

— 

Cinnamon . . 

0*014 

—. 

— 

Vanilla 

0*014 

— 

— 

Vinegar 

Alcohol (solidified) for 

0*8 

— 

— 

cooking 

— 

2 

— 


in, but not till Wednesday’ were the rations received, and 
meantime 30 new men might have joined : but eventually’ 
the telephone minimised this difficulty. There were mess 
sergeants who saw to the drawing and the storage of rations, 
serving of food and prevention of waste, but it is noted 
that these sergeants should not be chosen merely because 
they are unfit for other soldierly duties, and that cooks, too, 
should not be selected in the companies on the sole ground 
that they are fiat-footed men. In an appendix there is 
a statement of the various rations served out to American 
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SURGERY OF THE LUNG AND PLEURA. 
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SURGEON AND DIRECTOR OF SURGICAL UNIT, 

ST. BARTHOLOMEW’S HOSPITAL, ETC. 


(With Coloured Plates.) 

[The first lecture was devoted to an outline of the 
treatment of chest wounds from the beginning of 
the 14th century—when the science was raised by 
Theodoric, the Italian, and Henri de Mond^ville 
from the obscurity which had surrounded it since 
Roman times—to 1914. The lecturer referred to the 
44 Grande Chirurgie ” published by Guy de Chauliac 
in 1363 ; to the decline of Western European learning, 
including medical and surgical knowledge, during 
the Hundred Years’ War; to the appearance of 
gunshot wounds after the introduction of the arquebus 
in the 15th century; and to the renascence of 
surgery in the 16th century under Ambroise Par£, 
Gale Wurtz, and Peter Lowe. Coming to the 18th 
century, the work of John Hunter was discussed 
and linked up with that of Guthrie and Baron 
Larrey during the Napoleonic War. Mention of the 
Crimean campaign, the American Civil War, and the 
Franco-German War, led on to the 44 antiseptic era,” 
when the work of Pasteur and Lister, and substitu¬ 
tion of the pointed bullet for the leaden ball, rendered 
surgical conditions much more favourable in the 
Boer, Spanish-American, and Manchurian wars. 
It was pointed out that in earlier times improvements 
noted in one century were often forgotten in the 
next; that treatment during two periods—the 
14th century and the beginning of the 19th—was 
exceptionally good ; and that in the latter particu¬ 
larly, when knowledge of bacteriology and anaesthetics 
was still non-existent, a remarkable state of efficiency 
was nevertheless attained to by the medical services 
of the British and French armies during the closing 
stage of the Peninsular War.] 

LECTURE II.♦—TREATMENT OF WOUNDS OF 
THE THORAX DURING THE WAR OF 
1914-19. 

The treatment of wounds of the chest with which 
we started at the beginning of the recent war, and 
which gradually evolved, may be taken, in a measure, 
as the effect on us of the experiences of our predeces¬ 
sors. The most recent war of any magnitude which 
affected British military surgery had been the 
South African War. We saw how in that campaign 
the mortality from chest wounds was the lowest on 
j*ecord and that owing to the character of the weapon 
used—namely, the high-velocity low-calibre rifle— 
the wounds were, on the whole, not very severe, 
and commonly did not require active surgical treat¬ 
ment. At the commencement of the late war, there¬ 
fore, surgeons began with the assumption that the 
wounds would be more or less of the same character, 
and that the best treatment for chest wounds would 
be to leave them alone unless an empyema should 
form, in which case a drainage operation would be 
performed. This belief that operative measures 
were unnecessary is probably the main reason for 
the lack of surgical assistance provided for men 
suffering from chest wounds; for a long time, 
however, the fear persisted that handling a wounded 
lung might re-start bleeding, and that a wide opening 
of the chest and formation of a pneumothorax 
might cause death. 


* Lecture III. will appear in the next issue of The Lancet. 
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In addition to all these reasons, military exigencies 
in the early days of the war would not allow of 
anvthing like active surgery being performed in 
close proximity to the front line. The wounded 
men had perforce to be evacuated to hospitals at the 
base, where they often arrived too late for anything 
but conservative treatment. Acting on the assumption 
that active surgical treatment would be harmful, 
rather than beneficial, a statement of methods of 
procedure advised was drawn up for the use of 
medical officers and published in 1915 in the official 
Memorandum on the Treatment of Injuries in War. 

For purposes of comparison with the treatment 
adopted in previous wars, the following passages from 
this Memorandum may be quoted as a summary 
of the treatment:— 

“ No doubt many men shot through the chest die in 
a few minutes, but of those who live long enough to reach 
a field ambulance or a clearing station the great majority 
recover. . . . The most important treatment of all is absolute 
rest in the recumbent or semi-recumbent position. ... If 
the opening in the chest be large, so that air passes inland 
out during respiration, the skin around should be painted 
with iodine, and the opening of the wound firmly closed 
with antiseptic gauze covered by strapping. ... A third 
of a grain of morphia should be given subcutaneously as 
soon as possible. . . . The presence of h«mothorax is rather 
to be taken as an indication for non-interference ... it 
is to be accepted that tapping a haemothorax is never to 
be practised in the early days after a wound of the lung.” 

For empyema resection of a portion of rib and 
drainage of* the pleural cavity were advised. It was 
considered best that missiles retained in the chest 
should not be removed, unless they lay loose within 
the pleura and gave rise to pain and discomfort. 

Unforeseen Severity and Infection of Wounds. 

Unfortunately the hopes of a humane war engen¬ 
dered by the experiences of the South African 
campaign were not realised. None of those who- 
witnessed the arrival in this country of the first 
convoys of wounded will forget the dismay and 
consternation which accompanied the realisation 
that the wounds were severe and lacerated and 
almost all suppurating. Later, as the war of move¬ 
ment was replaced by trench warfare, wounds from 
shells, bomb, and trench mortar, and all the inven¬ 
tions of modern warfare became common, with the 
result that surgeons had entirely to re-cast their 
ideas of treatment, and the whole character of medical 
administration had to be remodelled. 

The Mortality of Chest Wounds. 

One of the hardest things to arrive at is the actual 
mortality of chest wounds, yet both from the adminis¬ 
trative and surgical aspect it is very important to- 
understand the problem to be faced, which is only 
now being arrived at. The fatal cases may be con¬ 
sidered under three headings as occurring :— 

(1) On the field of battle ; (2) in the forward 
medical units ; (3) in the base medical units. 

Deaths on the Battle-field .—There can be little doubt 
that the mortality of chest wounds on the battle-field 
was very high, although at first sight it was not 
expected. Medical officers working in field ambulances 
and casualty clearing stations saw how good was 
the recovery of a large proportion of the men who had 
been shot through the lungs and they naturally 
inclined to the belief that in most instances it was 
not a very serious matter to be hit in the chest. 
This view, however, neglected a very high mortality 
in the field. No figures on this point were collected 
in the British service. On the German side, Sauer- 
bruch gives records of 300 dead examined on the 
field, and states that 112 of them (or 37 per cent.), 
were wounded in the chest. A very similar figure, 29 
per cent., was recorded by Loffler for 469 dead on 
the battle-field in the Danish War of 1864, and in the 
New Zealand War of 1863 there was a 50 per cent, 
mortality. It is therefore probable that not less 
than one-third of those killed in the field had been 
shot in the chest. When one considers that the chest, 
roughly, is one-third of the target offered, it is prob¬ 
able that the figure given is approximately correct. 

A A 
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Fig. 2. The Wounded Lung. 
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Fig. 3. The Chest widely opened. 



Fig. 4. Repair of the Diaphragm. 
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evacuation of all foreign bodies and of effused blood 
from the pleural cavity ; repair or suture of the 
damaged lung, and closure of the chest cavity by 
suture. 


a pressure chamber. My own predilection was for 
the use of chlorform, either by itself or combined 
with oxygen, given through a Shipway’s apparatus. 
The French used ether ; the Americans, when they 
came in, used gas and oxygen, and many British 


, d emon str a ted with absolute .certi- i gu P g eons Pm pi 0 yed local anaesthetics. It Is therefore 

tude that the correct treatment of a contaminated i 


wound, in order to prevent infection and suppura¬ 
tion in that wound, is a mechanical cleansing 
carried out a few hours after the injury before 
organisms have had time to grow and infect. This 
is attained by excision of the damaged and devitalised 
tissues, and removal of all foreign bodies, followed 
by early closure of the wound either by primary 
or delayed primary suture. The establishment of 
this principle is a far-reaching truth and is the 
greatest contribution made to military surgery 


evident that the anaesthetic problem is not a difficult 
one. One of the bogies which hindered progress 
was therefore killed. 

Manipulation of Wounded Lungs .—The other 
great fear—that handling of a wounded lung might 
re-start a serious bleeding—also vanished, for it 
was found that such manipulation was easy, was 
not attended by a serious fall of blood pressure, 
and did not cause bleeding. Once these difficulties 
were removed the way to advance was clear, and 
it remained only to decide which were the correct cases 


in the late war. It results from the knowledge of to ato on< ' nd to devise the bost ^ of access 



anatomy, physiology, and pathology and is applicable 
equally to wounds of the extremities, head, abdomen, 
or chest. Many of our predecessors, especially in 
the Napoleonic, wars, did great work, but the 
knowledge of p 

bactei'iology was T 

denied them, and 
so they were un¬ 
able to attain the 
results which were 
achieved by sur¬ 
geons in the late 
war. The appli¬ 
cation of this 
great truth to 
wounds of the 
chest was not 
arrived at in one 
step ; it was only 
little by little that 
we groped to¬ 
wards the light, 
and when we 
recall our early 
efforts to cure 
grossly suppur¬ 
ating wounds with 
highly - coloured 
strong antiseptics, 
and how we stated 
that surgery was 
put back to the 

as if we had been extraordinarily short-sighted 
and stupid. It is customary to exhibit a mild 
amusement at the quaint practices of our 
forefathers, but did not we forget much more than 
they forgot ? 

Obstacles to Chest Surgery. . . 

... i-i. .. of the experiment was a young Australian doctor, 

As has been mentioned before, surgeons attempting who was & mHte d with a large open wound over the 
chest surgery were at first troubled by two apparently lower part of the tborax and a retained missile, 
large obstacles. The first was the drea,l of opening 4 ^ consultation with the excellent and helpful 
the chest, under a genera anaesthetic, lest the pUysiciall who waa associated with the investigation, 
resulting pneumothorax should cause a fatal respira- Operation was decided on. The patient was anaesthe- 
tory failure; and the second was the fear lest | ^ with ch i 01 . 0 form, the wound opened up, about 
manipulation of a recently-wounded lung might , four inche8 of tho broken rib excised, and the pleural 
start uncontrollable bleeding. If the principle of cavity opened widely by means of a rib-spreader, 
mechanical cleansing of the wound was to be carried 1 In t 4 c ’ avity ot th ' pl ' ura W as found a shrapnel 
^en it was necessary that a wide opening in | ball a bit J rib and *; large piece of khaki tunic, 
the chest should be made so that the thoracic viscera The > removed, the jagged ends of rib cut cleanly 

could be brought mto view. oflj and the p , eural ’ avit J y c f eal . ed of Wood ; then tho 

Amesthctics .—Prior to the war, the inclination chest was closed in layers, pleura to pleura, muscle 
of surgeons tended towards the use of some form I to muscle, and skin to skin. To our great joy the 
of pressure chamber or intratracheal insufflation ! patient did well ; the wound healed by first intention 
apparatus when it became necessary to open the | and remained healed, the lung rapidly expanded, 
pleural cavity. It was evident that such an apparatus ! and the pneumothorax disappeared. There was no 

_:_1:_• XT_ 1*11 _J _ _ *_1 • ! ! •« ■ , , ,1 i - c ,1 •_ 1 . . 1 1 _ 


which air was being sucked in and out. 
shows stages in the thoracotomy performed on this patient 1 
Infliction of his wound. 


to the thoracic cavity and the necessary technique. 
Selection of Cases for Operation. 

It appeared obvious that a certain proportion 

of patients would 
get well without 
any operation, 
and equally 
obvious that a 
certain number 
required surgical 
treatment, either 
to save their 
lives or to prevent 
a long and severe 
illness ; there was 
also a large 
intermediate class 
in which opinion 
might be divided. 
The sort of case 
which appeared 
most to require 
assistance was the 
man with a large 
open wound with 
fracture of ribs 
and a retained 
missile. Such 
cases almost in- 
variably did 


Drawing of patient with-an^ojen wound on tho right sido of tho chesty through 


The series of drawings (Figs. 5-8) 
.5 hours after 


pre-Listerino period, it seems | badly on account of sepsis. Many died, or if they did 
J ’* ** 1 J ’ not die, developed an empyema which seriously 

affected their convalescence. 

It was on such a case that I personally did my first 
big thoracic operation during the war. It was in tho 
latter end of 1910, while the work was very much 
in the experimental stage, and curiously the subject 


was impracticable in the field and a very few trial* 
with tho ordinary anaesthetics proved at once that, 
at any rate under conditions then prevailing, a I 

_X *_x_1 J 1- __XT 1 • T _■_ 1 1 .i ! 


doubt that that man, if nothing had been done, would, 
even if he had lived, have had an empyema which 
would have invalided him for a long period and very 


patient could be anaesthetised and one pleural cavity 1 likely have given him a lifelong disability. As a 
could be opened widely without any grave danger, matter of fact, his convalescence was short, and he 
As a matter of fact, patients with thoracic w T ounds soon regained his unit; we saw him in 1917 and 
bore operation well and took an anaesthetic satis- again in 1918 and were able to assure ourselves 
factorily, and we found it unnecessary to consider i by his record of service and by clinical and X ray 

AA 2 
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Fig. G. 



The wound of the soft parts has been excised down to the 

broken rib, which is being lifted subperiosteally by Doyen’s 

elevator ; the wound through the parietal pleura is exposed. 

examination tliat his cure was sound and permanent. 
This successful case made a deep impression on our 
minds and revealed the possibilities of thoracic 
surgery in the lield which, though suspected, were 
not proved. 

It is unnecessary to detail all t he steps which led 
up to the practice which was in force in the British 
armies on the Western Front. at the termination 
of hostilities. The results: achieved were the outcome 
of the earnest work of many surgeons, who received 
the greatest assistance from physicians, bacterio¬ 
logists, and radiologists; the value of the team¬ 
work, as witnessed in the British Expeditionary 
force, has made a big impression on our pro¬ 
fession. 

Simultaneously with the progress made in the 
British medical services, the most excellent work 
was being done by the French, and the name of that 
brilliant surgeon, Pierre Duval, whom we esteem 
as an Honorary Fellow of our (’ollege of Surgeons, 
must ever be associated with thoracic military 
surgery. 

Position of the Treatment of Chest Wounds 

AT THE END OF THE WAR. 

In order to demonstrate the changes which had 
been made in the treatment of chest wounds during 
the war, it may now be apposite to quote a summary 
which was published in the last “ Manual of Injuries 
and Diseases of War,” printed in 1918, as a guide 
to medical officers. 

“ I. Coses in which primary operation is indicated :— 
(1) A ragged wound of the soft parts ; (2) compound 

fracture of ribs ; (3) bleeding from the parietal wound 

and intercostal artery ; (4) pain ; (6) an open wound of 
the thorax through which air is pumped in and out of the 
pleural cavity ; (0) retention of a large foreign body 

in an accessible position. 

II. Cases which do not require primary operation :— 
(1) Small clean wounds, including through-and-through 
bullet wounds, without evidence of serious intrathoracic 
injury other than ha*rnothorax ; (2) cases in w’hich a missile 
is retained, which is only of a small size ; (3) cases in which 
a missile, though of large size, is in a position difficult of 
access; (4) cases of uninfected hauuothorax. 


III. Cases in which primary operation is contra-indi¬ 
cated :—(1) Shock and collapse, such as would be contra¬ 
indications for any surgical procedure ; (2) Collapse of the 
opposite lung.” 

Treatment by Operation. (Fig 5.) 

If an operation is to be done, it should be under¬ 
taken as soon as the initial shock of the injury has 
passed off and before sepsis has been established* 
After the lapse of 48 hours it is rarely advisable to 
perform any operation except for evacuation of an 
infected pleural cavity. It was found by experience 
that it could be undertaken usually about six hours 
after admission to a clearing station—that is to say, 
about 12 to 21 hours after receipt of the injury. 

If nothing else be done, wounds of the soft parts 
(unless small and clean, e.g., rifle-bullet wounds) 
should be excised, because otherwise they will 
suppurate and infection may spread along the track 
of the missile, into the pleural cavity, giving rise 
to empyema. (Fig. 0.) Excision of the wound of 
the soft parts should be extended down to the ribs 
which are frequently broken. Whether or no further 
operation be undertaken for opening the chest, 
the splinter's of bone should be removed, jagged ends 
of rib cut cleanly off. and all dead tissue excised. 

• Examination of the wound in this way may reveal 
either a bleeding intercostal artery or a large hole 
leading into the chest; a finger introduced into the 
pleural cavity may discover splinters of bone free 
or sticking into the lung. At this stage the case has 
been converted into one of open thorax ; if it is 
decided not to open the chest further, the blood 
should be evacuated by rolling the patient on to the 
side, and then the thorax should be closed in layers 
—pleura to pleura, muscle to muscle, and skin to 
skin. 

The importance of early closure of the chest 
cannot be over emphasised : the relief given to the 

Fig. 7. 



The pleura has been incised in the line of the resectod rib and 
the chest opened widely by means of a rib-spreader. The 
effused blood has been evacuated, giving a clear viow of the 
diaphragm, in which there is a small injury ; of the modi- 
astinuin, uninjured ; and of the wounded counted lung. The 
hole in the lung und the rent of the diaphragm were sutured . 
the cause of the injury, a piece of shell, was removed from 
tho pleural cavity and tho chest closed. 
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Fig. 8. 



Shows the first and second stages in the closure of the chest. First, the parietal 
pleura together with the periosteum of the rib is sutured ; then the muscles, and 
finally the skin. The shell fragment removed from the chest is shown at the 
sido. The patient made a good recovery without suppuration. 


to be excised and less damage is 
done to the chest wall by a single 
incision. 

A missile may, however, lodge 
in the chest at a spot remote 
from the wound, and in such a 
case access has to be gained by a 
fresh incision. (Fig. 7.) The route 
that probably provides the 
best and easiest access is via the 
fifth rib in the mid or anterior 
axillary line, whence with the 
aid of a retractor or rib-spreader 
any part of the pleural cavity 
can be reached. With the chest 
thus widely opened the lung can 
be seen clearly and the foreign 
body may be visible ; if the blood 
effused into the pleural cavity 
obscures the view, it should be 
remove by syphoning or mopping. 
If the foreign body is not visible 
(Fig. 8) it may be sought by 
inserting the hand into the 
pleural cavity, and removed 
through the wound of entry in the 
lung or by fresh incision into 
lung tissue. (Fig. 9.) Manipulation 
of the pleural contents can be 
done freely without dangerous 
fall of blood pressure. 

Treatment op Wounded 
Lung. 

Early operation, even within 
12 hours after receipt of a 
wound, does not cause recrudes¬ 
cence of bleeding. Bleeding 
stops automatically when the 


patient is immediate and 
great. Our ancestors dis¬ 
covered it as long ago as 
the 14th century, but it 
was forgotten time and 
time again. It was only 
on July 27th, 1917, that 
n memorandum was issued 
to the medical officers of 
the British Expeditionary 
Force calling attention to 
the value of the treatment 
of open pneumothorax 
by immediate temporary 
closure by suture. 

Thoracotomy. 

It is not difficult to 
open the chest sufficiently 
widely to allow of a 
complete examination of 
the lung and the pleural 
cavity. This opening may 
be made by excising about 
four inches of rib or by 
making an incision 
through an intercostal 
space and then inserting 
a rib-spreader, of which 
there are several efficient. 
The choice of route 
naturally depends upon 
the position of the foreign 
body relative to the 
wound of entry. Where 
possible, thoracotomy 
through the wound is 
to be preferred, for 
in any case the wound 
of the parietes needs 


Fig 9. 



Drawing: to illustrate the method of suturing the lung in tho previous case (Fig. 3, 
Coloured Plate), after excision of the wounded area. The patient recovered without 
suppuration. 
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lung collapses, unless a large vessel has been injured. 
Lung tissue may also be incised without fear ; any 
fresh bleeding is easily controlled by suture. The 
treatment of a wound of the lung itself is sometimes 
difficult owing to the fact that it is undesirable to 
slit up a large wound so as to excise it. If the wound 
is readily accessible it should be excised, and if 
that is not practicable it should be cleansed as far 
as possible by wiping with gauze. (Fig. 10.) Luckily 
the lung is a well-aerated and vascular organ, appar¬ 
ently able to withstand a very considerable amount 
of infection. The proof of this statement lies in the 
fact that gas gangrene of the lung itself was of rare 


had to be kept to see that there was not an accumula¬ 
tion of fluid in the pleural cavity, and some surgeons 
adopted the principle of a daily puncture of the pleural 
cavity with an exploring needle, in order to keep 
the cavity dry. In this way they copied, but in an 
improved manner, the ancient custom of sucking 
the wound which was employed for so long in the 
earlier wars. 

Such was the large operation which was developed 
for the treatment of a certain number of cases. 
For one reason or another, a very large group of 
cases were not operated on, either because there 
was not time or opportunity to do so, or because it 


Fig. 10. 



A perforating: bullet wound with small entry and " oxplosive ” exit. The destruction to ribs and pleura was great, and a 
large hole leading into the chest is revealed by the first stage of the operation. 

occurrence, though anaerobic infection of the blood was not considered necessary, and a considerable 
in the pleural cavity was frequently met with. The number of them became infected. It would be of 
hole in the lung is easily closed by suture and should great value if one could foretell which patient would 
be so treated. (Fig. 11.) become infected and which would not, for then one 

Cleansing of the Pleural Cavity .—In all cases would forestall sepsis by an early operation. Unfor- 
it is necessary to leave the pleural cavity dry and tunately, one cannot do so, and all it is possible 
clean. The blood in it can easily be scooped out to say is that a patient who has lost a large quantity 
with the gloved hand and then the surface can be of blood is more liable to infection than one who has 
gently sponged. There is no objection either to wash- not. 

ing it out with warm saline—the French use ether ; Treatment of Hemothorax. 

but in any case it should be left dry and then closed. Opinion has fluctuated as to the correct treatment 
Closure of the Chest .—Whether the operation of a patient suffering from hsemothorax without 
has been performed through the wound or by fresh retention of a foreign body and without severe 
incision, the chest must always be closed completely lacerated wounds—e.g., such as result from through- 
in layers. In those cases in which there has been and-through bullet wounds. 

a loss of pleural membrane it may be impossible to Almost any patient with a penetrating wound 
bring the two edges together, and one has to content i had a luemothorax to a lesser or greater extent, 
oneself with a covering of muscle and skin. I Very many men with clean perforating wounds 

A large number of the patients treated in the and a small hemothorax recovered quickly and 
manner just described made a good recovery, and j returned to duty without disability in one or two 
in those patients who had lost a large quantity of months. Others with a large luemotborax, had 
blood recovery was aided by a transfusion of blood. Of a long convalescence and recovered with a dis¬ 
course all the patients did not heal by first intention ability of shortness of breath, due to librous thicken- 
and a certain number of them developed an empyema ing of the pleura and contraction of the chest; 
which had to be drained later. A careful watch others again became infected and developed an 
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empyema with all its well-known dangers and 
troubles. In the early days of the war it was not 
considered desirable to aspirate a haemothorax 
for several days after the injury for fear of starting 
bleeding. This fear was found to be groundless, 
and with better knowledge it was clear that in 
any case of haemothorax large enough to cause dis¬ 
tress it was not only harmless to aspirate, but 
actually beneficial, and so this became the general 
practice. A few enthusiasts w r ent so far as to urge 
that every case of penetrating wounds should be 
operated on, the haemothorax emptied, and the 

Fig. 


in general terms, the method was not successful 
if the infection was due to streptococci. 

Abdomino-Thoracic Wounds. (Fig. 4.) 

So far the subject has been considered as if wounds 
in the recent war were always single and confined 
to one cavity, as was more likely in days when men 
fought with sw 7 ord and lance. Unfortunately this 
was not so, and surgeons who served with the armies 
must remember how often they were confronted 
with a man suffering from multiple wounds. A man 
might have a chest wound and a wound of the 

11 . 



Second stage of operation from the same case as Fig. 10. The lung, which was adherent to the parietal pleura, shows 
extensive laceration, and in this lacerated area are fragments of rib and visible lung vessels. In this case bleeding was still 
going on 23 hours after the wound, because the lung could not collapse on account of its adhesions. The bleeding 
points were ligatured and the chest then closed. The wound suppurated down to the lung, but the patient mado a slow 
and satisfactory recovery. 


chest closed. This appeared to be an extreme view r 
which w r as not justified. 

It remained, therefore, an axiom that a patient 
with a haemothorax should be watched most care¬ 
fully for signs of infection, so that with the first 
development of symptoms more active measures 
might be taken. 

Treatment of Infected Hcemothorax . 

Signs of infection of a haemothorax developed some¬ 
times within a few days of the injury, or might be 
delayed for four, five, or six weeks. In the late stages 
where pus had formed the only treatment to be done is 
a drainage operation. If, however, infection developed 
and was recognised within a few 7 days after the wound, 
it was often worth while to make a wide opening 
in the chest, so as to clear out the whole of the 
haemothorax fluid and the blood clot. In a few’ cases 
in which infection was mild it proved possible to 
close the chest completely without drainage, and in 
others a secondary closure w r as made after cleansing 
the pleural cavity for a few* days with Carrel-Dakin 
fluid. 

The success of the procedure in these cases seemed 
to depend more on the amount and character of 
the infecting organism rather than the surgery ; 


head, spine, or abdomen as well. Often, too, the 
same bullet traversed the abdomen and the chest, 
and these abdomino-thoracic wounds formed a 
dangerous and difficult class to deal with. If the 
intestines were perforated they had to be sutured 
to save life, and one had to weigh the advisability 
of operating on both the abdomen and the chest 
through separate incisions—unless it was possible 
to reach both through one incision, as sometimes 
occurred when the wound was in the lower left 
costal area. In doing operations in the pleural 
cavity one learnt how often the diaphragm was 
injured, and it w’as illuminating to realise how much 
easier it was to suture this structure from the superior 
rather than the inferior aspect. 

Late Results of Chest Wounds. 

Much might be said about the complications 
of chest wounds, of emphysema, of collapse of the 
lung, and a number of interesting phenomena. There 
is also a long chapter yet to be written on the after- 
results, such as the varying amounts of disability 
and the ultimate fate of retained missiles. Only 
by taking a broad view of the subject can one justly 
assess the results obtained. 
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If we may now presume to generalise, it may 
be said that progress has been made; but it is 
clear that this progress has been painfully slow, 
and neither steady nor continuous. It is also clear 
that at no time during the last 600 years has so 
great an advance been made as during the last war; 
the reasons for this advance are, broadly: The 
stimulus given to research by the large number of 
wounded, the fact that the medical services reached 
a pitch of excellence never previously attained, 
and the application to surgery of bacteriology, 
which supplied a rational treatment for wounds 
that was not understood by our forefathers. 


Clre Relation 

OP 

HEART DISEASE AND PREGNANCY. 

By Sib JAMES MACKENZIE, M.D. Edin., 
F.R.S., 

DIRECTOR OF 8T. ANDREWS CLINICAL INSTITUTE. 

IN FOUR SECTIONS—SECTION II. 

The Physiology of the Heart in Relation to 
its Efficiency. 

Adaptability of the Heart to the Body's Needs. 

The function of the heart is to supply blood to 
the body. The amount of work done by the heart 
is toot constant, for it has to vary its activities 
according to the requirements of the different organs. 
The organs of the body vary in their activities. 
At one time they are functioning, at other times 
resting. The heart also varies its activities to meet 
these requirements. 

The work of the heart is greatly facilitated by 
the modification of the function of other parts of 
the circulatory apparatus. Thus, during the activity 
of an organ the heart’s output is increased, chiefly 
by an increase in the rate of its contraction ; at the 
same time its work is facilitated by relaxation of 
the blood-vessels of the active organ. The heart 
itself receives a greater supply of blood during its 
increased activity. Starling computes that the 
amount of blood received by the heart during effort 
may be three times as great as that which it receives 
when at rest. This increased flow is rendered possible 
by the peculiar distensibility of the coronary artery. 

Rest and Reserve Forces of the Heart. 

The ability of the heart to accommodate its work 
to the requirements of the body is due to certain 
qualities inherent in the heart muscle. When the 
body is at rest the heart supplies just that quantity 
Of blood which maintains existence. When effort 
is made it has the power of increasing its energy to 
meet the new demands. There are thus two forms 
Of heart force: one, sufficient for the needs of the body 
when at rest—the rest force ; and another, held in 
reserve, and used only when an effort is made—the 
reserve force. 

While this distinction is somewhat theoretical, 
and is not sharply defined, yet the difference between 
the heart at rest and the heart during exertion is a 
very real one. Its importance will be made clear 
when we are considering heart failure. 

Response to Effort in Health . 

The healthiest heart can be forced to do only a 
certain amount of work ; in other words, the reserve 
force is limited. Exhaustion of the reserve force 
is shown by signs of distress, particularly by dyspnoea. 
When effort is made the heart responds and con¬ 
tinues to use its reserve force ; so long as this is not 
exhausted, effort causes no distress. Thus, though 
an individual may be able to walk a certain distance 
in comfort, if he carries a heavy weight he will suffer 


distress before that distance is accomplished. His 
heart is not in any way impaired, but its reserve 
force is exhausted sooner. 

Relation of the Reserve Force to Pregnancy. 

This simple statement explains many of the 
phenomena which occur in the heart during preg¬ 
nancy. We know that this state imposes more work 
on the heart, and this not only in connection with 
the maintenance of the placental circulation, but also 
in respect of the additional weight carried by the 
mother. There are again disturbing factors in the 
form of interference with the shape and movements 
of the chest and displacement of the heart itself. 

All this additional work is met by a call upon 
the reserve force. This is shown by the fact tnat 
the field of response to effort becomes limited ; the 
pregnant woman cannot run upstairs so freely or so 
easily as was her wont. 

Does the Left Ventricle Hypertrophy during 
Pregnancy l 

The assumption that the heart hypertrophies 
during pregnancy is, as I have suggested already, 
not justified. To begin with, there is no need for 
hypertrophy so long as the reserve force is ample ; 
as we shall see, when it is not ample, grave complica¬ 
tions arise. Moreover, it is a mistake to imagine 
that a heart can hypertrophy in the easy fashion 
postulated. While it is possible that long years of 
continued severe effort may produce a slight increase 
in the size of the organ, this increase is so small 
as not to be perceptible in the vast majority of people 
who lead strenuous lives. It is a matter of observa¬ 
tion that strong, healthy, vigorous men do not have 
larger hearts than men carrying on much less vigorous 
work. The fact that pregnant women are hampered 
by breathlessness in making some effort which 
previously they could undertake in comfort shows 
an earlier exhaustion of the reserve force. This does 
not suggest hypertrophy. Further, hypertrophy 
cannot be detected by a physical examination of the 
heart, except in those instances—for example, aortic 
regurgitation—in which it is very well marked. In 
such cases there is a big and forcible apex beat. 

This forcible apex beat does not present itself 
in healthy pregnant women. The changes in the 
shape of the heart which occur are thus not due to 
hypertrophy. On the contrary we have a complete 
explanation of these changes in the displacement 
of the organ and the widening of the chest caused by 
the uterine tumour. 

Relation of a Normal to an Impaired Efficiency . 

The distress arising from an exhausting effort 
may not be due to disease of the heart, for distress 
can arise in health. This is well seen when any one 
becomes “ winded ” on running as far as he can. 
So that the phenomena of exhaustion are the same 
in quality in health and in disease. In health they 
appear more slowly, in disease more rapidly. 

The distance which a healthy person can run is 
determined by the onset of distress. In the very 
young this distance is short; but with the years it 
gradually increases, until a maximum is reached 
in the hey-day of early manhood. From that period 
onwards a gradual decrease sets in, the distance ever 
diminishing, till old age is reached. There is no 
standard. Some people are remarkably long-winded ; 
others, equally healthy, are short-winded. 

The Purpose of Distress in Effort. 

The purpose of the mechanism which thus limits 
for each of us the amount of effort we may undertake 
can fairly be described as protective ; and it is well 
to keep this point of view in mind. It affords not 
only a measure of the heart’s capacity, but also a 
rational line of treatment in heart failure. The 
mechanism is protective because of the universal 
dislike of distress. This dislike compels a man to 
cease effort before injury is done to his heart or other 
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organs which are being strained. Little considera¬ 
tion, therefore, is required to understand how observa¬ 
tion of the response to effort becomes the most 
important method of estimating the heart’s efficiency. 
In eliciting this response we are calling into play 
a mechanism which exists in every individual, 
healthy and diseased. 

The Standard of the Heart's Efficiency. 

However, the doctor is to employ this method 
intelligently; and to do so he must undergo very 
careful training. The method is apparently so 
simple that everybody feels confident that he has 
recognised it, used it, and exhausted its possibilities. 
As a matter of fact, few people have given it any¬ 
thing like the amount of study it requires. In 
consequence its importance and the manner of its 
application are only partially understood. 

The standard distance to be employed in deter¬ 
mining whether or not an individual’s response to 
effort is limited may at first seem a matter requiring 
definition. I have already referred to the fact that 
some people are long-distance runners, while others 
can run only a short distance. An amount of effort 
which would stop the latter may thus occasion the 
former no trouble. From this it can be seen that 
each has his own standard. It is therefore the duty 
of the doctor, by appropriate questions and tests, 
to obtain a knowledge of his patient’s individual 
capacity, both in health and disease, before he 
attempts to determine the presence or the degree of 
heart failure. This information can be acquired only 
after much experience, as indeed may be understood 
when the various elements of the problem are taken 
into consideration. Thus, some people with damaged 
hearts can walk long distances but cannot cycle, 
while others can cycle but are distressed by walking. 
Some people, again, suffer speedily on walking on 
a cold day or after a full meal. One man with 
mitral stenosis and auricular fibrillation followed 
his occupation as a mechanic, swinging his fore¬ 
hammer many hours, but had difficulty when 
walking up a hill. 

The Law op Heart Failure. 

The Response to Effort in Disease. 

The first sign of heart failure is a diminution of 
the power of this organ to respond to effort. The 
heart, as we have seen, holds in reserve a force 
which can be liberated to meet the demands of the 
body. The exhaustion of this force gives the key to 
heart failure. All the organs of the body, being 
dependent on the heart for an increased supply of 
blood during their activity, show an impaired efficiency 
when there is any failure to supply their require¬ 
ments. Thus the first sign of trouble will be found 
not in the heart itself, but in the other organs. Their 
functions will be interfered with and they will give rise 
to symptoms. 

The Nature and Mechanism of the Early Signs of 
Heart Failure. 

Bodily exertion is the most effective way of calling 
upon the whole reserve force of the heart. Exertion 
can be carried on at the command of the will; it 
employs great masses of muscles, and these require 
a great increase in their blood-supply during effort. 

While during exertion the muscles demand and 
receive an increased supply of blood, the other 
organs of the body have their blood-supply impaired. 
Their functions are thus not properly executed. 
Most of the organs afford no sign of impaired function ; 
there are, however, organs which are extremely 
sensitive to a diminished or depraved supply of 
blood. 

The failure of blood-supply occurs in two ways: 
(1) by an impairment in quality; and (2) by a 
deficiency in quantity. During continuous effort 
in health and in disease a time comes when the 
output of the heart diminishes so that the organs 


do not receive a supply of blood suited to their re¬ 
quirements. This diminished circulation through 
the cleansing organs results in an accumulation of 
waste products in the blood. 

The consequences of this accumulation react 
upon all the organs, but there are two in particular 
in which symptoms of a striking and easily recog¬ 
nised kind are produced. The symptoms are so 
characteristic that we must set them down at once. 
They are: (1) breathlessness and its associated 
phenomena, in consequence of the stimulation of 
the respiratory reflex; (2) pain and its associated 
phenomena in consequence of exhaustion of the heart 
muscle. Both may not be present in the one indi¬ 
vidual, but one or other is always present, however 
slight the degree of heart failure may be. In advanced 
conditions other organs and tissues may show signs 
—for example, dropsy and enlarged liver ; but these 
are late manifestations and are not constant. 

Respiratory Distress. 

The system most sensitive to an impaired blood- 
supply, or rather the system which most readily 
gives rise to sensations of distress, is the respiratory. 
Exactly how the distress is brought about need not 
concern us here; the point we are making is its 
association with heart failure. This is definite and 
beyond dispute. The impaired and impure blood- 
supply stimulates the respiratory reflex, so that the 
breathing is increased in rate. It is not, however, 
the rapid breathing which constitutes the distress, 
but that curious sensation called sometimes “ air 
hunger,” a feeling which compels the patient to take 
deep and rapid inspirations. 

This breathlessness is the most common cause of 
distress in health and in disease. It is, in its quality, 
similar in both these states, as we have already 
suggested. Thus, a man in health runs a mile with 
ease, but suffers distress when this distance is 
exceeded ; his heart becomes impaired, and then he 
may have the same symptoms of distress on running 
a few yards. With further impairment the breath¬ 
lessness may come on during but a slight effort 
or even when he is at rest in bed. The reason for 
the breathlessness and distress remains the same in 
each instance. It is the failure of the heart to supply 
sufficient pure blood to the respiratory centre. 

Pain. 

The next most common distressful sensation which 
compels cessation of effort is pain felt in some part 
of the chest, usually on the left side, and in the left 
arm. The inquiry into the production of pain in 
affections of the viscera has been a long and difficult 
one. Indeed the subject is still somewhat confused. 
A certain advance has, however, been made, which 
shows that there are but few conditions actually 
capable of producing pain. One of these is the 
contraction—or at least a form of contraction—-of 
muscle. It is now many years since my attention 
was first drawn to the fact that some of the 
severest pains are associated with hollow muscular 
organs—for instance, the uterus, the bowel, the ureter, 
and the gall duct. At a later period the study of 
heart affections revealed the fact that pain was 
evoked on occasions when effort was continued after 
exhaustion had taken place. This pain bore a 
relationship to the heart. 

There is now sufficient evidence to show that, 
while the peristalsis or contraction of a hollow muscle 
may in many cases produce no sensation, contractions 
of a certain strength do produce pain. An analogy, 
too, exists between the production of this pain and 
that occurring in the skeletal muscles, for we find 
that, while the muscles usually contract painlessly, 
yet certain forms of contraction are very painful; 
for example, cramp. Moreover, if skeletal muscles 
be forced to contract when they are exhausted, 
or—an even more severe test—when they are 
deprived of sufficient blood-supply, then pain of 
so severe a character may arise that effort will have 
to be abandoned. 
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We find the same kind of pain arising in con¬ 
nexion with exhaustion of the heart. Conditions which 
enfeeble the heart muscle or impair its blood-supply 
favour the occurrence of pain when effort is made ; 
and this pain is frequently of such severity as to 
cause a cessation of effort. The mechanism by which 
this effect is brought about is present in every 
individual, and the effect may be produced in the 
healthy as well as in those with impaired hearts. 
On several occasions I have noted its production in 
healthy people who had been exposed to great exer¬ 
tion for a long time; its production in damaged 
hearts is well known. From a study of a large 
number of cases, I conclude that pain arises from 
fatigue of the heart muscle, and is more easily 
produced when there is a deficient supply of blood 
to the muscle, as occurs in cases of disease of the 
coronary arteries. Its appearance in healthy people 
Is due to fatigue from over-exertion. The pain may 
arise also in people whose hearts suffer, in company 
with other organs, from some general cause, as, for 
example, the poisoning from infection. I have 
dealt more fully elsewhere with the evidence 
which leads to this view of pain; I refer later 
to the matter under the heading of “The 
Neurotic Heart.’* 

Mechanism by which Pain is Produced. 

The following seems to be the mechanism by 
which pain and allied phenomena are produced. 
When a muscle is exercised beyond its power, exhaus¬ 
tion occurs ; this acts by stimulating the nerve ends. 
These nerve ends convey to the central nervous 
system a stimulus which affects certain centres of 
which that giving rise to pain is one. The distress 
thus produced causes a cessation of the effort. The 
stimulation may affect not only the pain centres, 
but also other centres in the neighbourhood, such as 
the cells of nerves supplying certain muscles. In 
this latter instance the muscles contract, and thus 
we frequently find a sense of constriction as well 
as of pain. 

Sense of Constriction . 

There is, thus, a relation between the sense of 
tightness and the pain. In many of my cases of 
angina pectoris I have observed that the first con¬ 
sciousness of limitation of the field of response to 
effort is this weight or oppression or tightness across 
the top of the chest. The production of pain comes 
later. In some people effort produces first a sense 
of constriction; if the effort is persisted in, pain is 
induced. It is for that reason that I lean to the view 
that the compression of the chest is due to a reflex 
contraction of the intercostal muscles. The sensation 
sometimes goes so far as to cause a feeling that the 
chest is being gripped in a vice ; this feeling resembles 
that accompanying the contraction of the intercostal 
muscles in pleurodynia, and also the hardening and 
contraction of the muscles of the abdominal wall in 
attacks of renal and gallstone colic. 

It would seem, therefore, that, while the air hunger 
or breathlessness is produced by the defective supply 
of blood to the respiratory centre, the pain and 
sensation of constriction of the chest are pro¬ 
duced by a defective supply of blood to the heart 
muscle, and therefore due to exhaustion of the 
heart muscle. 

Relation of Symptoms to the Disease. 

The question often arises : “ Why do many people 
suffer from the same pathological state, and yet 
have symptoms so diverse ? ” We know that many 
people die of heart failure without having suffered 
any pain. From what I have said already the reader 
will be able to understand why I believe that this 
is to be explained by a reference to the sensation of 
distress which is first called into play. A defective 
supply of blood to the respiratory centre may cause 
such distress in the shape of breathlessness that 
effort ceases before the defective supply affects the 
heart itself. In the same way pain may be the 


first sign of an exhausted heart in those instances 
in which the blood-supply to the heart muscle is 
markedly diminished. This view is supported by 
what happens in some people who develop auricular 
fibrillation. In the great majority of people with this 
complaint breathlessness is the dominant symptom. 
It is produced by effort. Pain is much less fre¬ 
quent, and attacks of angina pectoris rarely occur. 
Patients who suffer from angina pectoris, and are 
compelled to abandon effort because of pain, some¬ 
times develop auricular fibrillation. When this 
happens it is no longer pain which pulls them up, 
but breathlessness. Thus a man who could usually 
walk 200 yards before he was pulled up by pain 
developed auricular fibrillation, and was compelled 
to stop after 100 yards because of breathlessness. 
He had no more attacks of pain. 

Exhaustion . 

Inquiry into sensations which compel cessation 
of effort discloses the fact that there are several 
of these. Exhaustion is perhaps the next most 
important, though it is not directly cardiac in origin. 
It is the sensation which compels people in indifferent 
health to cease walking or exerting themselves—a 
feeling which probably everyone has experienced 
from time to time, and which each individual would 
describe in slightly different words. There are a 
number of different kinds of exhaustion ; these can 
be provoked in different ways and are associated 
with different diseases. Into that I do not .propose 
to enter here, further than to state that exhaustion 
is not a sensation provoked by a failing heart 
responding to effort. 

This is important, because a sense of exhaustion 
is commonly assumed to be an evidence of heart 
failure. As a matter of fact the feeling is produced 
by another process altogether, which has as its basis 
a modification of the vaso-motor system. The fact 
that exhaustion may occur in healthy people as a 
temporary phenomenon and under circumstances 
in which no strain is put on the heart—for example, 
standing in a hot and stuffy atmosphere—proves 
this. An inquiry into the whole subject is at present 
being undertaken. I may perhaps say that the 
sensation is found to be a symptom of much signi¬ 
ficance. and that it seems to vary with the nature 
of the disease present. It may, of course, arise readily 
in people with some actual heart trouble, this, 
however, is a different matter from saying that it 
is due to the heart trouble. Its presence should 
invariably be regarded as a reason for the examina¬ 
tion of the patient for some cause of ill-health other 
than heart disease, to which—let me repeat—its 
relationship is only incidental. 

Palpitation . 

The susceptibility of the heart to stimulation 
renders it liable to a variety of manifestations. There 
is scarcely a disease process, however trivial, or a 
modification of the activity of any organ, which is 
I not reflected on some part of the cardio-vascular 
system; many of these disturbances affect some 
portion of the heart's own mechanism. It is on this 
account that we frequently encounter disturbances 
in the action of the heart when the body is at rest. 
As is well known, mental effort or excitement will 
produce an attack of palpitation. Moreover, experi¬ 
ence shows that stimuli, from other organs, will 
produce the same phenomenon. When, therefore, 
we find a patient who complains of seemingly cause¬ 
less attacks of palpitation, we should at once institute 
a search for the cause of these in some organ other 
than the heart; for it is rare, even in disease of the 
heart, for palpitation to arise without some extrinsio 
stimulus. I do not dispute, on the other hand, that 
certain states of the heart render it more liable to 
stimulation of this kind, and I mention in this 
connexion febrile or toxic conditions due to 
general infections or absorption from diseases 
elsewhere. 
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Summary of Heart Failure . 

Evidences of heart failure are to be found not in 
the examination of the organ, but in the manner i 
in which the circulation is maintained in the different ; 
organs of the body. 

The symptoms of heart failure are to be found 
in the evidences of disturbed function of the organs 
of the body. 

Such disturbed function is the outcome of an 
insufficient or depraved blood-supply. | 

While. every organ of the body suffers when ! 
heart failure sets in, only a few organs produce ; 
recognisable signs. j 

Dropsy and enlarged liver are sometimes spoken | 
of as “ cardinal signs of heart failure,” but they | 
occur only in heart failure from certain diseases and 
in an advanced stage of the condition. Most cases of 
heart failure do not show these signs at all, or show 
them only at a late period. 

The organs which show the most distinctive signs 
of heart failure are the respiratory organs and the 
heart itself. 

Although the signs are provoked by these organs, 
they are not directly due to them, but to their reflex 
action on the nervous system. 

In the case of both these organs heart failure 
gives rise to distress ; in the one case the distress 
is associated with breathlessness, in the other with 
pain of a definite kind in a definite locality. 

There are thus two groups of symptoms which 
are provoked by heart failure, and which afford 
a standard for measuring the heart’s capacity. 

Heart Failure When at Rest. 

Heart failure may set in when the body is at 
rest; when, that is, there are no opportunities 
for testing the effect of effort except movements 
in bed. This occurs in the case of people who are 
forced to lie up on account of an accident, or a surgical 
operation, or pregnancy, or acute febrile infections. 

The symptoms of failure in these states resemble 
those of certain forms of chronic heart disease when 
the patient is confined to bed ; for example, advanced 
mitral stenosis or auricular fibrillation. It is in these 
latter cases that the best opportunity is afforded of 
studying the condition. 

In the inquiry I carried out .1 observed cases of 
typhoid fever, of old people confined to bed after a 
fracture of the leg or after a surgical operation, of 
regnant women, and of chronic disease of the 
eart. 

Earliest Signs . 

The failure begins very insidiously, and unless j 
carefully searched for it may easily escape notice I 
until it is far advanced. The first symptom which ! 
arrests attention is a slight increase in the rate of 
breathing. A slight acceleration of the pulse usually 
accompanies the increase in the breathing. This, 
however, may be masked by an acceleration of the 
pulse due to the complaint. 

Dilatation of Right Heart, 

In certain cases, especially in typhoid fever or 
in chronic heart disease, there is an increase in the 
size of the right side of the heart, which is revealed 
by a slight extension of the transverse dullness, and 1 
by the appearance of pulsation in the epigastrium ; 
—a form of pulsation peculiar to the right heart. j 

In regard to these two signs, it must be noted ! 
that increase in the size of the right heart, of a 
mild degree, causes little increase of dullness to 
the right, because the right side of the heart is 
fixed by the attachments between the superior and 
inferior vena cavae. The increase pushes the whole 
heart to the left. In some cases, too, the greater 1 
part of the anterior surface of the heart is made up j 
of the right auricle and ventricle. This can be I 
verified by the character of the apex beat when it is 
present. When the apex is formed by the left | 
ventricle there is an out-thrust during ventricular 


: systole (Fig. 8), and an indrawing during diastole* 
When it is formed by the right ventricle, the reverse 
takes place; an indrawing occurs during systole 
and an out-thrust during diastole, as in the latter 
part of Fig. 3. 

Fig. 3.—Simultaneous tracings of the heart movement (upper 
tracing), and of the radial pulse (lower tracing). The first 
part of the upper tracing was taken from the apex beat, 

, immediately outside the nipple line, and shows a rise, duo 
i the out-t hr lust of the apex, during the ventricular systole 
j (space E). This out-thrust is characteristic of the movement 
of the left ventricle. The latter part of the upper tracing was 
taken immediately inside the nipple line, and shows a fall 
1 during the period of the ventricular systole (space E), This 
I indrawing is characteristic of the movement of the right 
I ventricle—recoding from the chest wall as it empties. 

_ In epigastric pulsation due to dilatation of the 
j right ventricle, the movements are similar to those 
j of the apex beat, when this is due to the right ventricle 
—an indrawing during systole and an out-thrust 
during diastole (Fig. 4). That point distinguishes 
epigastric pulsation due to the right ventricle from 



Fig. 4. —Tracings of the movements of the right ventriole in 
the epigastrium taken at the same time as the radial pulse, 
i The epjgostrio pulsation shows an indrawing during systole 
l (space E), due to the recession of the ventricle aslt empties— 
I resembling the latter part of the heart movement in Fig. 3. 
At the end of the tracing are two beats of the abdominal 
aorta, to Bhow the difference between the epigastric pulsation 
j of the right heart and that of the aorta. 

epigastric pulsation due to other causes ; for example 
the left ventricle, the abdominal aorta, or the liver— 
all of which show an out-thrust during systole. It 
is to be noted that this increase of the right heart 
may take place with no perceptible modification ’of 
the heart sounds. 

(Edema of the Lungs. 

The most instructive signs of early failure in bed, 
however, are the changes which take place at the 
bases of the lungs. The systematic examination of 
weakly people, confined to bed, reveals frequently 
a few fine crepitations at one or other base of the 
lung, behind. In the early stage of failure those 
crepitations disappear after the first deep inspiration. 
In many weakly people the condition goes no farther ; 
in those, however, in whom heart failure proceeds, 
the crepitations do not disappear during deep 
inspiration, but persist. In course of time an impair¬ 
ment of the percussion note may be detected, and 
the condition may go on till there is marked dullness 
of one or both bases. Disappearance of the crepi¬ 
tations and the breath sounds now occurs. A 
post-mortem examination of such cases shows the 
lungs to be sodden and airless at the base. Some¬ 
times patches of catarrhal pneumonia are found in 
the substance of the oedematous parts of the lung. 

With the increase of this passive congestion other 
symptoms appear. The breathing becomes more 
hurried ; the act of turning over in bed produces 
evident dyspnoea ; the pulse-rate increases; if there 
be catarrhal pneumonia, the temperature rises with 
its onset, and the patient becomes manifestly ill. 

Method of Detecting the Onset of Pulmonary Stas-is, 

It had been recognised that stasis of the lung 
tends to occur in cases of pregnancy complicated 
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by mitral stenosis. Bearing this in mind, I extended 
my inquiry to include not only people with damaged 
hearts, but healthy women during pregnancy and 
people suffering from any form of debility. My 
object was to find out whether or not crepitations 
at the bases of the lungs are a sign of danger in 
pregnancy when they occur in a woman with heart 
disease. I examined and kept notes of women 
in the manner previously described. 

I found by this means that crepitations at the 
bases of the lung are far from being an uncommon 
sign. The method I adopted was as follows: I 
told the patient to stay in bed on a particular day. 
When I visited her I observed which side she lay on, 
and before attempting any further examination made 
her sit up. While I auscultated the base of the lung 
on the side on which she had been lying, she took a 
deep breath. In most cases no crepitations were 
heard ; in others fine crepitations were heard which 
disappeared after the first deep inspiration. 

Such people went on to full time, were confined, 
and suffered from no heart trouble. Even those 
in whom the crepitations were more persistent 
did not have any cardiac trouble. In all of them 
the crepitations disappeared during the strain of 
labour, though many showed crepitations at the base 
a day or two after the delivery. No bad consequences 
followed. I noted, however, that the crepitations all 
disappeared on taking a few deep breaths. 

In those women who had mitral stenosis or auricular 
fibrillation, and who gave trouble on account of 
their hearts, the crepitations did not disappear on 
deep breathing, but persisted. In some the lungs 
became dull to persussion from an increase of oedema. 
The oedema occasionally grew worse till the breathing 
became embarrassed ; the oedema after confinement 
was often more pronounced than before it. 

While, therefore, crepitations at the base, in a 
healthy woman, were shown to be a sign of no serious 
significance, they gave ah indication of danger when 
the pregnancy was complicated by heart disease. 

Mechanism of Right Heart Failure . 

While in some people heart failure can take place 
and proceed far without demonstrable physical 
sign, in others oedema of the legs is a prominent 
feature. It is not quite clear why there should be 
this difference ; personally I reasoned that dropsy 
is ip some Way or other associated with a diminished 
force of the left ventricle, and is, in all probability, 
due to a diminished vis-a-tergo. This view was 
strengthened by the observation that true cardiac 
dropsy is always associated with a dilated left 
ventricle. - 

I had frequently been confronted with cases of 
dropsy in which an abnormal sign such as a systolic 
murmur was present. I assumed that the dropsy 
was due to a failing heart. But I found that some 
of these cases showed no enlargement of the heart, 
and in the course of time it became apparent that 
their dropsy was not of cardiac origin. I therefore 
came to the conclusion that in all cases of cardiac 
dropsy the left ventricle is dilated, and so is not 
able to overcome the peripheral resistance. What 
other factors there are, beyond this, I do not know; 
nevertheless the recognition of an association, even 
if it be not cause and effect, is of great clinical value. 

Reasoning from these facts, I looked upon the 
crepitations at the base of the lungs as being due 
to oedema, occasioned by a diminution of the force 
°J ,^ e . right ventricle. The association of oedema 
of the lungs with the demonstrable evidence of dilated 
right heart, already described, supported this view. 
I then set about to ascertain why it was that heart 
failure should set in while the body remained at rest, 
and why it should take this particular form. 

When one reviews the factors which favour the 
flow of blood through the lungs, two of these stand 
out prominently : 

(1) The force of the right ventricle ; 

(2) The movements of respiration. 


The force of the right ventricle is the main factor, 
but the free movement of the chest wall undoubtedly 
helps. When a heart fails the patient sits up and 
breathes in a laboured fashion. When a person lies 
down pressure is exerted upon the ribs so that their 
movements are restricted. 

With a good right ventricle there is no difficulty 
in maintaining the circulation through the lungs. 
With a weakened one, or with an embarrassed 
pulmonary circulation, the case is altered and the 
circulation is not maintained efficiently. The blood 
tends to stagnate in that part of the lung which is 
passive during respiration. This probably is the 
reason why the first signs of right-heart failure are 
the crepitations at the base of the lung on the side 
on which the patient lies. I have repeatedly seen 
all signs of stasis disappear when the patient was 
made to sit up and when, at times, he breathed 
deeply. 

The fact that mitral stenosis hinders the flow of 
blood through the lungs, and therefore embarrasses 
the right heart, accounts also for the fact that 
oedema of the lungs is an early sign of the failure of 
the right ventricle. Having assured myself of this, 
I put the question why it should be specially serious 
in pregnancy. In order to find an answer, I made a 
careful study of certain changes which take place 
in a normal pregnancy. It is perfectly evident that 
in the pregnant state, towards the later months, 
the heart is embarrassed in healthy women ; for the 
woman is not capable of so much exertion as she was 
accustomed to undertake, and becomes breathless 
during efforts which at other times would not have 
inconvenienced her. 

Source of Danger in Pregnancy with Mitral Stenosis. 

The embarrassment of the circulation which occurs 
during pregnancy'was described in an earlier section, 
where it was shown that the growth of the uterine 
tumour interferes with the movements of respiration 
by widening the thoracic cavity, preventing the 
descent of the diaphragm, and displacing the heart. 
The result was seen to be a limitation of the heart’s 
power to respond to effort, and a tendency to stasis 
at the bases of the lung. 

In some cases of mitral stenosis the blood is 
obstructed at the mitral orifice, the left auricle 
becomes full and embarrassed, engorgement of the 
lungs occur, and the right heart has a difficulty 
in forcing the blood through the lungs. In mitral 
stenosis where this state of affairs is already present 
the additional embarrassment caused by pregnancy 
laces the woman in a precarious state. This point, 
owever, will be more fully discussed under mitral 
stenosis. 

The Back-pressure Theory of Heart Failure. 

The explanation given of the mechanism of heart 
failure in mitral stenosis has led to the idea that this 
is the usual manner of heart failure, and in conse¬ 
quence there has arisen what is called the back¬ 
pressure theory. Although, as I have pointed out, 
there is some truth in this theory in certain cases, 
yet in the majority it gives a wrong impression. 
With the discovery of murmurs, and their relation 
to valves found damaged at the post-mortem exami¬ 
nation, there arose the idea that the embarrassment 
of the circulation in heart failure was due to the 
incompetency of the valves. This idea seemed to 
be strengthened by the dropsy and oedema of the 
lungs which were also frequently present. It was 
taught that where any difficulty occurred at the 
aortic orifice, the left ventricle would be embarrassed, 
and dilatation would follow. As a result of W* 
dilatation, the mitral valve would no longer be able 
to close the orifice, so that during systole the blood 
would flow back into the left auricle. This in time 
would, in its turn, become distended, and so lead to 
interference with the pulmonary circulation and to 
engorgement of the lungs. The right ventricle thus 
must be embarrassed also, and would sooner or later 
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dilate so that the tricuspid valves would be rendered 
incompetent and cause distension of the right auricle, 
and then engorgement of the veins of the body, 
enlargement of the liver, and dropsy. By some 
people to-day a tricuspid murmur is looked upon as 
a sign of complete heart failure. 

It was on this plausible reasoning that the back¬ 
pressure theory of heart failure was built up ; and 
it is because of this reasoning that murmurs are 
looked upon as being so ominous. 

Seeing that this belief is so widely accepted by 


authorities and teachers, one might 
expect that, in the vast literature 
dealing with affections of the heart, 
there would be recorded at least one 
case showing the progress of heart 
failure after this fashion. I have 
searched diligently, but I have not 
found the record of one single case 
which could support, the idea. More¬ 
over, I have, time and again, asked its 
supporters to give me a record from 
their own experiences of heart failure 
arising in this way. None of them 
have done so. So long a period has 
elapsed since I first called attention 
to this misconception, that plenty of 
time has been afforded physicians 
evidence in support of it. They 
produce any evidence. 

The reason why the erroneous view is held is 
that there are present in certain forms of heart 
failure marked evidences of engorgement; for 


“ back-pressure.” So far as I can understand it, 
the real process seems to be as follows: In cases 
of auricular fibrillation with heart failure the rate 
of the heart becomes increased, often greatly so, 
while the beats are weak and ineffective, and the, 
radial pulse is small and sometimes scarcely percep¬ 
tible (Fig. 5). The chief force which sends the blood 
through the systemic circulation to the right auricle 
is the left ventricle. When we find the ventricular 
beats small and ineffective, it is a reasonable surmise 
that such concomitant symptoms and signs as dropsy, 
reasonably i enlarged liver, and lividity are due to the inability 
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Fio. 5. —Characteristic irregularity appearing at the onset of 
auricular fibrillation. The upper tracing is from the Jugular vein 
and shows large waves (v) with each systole- of the right ventricle. 
The lower tracing is from the radial, and shows in addition to a 
marked irregularity that the beats are sometimes so small that 
the instrument fails to record them. 


to produce of this chamber of the heart to force the blood 

havft failed to through the peripheral vascular system, 
nave iauea to Th * o£ the left ven tricle to expel its 

contents leads naturally to an accumulation of the 
blood in its cavity. Thus dilatation may occur. 
It is not, however, the accumulation of the blood 
i alone which causes dilatation. In many hearts, 
in which fibrillation of the auricle is present, there is 
no dilatation. Dilatation indicates that the wall of 
the ventricle is damaged or impaired ; its presence 
should always lead to consideration of the integrity 
of the heart muscle. 

I The importance of auricular fibrillation as a factor 
in the production of heart failure should be recog- 

.. .... . , * , _i nised. In my observations I found that about 90 

While watching for a period of yeare the changes | cent- of of heart failure with dropsy and 

which gradually occurred m my patients with mitral a Uvep wero cases of auricular fibrillation, 

disease following rheumatic fever, and m elderly Mort * ver> in the g^at majority of cases of “ heart- 
people, I was struck with the suddenness of the onset strfidn »»—j #e# where heart failure with breathlessness 
of heart failure m these subjects. It came accom- , bag gudden iy se t in while the individual was makin g 


example, congestion of the veins, lividity of the 
face, enlarged liver, and dropsy. These evidences 
are invariably pointed to as proofs of “ back¬ 
pressure.” But if one watches the onset of those 
symptoms, one will be able to perceive that they 
arise in another way. 

The Mechanism of Heart Failure. 


panied by great breathlessness, lividity of face, 
enlargement and pulsation of the liver, and dropsy. 
During my observations I had taken notes of the 
various signs ; on comparing the signs before and after 
the onset of heart failure, I found some remarkable 
differences. Thus, before the onset of heart failure 
the organ would be perfectly regular, while after 

, i i -a _i j i_•_i_ mi_s___.1 _ — 


a violent or prolonged effort—the failure is due to 
the sudden onset of auricular fibrillation. 

Auricular fibrillation is often attended by little or 
no impairment of the cardiac efficiency. In such 
cases the heart muscle is good, and the rate of the 
heart is not markedly increased. 

There are other, but rarer, conditions which induce 


the onset it would be irregular. The irregularity, ; bear £ f a |iure, but as they seldom, if ever, occur in con 
too, was of a peculiar and distmctive kmd. nexion with pregnancy they need not be discussed here. 

Moreover, while before the onset of heart fadure | WhUe « back-pressure ” fails to account for the 
there were evidences of auricular activity, these ; aymptoms of hear t failure, it is nevertheless a factor 
disappeared with the onset. (These evidences of £ 8 ^ me cases . In stenosis there can be no 

auricular activity were movements in the jugular | doubt that the left auric i e is often embarrassed, 
veins or the liver due to contraction of the auricle, | d { ^ case3 the pulmonary circulation shares 

Fig. 2, and, m some cases, presystolic mitral or I ^ thig disabilit y. The right ventricle hypertrophies 
These all disappeared on the ( to overcome the difficulty in the pulmonary circula¬ 
tion. This point is of importance as it throws some 
light on the danger of pregnancy in mitral stenosis. 


as in 

tricuspid murmurs, 
onset of heart failure.) These changes were after 
wards found to be due to the occurrence of fibrillation 
of the auricle. 

In some of my cases the auricular fibrillation 
lasted but a few hours or a few days. In a few, 
the patient, immediately after the onset of the 
fibrillation, became breathless. Some hours later 
the face would grow livid, the heart dilate, and the 
liver enlarge. The heart would sometimes suddenly 
revert to its normal, regular rhythm—the auricle 
beating again in a normal fashion. In these instances 
the patient at once experienced a great sense of relief, 
and in a few hours the face had regained its usual 
colour, and the heart and liver diminished in size. 
Effort would then be undertaken without breath- 


While I do not profess to comprehend the whole 


A Medical Fellow of Trinity College, Dublin. 
Trinity College, Dublin, up to a few years ago elected 
one Fellow annually as the result of an examination in 
mathematics, classics, and philosophy. But under recent 
regulations it can, if it thinks fit, dispense with an examina¬ 
tion and choose its Fellows where it will. . The choice 
this year has fallen on Dr. W. R. Fearon, assistant to the 
King’s Professor of the Institutes of Medicine, who has 
done much useful work in physiological chemistry. Apart 
from his work in science. Dr. Fearon’s course in arts woe 
distinguished. Among his honours is the vice-chancellor s 
medal for English poetry. Although Dr. Fearon is the 
first medical man for a long time to be chosen a Fellow, 
it has always been the custom for at least one Fellow at 
a time to devote himself to medicine subsequent to election. 


of the mechanism of heart failure, it is manifest to j n f orme r times the Board of Senior Fellows always in 
me that this sequence represents a very different eluded a socius medicus and many who held this post 
picture from that which could be presented by were very distinguished iu medicine as well as in arts. 
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THE SCHICK REACTION 

AND DIPHTHERIA PROPHYLACTIC IMMUNISATION WITH 
TOXIN-ANTITOXIN MIXTURE.* 

By A. T. GLENNY, B.Sc., K. ALLEN, 
and R. A. O’BRIEN, M.D., D.P.H. 

{From the Wellcome Physiological Research Laboratories , 
Heme Hill t London.) 


The Schick reaction and diphtheria prophylaxis 
by active immunisation with toxin-antitoxin mixtures 
together constitute the greatest advance in our 
knowledge of the problems associated with diph¬ 
theria since the introduction of antitoxin. It is 
probable that when public opinion is sufficiently 
familiarised with these two methods and their 
significance, they will come into universal use and 
there will follow the same reduction in the occur¬ 
rence of diphtheria that has been brought about by 
Jennerian vaccination for small-pox. Dr. Park of 
New Y r ork advocates the injection of all children 
between the ages of 0 months and 2 to 3 years. It 
is probable that the adoption of this method would 
lead in a very short time to the disappearance of 
diphtheria in the community. The methods are, 
therefore, of importance to those responsible for 
public health and to the immunologist. 

We owe the intradermic skin reaction to Schick, 
and the active immunisation (which was fore¬ 
shadowed many years ago by that prolific worker, 
Theobald Smith) to von Behring. Most of the work 
in this field has been carried out by von Behring 
and his colleagues in Germany, and by Park and 
Zingher in New York. It is a pleasure to acknow¬ 
ledge the generous manner in which Dr. Park and his 
colleagues have placed their material at our disposal. 

Technique of the Reaction . 

The Schick test consists in the intradermic injec¬ 
tion of 0*2 c.cm. of a dilution of diphtheria toxin con¬ 
taining in 0*2 c.cm. 1/50 m.l.d. for a guinea-pig. The 
quantity of toxin actually used is about 0*0004 c.cm. 
of an ordinary aged toxin. When we use a con¬ 
centrated toxin similar to one recently prepared 
by Dr. P. Hartley, we inject about 0*000 010 c.cm., 
which contains 0*000 000 02 g. of nitrogen. 

Four types of reaction are shown: “negative” 
given by people with antitoxin in their blood; 
“ positive ” by those without antitoxin. The positive 
consists in a persistent red flush at the spot where the 
unheated toxin was injected, whereas no reaction 
appears where the heated toxin was given. A third 
group (“pseudo”) give a reaction, but have anti¬ 
toxin in their blood. These people respond to the 
injection of broth in which diphtheria bacilli have 
been grown, and which has subsequently been heated 
to 75 r C. for 10 minutes. This heated toxin contains 
practically no “ true ” toxin ; it produces no reaction 
in the skin of a guinea-pig and large quantities can 
be injected subcutaneously into guinea-pigs without 
harming them. The response given by these people is 
called a pseudo-reaction and is due to some unknown 
constituent. It is commonly stated to be due to 
bacillary protein, but we cannot find any authority 
for this statement and we propose to investigate 
the truth of it. The fourth group (“ combined ”) 
consist of those who are sensitive to toxin and also 
to the “ pseudo ” constituent. At the site where 
the heated toxin was injected they show a reaction, 
while at the site where the unheated toxin was 
injected there appears a much larger reaction, 
which is the sum of the “ true ” toxin reaction 
and the pseudo-reaction. These people are not 
immune to diphtheria. (We are emphatically of 
opinion that in carrying out the test injection of 
toxin alone may lead to dangerous confusion. It is 
imperative that the control, heated toxin, be injected 
into one arm and the unheated into the other.) 


• lt<‘ud before the PuthnUigicnl Section, Itoyal Society of 
Medicine, April 1 Ut h. 1921. 


The pseudo-reaction is rather puzzling. Park 
and Zingher in their very large experience have not 
found it in infants or young children whether immu¬ 
nised or not; it begins to appear at 5-10 years of age, 
and becomes much more frequent in adult life. 
If it is a specific response to the protein of diphtheria 
bacilli, then one would expect it to appear more or 
less in parallel with the immunity to diphtheria 
toxin, but it does not do so. It does not appear for 
certain in those who have had diphtheria and 
recovered, and who months later may have antitoxin 
in their blood. It does not occur in the babies either 
of those mothers who show a pseudo-reaction or 
of those who do not. One German observer records 
a series in which 10 of a group of 20 mothers showed 
pseudo-reaction, whereas none of the 20 babies did 
so. The cell sensitiveness is therefore not transmitted 
diaplacentally. The concentrated toxin referred 
to earlier unfortunately produced a pseudo-reaction, 
although its nitrogen content is extremely low. 
Ordinary toxin boiled for 30 minutes has produced 
a pseudo-reaction in one of us. 

Preparation of Toxin for the Schick Test. 

We have hitherto advised the issue of diluted 
toxin only for several reasons. There is an error 
in “filling” capillaries with toxin, as described by 
Zingher last year. We are of opinion that the clinician 
is liable to introduce an error in dilutions owing 
to the difficulty of getting the whole of a minute 
drop of toxin, which is about 1/50 of a c.cm., into the 
diluting fluid. Earlier in our work a batch of toxin 
diluted in the laboratory sometimes failed to pass 
our guinea-pig test. It is evident that the conditions 
must be very rigidly controlled, or the dilution of 
toxin will not be of standard strength. A serious 
mistake might arise if practitioners used weak 
toxin and, because of erroneous reactions, concluded 
that certain patients were immune and might be 
safely left exposed to infection—e.g., in a school 
epidemic—or, on the other hand, might be safely 
left without the injection of antitoxin though suffer¬ 
ing from membranous sore throat. (Recent work 
makes us hope that we have succeeded in finding 
a stable dilution.) 

We therefore make a toxin dilution each week 
and test it intracutaneously on normal guinea-pigs. 
We find the m.r.d.—i.e., the minimal dose that will 
produce a reaction when given alone—and also the 
dose that, when mixed with varying quantities of 
antitoxin, will give a reaction. Our current toxin 
dilution ready for the Schick test, when further 
diluted 20 times, causes a reaction in the guinea-jpig’s 
skin; 0*1 c.cm. when mixed with 0*0004 of a unit of 
antitoxin and injected intradermically, must also 
produce a definite reaction. 

Stability of Diluted Toxin .—The details of tests 
presented show that the diluted toxin when kept 
at 0°C. undergoes practically no deterioration in 
four weeks, whereas after seven weeks a loss of about 
30 per cent, in value is found. After seven days at 
15°C. the loss in potency is just detectable, while 
after 14 days the loss is about 30 per cent. When 
kept at 37 °C. the dilution deteriorated seriously in 
one day. 

Reliability of the Test, 

During the past few years we have tested some 
of the laboratory staff many times and have obtained 
consistent results. Park and Leete found in repeti¬ 
tions of tests on the same patients by the same 
observer a discrepancy of a few per cent. only. We 
were interested to observe that most if not- all of 
these discrepant observations relate to patients who 
had been positive, and, later, became negative. We 
have experimental evidence that the very small 
amount of toxin present in the Schick test dose will 
produce an increase in the antitoxin concentration 
of the blood. The details of some experiments on 
rabbits show that five days after the injection of a 
Schick test dose the antitoxic content of the rabbit’s 
I blood had risen above the level at which the Schick 
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reaction fails to appear in human beings. If the 
same effect, as shown, had been produced in human 
beings, the first Schick test would have given a 
positive result, whereas another test of live days 
or more later would have given a negative result. 

The Schick test is roughly quantitative. A positive 
reaction does not indicate the total absence of immun¬ 
ity. The test does not divide the population into 
black and white, but rather into those darker or 
lighter than a certain shade of grey. If Schick had 
originally determined on 1/500 of an m.l.d. instead 
of 1/50, it is practically certain that numbers of 
people who give a positive response to the present 
standard Schick would give a negative reaction 
with the weaker dilutions, and would be considered 
immune to diphtheria. Roughly speaking, people 
with at least l/30th of a unit of antitoxin per c.cm. 
of blood give a negative reaction, while those with 
less than l/30th, or with no antitoxin at all, give 
a positive reaction. As the result of clinical experi¬ 
ence Schick decided that it was safe to assume that 
people with l/30th of a unit were immune to clinical 
diphtheria. 

Results Obtained . 

Recent observations on 18 members of the labora¬ 
tory staff showed that -10 of them contained less 
than 0*0005 of a unit of antitoxin per c.cm. of blood 
—i.e., they probably contained none at all. Eight 
contained from one-fifth of a unit to 1 unit. Of 
these eight, six gave pseudo-reactions. Observations 
made from 1913 up to the present show that some 
of the laboratory staff have in their sera a greater 
concentration of antitoxin now than they Jiad 
seven years ago. It was very interesting to find that 
three people, who had had abundant chance of 
becoming infected while working in diphtheria 
wards, gave positive reactions and had no antitoxin 
in their sera. It would appear that non-immune 
people may escape infection, and a suggestion 
arises that there may be some protective mechanism, 
bactericidal or otherwise, in addition to the antitoxin 
defence. There may be such an additional defence, 
but, on the other hand, w r e are told that in the history 
of infectious diseases hospitals many resident medical 
officers who have worked for years in diphtheria wards 
have assumed that they wore immune, but have, 
later, succumbed to diphtheria. Our colleagues, 
presumably, did not suffer from the disease because 
they were fortunate enough to escape the implanta¬ 
tion of bacilli on their mucous membrane. 

The only clinical observations published in England 
are those made by Leete. His figures are of the same 

Age Distribution of Negative Schick Reactions. 

A=Schlck’s results. B and C^Fark’s results. 

Per D-Leete's results. 



order as those of Park. Leete has published a series 
of observations in England. His results on patients 
over 4 years old, in the main, agree with the results 
of other investigators, shown on the graph. The 


discrepancies between Leete’s observations on very 
young children are probably due to the smallness 
of the number of patients available. It may be that 
the differences in level between the curves obtained 
by Park and these other investigators are due to 
differences in population or to the use of a slightly 
different strength of toxin. We have some experi¬ 
mental evidence to suggest that the prescribed 
standard of “ 1/50 m.l.d. for a guinea-pig ” may not 
be precise enough. We have not, however, completed 
our observations on this point. 

Toxin-antitoxin Mixture. 

The toxin-antitoxin mixture we have used complies 
with the American Government regulations. Although 
von Behring does not give the full details of his 
mixture, it is fairly certain, from the perusal of various 
German articles, that his mixture contains relatively 
more antitoxin than the American and ours. One 
would expect the antitoxin response of injected 
patients to be less than after the use of the American 
mixture, and so far as w*e can judge from the German 
literature, this is what is found. In 1 c.cm. of mixture, 
there are three L-f doses of toxin and about 3*5 units 
of antitoxin. A sample test of our current batch 
show r ed that three guinea-pigs injected with 1 c.cm. 
were all alive and well 30 days later, while of 17 
guinea-pigs injected with 5 c.cm. of the mixture 
two died of an intercurrent disease (probably B. 
Gaerltier infection) which was epidemic at the time, 
and 14 showed diphtheritic paralysis, most of them 
dying between the twentieth and twenty-ninth day. 
The injection of the toxin-antitoxin mixture into 
normal rabbits produced a satisfactory degree of 
immunity within 8-12 weeks. A quicker method 
of testing the antigenic suitability of a mixture 
consists in injecting it into a rabbit already possessed 
of a low degree of immunity. In one rabbit thus 
injected the concentration of antitoxin per c.cm. of 
blood rose from 0*004 units per c.cm. to 0*08 units 
four days later, and in six days to 0*5 units. 

With regard to the period that elapses before an 
inject ed child becomes immune, it has been found that 
about 90 per cent, of children w T ho have received three 
weekly injections of 1 c.cm. of a mixture give a nega¬ 
tive response to the Schick test three months later. 
A negative response indicates a concentration in 
the blood of at least l/30th of a unit of antitoxin. 
It is quite possible that a much lower content of 
antitoxin reached within a period of some weeks in 
the blood of a child who has been actively immunised 
recently would be sufficient to produce a considerable 
degree of protection against clinical diphtheria. Ex¬ 
perimental evidence obtained by one of us (A. T. G.), 
and as yet unpublished, convinces us that the 
first minute amount of toxin conveyed into the 
system of the patient from the diphtheria bacilli that 
had gained a lodgment in the throat would produce 
an immediate and great increase of antitoxin in the 
patient’s blood sufficient to neutralise further 
quantities of toxin produced by the attacking bacilli. 

Conclusion. 

Unfortunately we cannot bring forward a long 
series of results of the injection of toxin-antitoxin 
mixture. English physicians in charge of schools, 
institutions, and infectious disease hospitals have 
apparently been too busy up to the present to be 
able to investigate these two methods. In America 
the Schick reactions that have been carried out 
number many tens of thousands, and thousands of 
active immunisations have been done. The main 
purpose of this paper is to try to induce those w r ho 
are fortunate enough to have large clinical oppor¬ 
tunities to apply these two methods. We hope that 
some investigations may be carried out in London, 
for we believe that until much more experience has 
been gained in England, it would be very desirable 
for the laboratory investigator and the clinician to 
work in close coopeiation. We may by working 
together succeed in explaining difficulties and dis¬ 
crepancies that are bound to be met with when new 
methods such as these are first used. 
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POST-WAR NEUROSIS. 

By S. HERBERT, M.D., M.R.C.S., L.R.C.P. 

There still exists among English psychotherapists 
a good deal of reluctance to recognise to the full 
the importance of the sex factor as a cause of 
psychneurosis. Though strenuous efforts are being 
made to find a substitute theory which will exclude 
sex, facts have so far proved too strong for such a 
procedure to have success. Even Dr. Rivers, who 
in his latest book attributes war neurosis to “a 
disturbance of the relatively simple instinct of self- 
preservation,” admits at the same time that “the 
great majority of the neuroses of civil practice 
depend on failure of balance between the less 
simple sexual instinct and the very complex 
social forces by which this instinct is normally 
controlled.” 1 

The cases recounted below add a striking testimony 
to the truth of Freud’s sexual theory of neurosis, 
while incidentally furnishing an experimental truth 
of the oft-made observation that war tends to 
loosen the moral restraints, built up so painfully 
during civilised life. In our cases we have found 
that the return to the normal conditions of society, 
with its dull routine of conventions, led to an out¬ 
break of a neurosis in persons who, in good mental 
health before the war, passed through’the war itself 
in a most satisfactory manner. This kind of neurosis, 
in a sense a consequence of the war, being due 
to the sudden reversion of life from war to peace 
conditions, may be aptly described as post-war 
neurosis. 

Case 1.—A professional man of 40 served in the Western 
Army during the war. He was extremely happy in his 
work there, and hated coming back to the narrow condi¬ 
tions oE his civil life. As usual, he attributed his break¬ 
down, which occurred shortly after his return, to overwork. 
His chief complaint was that he could not do his w r ork. He 
was constantly afraid of committing gross blunders which 
would get him into trouble. The depression ultimately 
became so great that at times he seriously contemplated 
suicide, from which he was kept only by consideration for 
his wife. Though strictly moral in his sex relationships, 
he always felt himself to be of a somewhat frivolous tempera¬ 
ment. This found plenty of outlet under the conditions 
prevailing in the war zone, without, however, leading to 
more than pleasantries and innocent flirtations. He 
masturbated in his youthful days, the sinfulness of which 
haunted him right through life. His wife, to whom he was 
devoted, is of a rather frigid temperament, and does not 
represent the type of woman who most attracts him 
sexually. 

It soon appeared during the psycho-analysis that it was 
the repression of the sexual freedom enjoyed during the 
war that had produced the neurosis in the patient; and, 
indeed, the pursuance of the treatment on this line soon 
produced a remarkable improvement of the patient. He 
recovered his spirit and is now able to do a full normal 
day’s heavy work. 

Case 2. —A clerk, aged 30 ; was four years in the army, at 
the front 2| years, being promoted from the ranks 
and serving as an officer to the entire satisfaction of 
his superiors. He felt very happy among his fellow officers 
and liked his army work very much. Though of a rather 
timid nature, he managed to “ gulp down ” his fear so 
completely that he became a successful leader of his men. 
He married at the beginning of his enlistment a girl he had 
known for years, with whom he is very happy. On his 
discharge from the army lie was at a loss what to do, being 
disinclined to return to his old work which he disliked. 
Just as he was settling down to take up some new work he 
had to undergo a slight operation, which, though completely 
successful, interfered for the time being with his new 
profession. Thereupon he became frightfully depressed, 
feeling that he would never do any good again, that ruin 
was staring him in the face, &c. In this state ho consulted 
me. Being always of a rather diffident nature, he now 
was convinced that he was “ an utter good-for-nothing,” 
who would never be able to look up agaiu. Ilo had lost 
all sex desire for his wife. 

Here seemed to be a case where repressed fear might 
have been the cause of the neurosis. During the actual 

1 \V. II. It. Rivers In.-tinct and the l'neon-cions. 


course of analysis, however, this soon proved to be falla¬ 
cious. One of his earliest associations brought to light the 
fact that what weighed heaviest on his conscience was the 
circumstance that he had allowed himself to be tempted 
to have illicit intercourse at the front. Though this had 
happened “ once, and once only,” he felt in his own eves 
degraded for ever. Strange to say, nevertheless, he felt 
that having always been as a boy of a sober and rather 
shy nature, he had not enjoyed life like other lads. The 
war had given him a taste of the lighter side of life among 
the officers which he missed very much on his return home. 
Further analysis showed that this was the complex which 
he had tried to repress with all his might since he had come 
back, and which had ultimately forced its way out in the 
form of an anxiety neurosis. Analytical elucidation of the 
conflict ultimately restored the patient to full health. His 
sexual desire for his wife returned and he lost all fear of 
the future. 

Case 3.—A young tailor of 22, who had been in the army 
two years, but had never been to the front. He had been a 
shy, retired lad. not associating much with girls for fear of 
the harm it might do him. He never could get used to 
army life, felt lonely and homesick, and made, as he himself 
confessed, a very bad soldier. He kept well for some months 
after his demobilisation, but could not adjust himself to 
liis previous work. He was suddenly seized with fits, 
which came regularly two to three times a week, especially 
towards night-time. The fits had, at first sight, very much 
the appearance of epileptic fits; though the possibility of 
their being hysterical was not excluded. Psycho-analytical 
treatment was recommended as holding out some prospect 
of cure, however faint. The success of the treatment 
entirely justified the advice given. Psycho-analysis soon 
revealed the sexual origin of the seizures. In the first 
place it transpired that the patient had given way to his 
sexual desires, inhibited so long during civil life, in no 
moderate degree. Always in fear of having to go to the 
front, he threw health scruples to the winds, thinking he 
would have “ a good time ” at any cost, and hoping, if he 
did break down, that it would at least save him from having 
to go into the trenches. Secondly, it became clear during 
the psycho-analysis that even in his youth his sexual 
desires had had the mastery over him : for though he did 
not actually associate with girls, he suffered from excessive 
sex phantasies which often produced a sort of stupor in 
him. Indeed, these states of mental absence were nothing 
less than the equivalents of sex indulgences. His fits 
proved to be merely the last extreme form of these mental 
absences. The repression he had had to exercise since his 
return to normal civil life—fear of consequences once more 
getting the better of him, as he now once more had “ the 
will to live ” in its normal form—led in its ultimate conse¬ 
quence to the fit as the unconscious equivalent of sex 
indulgence. Patient was completely cured of his flte, 
which so far, after 11 years, have not returned* 

What is characteristic about these cases is that 
in all of them sex repression was present before 
the war, without, however, leading to an actual 
neurotic breakdown of the patient. Life in the 
war zone tended to mitigate the condition of the 
patients rather than to accentuate it. They only 
broke down when the extended liberties enjoyed 
for the first time during the war had suddenly to 
be foregone once more with the return to civil life. 
This can only be explained on the assumption that 
the sudden repression of the temporarily released 
libido produced the neurosis according to the strictly 
Freudian mechanism. 

Another case seems to point to the same con¬ 
clusion. A working man, aged 40, came with a 
complaint of emissio pwecox. He was married, 
and had suffered from the disease only since bis 
return from the war. “ Out there ” he had taken 
things in a rather lax way, and he now found the 
restrictions of a monogamous life not at all to his 
taste. As the patient could not afford prolonged 
treatment, the case could unfortunately not be 
followed up. 

Those who try to minimise the sex factor iu 
neurosis should not forget that man’s tendency is 
essentially poly-erotic. This poly-erotism must not 
be confused with polygamy. A man—and perhaps 
this also applies to a lesser or larger extent to women— 
may be married and truly devoted to his partner, 
and yet be full of other fancies.* It is when these 
become subject to strong repression that, under 

* S. Herbert, M.D., Fundamentals in Sexual Ethics*. 
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certain circumstances, they lead to the outbreak of 
a neurosis. It is the recognition of the sex factor 
which enables us to deal with such a neurosis in a 
satisfactory manner and effect a proper cure 
by means of psycho-analysis. Case 3 has an 
additional interest as showing that what appears 
to be epilepsy is often merely a masked hysterical 
fit which can be successfully treated by the psycho¬ 
analytical method. 

HIPPURIC ACID SYNTHESIS TEST 
AS REGARDS THE FUNCTIONAL CONDITION 
OF THE KIDNEY. 

By P. L. VIOLLE, 

MfcDECJX-CONSULTANT A VITTEL. 

In The Lancet of April 17th, 1920, I stated in a 
letter that the study of hippuric elimination may give 
useful data as regards the functional condition of 
the kidney, and I wrote: “ Hippuric acid elimination 
is profoundly influenced by diet. Hence it is 
necessary to base a test on conditions not dependent 
on the intaken food.” The normal amount of 
hippuric acid having been estimated, we give the 
atient a dose of 0*50 g. of glycocoll and 50 g. of 
enzoic acid. From the time of taking the doses 
the total amount of urine is collected during 24 hours. 
The analysis should show an excess over normal 
of about 0*74 g. for 24 hours. Since the normal 
output for a healthy subject is about 0*40 g. the 
figures we should expect to find are somewhat as 
follows : IT4 g.—that is, 0*40 g. the normal amount, 
and 0*74 g. the amount synthesised from the benzoic 
acid and glycocoll we have given. When the figure 
is lower, say 0*50, 0-40, &c., it may be asserted that 
the hippuric function is abnormal, and that probably 
there is some renal parenchymatous disorder. 

Since my communication I have carried out 
researches bo ascertain the relations which may exist 
between eliminations of hippuric acid and functional 
renal disturbances. In addition I have been desirous 
of proving to my satisfaction that the synthesis of 
hippuric acid is rather a function of purely renal 
origin, and in particular that it is not influenced by 
functional disturbances of the liver. The work is 
classified according to three clinical divisions of 
patients : renal, hepato-renal, and hepatic. 

The following cases are typical examples:— 

1. Renal. —Female, aged 20. Chronic uraemic nephritis 
for the last 10 years. Examination shows : albuminuria; 
excess of urea in the blood; blood pressure, max. 190 mm., 
min. 130 (Pachon). Ocular disturbances and constant 
headache for several year;*. Hippuric acid test: 0*10 g. 
instead of 0*74, the amount normally synthesised when 
0*50 g. of benzoic acid and 0-50 g. of glycocoll are 
given. Second examination (a fortnight later), urea in 
the blood normal; blood pressure, max. 180, min. 120. 
No more ocular disturbances, no more headache. There¬ 
fore considerable amelioration of symptoms, except of 
.arterial tension. Acid hippuric test ; 0-27, instead of 0-74. 
Hippuric acid elimination : Jan. 4th, 018 ; 5th, 0*18 ; 
(test) 6th, 0*45-0*18 = 0-27 ; 7th, 0*18. Th£ test of the 
hippuric acid synthesis shows that the state of the renal 
parenchyma is not ameliorated, and the blood pressure, 
always raised, is in ratio with the functioning of the renal 
parenchyma. The elimination of methylcne-blue, when 
absorbed, lasts eight days. 

Male, aged 60. Suffering from gout. First attack when 
aged 36. Feet cedematous. Big toes enlarged. Ulceration 
•of and tophi in the feet and elbow-joints. Two attacks of 
gout a year for the last 25 years. General condition bad, 
never feels well, nausea, no sleep, no appetite ; liver normal. 
Examination shows urine moderately abundant, no albumin¬ 
uria, urea in blood normal; blood pressure, max. 250, 
min. 190. 

Hippuric acid eliminations : Jan. 5th, 0*27 ; 6th, 0*28 ; 
(test), 7th, 0*27-0*27 = 0; 8th, 0*27. As in the preceding 
•case the high blood pressure continues to be in ratio with 
rthe disturbances of the renal parenchyma, as evidenced by 
1116 hippuric acid test. 

Male, aged 38. Arterial hypertension, without albumin- 
niria, urea and chlorides normal; blood pressure, 


max. 200, min. 120 (Vaquez). Hippuric acid test per¬ 
ceptibly diminished, 0*59 g. instead of 0*74 g. Methylene- 
blue test similarly indicates that the kidney is slightly 
affected. Hippuric acid eliminations: Dec. 8th, 0*36; 
9th, 0*38 ; (test), 10th, 0*95-0*36 = 0*59 : 11th, 0*34. Thus 
the arterial hypertension is still in ratio with the renal 
disturbance shown by the test of hippuric acid synthesis. 

2. Hepato-renal. —Male, aged 50. Admitted to hospital in 
state of coma. Generalised icterus, ammoniacal odour in 
breath, Cheyne-Stokes respiration, myosis, for many years 
slight signs of Bright’s disease, urine scanty, some traces of 
albuminuria. Excretions of hippuric acid followed in the 
course of the attack, without the test of the synthesis being 
made, wero as follows :— 

Azotemia. Hippuric acid. 

1st day .. 1*81 .. .. .. 0*25 

2nd „ .. 2*40.0*10 

3rd „ .. 2*14.0*16 

4th „ .. 2*66.0*08 

There is a parallel between these excretions of hippuric 
acid and the retention of urea, and in the course of the acute 
attack the hippuric acid excretion forms a good index to 
the state of the kidney. 

3. Hepatic. —Male, aged 40. Malarial subject and alco¬ 
holic. At the age of 31 he was treated jn the colonies for 
enlarged and painful liver, with icterus and abdominal 
distension. Present state : alcoholic cirrhosis, emaciation, 
subicterus, liver enlarged and projecting four fingers width 
beyond the costal fossre, hard and painful upon palpation ; 
abdomen distended, no collateral circulation, no ascites, 
spleen normal. Urine normal in amount, no albuminuria, 
no sugar, urobilin in large amount, no bile-salts, urea 18 g.. 
Mail lard’s coefficient 14 per cent. When Roch’s test was 
carried out (absorption of 0*002 g. of methylene-blue by 
ingestion), after half an hour the methylene-blue appeared 
in the urine and persisted for 24 hours. Well-marked 
hsemoclasic shock following injection of milk (Widal). 
Consequently hepatic insufficiency. Hippuric acid test, 
synthesis completely effected 0*70. Hippuric acid excre¬ 
tion : Jan. 19th, 1*52 ; (test), 20th, 2 40-1-80 = 0*70 ; 21st, 
2-08 ; 22nd, 1-85. The hepatic insufficiency has not there¬ 
fore in any way affected the hippuric acid synthesis. 

Summary. 

1. The arterial hypertension is fairly closely 
connected with the renal condition so far as it has 
been possible to discover that condition by testing 
the hippuric acid synthesis in the cases under 
observation. 

2. The azotemia, chloridsemia, and albuminuria 
are evolved by crises. The modifications observed 
in the hippuric acid synthesis appear to be rather 
the reflection of functional parenchymatous dis¬ 
turbances that are capable of gradual modification. 

3. The hepatic disturbances, since they are not 
accompanied by renal disturbances, fail to effect 
any modifications in the hippuric acid synthesis, 
which appears to be of purely renal origin. 

From the point of view of hydrology these findings 
may explain the results obtained in cases of arterial 
hypertension by means of treatments by diuretic 
waters which act energetically on the renal paren¬ 
chyma. For example, in the course of the Vittel 
treatment one frequently sees not merely a persistent 
lowering of the maximum tension—a result which is 
easily obtained by means of other treatments, but 
at the same time a simultaneous lowering of the 
minimum tension, which alone is of any value. On 
the other hand, I have noted that diuretic waters 
favour the production of hippuric acid, exciting the 
renal parenchyma, sometimes to such an extent as 
to dounle the output. 

South London Hospital for Women, Clapham 
Common. —A garden ffite will be held at this hospital on 
Friday, June 24th, when Princess Helena Victoria will open 
a sale of work in aid of the funds. 

Mr. F. B. Power, Ph.D., was recently presented 
at Washington, by Mr. Henry S. Wellcome, with a gold 
medal specially struck to commemorate his services to 
science during 18$ years as director of the Wellcome 
Chemical Research Laboratories, London. Dr. Power’s 
researches have been chiefly concerned with the con¬ 
stituents of plants, and more especially those plants used in 
medicine, and during his directorship some 170 papers were 
contributed to scientific societies from the Wellcome 
Laboratories. 
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THE EVIL EFFECT OF EXCESS OF 
PROTEIN ON MILK SECRETION. 

By GLADYS ANNIE HARTWELL, M.Sc. 

(From the Physiological Laboratory , Household and Social 
Science Department , King's College for Women , 
Kensington, London.) 


Our experimental knowledge concerning the 
relation between diet and mammary secretion is 
not extensive, but it is generally believed that the 
amount of protein in the mother’s diet is an Important 
factor, and great stress is laid on the necessity for 
giving a larger proportion of protein than normal. 
It is also recognised by the farmer that a cow in full 
milk should have a high protein ration. But in a 
recently published investigation 1 it was found that 
adding a quantity of caseinogen to the diet of a 
nursing rat caused the baby rats to die, while the 
mother remained in apparently good health. 

This extraordinary result might have been due 
either specifically to the caseinogen, or to the fact 
that excessive protein was being given to the mother 
rat. To settle this point other prot eins were substituted 
for the caseinogen, and in no case were the litters 
normal; many, if not all, of the babies died. The 
few which survived the lactation period were not 
successfully weaned and lived only a few days after 
being separated from the mother. None the less 
the mothers often throve, if appearance and body 
weight are accepted as criterions. 

Method of Test Employed . 

The litters used were strong and healthy at birth 
and born of healthy mothers. The mothers were 
fed on a mixed diet during gestation. The number 
of the litter was reduced to six to avoid any strain 
on the mother. (A rat can rear as many as 13 or 14 
young.) Mothers and litters were weighed every 
day, the mothers being allowed to eat as much as 
they liked. The amounts eaten were weighed. 
Water was given ad lib. When caseinogen was fed 
to the mother rat (in the proportion 15*0 g. 
bread to 5-0 g. caseinogen) the litter did well 
until about the eleventh or twelfth day, when they 
ceased to gain any appreciable amount, then lost 
weight and died. For a few days before the change 
in the rate of growth appeared, great excitability 
was noticed. The babies squeaked, kicked and 
struggled considerably when taken out of their 
cage. Later they exhibited extensor and contractor 
spasms, inability to crawl properly, and when still 
older dashed wildly about, biting their mother and 
each other. After such fits and just before death 
extreme exhaustion was evident. The babies were 
thin and emaciated, and post-mortem examination 
showed the stomach and intestines to be almost 
devoid of contents. The intestinal walls were 
thinner than in a normal animal of the same age. 
Other proteins used were egg and blood albumins, 
gelatin, gluten, dried fish, and dried meat-protein. 

Effects on Litters . 

The effects on the litter were much the same as 
those already described for caseinogen, the babies 
nearly always died, and their alimentary canals 
were practically empty except for small amounts 
of liquid material and gas in the large intestine. 
The better the protein, the more drastic the effects— 
for example, the babies of caseinogen-fed and meat- 
fed mothers developed worse spasms than those 
babies whose mothers received gelatin or gluten. 
Again, the former were very excitable for several 
days, while the latter exhibited this feature for a 
short time only, and in some instances it was absent 
altogether, extreme weakness developing at a much 
earlier stage. Typical growth curves of the mothers 
and young are shown in the diagram, and are com¬ 
pared with the maximum growth yet obtained for 
any litter (example D). Rat D was fed on white 

1 Biochemical Journal, vol. xv., p. 110, 1921. 


bread and milk, a diet physiologically complete in 
all respects. Whether milk contains any specific 
stimulus for mammary secretion, or whether it is 
merely good as containing the necessary foodstuffs, 
&c. ? in suitable proportions remains to be proved. 
It is interesting that litter K (the mother of which 
was eating an excess of caseinogen) achieved optimal 
growth until the tenth day, after which it lost weight 
and finally the young died. Rat 47, which had 
gelatin, a defective protein, in her diet, lost weight 
rapidly, and to a far greater extent than if she had 
been fed on bread only. 

The better the protein fed to the mother the more 
rapid, up to a point, the growth of the young, yet 



Days 5 10 15 20 


Curves showing weights of mothers and litters. i>, Norma? 
growth, diet of bread and milk. k. Diet of bread ami 
caseinogen. 47, Diet of bread and gelatin. 88, Diet of 
bread and gluten. 

with excess of any protein in the mother’s diet, 
the babies eventually die (or if they survive are by 
no means healthy or normal). It is suggested that 
this is due to failure of the milk secretion, preceded 
by some change in composition which is responsible 
for the spasms and abnormal condition of the babies. 
It is unlikely that nursing women ever take a dietary 
containing nearly as much protein as carbohydrate 
and practically no fat. But if we may argue from 
rats to human beings, it is clear that excessive 
proportions of protein in the mother’s diet may 
lead to metabolic and nervous trouble in the suckling. 
In view of their possible medical application these 
experiments are briefly described. A fuller account 
wifi be published in the near future. 


North-East London Post-Graduate College 
(P rince of Wales’s General Hospital, Tottenham. N.15).— 
Clinical Demonstrations, free to medical practitioners, 
will be held on Tuesdays, Wednesdays, and Fridays, 
from June 14th to July 22nd. Further particulars 
will be found in our Medical Diary. An Intensive Course 
of two weeks duration will be held in September, con¬ 
sisting of morning demonstrations on Clinical Methods 
and afternoon demonstrations of groups of selected cases. 
A syllabus will be issued in due course. 
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ROYAL SOCIETY OF MEDICINE. 


SECTION OF SURGERY. 

A meeting of this section of the Royal Society 
of Medicine was held on June 1st, Mr. W. G. Spencer, 
the President, in the chair. 

Mr. C. A. Pannett read a paper on 

Treatment, of Imperfect Descent of Testicle. 

He said that all the present methods of treatment 
were unsatisfactory, and that in the future treatment 
would probably be the supply of the missing hormone. 
Meanwhile, the methods orchidopexy and orchido- 
coelioplasty were at our disposal, though these were 
by no means ideal. Mr. Pannett then reviewed the 
methods of orchidopexy. In arrested descent as 
distinct from abnormal descent (ectopia) all methods 
of replacing the testicle in scrotum were ineffective. 
In a case of Sevan’s operation, w’here the testicle was 
removed a few days later, sections showed a condition 
of haemorrhagic infarct in which all the secretory 
cells of the testicle were degenerated, the internal 
secretory as well as the spermatogenic cells. This 
was a very undesirable result, because the imperfectly 
descended testicle was ordinarily able to maintain 
the male characteristics. Mr. Pannett proceeded 
to the discussion of orchidoccelioplasty, with special 
reference to experimental study on the rabbit. The 
results observed in this animal were the disappearance 
of spermatogenic cells and of their derivatives, but the 
continued activity of other cells, notably those lining 
tubules, which in the rabbit probably serve an 
internal secretory function. No vascular lesions 
and no obstruction of vas deferens were produced 
as a result of operation. The curious atrophy of the 
external secretory function was probably due to 
loss of the assistance in the evacuation of secretion 
usually supplied by contractions of the cremaster 
muscle. The testicle was unique in having a very 
long and tortuous path between the secreting acini 
and the excreting duct—the vas. The seminal 
tubules by themselves had not a sufficiently high 
secretory pressure to overcome the resistance of the 
20 feet winding epididymal tube, when unaided by the 
compression exercised by the cremaster, which 
squeezed out the contents of testis and epididymis 
into vas as from a sponge. The practical deductions 
which Mr. Pannett drew from his experiments and 
clinical experience were: (1) that when orchidopexy 
is impossible orchidoccelioplasty should be performed 
rather than removal or a Bevan operation ; (2) that 
in order to avoid destroying the possible spermato¬ 
genic function of an arrested testicle which might 
descend later on, operation on uncomplicated cases 
should be postponed until the eighth or the twelfth 
year; (3) that a bubonocele was no indication for 
operation; (4) that indications for operation were 
attacks of strangulation, torsion, or pain (orchitis 
from muscle trauma). Mr. Pannett concluded by 
describing the technique of orchidoccelioplasty. 

Discussion . 

The President expressed his interest in Mr. 
Pannett’s communication, and emphasised the 
desirability of careful differentiation between the 
various conditions described by Mr. Pannett. It 
was especially necessary to distinguish those cases 
who would be likely to get a delayed descent at 
puberty. The possibility of the insidious onset of 
malignant disease must be borne in mind. 

Mr. Philip Turner had now abandoned the 
fixation operation. Many years ago he had started 
trying to bring the testicle down to the opposite 
side of the scrotum. The anatomical results of this 
procedure were satisfactory. As to the distinction 
made by Mr. Pannett between imperfect descent 
and ectopia Mr. Turner considered that no 


sharp line of demarcation could be drawn between 
these conditions. Mr. Pannett had alluded to the 
shortness of vessels as a reason against the operation 
of orchidopexy. In Mr. Turner’s experience this 
trouble was unusual, but shreds of fascia resembling 
vessels often had to be defined and divided. Mr. 
Turner did not interfere with vessels. One advantage 
of bringing the testicle through a septum was that 
no sutures are needed—if a small hole is made 
and the testicle drawn through, the septum con¬ 
tracts and exerts a continuous slight force to prevent 
the testicle from retracting again. In three out of 
four cases who returned for examination on request 
a few years after this operation the testicles were 
well developed and no sign of the operation was 
detectable. Of 10 cases written to last year seven 
responded ; of these four showed most satisfactory 
anatomical results ; in two the testicle was either 
smaller than the other or had risen somewhat, and 
one case was a failure. The age of election for 
operation was between 6 to 10. It was preferable 
to operate before the age of 12, because symptoms— 
usually attacks of pain due to orchitis—seldom arose 
before that age. He had operated on adults because 
they desired it. As to a chemical stimulus some 
had tried thyroid extract, but inasmuch as a patent 
processus vaginalis was practically always present, 
Mr. Turner was sceptical as to the possible value 
of such treatment. 

Mr. Me Ad am Eccles put forward a plea for the 
use of the term “ imperfectly migrated ” testicle 
instead of the expression in common use, since 
developmentally the testis does not descend. He 
considered that there was little if any alteration in 
the replaced testicle, since few had spermatogenic 
functions to start with, but they did have an internal 
secretion. In Mr. Eccles’ experience cases came up 
more on grounds of definite hernia than for an 
imperfectly migrated testis, and if the condition 
was associated with hernia he was convinced that the 
testicle should not be drawn down to either side 
of the scrotum in young subjects, because this 
treatment would destroy its special function. In 
cases of double internal migration Mr. Pannett’s 
method was the correct one. The glands should 
be brought right within the peritoneal cavity, the 
greatest care being taken not to damage the vessels. 
In an adult Mr. Eccles always endeavoured to bring 
down the gland, and in these cases Mr. Turner’s 
method seemed to him the most desirable. 

Mr. Spencer Mort said that Mr. Pannett’s idea of 
the squeezing action of the cremaster muscle appealed 
to him. He asked about the spermatogenic functions 
of such animals as the elephant, whose testes were 
in the abdomen, and the cock w’hose testes were not 
external. He suggested that by placing in the 
abdomen both testes of a healthy buck rabbit, and 
after a suitable interval mating it with a doe, the 
question as to whether the spermatogenic functions 
of the rabbit were impaired by this procedure might 
be determined. 

The President agreed with Mr. Turner that 
longitudinal fibrous bands had often to be severed. 

In reply Mr. Pannett said that if no hernia and 
no pain were present there was no reason to operate, 
but after puberty it was not desirable to leave testes 
in the canal. 

Answering Mr. Mort, Mr. Pannett said that in 
the cock the testes do not go right up into the 
abdomen, but are drawn up into the groin, still 
retaining some contact with the cremaster muscle. 

Dr. A. Goodman Levy read a paper on 

Cardiac Massage. 

He first discussed the general principles under¬ 
lying the use of cardiac massage. Its sole function 
was to create an artificial circulation. The term 
massage was a misnomer, as it was really an effective 
rhythmical compression 6f both ventricles that was 
required. The hand must have access to the right 
as well as the left ventricle, and the whole heart 
must be compressed with the movement used on 
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the bulb of a Higginson’s syringe. As to surgical 
technique the method described by Bost and Neve 1 
appeared to Dr. Levy to satisfy most nearly the 
required conditions. In this method the attachments 
of the diaphragm are cut for two inches, through 
an abdominal incision. The right hand is inserted 
into the left pleural cavity and the heart grasped 
outside the pericardium. During massage the parts 
are pressed round the right wrist so as to prevent air 
from entering the pleural cavity. Dr. Levy emphasised 
the importance of performing artificial respiration, 
preferably by perflation, but artifical respiration 
performed by Sylvester’s method might be sufficient 
when there was no opening into the pleural cavity, 
provided it did not interfere with the proper per¬ 
formance of massage. He attached little importance, 
to variation of the rate of cardiac compression, 
as the rate bore no relation to that of the spon¬ 
taneous beat on recovery. But the occasional 
interruption of massage was desirable since some 
observers had found that a spontaneous beat 
developed more readily after a pause. The limit 
of the interval between the occurrence of syncope 
and the commencement of massage depended mainly 
on the length of time during which the nerve centres 
could stand deprivation of blood. If the interval 
were too long severe nervous symptoms, such as 
tetany, rigidity, incontinence of urine, and cerebral 
irritation, followed the restoration of the circulation. 
The generally accepted limit was five minutes. As 
to posture partial inversion was desirable only in 
so iar as it assisted cerebral circulation and the 
filling of the heart chambers. Dr. Levy then pro¬ 
ceeded to the separate consideration of (1) syncope 
from overdosage, and (2) primary cardiac syncope. 
In the former condition artificial respiration alone 
was usually sufficient to restore the heart beat, but 
if it had not been applied early enough cardiac 
massage was called for. In cats Dr. Levy had found 
the latter uniformly successful. Adrenalin was recom¬ 
mended by Gunn and Martin, 2 but Dr. Levy con¬ 
sidered it unnecessary, and in the presence of 
low blood pressure even dangerous. In this case 
pituitary extract should be injected. In primary 
cardiac syncope spontaneous recovery sometimes 
occurred, but experimental evidence in cats showed 
that in these animals it occurs only within the 
first 1$ minutes. Dr. Levy deduced from experi¬ 
ments that not more than two minutes should be 
allowed for the chance of spontaneous recovery, 
and cardiac massage, with intermissions, should be 
attempted. The duration of massage required 
varied from one to 48 minutes in a series of 29 cats 
in which ventricular fibrillation had set in. 

Discussion. 

Mr. Mort said that he had found by opening the 
radial artery that forcible pressure in the lower 
thorax in the course of artificial respiration caused 
an intermittent flow of blood as great as direct 
massage of the heart from the abdomen. 

The President asked if any case had been known 
to recover after massage of the heart through a hole 
in the diaphragm into the left pleural cavity. 

Mr. Levy replied to this question in the affirmative. 


8ECTI0N FOR THE STUDY OF DISEASE IN 
CHILDREN. 

Exhibition and Reports of Clinical Cases. 

A meeting of this Section of the Royal Society of 
Medicine was held on May 27th, Dr. F. S. Langmead. 
the President, being in the chair. 

Dr. J. H. Thursfield contributed the notes of 
a case of 

Renal Calculus. 

The patient, a girl aged 10 years and 2 months, 
1 Tuk Lancet, 1918, ii,, .So2. 

J°urnal of Pharmacology aud Experimental Therapeutics, 
ivl5, Vll. f 31 • 


had been admitted to hospital with a history of 
recurrent haematuria for eight months. There had 
at times been oedema of the feet and face, and on 
admission the right ankle was swollen. The urine 
contained blood, albumin, and blood and epithelial 
casts. Systolic blood pressure was 124. The heart 
was not hypertrophied. While the patient was 
confined to* bed the oedema disappeared, but the 
urine still contained traces of blood. The urine 
was passed freely in fair quantity and there was 
no pain. A tentative diagnosis of nephritis was 
made, but as the bleeding continued and a few pus 
cells were found in the urine, the latter was examined 
bacteriologically and found to be sterile. She was 
then given 15 c.cm. of normal horse serum, and 
nine days later reacted with a typical macular rash, 
fever to 99° F., and some reduction of urine, which 
contained more blood and pus. The diagnosis 
of nephritis became doubted, especially as a 
tumour, thought to be a displaced right kidney, 
could be felt low down on the right side of the abdo¬ 
men. At this time there was but little haematuria 
and the child was placed on a more liberal diet, and 
encouraged to get about the ward. The result was 
an attack resembling uraemia, with scanty urine, 
haematuria, vomiting, headache, and collapse. The 
hands were in the characteristic tetany position. 
She recovered and was skiagraphed soon afterwards, 
the skiagram showing a doubtful calculus on the 
right side loyr down. A urea-concentration test 
indicated that the excretion appeared to be some¬ 
what delayed. Cystoscopy showed that the right 
ureteric orifice was normal, the left somewhat 
dilated. A second urea-concentration test demon¬ 
strated decided increase of excretion. Tubercle 
bacilli were now reported in the urine, but four 
subsequent examinations failed to confirm their 
presence. By this time the constant presence of 
the tumour had convinced Dr. Thursfield of the 
desirability of an operation, and to facilitate the 
diagnosis further, oxygen was injected into the 
peritoneal cavity and a skiagram taken. The result¬ 
ing pictures showed quite clearly a large tumour 
with the circular shadow, previously noted, within 
it. Mr. O. Addison operated and extracted a calcium 
oxalate calculus from the dilated and thickened 
pelvis of the right kidney. There was no evidence 
of tuberculosis and no enlarged glands could be felt 
in the peritoneal cavity. Her recovery was slow, 
delayed by vomiting and a considerable amount 
of haematuria, but in the course of a fortnight this 
improved and the child began to put on flesh rapidly. 

Dr. J. Porter Parkinson showed a case of 

Symmetrical Gangrene (l Raynaud’s Disease). 

The patient, a female child aged 3 years, was the 
second illegitimate child of an apparently healthy 
mother aged 25 years. The mother’s statement 
was as follows : The infant had always been healthy, 
but suffered from chilblains at Christmas; these 
became swollen and blue in March, and began to 
discharge a thick yellow matter from the toes of 
both feet. The sores would dry up and then appear 
again when the child w r ore shoes. The toes began 
gradually to fall off and were found in the dressings. 
The child was well nourished but small. The Wasser- 
mann reaction was negative. The outer three toes 
of the left foot had disappeared, leaving round sores 
which had now healed. All the toes of the right foot 
were missing and the foot was much swollen and 
very tender, the skin being purple in colour as far 
as half-way up the leg. This colour had since gone 
and the swelling was much less. The heart, lungs, 
abdominal organs, and urine were normal.—Dr. 
Thursfield said that he regarded syphilis as the 
usual cause of symmetrical gangrene and Raynaud’s 
disease, like haemoglobinuria, when it occurred in 
children, as always syphilitic. He asked whether 
a Wassermann reaction of the mother’s blood had 
been done, as members must all have seen cases 
of indubitable hereditary syphilis in which the 
patient’s blood was persistently negative.—Dr. 
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Parkinson replied that no opportunity had been 
afforded to test the mother’s blood. He quite agreed 
as to the frequency of a syphilitic origin for Raynaud’s 
disease and also haemoglobinuria, and referred to 
a family group of cases of the latter disease in which 
syphilis was shown to be the cause. 

Mr, Philip Turner showed a case of ' 

Tumour of the Left External Ear. 

It was soft, non-fluctuant, and situated chiefly 
behind the ear, and recently had been increasing 
in size, so that it occluded the external auditory 
meatus, rendering the girl deaf unless she cleared 
the meatus by traction on the pinna. Recently 
there had appeared also a swelling over the parotid, 
and a similar soft tumour of the scalp in the occipital 
region. One or two hard nodules could be detected 
imbedded in the tumour. A coarse growth of hair 
had appeared over the anterior part of the swelling. 
Mr. Turner regarded the tumour as almost certainly 
a naevo-lipoma and the harder nodules as foci which 
had undergone fibrosis. Because of the increase in 
size, and the blocking of the external auditory 
meatus, he proposed to attempt to remove it. 

The President showed a case of 

Cirrhosis of the Liver with Splenomegaly. 

For about six months the patient, a girl aged 9 
had been ailing, but since the end of April had been 
worse, complaining of abdominal pain. Blood had 
been passed with every stool during the first fortnight 
of more severe illness, and there were also oozing 
from the gums and epistaxis. Vomiting was 
occasional. Jaundice of fair severity appeared. On 
admission early in May, in addition to the jaundice, 
a few telangiectases were noticeable on the face. 
The gums continued to ooze slightly. There were 
some dilated veins in the flanks. In the epigastrium 
the liver could be felt enlarged, hard, and nodular. 
The spleen was also enlarged, reaching below the 
costal margin for about two fingers-breadth. It 
varied considerably in size and was not hard. After 
admission slight ascites developed. The cervical 
and axillary glands were slightly enlarged. Nutrition 
was good. The jaundice lessened and haemorrhages 
diminished after admission. Wassermann reaction 
negative on two occasions. The urine was normal, 
containing neither bile pigment nor salts, but was not 
examined until the jaundice had begun to lessen. 
A blood examination gave the following results: 
red blood cells, 4,700,000 ; Hb, 74 per cent. ; colour 
index, 0*78 ; white cells, 5500, consisting of poly¬ 
morphs, 69 per cent. ; small lymphocytes, 22 per 
cent.; large lymphocytes, 5 per cent. ; eosinophiles, 
2*5 per cent.; large hyalines, 1 per cent.; basophiles, 
0*5 per cent. A w T eek later the red blood cells fell to 
4,400,000, the haemoglobin to 66 per cent., and the 
white cells to 3000. The diagnosis lay between 
primary cirrhosis, with secondary splenomegaly 
and Banti’s disease. In favour of the latter was the 
leucopenia. He thought, however, that true Banti’s 
disease—i.e., the combination of splenic enlargement, 
anaemia, haemorrhages, and cirrhosis of the liver, with 
ascites—was extremely rare in young children, much 
rarer than primary cirrhosis. The occurrence of 
telangiectasis was a prominent feature of hepatic 
cirrhosis in children and he favoured that diagnosis.— 
Dr. Thursfield said that many of the cases described 
as splenic anaemia and Banti’s disease in children 
did not conform to type and present the features 
which he regarded as essential to the diagnosis. The 
softness of the spleen in this case was against the 
diagnosis of Banti’s disease and in favour of con¬ 
gestion secondary to primary cirrhosis. The appear¬ 
ance, too, in Banti’s disease he considered character¬ 
istic, whilst this patient looked too well. Cirrhosis of 
the liver possibly might be due to an acute infection. 
An epidemic of fatal cirrhosis had occurred among 
the deer of Richmond Park, which certainly sug¬ 
gested an infective origin. Gaucher’s family spleno¬ 
megaly had also to be considered in the diagnosis— 


The President, in reply, agreed with Dr. Thursfield’s 
remarks concerning splenic anaemia. The softness 
and variability of the spleen, he thought, was against 
a diagnosis of Gaucher’s disease. 

The President also contributed the notes of a 
case of 

? Cerebrospinal Fever . 

The patient, a boy aged 13J, towards the end of 
February had suffered from pains in the limbs and 
had developed an eruption of the skin, regarded by 
the doctor who saw him as erythema nodosum. 
There were no joint swellings. After an interval of 
about a week he complained of severe paroxysmal 
pains in the head, radiating from the temporal 
region sometimes to the occipital region, sometimes 
to the forehead, and sometimes to the neck and 
shoulders. These attacks recurred every few days 
and were accompanied by fever, gradually rising 
higher with each attack, and sometimes by vomiting. 
With the attack there was considerable irritability, 
the boy being restless and disliking manipulation ; 
there was no head retraction. Between the attacks 
he was quite at ease and had a good appetite, and 
physical examination showed no other abnormalities 
than slight rigidity of the legs, weak knee-jerks, loss 
of weight, a slight mitral systolic bruit, and slight 
tenderness over the left kidney, which appeared 
unduly easily palpable. There had been no urinary 
changes, but in view of the poverty of physical signs 
and the palpability of the kidney, it was thought 
advisable to have the urine examined bacteriologi- 
cally ; it was reported upon as containing B. lactis 
aerogenes. Neither alkalis nor urinary antiseptics 
caused any improvement, and the boy was admitted 
to hospital, the attacks becoming more severe and 
prostrating during the interval of one week. During 
the first bout of fever after admission the tempera¬ 
ture rose to 105° F. Thereafter the attacks of 
headache and fever occurred every 48 hours for 17 
days, the temperature ranging from 92° to 105°, 
and the chart resembling closely that of benign tertian 
malaria. Examination during the attacks revealed 
always restlessness, general hyperesthesia, flushing, 
and rigidity of the legs, whilst sometimes there were 
vomiting, ptosis, and slight squint. The urine 
remained normal and a second bacteriological 
examination showed it to be sterile. Radiographic 
examination of the abdomen was negative. The 
cerebro-spinal fluid was under slightly increased 
pressure and contained 6500 white blood cells per 
c.mm., chiefly polynuclears. Culturally it was sterile 
on two occasions, nor were organisms seen in a film 
after centrifugalisation. A blood culture gave nega¬ 
tive results, as did also examination for malarial 
organisms. There was a leucocytosis of 23,000, 
90 per cent, of which were polynuclears. Ophthalmo¬ 
scopic and otoscopic examinations were negative. 
An agglutination test, using the cerebro-spinal fluid 
against strain II. of the meningococcus showed no 
trace of agglutination. Complement-fixation test for 
tubercle, using the blood serum, was also negative. 
Quinine failed to modify the fever. After this 
period the febrile attacks became more occasional. 
On one occasion he complained of numbness in the 
left forearm and left leg, and partial anaesthesia was 
demonstrable in these positions, but gradually 
disappeared within a few days. A final lumbar 
puncture was done 21 days after admission, the fluid 
escaping under considerable pressure. Since then 
there had been no further rise of temperature and 
the boy was now convalescent. The knee-jerks 
were still difficult to obtain and there was nystagmus. 
In view of the increasing intrathecal pressure, the 
high polynuclear count in the cerebro spinal fluid, 
and the negative findings by other examinations, 
the case was regarded as probably one of cerebro¬ 
spinal fever in spite of the negative bacterio¬ 
logical examination of the cerebro-spinal fluid and 
almost complete absence of signs between the attacks, 
which resembled the crises encountered in that 
disease.—Dr. E. A. Cockayne agreed with the 
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diagnosis and referred to a case in which, after the 
appearance of a rash resembling somewhat erythema 
nodosum, there were four days of complete inter¬ 
mission of symptoms, followed by definite cerebro¬ 
spinal fever, which proved fatal. 

SOOIETE DE THERAPEUTIQUE DE PARIS. 

At a recent meeting of this Society Dr. Artault de 
Vevey read a paper on 

The Treatment of Scabies and Pediculosis by Benzine , 

in which he stated that though the parasiticide properties 
of benzine were well known to naturalists, especially 
entomologists, they were not generally recognised by the 
medical profession. lie had frequently found that a garden 
syringe Idled with benzine was sufficient to rid a house of 
ants, beetles, and cockroaches. In the case of scabies, 
treatment consisted in swabbing the regions affected with 
benzine, and applying at night an ointment composed of 
10 g. of benzine with 50 g. of lanoline, and covering it with 
wool. The following morning the ointment was washed 
off with soap and a cure was effected. The body-linen and 
clothes were disinfected by sprinkling them with benzine, 
and putting them in a closed chest, for a few hours. In 
pediculosis capitis the scalp was swabbed with benzine, and 
the head covered with a paper or cloth cap for an hour. 
Not more than 10-15 c.cm. of benzine need be used. In 
the case of body-lice the axillae, groins, and flexures of the 
limbs should be swabbed, and the clothes and linen treated 
as in the case of scabies. The only danger, which could 
easily be avoided, was the inflammability of benzine. The 
applications were never painful, except over excoriations. 

The Treatment of Laryngeal Tuberculosis by Rare Earths. 

Dr. G. Rosenthat, in his paper stated that this treat¬ 
ment must be both local and general. General treatment 
consisted in giving an intravenous injection three times a 
week of 4 c.cm. of a solution of didymium sulphate, at first 
in a 2 per cent., and later in 4 per cent, strength, together 
with 5-20 c.cm. of concentrated solution of saccharose. 
Local treatment included (a) progressive intratracheal 
injections of from 2-15 and 20 c.cm. of 1 in 10 gomenol oil, 
supplemented by 2 eg. of didymium sulphate ; (b) local 

applications of the preparations already mentioned, or one 
of the following solutions s sulphate of didymium 0-02 g., 
gum arabic q. s. ad 4 c.cm., or novocaine 0 02 g., didymium 
sulphate 0-02 g., gum arabic q. s. ad 4 c.cm. The only 
contra-indication to local treatment was weakness of the 
patient. Great care should be taken in giving intravenous 
injections in febrile cases. 

Dr. R. Hverre read a paper on 

Cedar Wood Oil as a Substitute for Sandalwood Oil, 

in which he stated that the chemical composition of cedar 
wood oil, which contained sesquiterpenes and sesquiterpenic 
alcohols, showed that it was in no way inferior to sandal¬ 
wood oil in its action on the mucous membranes. 

The Phosphorus and Calcium Balance in Tuberculosis. 

Dr. R. Lautifr in his paper recorded cases showring 
that, though a nitrogenous deficit or retention w r as generally 
accompanied by a deficit or retention of calcium, this was 
not a universal rule. In like manner the nitrogen balance 
and phosphorus balance did not always go hand in hand. 
In order to obtain the best conditions of nutrition or repair, 
food or drugs containing phosphorus or calcium should not 
be prescribed haphazard, but should be given in such a way 
that there should be a slight excess of calcium. 

The Treatment of Whooping-Cough by Adrenalin. 

Dr. L. Dumont in his paper stated that this method, 
which was introduced by an English writer in 1912 or 1913, 
had been employed by him wdth constant success since 
1913. llis dosage was as follows, a 1 in 1000 solution 
of adrenalin being employed : below 3 years, 2 drops three 
times daily ; from 3 to 7 years. 3 drops every three hours ; 
from 7 to 15 years, 4 drops ; above 15 years. 5 drops. The 
doses must be taken immediately after the paroxysms, so 
as to prevent the drug being vomited. If no improvement 
occurred in three days’ time, the dose must be increased by 
one drop daily until a real improvement took place. An 
attack so treated should not last longer than two to three* 
weeks. 


National Council for Combating Venereal 

Diseases.- The business meeting of the General Council 
will be held on Tuesday, June 2Mli, at 3 P.M.. at the Morley 
Hall YAV.C.A., Georgi*-sf reel, Hanover-^quare, London, YV. 
The busine?.* meeting will be followed by the annual general 
meeting. 


Jftefrittos sift ftatires of J® 0 ks. 

Ax Introduction to the Psychological Problems 
OF INDUSTRY. 

By F. Watts. London: George Allen and 

Unwin, Ltd. 1921. Pp. 240. 12s. Qd. 

There is to-day a vogue for things psychological, 
and another for things industrial. The book now 
before us is concerned with both. 

The author starts by proclaiming the need that 
exists in industry for investigating the human side 
of work, and for scientific methods “ to collect the 
facts, to arrange them, and to attempt to explain 
them.” When pointing to the underlying influence 
exerted by the ductless glands upon the emotions 
lie even tempts the reader to expect a physiological 
explanation of psychology ; thus, the effect of 
emotional excitement upon the adrenal glands, which 
leads to increase in the rate and force of the heart¬ 
beat and promotes effective muscular innervation, 
is claimed as a factor in industrial fatigue. Fatigue, 
its onset and elimination, is dealt with at some length, 
but the subject is treated in too abstract a manner, 
a not unusual failing with psychologists who write 
of industry ; there is little appeal to facts, of which 
there are to-day plenty accumulating, small effort to 
arrange them, but a vast deal of theoretical dis¬ 
quisition and a priori deduction. The section devoted 
to vocational selection is perhaps the best in the 
book, although here, too, there is little evidence of 
real investigation. Attention is well drawn to the 
need in industry for economical route-ing of human 
ability, just as there is an economical route-ing of 
processes ; ‘‘ economy suggests it; humanity demands 
it.” The criticism is particularly applicable to 
the last half of the book. Here appeal to care¬ 
fully collected data is thrown to the winds, and 
theoretical psychology rules supreme. Monotony, 
for instance, is discussed without establishing by 
results that any such thing really exists ; surely, 
processes could have been found and instanced, 
similar in the amount of physical exertion required, 
in the conditions of labour, in the wages paid, and 
in other pertinent factors, but differing in the variety 
of movement called for in the one case and the 
constant repetition work in the other ; observations 
could then be quoted to establish how important 
this question of monotony really is, and then would 
be the time, if at all, to build up a superstructure 
claimed to be the framework of industrial unrest. 
We fully allow that by adopting the method pursued 
an interesting and readable book can be written, 
and in producing such a book Mr. Watts has suc¬ 
ceeded. The pity is that the reader has to disentangle 
ideas based on fact from those based on some general 
consensus of opinion. The author has allowed 
himself rather too many footnotes, which have well 
been called indications of lazy writing. References 
to authorities quoted are irregularly dealt with. 
appearing now in footnotes, now (where they always 
should appear) in a list at the end of the chapter ; 
here is another indication of slackness in preparation. 
The index of the book is quite inadequate, and 
hardly supplements the statement of contents. 

We can recommend this book to those who desire 
to acquaint themselves with the interesting thoughts 
of an interesting thinker, but we are unable to 
promise them a solid contribution to the science of 
the subjects dealt with therein. 

Annals of Medical History. 

Yol. III., No. 1. New York : Paul B. Iloeber. 

1921. Pp. 9(1. $2.50. 

The previous volumes were interesting, and the 
number now before us is no exception to the pattern, 
j Among the papers of chief note is one by Isador 11. 

1 Coriat, dealing with an ancient Eyptian medical 
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prescription for hysteria to be administered either by 
fumigation or internally. It consisted of semi¬ 
precious stones together with wine and certain 
plants. It was apparently found efficacious, but 
still we prefer the simple methods of our more 
immediate ancestors quoted by Sir D’Arcy Power 
in his Annual Oration (1920) delivered before the 
Medical Society of London. 1 Circa 1070, the Rev. 
John Ward, vicar of Stratford-on-Avon, wrote in his 
diary concerning the practice of a neighbouring 
medical man : “ Dr. Trig cured a woman yt was 
troubled with histerical fits this way; he laid her 
upon ye ground with her face downwards, yn took 
up her coat and gaue her 3 or 4 good slaps on ye arse, 
and they cured her.” 

Another notable paper in the Annals is by 
Henry Barton Jacobs on Elizabeth Fry, Pastor 
Fliedner, and Florence Nightingale, all of whom 
brought about enormous improvements in nursing 
the sick. Pastor Fliedner was the founder of 
the Deaconess Hospital, Kaiserwerth. John C. 
Hemmeter contributes an interesting article upon 
Leonardo da Vinci as a Scientist, and Harry Frieden- 
wald discusses the giving of medical degrees in the 
Middle Ages by other than academic authority; 
references are given to the granting of medical 
degrees to Jewish physicians by the Pope, in 1402 
and also in 1502. We can call two instances to mind 
not mentioned by Dr. Friedenwald of degrees being 
granted without academic authority in much later 
times. In 1057 the poet Cowley, “ complying with 
the men then in power (which was much taken notice 
of by the royal party), he obtained an order to be 
created Doctor of Physic, which being done to his 
mind (whereby he gained the ill will of some of his 
friends) he went into France again. ...” This 
occurred in December, 1057, at Oxford. Again 
even to day “ Lambeth Degrees ” in every faculty 
are or can be granted by the Archbishop of Canter¬ 
bury, a remaining privilege of His Grace’s former 
position as Papal Legate. 


Types of Mental Defectives. 

By Martin W. Barr, M.D., Chief Physician, 
Pennsylvania Training School for Feeble-Minded 
Children ; and E. F. Maloney, A.B., Professor of 
English, Girard College. London : H. K. Lewis 
and Co., Ltd. 1920. Pp. 180. 10s. 

As the title suggests, this book is a study of a 
series of cases illustrating the various grades and 
specialised types of mental deficiency. The authors’ 
aim that the cases should be ‘ ‘ sign-posts pointing 
the way to successful diagnosis ” is certainly achieved, 
for the grading standard is well maintained, the notes 
on hereditary and environmental conditions are 
illuminating, and the descriptions of general intelli¬ 
gence, behaviour, and educability of each case give 
clearly outlined clinical pictures. The absence, 
however, of any record of examination by the newer 
psychological methods is a somewhat notable omission 
in a book on this subject, especially in one which 
emanates from America. Unfortunately for English 
readers the grading is not that to which they are 
accustomed, for Dr. Barr still refuses to use the term 
“feeble-minded,” or even its American equivalent, 
“ moron,” for the higher grades, and classifies his 
cases as “idiots, idio-imbeciles, and imbeciles (low, 
medium, and high-grade).” His medium and high- 
grade imbeciles, however, practically correspond to 
our feeble-minded. This more extensive application 
of the term “ imbecile ” makes the use of the term 
“ moral imbecile ” less of an anomaly than it is in 
the English nomenclature, but Dr. Barr’s classification 
is not likely to be adopted here, partly on sentimental 
grounds and partly because the Mental Deficiency 
Act has definitely fixed our terminology. 

On the subject of moral imbeciles there is still 
much confusion of thought, from which this book is 
not quite free. For after speaking of “ perversion, 


1 The Lancet, 1920, i., 1043. 


or complete absence of the moral sense,” as a 
characteristic of this type, Dr. Barr quotes two cases 
who could 44 undoubtedly discriminate between right 
and wrong,” and another who realised that his 
punishment was deserved. And, as the great- majority 
of the examples cited are, from the descriptions 
given, obviously deficient in intelligence and there¬ 
fore certifiable under one or other of the grades 
already mentioned, one is reminded of Healy’s 
dictum, in speaking of the moral imbeciles, that he 
had “ not found one.” Of much interest is the 
chapter on “ idiots savants,” those curious types 
who compensate for their general deficiency^ by a 
special talent in one or more directions. One of the 
cases described has been made familiar to English 
readers by Dr. Tredgold, who, however, regards the 
case as one not of primary defect, but of secondary 
defect due to deafness. Another of Dr. Barr's cases 
is of extreme interest as showing how the discovery 
and encouragement of a specific talent caused definite 
improvement of behaviour and an interest in other 
work which six years of previous training had failed 
to produce. From the point of view of operative 
treatment, the case of a lad who, after castration 
at 14 years of age, showed greater capacity for training 
and marked increase of control over his baser instincts, 
is of some importance. A photograph is given of 
every case, an unusual and valuable feature, but it 
has apparently necessitated the reduction of many 
to a size incompatible with clear definition. It is 
scarcely possible, for example, to find a Darwinian 
tubercle in a photograph of head and shoulders the 
size of a postage-stamp. 

The book is well worth careful study by all who 
have the responsibility of diagnosis of such cases. 


Trait6 Pratique des Maladies des Enfants du 
Premier Age. 

By Gaston Variot, M^decin de THospice des 
E n fan is - A ssist^s et de l’Hdpital Notre-Dame du 
Perp^tuel-Secours, Chef des Services de l’lnstitut 
de Pu^riculture, President-fondateur du Dispen- 
saire Goutte de Lait de Belleville. Paris: Octave 
Doin. 1921. With 88 figures. Pp. 1150. Fr.75. 

Dr. Variot’s new text-book includes a study of the 
diseases of infants in the first two years of life. The 
early chapters are devoted to the very important 
subjects of infant hygiene and infant feeding, on 
which the author can speak with authority. There 
is an elaborate consideration of the diseases of the 
digestive system, with a special chapter on congenital 
anomalies. Respiratory, cardio-vascular, and nervous 
systems are treated in turn, and are followed by 
detailed consideration of congenital syphilis, tuber¬ 
culosis, specific fevers, rickets, dystrophies, and so 
forth. The work is essentially personal, and is the 
fruit of a long career of careful clinical and laboratory 
study of disease in early childhood. It reads easily 
and never becomes dull, though it is a most complete 
treatise on the diseases of infants—in fact, an exposi¬ 
tion of the modern teaching of the. French school in 
the matter of infant hygiene and disease. 


Rational Treatment of Pulmonary Tuberculosis. 

By Charles Sabourin, M.D., Medical Director 
of the Durtol Sanatorium, France. Authorised 
English translation from the sixth French 
edition. Philadelphia: F. A. Davis Company. 
1921. Pp. 440. $3.50. 

The author who would write a book devoted 
solely to the treatment of pulmonary tuberculosis 
must take his courage in both hands, for he has to 
run the gauntlet of the hundreds of advocates of 
various remedies, and he is certain to please few 
unless he is prepared to give his book encyclopaedic 
dimensions. The present work does not attempt to 
discuss the latest “ advances” in the specific treat¬ 
ment of tuberculosis, and only a page is devoted to 
vaccine- and sero-therapy. Many other compara¬ 
tively modern forms of treatment are either wholly 
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ignored or discussed with a brevity that may be taken 
as the measure of Dr. Sabourin’s estimate of their 
value. He is a sanatorium physician with long and 
varied clinical experience, and it is evident that he 
is either ignorant of the enormous amount of new 
therapeutic work, or that he has found it profitless. 
His book thus conveys nothing new. But it would 
be difficult to over-estimate the value of the sound 
and practical clinical advice he has to give. In almost 
every page he shows a profound and intimate know¬ 
ledge of the workings of the tubercle bacillus in the 
human body and of the many steps which can be 
and ought to be taken to make the reaction of the 
host to the parasite victorious. With regard to 
exercise he is emphatic that it should be aimed mainly 
at the lower limbs, for the arms are located too 
near to the lungs to be used freely with impunity 
by the consumptive. Thus he advocates walking as 
the most useful form of activity, and he regards 
sawing wood, even if it be for 15 minutes only, as 
“ highly detrimental.” His advice with regard to 
coughing shows the same sympathetic knowledge of 
his subject, and he contrasts the unrestrained 
indulgence in coughing by the untrained patient 
with the coughiess silence of a sanatorium dining¬ 
room. The author of the tag— 

“ It’s not the cough that carries you off, 

It'8 the coffin they carry you off in,” 

was more witty than wise, for many a patient coughs 
himself into his grave who, had he learnt to discipline 
this reflex, would still be a useful member of the 
community. _ 


Medicine in Vienna in the Past. 

Das alts medizinische Wien in zeitgenossischen 
Schilderungen . Von Dr. Med. et Phil. Max 
Neuburger, 0.6. Professor fur Geschichte der 
Medizin an der Universitat zu Wien. Wien 
und Leipzig: Moritz Perles. 1921. Mit 9 
Abbildungen. Pp. 266. M. 35. 

This account of the medical side of Vienna from 
contemporary records comprises the period from the 
death of Gerhard van Swieten in 1772 to 1814, 
the year of the Congress of Vienna, a period when 
Vienna was the Mecca of the medical pilgrim, and 
when 44 Es war nur ein Wien.” But much has 
happened since then. G. van Swieten, one of the 
famous pupils of the illustrious and then all-powerful 
H. Boerhaave, of Leyden, was called by Maria 
Theresa, Empress of Austria, to become her physician 
and to reorganise medical studies in Vienna and in 
the Austrian Empire generally, which he did with 
gratifying success, carrying with him the doctrines 
and methods of the Leyden School. Anton de Haen 
was brought from the Hague by van Swieten to assist. 
An account is given of what is called two sensational 
events in the history of Vienna Medicine—the opening 
of the General Hospital, with its adjuncts—for 
maternity cases, also for foundlings, lunatics, and 
incurables in 1784, and the foundation by Joseph II. 
of the K.K. Medico-Chirurgical Academy in 1785. 

The text is composed of extracts from reports by 
medical men—German, French, Russian, and English 
—who visited Vienna and in their travels described 
what they saw in the hospitals and medical school. 
The mortality of the 44 foundlings ” seems to have 
been appalling ; one surgeon treated his cases with 
water dressing and no bandages or plasters even to 
hold the linen covering in position, another extols 
plasters and salves ; one physician was all for 
expectant treatment, and others adopted vigorous 
methods, so that there was plenty of variety in 
treatment for observation ana criticism. We get 

f limpses of the activities of Storck, Stoll, Plenck, 
’eter Frank, and others famous in their time; of 
Mesmer, with his Animal Magnetism, who found 
fewer fools in Vienna than in Paris; of cases diagnosed 
into two classes, sthenic and asthenic, and treated 
accordingly ; of the famous oculist, then of European 
reputation, von Beer; of G. Prochaska, with his 
wonderful collection of injected anatomical specimens, 


and some of the original preparations of Lieberkiihn; 
of Gall and his doctrine, and his public lectures in 
1786, which, however, were suppressed. We heat of the 
terrible epidemic of typhus in Vienna after the 
battle of Austerlitz in 1805, of a visit by K. Ernst von 
Baer and his impressions. We are reminded, also, of 
a forgotten incident in the life of Richard Bright 
by a reference to 44 Travels from Vienna through 
Lower Hungary, with some remarks of the State 
of Vienna during the Congress in the Year 1814.” Here 
we get a picturesque account of De Carro’s introduc¬ 
tion, advocacy, and practice of Jenner’s methods of 
the cowpox inoculation against small-pox. Bright 
also notices that of the most celebrated practising 
physicians scarcely one is an Austrian by birth. 

There is much to interest the reader in these studies 
of the practice and doctrines, as well as the person¬ 
alities, of a by-gone age in medical history. 


Clinical Study and Treatment op Sick Children 

Third edition, revised and enlarged. By John 

Thomson, M.D. London and Edinburgh : Oliver 

and Boyd. 1921. Pp. xxxii.-877. 32a. 6d. 

Dr. Thomson brings to his work the outlook of a 
scientific observer as well as of a clinician, and 
over and above his acquaintance with disease 
in children has an inspiring knowledge of the 
literature of the subject. The only criticism that 
can be offered is that, doubtless from considerations of 
space, Dr. Thomson has too often limited himself to 
a mere recapitulation of symptoms when fuller dis¬ 
cussion and expression of his personal views as to 
their interpretation would have been welcome. 
Different parts of the book will necessarily appeal to 
different readers. The opening chapters, dealing 
with methods of examination of the sick child and 
with symptoms and signs peculiar to children, will 
be found especially valuable by the student. Physical 
constants, and the variations to which growth and 
development are liable in health and disease are 
treated comprehensively, and the diet and general 
hygiene of the infant and adolescent are not neglected. 

Certain of the views expressed are not those most 
generally accepted. For the breast-fed infant, 
.supplementary feeding is advocated in cases where the 
supply of breast-milk is insufficient. The balance 
of opinion in England appears to favour alternate 
feeding as being both more easy to carry out. 
especially in working-class homes, and on the whole 
more beneficial both for mother and child. The 
chapters on rickets and scurvy are brought well up 
to date ; a table of the composition of infant food* 
is of special value (pp. 162-166), the criticisms of 
the properties of each foodstuff being pertinent. 
A chapter is devoted to congenital hypertrophic 
pyloric stenosis, illustrated by reproductions of 
hotographs which compare favourably with any 
itherto published, though this rare condition hardly 
merits the attention devoted to it. The nutritional 
diseases of infancy are dealt with at length, and the 
exposition and discussion of Finkelstein’s work on food 
disorders is particularly illuminating. Dr. Thomson 
would appear to incline more strongly than do most 
authorities to Finkelstein’s theories, that dietetic 
errors, particularly improper quantitative relation¬ 
ship between protein, fat, and carbohydrate in the 
feeds, rather than bacterial infection, are responsible 
for digestive disorder and its sequela marasmus. 

The chapters on child metabolism we have 
found the most interesting in the book. The 
causation and treatment of tetany and the nervous 
manifestations of rickets arc treated in a chapter 
headed 44 Spasmophilia,” while an exhaustive study 
of cyclic vomiting is placed in the chapter on 
acetonsemia. The aetiology and treatment of asthma 
in childhood includes a description of the protein- 
sensitive tests, and the subject of anaphylaxis receives 
further attention in Appendix C. As regards the 
application of organic compounds of arsenic to the 
treatment of congenital syphilis, Dr. Thomson seems 
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rather more optimistic as to the results of treatment 
of the later manifestations than are most observers. 
The relative prevalence of the bovine type of infection 
in Edinburgh in contrast to the greater frequency 
of infection with human-type tubercle bacilli in 
London is discussed. Under existing conditions the 
boiling of milk is strongly advocated. An apparent 
contradiction appears on p. 774. After admitting 
the soundness of the inv€»stigations of Ghon and 
others, who showed that a primary lesion may always 
be found at the point of invasion of a tissue such as 
the lung by tubercle bacilli, the lymphatic glands at 
the hilus being secondarily infected, the author 
states “ in early childhood there is a greater tendency 
for the lymphatic glands to be severely affected, and 
it is only when this first line of defence is broken 
down that the disease is able to reach the lungs.” 
The contention of Ghon was that pulmonary disease 
reached the lung directly by the air-passages in 
children as in adults; and that infection of the lungs 
by continuity of lymphatic paths was unlikely to 
occur. Dr. Thomson advocates tonsillectomy in 
cases of tuberculous infection of glands in the neck; 
he does not devote much attention to the important 
group of children who show delayed or even complete 
failure of resolution after broncho-pneumonia, nor to 
those who suffer from recurrent broncho-pneumonic 
attacks of catarrh : a warning that these conditions 
are too frequently diagnosed as juvenile pulmonary 
tuberculosis might have been helpful to his less 
experienced readers. 

This edition, like its predecessors, is well produced. 
A comprehensive index and many beautiful illustra¬ 
tions are provided, and the appendices include a 
Children’s Pharmacopoeia. 


Suggestion and Auto-suggestion. 

A Psychological and Pedagogical Study based 
upon the Investigations made by the New Nancy 
School. By Charles Baudouin. London : 
George Allen and Unwin. Ltd. 1920. Pp. 288. 
15a. 

It is well, at the present time, that the attention 
of psychotherapeutists should be recalled to the 
efficacy of suggestion in the treatment of certain 
morbid states. Before the war a small band of 
enthusiasts, in this country and other countries, made 
use of suggestion, with or without hypnosis, in the 
treatment of functional disorders, and often succeeded 
in alleviating conditions which had resisted all 
other methods. Sometimes cures could be recorded, 
though sometimes claims in this direction had to 
be turned down. During the war the limitations 
of suggestion were forcibly impressed upon those | 
medical officers who, often without much previous j 
experience, employed it in the treatment of ” shell¬ 
shock,” and the need felt for some more “ rational ” 
therapy, together with the gradual assimilation of 
some of the doctrines of the psycho-analysts, led 
in time to a hybrid form of treatment which was 
neither suggestion nor psycho-analysis. Since the 
war the tendency would seem to be towards the 
employment of some form of mental analysis in 
every case in which psychotherapy is indicated, and 
the use of suggestion appears to be falling into dis¬ 
repute. Baudouin’s book is therefore opportune 
in that it serves to remind us that suggestion nas still 
a useful part to play in psychotherapeutics. 

The doctrines expounded by him are based on 
work carried out by Emil Cou4 at Nancy during the 
past 10 years. These doctrines are a natural 
development—indeed, almost an inevitable develop¬ 
ment—of the views put forward by Ltebeault and 
Bernheim many years ago. Their main feature is 
the insistence on the importance of auto-suggestion 
and of the part it plays in all effective suggestion 
whatsoever. The truth of this has been felt by 
many who have used suggestion extensively in 
therapeutic practice; and, indeed, apart from the j 
possibility of some supernormal influence exercised 
by the hypnotist on his patient, it is obvious, to 
quote Frederic Myers, \hat when a subject is told | 


not to feel an aching tooth, “ we cannot credit the 
doctor with doing more than set in motion some 
self-suggestive machinery by which the patient 
cures his toothache himself.” But although the 
central feature of Coup’s doctrines is not new, what 
ia new and valuable in Baudouin’s exposition is the 
formulation of the laws and mechanisms through 
which auto-suggestion works, and the precise descrip¬ 
tion of the most effective ways of bringing them into 
action. 

Perhaps the most important law discovered by 
Cou£ is that which Baudouin calls the “ law of 
Reversed Effort.” It is the law exemplified in the 
attraction which a bunker has for the novice at golf, 
or a big stone on the road for the budding cyclist. 
In Coup’s words : “ When the will and the imagina¬ 
tion are at war, the imagination invariably gains 
the day.” It is on the proper appreciation of the 
relation between the imagination and the will that 
success in the use of suggestion mainly depends, 
and a study of Prof. Baudouin’s book, in which this 
topic is fully dealt with, cannot fail to be of great 
value to the practitioner. 

Throughout this work there are numerous references 
to psycho-analysis, and apparent acceptance of its 
teachings ; but attempts to relate these teachings to 
those of the new Nancy School are few, and not very 
successful. Especially is it noteworthy that the 
writer avoids any discussion of the outstanding 
contribution of psycho-analysis to the psychology 
of suggestion—namely, the relation of suggestion to 
“ transference.” But it is not surprising, and 
erhaps not regrettable, that in an essentially practical 
ook certain theoretical problems, which are hardly 
yet ripe for settlement, should be passed over without 
comment. 


(Edema and Nephritis. 

A Critical, Experimental, and Clinical Study of 
the Physiology and Pathology of Water Absorp¬ 
tion in the Living Organism. Third edition. By 
Martin H. Fischer, M.D. New York: John 
Wiley and Sons, Inc. 1921. Pp. 922. 65a. 

The third and enlarged edition of Dr. Martin 
Fischer’s well-known work contains the same material 
as the two previous editions, practically unaltered, 
and also several important additions. The author 
develops his conception of the hydrophilic colloid 
in furtner detail and gives an account of new experi¬ 
ments on the swelling, and solution of gelatin ^ in 
non-acid media. Another new feature of this edition 
is a discussion of the nature of the increase and 
decrease in hydration capacity of the proteins 
and a more general discussion of the essential nature 
of water secretion, while some interesting experiments 
are added on the behaviour of protein colloids in the 
presence of buffer mixtures. Much of the book has 
a direct clinical interest, and the relation of chronic 
interstitial nephritis to chronic parenchymatous 
nephritis on the one hand, and to arteriosclerosis 
on the other hand, is discussed from the point of view 
of acid-intoxication of the respective tissues. The 
bias of Dr. Fischer’s views is well illustrated by his 
statement that “ any means which leads to an 
increased production or accumulation of acid in the 
kidney is a means of “ producing nephritis ” ; and 
again, in the classification of the several forms of 
nephritis, in his statement that “ there is but one 
form of nephritis—parenchymatous nephritis.” No 
succinct definition of nephritis is given ; the author 
says that he uses the word in its ordinary clinical 
sense and yet he seems to regard the albuminuria that 
follows hard physical exertion as evidence of 
| nephritis. Another word that requires more exact 
! definition is “ acid-intoxication,” for the ambiguous 
sense in which acid-intoxication is used has led to 
the assumption that it means hydrogen-ion concen¬ 
tration. The book would be improved for the 
general reader if a chapter were added dealing with 
this fundamental question and defining the differences 
between acid-intoxication,hydrogen-ion concentration 
and titration acidity. The subject would be further 
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simplified if it were possible to measure the degrees 
of acid-intoxication in the body tissues. This is, 
however, an enormously difficult matter, since 
alkalies and other substances in addition to acids 
may increase the hydration capacity of colloids. 

If the reader is content to leave such matters 
as these wrapped in mystery he will yet be interested 
in the clinical aspect of the author’s views; he 
may, in fact, be prepared to judge them on the 
success attained in the treatment of oedema and 
nephritis on the lines that Dr. Fischer lays down. 


Tuberculous Salpingitis. 

A Clinical Study of 200 Cases. By J. P. Green¬ 
berg. The Johns Hopkins Hospital Reports. 
Vol. XXI., Fasc. 2. Baltimore : The Johns 
Hopkins Press. 1921. 

This monograph is based upon an analysis of all 
the cases of tuberculous salpingitis which occurred 
in the gynaecological service of the Johns Hopkins 
Hospital during the years 1890-1919 inclusive. 
The author found that this condition was present 
in nearly 1 per cent, of all women admitted to the 
gynaecological service, and that of every 13 abnormal 
tubes removed by operation one was tuberculous. 
It occurs most commonly in young sterile women, of 
whom one quarter had pulmonary tuberculosis. The 
chief symptoms are abdominal pain and leucorrlioea. 
In two-thirds of the patients there was some elevation 
of temperature, and one-half had lost weight. In 
very few of the cases w r as a correct diagnosis made 
before operation, which was performed in rather 
more than half the cases. It was found that abdo¬ 
minal fistulse were much commoner among the 
cases which were drained. The tubes were involved 
most frequently of the pelvic organs, and next in 
order of frequency were the uterus, ovaries, cervix, 
and vagina. In 99 per cent, both tubes were involved. 
The operative mortality was 7*0 per cent, and of 90 , 
patients traced 78 were found to be living from 1 
two months to 30 years after the operation. Nearly 
all those alive were in good health. 

The Sputum. 

By Prof. Dr. Heinrich von Hoesslin. Berlin : 

Julius Springer. 1921. Pp. 398-fx. M.148. 

We confess to having opened this volume with a 
certain amount of anxiety. Four hundred pages on 
the subject of sputum alone seemed to promise 
redundancy, but the work has afforded us considerable 
pleasure. It was apparently prepared for publication 
in the summer of 1914 and was held over by the 
publishers owing to the outbreak of hostilities. As 
the author himself points out in his preface, it would 
be difficult to produce such a work now under the 
changed conditions of the publishing world. 

Prof, von Hoesslin has tilled a gap in clinical 
pathology. The consideration of sputum examina¬ 
tion is generally relegated to a short chapter, even 
in works on clinical pathology ; but neither patho¬ 
logist nor clinician can complain here. The book 
is one to which it is almost impossible to do justice | 
in a review, because it is packed with facts from 
first to last page, covering the ground from the 
naked-eye examination of sputum to the bacterio¬ 
logical cultures and differential diagnosis. The 
cytology, macroscopical and microscopical appear¬ 
ances, the technique of the examination of pigment, 
the qualities of elastic tissue and crystals, and the 
chemistry of sputum occupy together rather more 
than half the book. The second portion deals with 
the bacteriological aspect of the subject. The accounts 
given of some of the organisms is not quite as 
detailed as it might be (e.g., streptococcus, pneumo¬ 
coccus), and the protozoa, notably the spirochaetes, 
do not receive much attention—so hard is it, even in . 
the largest text-book, to be quite comprehensive. The 
higher bacteria, such as the mucor group, which are 
liable to give a good deal of worry in the examina¬ 
tion of sputum owing to difficulties of classification, 
culture, and pathogenicity, are not dealt with quite 


adequately from the point of view of a practical 
laboratory worker. Perhaps a fuller consideration of 
non-pathogenic mouth organisms would have cleared 
up these points. 

Diagrams, tables for differential diagnosis, 
ccdoured plates—some of them typical, others 
unconvincing, but practically all well executed—are 
numerous. It is with relief that we note the omission 
of the old engravings of Curschmann’s spirals which 
disfigure some text-books, and find instead the inclu¬ 
sion of a series of really beautiful drawings of this 
somewhat rare appearance in sputum. But perhaps 
the best indication of the thorough way in w’hich Prof, 
von Hoesslin has done his work is t-o be found in the 
forty closely printed pages of references at the end of 
the book. We trust that it will not be long before 
Prof, von Hoesslin has the opportunity of bringing 
out a second edition of this work in which he will 
be able to add all the new work of the war years, 
including the diagnosis by “ types ” of the pneumo¬ 
coccus and meningococcus, and other recent advances 
on the bncteriological side. This volume is chiefly 
valuable as a good reference book cn a subject 
which has hitherto been scattered about the literature 
of medicine and pathology, and the fuller it can be 
made the better for the research worker to whom 
it will largely appeal. 


Jjteto fnbcntians. 


AN AUTOMATIC ANAESTHETIC INHALER. 

The inhaler here illustrated consists of a mask to 
which is attached a small dropper, which can be fixed 
in any position. The drops are regulated to any 
speed by rotating the milled head of the valve. 
The anaesthetic in the bottle is subjected to air 
pressure by means of rubber bellows, and is forced 



through the tube from the bottle to the dropper. 
When the bellows have been pumped up the liquid 
continues to flow through the tube at a constant 
drip for a considerable time without attention, the 
length of time depending upon the size of the bellows 
used. The small tube at the side permits oxygen to 
be given if desired. A rubber band can be used to 
secure the mask to the patient’s face. This mask 
was designed for use with ethanesal, but can, of 
course, be utilised for any liquid anaesthetic. 

C. Langton Hewer, M.B., B.S. Lond. 

Marylebono, N.W. f 
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The Revival of Morbid Anatomy. 

Nine years ago the late Sir James Goodhart 
delivered the Harveian Oration, choosing as his test 
the Passing of Morbid Anatomy. Whereas, he 
said, we used to display disease in the gross, the 
results of disease that is, we are now able to recognise 
finer changes and more minute evidences of bioplasmic 
unrest that are behind these results, and they are 
the goal that we make for now. He had just met the 
first biochemist. “ And*pathology still is shifting ! ” 
added the orator. That it is possible to question the 
value of morbid anatomy to medicine might seem 
absurd to one who had not followed closely the 
trend of medical thought in the crowded years since 
Goodhart’s masterly address ; but there is no doubt 
that the pendulum has been swinging somewhat 
wildly, not only backwards and forwards, but also 
from side to side, with the result that progress 
lias been erratic. Sir G. Sims Woodhead in our 
correspondence columns raises points of consider¬ 
able interest, and particularly worthy of attention 
is his plea for a more general performance of post¬ 
mortem examinations. The last two or three decades 
have witnessed dramatic discoveries in parasitology, 
immunity, biochemistry, and physics, and the more 
humdrum field of morbid anatomy has been to some 
extent neglected. As is only natural, the recruits 
have flocked to those branches of medical science 
which seemed to offer the most brilliant future, for 
rich harvests are more easily gained from virgin 
soil than from land which has long been cultivated. 
But it is becoming clear that even in these fields the 
obvious discoveries have now been made ; future 
progress can only result from intensive effort, and 
day by day the boundaries of the expert’s knowledge 
in his own particular science are becoming more and 
more restricted; the bacteriologist is becoming 
divorced from the Berologist, and in biochemistry a 
man may lead a full and useful life as a pure devotee 
of the lipoids. Similarly, on the clinical side, whereas 
the old-time physician studied all the ills of the 
body, the modern specialist is often content with a 
single system as his province, or even a single 
microbe, for the Treponema pallidum and the tubercle 
bacillus have both their cults, while the activities 
of a surgeon are frequently limited to districts 
marked out in the human body by imaginary 
horizontal lines. This modem system has un¬ 
doubted advantages, but it suffers from a serious 
drawback ; it is prone to cause atrophy of that 
most important sense, the sense of proportion. 
The physician exalts his own particular system 
above all other organs of the body ; the student of 
vitamins is blind to everything but his mysterious 
proteges; and the bacteriologist forgets that 
microbes are, medically speaking, of no importance 
at all except for the effects they produce on human 
tissues. 

It is necessary, from time to time, for the 
enthusiast to be brought down to earth that his 
observations and theories may be compared with 
cold fact and the test by which he must be judged 


is morbid anatomy. Physical signs are worthless 
unless they actually correspond with pathological 
lesions, and microbes or positive serum reactions 
must be correlated with definite lesions before they 
can claim to possess more than an academic interest. 
This unfortunately necessitates a high degree of 
coordination between the various workers, a difficult 
matter, but one which must be faced. The older 
physicians, such as Bright and Addison, needed 
no pathologist to help them, for they were their 
own morbid anatomists. They followed their cases 
to the post-mortem room, and themselves sought 
there for an explanation of the signs and symptoms 
they had detected during the patient’s life. Liaison 
officers were unnecessary in those days, but now they 
are essential. With the progress of morbid histology, 
pathology has become a vastly wider subject. The 
detection of gross lesions is no longer sufficient, 
their elucidation by histological studies is equally 
necessary, and the physician is therefore compelled 
to rely upon the expert pathologist. On the other 
hand, no morbid histologist desires or even claims 
to be in a position to do his own bacteriology; 
though, in its early days bacteriology was practised 
by the general pathologist, the science has now 
become too unwieldy for this, and demands its own 
practitioners. But while it is of the utmost impor¬ 
tance that all clinical observations, as well as the 
investigations of the experts in the newer sciences, 
should be controlled by morbid anatomy, there 
is another side of the question. Morbid anatomy 
is a living science, and every day fresh discoveries 
are being made in the post-mortem room or the 
histological laboratory. These can only be of value, 
however, if we understand what they mean, and 
a proper understanding can only be arrived at by 
the help of the clinician and the workers in other 
fields. Just as in the post-mortem room the true 
meaning of the signs and symptoms recorded in 
the clinical notes of the case is made clear, so in the 
records of other workers may the pathologist hope 
to find the key to his own investigations. 

No amount of codrdination, however, between 
himself and his colleague can help the pathologist 
if there is lacking the cooperation of the lay public. 
It is true that he may learn much from the study 
of tissues removed by operation, and it may be 
pointed out in passing that the so-called science 
of the pathology of the living comes finally to the 
study of tissues which have been killed, but the 
greater part of his work is concerned with the dead. 
Only in the post-mortem room can he study the 
late results of disease, and the earlier, even the 
earliest, manifestations of morbid processes. And 
here the force of public opinion is directly opposed 
to his labours. Time after time the work of the 
clinician is rendered worthless so far as the advance¬ 
ment of knowledge is concerned by the refusal of 
permission to make a post-mortem examination. 
And this state of affairs is likely to continue till 
education and the growth of a more logical mode 
of thought shall sweep away the prejudice and false 
sentiment of the layman. If we were asked in 
what way a thousand persons could best serve the 
interests of medical research, we would say by 
leaving ‘orders that post - mortem examinations 
should be performed on themselves, and by pledging 
themselves not to refuse permission for similar 
investigations on their relatives. Such a series of 
autopsies, if performed by trained observers in 
the light of such clinical records as Sir Sims 
Woodhead suggests, might be of incalculable value 
to medical science and of real benefit to mankind. 
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Insanity in Law and Medicine. 

The cooperation of medical practitioners and 
lawyers is necessary whenever questions have to be 
settled at law relating to insane persons, whether 
such questions refer to the detention and safe 
custody of these unfortunate subjects, their civil 
rights, or their civil or criminal responsibility for 
their acts. Consequently a paper read recently by 
Dr. W. G. H. Cook, a barrister and Doctor of Laws, 
before the Medico-Legal Society, upon the Liability 
of the Insane in Respect of Civil Wrongs, dealt 
with a subject very appropriate for such joint 
consideration. The criminal responsibility of the 
insane person, and of the person whose defence to a 
criminal charge is that he was insane when he com¬ 
mitted the act, is frequently considered by the courts, 
and, whether members of the medical profession may 
approve or not of the test of insanity adopted by 
the law for such trials, that test is well established 
and well known. It is not so generally known, and 
it may have come as a surprise to some of Dr. 
Cook’s audience, that the degree of liability 
imposed by the common law upon the mentally 
deranged person when sued in civil courts differs 
from that which obtains in criminal trials, and 
indeed is not defined with any certainty. It has 
been dealt with to some extent in text-books, and has 
been the subject of obiter dicta by judges, but no 
leading case in which the degree of insanity which 
will excuse a man from the civil consequences of 
a tortious act appears to have occupied the attention 
of the Courts of Appeal, so as to supply a precedent 
of recognised weight. 

The general effect produced by Dr. Cook's survey 
of the law in the light of such precedents as exist, 
was that whereas the intention to do wrong is the 
essential feature of the act which brings punishment 
upon the wrong-doer, the point of view in a civil 
action is different. The law is not there enforced 
by the State in order that crime may be penalised 
or prevented for the future. It is set in motion by 
a person who has suffered damage in order that he 
may obtain compensation for loss or injury inflicted 
upon him. The consequences of a certain act have 
to fall upon someone, and the tendency of the law 
from the earliest times has been to compensate, 
and to let the insane person bear the burden of his 
own act, rather than it should be endured by his 
innocent neighbour. Dr. Cook was of opinion that 
the general tendency of recent cases bearing on the 
subject was to excuse the person incapable of an 
intent to injure, and that this was consistent with 
the general policy of the law. In opening the 
interesting discussion which followed, the chairman, 
Mr. Justice Atkin, pointed out that the latter 
contention was open to question. He gave as an 
example of a tort, in which intent to injure need not 
be proved even in a sane person, the case of a libel, 
for the publication of which an action would lie 
even if the person publishing it was not aware that 
he was defaming the plaintiff. The speakers who 
followed, and who included Sir William Collins 
and Sir Robert Armstrong-Jones, added valuable 
criticisms, and appeared to be in agreement as to 
the difficulty of defining insanity with Lord Black¬ 
burn, who was quoted by Dr. Cook as having said 
that he had never been satisfied with any definition, 
and had endeavoured in vain to make one, adding. 
“ I verily believe that it is not in human power to 
do it.” It may be suggested that such definition 
is for Lord Blackburn’s successors on the bench, 
and not for the medical profession, to consider with 


a view to the uses to which it is to be put. It 
will then be for medical men to say how far the 
individual case comes within that definition or lies 
outside it. The whole question of the law in relation 
to insanity is, as has been suggested, eminently one 
for the Medico-Legal Society to ventilate and discuss. 

. ♦ .- ■ . ■ 

The Relations of Medicine to 
Industry. 

A meeting of medical men, working in connexion 
with industrial establishments, was held on June 2nd 
at the offices of the Industrial Welfare Society, 
Westminster, and may mark the beginning of a 
valuable movement. The meeting was presided over 
by H.R.H. the Duke of York, the President of the 
Society, and was well attended, while our brief 
report of the two discussions (p. 1257) will show alike 
the pioneer work which has been done, and the 
difficulties which stand in «the way of quick and 
smooth progress. It happened that on the same day 
a series of conferences was commenced at the Guild¬ 
hall under arrangements made by the Royal Institute 
of Public Health, when, at one of the Sessions, 
industrial medicine was the subject of debate. This 
series of conferences was also opened by the Duke 
of York, who in his speech declaring the proceedings 
open, used the following words : “Industry has too 
long been carried on without thought of its effect 
on the worker.’’ The Duke of York recognised 
the real reason for holding the meeting. 

The conference at Westminster was of a strictly 
practical nature ; it was concerned, firstly, with what 
could be done to maintain and improve the health 
of the workers, the second question being what steps 
ought to be taken to make the resulting advantages 
of healthy labour quite clear to the minds of the 
employers. This definite movement on the part of 
practitioners connected with industrial establishments 
has been made opportunely. From our report, of 
the comprehensive discussion at the Guildhall it 
will be seen that each of the medical services of the 
country still awaits arrangement and coordination, 
so that at the present moment there is room for new 
activities to establish themselves and to plan their 
programmes without interference from old-estab¬ 
lished customs or interests. The work which has 
already been done in the factories, for example, in 
the avoiding of tragedies by timely examination of 
workmen, and in the prevention of sepsis by prompt 
attention to injuries, are examples of what may be 
expected to become commonplace routine; the 
establishment of dental clinics at many works, the 
provision of trusses, the shortening of disablement 
period after accidents by electrotherapy and massage, 
clinics at the works, the provision of half-time, or 
light work for convalescents, the removal of men 
from dangerous work at an age when slight accidents 
might make them permanent cripples, are examples 
of care for the individual worker which are already 
in evidence. But much remains to be done to make 
unhealthy processes healthy, and to remove the 
causes of long-standing ills. Industrial phthisis 
presents huge difficulties. The presence of the 
doctor in the works, on the Whitley Councils, and 
on the works committees, will help towards dealing 
with this difficult situation. But we must go 
cautiously to begin with. The average medical 
practitioner has had little opportunity as yet of 
studying these problems practically or at close 
quarters with employer and employed, despite the 
real desire of all to aid and abet sound therapeutics. 
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Any attempt to upset the management of industrial 
concerns by ill-considered advice founded on book 
knowledge would inevitably bring the whole medical 
movement into discredit. Experience at the works 
will bring invaluable lessons, but a course of pre¬ 
liminary training would make that experience doubly 
valuable. There was general agreement at the 
conference that the general practitioners would have 
the chief part to play in the improvement of industrial 
health, perhaps through a rota of works doctors, in 
which case the works clinic and ambulance room 
would resemble a “ centre ” under the Dawson 
scheme. Whatever the exact method may be that 
future consideration decides upon, the works doctors 
must be in close touch with the general practitioner 
and with the certifying factory surgeons. 

We must not make industrial medicine into 
another “ close ” specialism, and it is obvious that 
if the general practitioner is to acquire a preventive 
outlook, he must have the opportunity of studying 
the effect on his patient of both home and occupa¬ 
tional conditions. We may have concentrated 
too closely on home conditions. How often have 
we heard the declaration at health conferences that 
“ consumption is a hou^e disease ” by speakers who 
ignored the well-known effects of certain occupations, 
and the evidence of the doubled death-rate from 
tuberculosis of the lungs among males when compared 
with females. The Industrial Welfare Society (to 
quote its journal) voices the longing for a revival of 
practical goodwill between employer and employed. 
One of the conference speakers said : “ This move¬ 
ment must be based on medicine.” We feel sure 
that the medical profession will rise to the occasion 
and worthily play its part in what the Daily Telegraph 
last Saturday described as “ that most promising of 
modem developments in industry, the prevention of 
ill-health and the promotion of efficiency in general 
by medical care in the factory and the workshop.” 
Once inaugurated on safe and sound lines, industrial 
medicine is likely to go ahead faster than some may 
think. 


Fate of a Brighton Hospital Scheme. — A 
Brighton correspondent writes:—“ The only maternity 
hospital in Sussex is the Brighton and Hove Hospital for 
Women in West-street, with two small branches—one in 
Brighton and one in Hove. The institution is in the ninety- 
first year. Before the war the need of larger premises was so 
pressing that, an excellent opportunity arising, an old school 
building was actually secured and would have soon been 
transformed into a hospital but for the outbreak of hostilities. 
Within a day or two of the actual taking over by the hospital 
of their new building the Government commandeered it, 
and it became the Second Eastern General Hospital, the 
hospital returning to its old premises. There is no need to 
enlarge on the changes the war has brought about, but 
since the return to the new premises negotiations have 
been going on with the Health Committees of the 
Brighton and Hove Town Councils and the East Sussex 
and West Sussex County Councils with the object of 
coordinating the work of the hospital with the needs of 
the area it serves, and these have been fatal to the hospital. 
The final decision was made on May 26th by the Brighton 
Town Council, which body agreed as follows :—(1) In view 
of tho circular of the Ministry of Health urging that no 
fresh capital expenditure should be undertaken which can 
be postponed without material risk to public health ; 
(2) as three of the local authorities concerned have already 
withdrawn from the scheme; and (3) owing to the high 
cost involved in the carrying out of the scheme the Town 
Council cannot proceed further with tho scheme. It is a 
pity such a hospital—dealing with over one thousand 
maternity cases every year—to say nothing of visits to 
out-patients—cannot secure the additional accommodation 
which it so much needs. The raising of a healthy popula¬ 
tion begins at the cradle.” 



“Ne quid nlmis.” 


THE BIRTHDAY HONOURS. 

The list of honours issued on the occasion of the 
official celebration of the King’s Birthday contains 
the names of several medical men who have rendered 
eminent service both to the profession to which they 
belong and to the State. Among the new knights 
are Mr. Arthur Keith, F.R.S., Hunterian Professor 
and Conservator of the Museum of the Royal College 
of Surgeons of England; Dr. Thomas Lewis, F.R.S., 
honorary consulting physician to the Ministry of 
Pensions; and Dr. Sydney Russell Wells, Vice- 
Chancellor of the University of London and its Repre¬ 
sentative on the General Medical Council. In the 
Irish list is the name of Dr. F. C. Dwyer, ex-President 
of the Royal College of Surgeons in Ireland, Chairman 
of the House of Industry Hospitals, and Inspector of 
Anatomy in Ireland, and in the Colonial Office List 
Brigadier-General D. J. McGavin, Director-General of 
Medical Services in New Zealand; both these dis¬ 
tinguished medical men have received the honour of 
Knighthood. In the Order of the Bath Surgeon 
Rear-Admiral P. W. Bassett-Smith, C.B., is promoted 
to Knight of the Order, while Colonel C. E. Pollock, 
i D.S.O., Assistant Director of Medical Services, 

! Eastern Command, receives a Companionship of the 
Military Division. Major-General W. M. Edwards, 
Director-General, I.M.S., and Colonel W. H. Willcox, 
late medical adviser to the civil administration in 
Mesopotamia, receive Knight ComAianderships of the 
Order of the Indian Empire ; and Lieut.-Colonel 
B. H. Deare, I.M.S., Principal of the Medical College, 
Calcutta, and Dr. Mohendra Nath Banerjee, Principal 
of the Carmichael Medical College, Belgatchia, 
Companionships. Major W. D. Neal, Indian Medical 
Department, becomes a Companion of the Imperial 
Service Order, and Dr. Ernest Muir, of the School of 
Tropical Medicine, Calcutta, research worker and 
missionary, the Kaisar-i-Hind Medal of the First 
Class. Sir Ernest Hodder-Williams, chairman of 
Wakley & Son, Ltd., proprietors of The Lancet, has 
received the Commandership of the Royal Victorian 
Order. We congratulate these recipients of well- 
earned honours. _ 

NEW SOUTH WALES AND INFLUENZA. 

The report for the year 1919 of the Director- 
General of Public Health for New South Wales is 
a monument to the thoroughness with which the 
work of the department is carried out, and in its 
273 large pages contains full details of everything 
connected with public health work, from the usual 
mortality returns to the value of the 121 pairs of 
beaverskin trousers made at the State Asylum for 
Aged and Infirm Men, Parramatta. Section five, 
which runs to 100 pages or more, consists of the report 
on the influenza epidemic of 1919 and is an admirable 
account of that invasion, considered under the 
following headings: Epidemiology, Administrative 
measures, Mortality statistics, and lastly the Patho¬ 
logical, bacteriological and setiological investigations 
into the epidemic in Sydney, contributed by Dr. 
J. B. Cleland, principal microbiologist to the depart¬ 
ment. It is interesting to read that the quarantine 
cordon was successful in preventing the arrival of 
the second and virulent wave until January, 1919, 
whereas infected ships reached the ports in October, 
1918. The actual case-mortality was not so high 
as it was in England. Careful investigations have 
shown that in the metropolitan area 290,000 persons, 
or 30*6 per cent, of the whole population, were 
attacked with a mortality of 3902, or 1*3 per cent. 
Among pregnant women not previously inoculated 
the mortality-rate was found to be 30*0 per cent., 
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while in those who had been inoculated previously 
it was found to be 9*5 per cent. Both figures confirm 
the very grave risk the disease brings to expectant 
mothers. 

The prophylactic measures taken were remarkable 
and complete. Proclamations were issued closing 
all libraries, schools, churches, theatres, picture- 
palaces, and all other places of indoor entertainment. 
The wearing of masks in trains, trams, public places, 
and shops was made compulsory. Public meetings 
for any purpose either indoor or in the open air were 
prohibited, racecourses were closed, and church 
services, at first prohibited, were only permitted in 
the open air under certain restrictions and regulations 
for the quarantining of influenza contacts. As 
regards protective inoculation, Australia had an 
unique opportunity to exploit the value of this 
measure. The time which elapsed between the 
arrival of the first influenza infected ships in October, 
1918, and the invasion of New South Wales in 
January, 1919, was utilised by the department to 
manufacture large quantities of mixed vaccine 
having the following composition:— 


Pneumococcus .. 

.. 1000 millions 

Influenza bacillus 

.. 100 

9) 

Streptococcus .. 

.. 100 

9J 

Staphylococcus aureus .. 

.. 250 

99 

M. catarrhalis group 

.. 250 

99 


A conservative estimate of the total number of 
inoculations performed in New South Wales was 
819,683, which brings the number of people so treated 
to 404,803. In Sydney between 35 and 40 per cent, 
of the whole population were inoculated. Among 
the inoculated the mortality was 10*7 per cent. ; 
among those not inoculated it was 16*5 per cent. 
Further, it is shotfn that the mortality fell regularly 
according to the number of inoculations. Among 
those inoculated once it was 11*1 per cent., among 
those twice inoculated 10*1 per cent., and it was 
8*2 per cent, among those inoculated three times. 
The effect of inoculation in preventing an attack is 
known to be slight, if any, but figures are here 
produced which show that it has no tendency to 
increase the susceptibility of the person inoculated, 
or in other words, the question of the negative phase 
may be disregarded. 

Dr. Cleland summarises his personal deductions 
from the immense amount of information he had at 
his disposal and amongst his conclusions from the 
pneumonic cases he states that:— 

1. The primaryaeti ological agent of influenza is unknown 
but is probably a virus of the niter-passing group. 

2. The primary lung lesions are probably directly due 
to this virus. 

3. Both lungs are usually more or less involved, the 
upper lobes in most cases, the lower lobes less often. 

5. In fatal pulmonary cases a bacterial growth is usually 
obtained comprising one, two, three, or more groups of 
bacteria, of which pneumococcal organisms are the most 
prevalent, while the influenza bacillus, streptococci, and 
Staphylococcus aureus occur in about one-third of the 
cases. 

0. These bacteria are believed to be secondary invaders 
flourishing in the exudate and hsemorrhagic areas resulting 
from the primary virus. 

8. Vaccines seem to have led to a quite distinct though 
not very great diminution in the mortality. 

9. Inoculations of animals with infective material have 
proved of no value except to show’ that the rhesus monkey 
is almost completely refractive to the disease. 

The macroscopic features presented by the diseased 
lungs were protean in character, so much so that it 
is difficult to describe in general terms the appearances 
that may be expected in any one case. A series of 
very beautiful coloured plates illustrates the various 
lesions found in the lungs, and the coloration 
produced by them ; the appearances in the Australian 
epidemic being precisely similar to those recorded in 
England, France, America, and other parts of the 
world during this widespread epidemic. When 
discussing the use of vaccines Dr. Cleland mentions 
the remarkable feature which has been observed in 
this country also, not only in connexion with 


influenza vaccine, but after the use of T.A.B. vaccines 
in the army during the days of the war—namely, 
that many persons suffering from forms of chronic 
rheumatism or other complaints of a similar nature 
derived unmistakable benefit from the injections. It 
was found that a number of persons made a practice 
of attending the inoculation depots weekly in order 
to maintain the benefit they derived for these 
chronic affections. Dr. Cleland concurs with the 
views of observers over here, that the beneficial 
substances are the foreign proteids introduced into 
the systemic circulation. Emphasis is laid on the 
value of masking both as a means of preventing the 
exit of the virus from those infected and of preserving 
the non-infected from inhaling infection. 

The report forms a very complete record of an 
epidemic which it was possible to observe from before 
its commencement to its, fortunately, not long- 
delayed termination. As an account of the measures 
both preventive and curative which can and should 
be taken by an intelligent administration it is of 
the highest value and the work should be retained 
for reference in all medical libraries. 


SELF-DISINFECTION : THE GOVERNMENTS 
ATTITUDE. 

The Ministry of Health h is sent a circular dealing 
with the prevention and treatment of venereal 
diseases to the authorities of counties and county 
boroughs in England and Wales. We give the 
substance of this circular on p.1256. After careful 
consideration of the evidence the Government, it 
is stated, find that there is general agreement that 
the best way to avoid risk of venereal disease is 
to abstain from promiscuous sexual intercourse, 
disinfection applied immediately after exposure 
to risk of infection being effective only to the extent 
to which it can be thoroughly applied in the particular 
case. They find that medical opinion is divided 
as to the practicability and likelihood of the success 
of self-disinfection by the civil population, whereas 
on the moral and social side weighty objections 
have been advanced against it. In the circumstances 
the Government have decided that, whatever the 
individual or groups of individuals may practise or 
recommend, they cannot make a system of self- 
disinfection for the civil community part of their 
official policy. It is hoped that this clear statement 
on behalf of the Government may form a useful 
basis for united cooperation of persons and societies 
concerned in the campaign against venereal diseases. 


EXHIBITION OF X RAY PHOTOGRAPHS. 

Interesting X ray photographs are being shown 
at the house of the Royal Photographic Society, 35, 
Russell-square, London, W.C. The exhibition is 
under the auspices of the Rontgen Society, and con¬ 
tains more than 250 prints, some of which arrived 
by special aeroplane from Paris too late to be 
included in the official catalogue, though short 
descriptive notes are attached where available. 
Specimens of the work of the late Dr. C. Infroit, 
of the Hospice de la Salpdtriere, Paris, are on view. 
Drs. Vignal, Haret, and Contremontez have sent 
remarkable examples of their radiographic work, 
and specimens of metal radiography have been 
contributed by the firm of Giaffe-Gallot and Pilon. 
Among the notable work contributed by radio¬ 
graphers in this country is a fine series of prints 
illustrating various abnormalities of the vermiform 
appendix, by Dr. C. Thurstan Holland. The Cancer 
Hospital is represented by some good prints record¬ 
ing the progress of opaque meals. Prints of paintings 
are shown by Dr. A. Cheron and the Sunic Research 
Laboratory, and illustrate the application of radio¬ 
graphy in the detection of fraud. Some photographs 
taken by Mr. A. Campbell Swinton in 1896 are of 
historic interest. Dr. R. W. A. Salmond shows some 
good work, and the comparative results obtained 
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with the new Impex plates and the ordinary X-ray 
plates, by Dr. G. H. Rodman, the president of the 
Royal Photographic Society, are of special interest. 
A series of plates taken with a portable apparatus 
in France, by Miss Phyllis Berry and Miss Collum, 
late of the Scottish Women’s Hospital, illustrates 
some of the war-time applications of the X ray. The 
exhibition generally marks a distinct advance, and the 
opportunity of direct comparison of the work of 
radiographers in this country with that of workers 
abroad is of considerable value in demonstrating 
different methods of procedure. The series of sets 
of four prints produced by lay workers employed 
either in the radiographic departments of hospitals 
or acting as assistants to qualified radiographers, are 
specially helpful in this respect, entries for prizes 
offered by Dr. R. Knox are of a high standard. 
The first prize has been awarded to Mr. Suggars, of 
the London Hospital, and the second to Mr. A. O. 
Forder, of King’s College Hospital. The exhibition 
will remain open daily throughout June (Sundays 
excepted) from 11 a.m*. to 5 p.m., and admission is 
free. 


EXCESSIVE PROTEIN IN DIETS. 

We drew attention in The Lancet of April 10th 
to the important observations of T. B. Osborne and 
L. B. Mendel, of Yale University, on growth with 
diets poor in true fats, and growth without preformed 
carbohydrate in the diet. The same observers 1 
discuss the question of growth with diets containing 
more than 90 per cent, of protein. Although it 
has been demonstrated that a carnivorous animal can 
be kept alive and maintained in activity for con¬ 
siderable periods on an exclusive diet of meat, it is 
not known whether growth as well as maintenance 
can proceed on a regimen entirely free from both 
fats and carbohydrates. Hammarsten has stated 
that omnivora and herbivora cannot survive on such 
a ration. The authors’ successful experiments in 
growing rats on food extremely poor in fats and in 
carbohydrates respectively encouraged them to test 
diets containing only minimal quantities of both . 
The mixtures included protein 95 per cent., inorganic 
salts 5 per cent., with a supply of vitamins A and B j 
in the form of tablets of alfalfa (0-4 g.), and dried J 
brewery yeast (0-2 g.) daily. On such diets, when 
casein furnished the protein, animals have already 
grown to three times their weight at the beginning 
of the trial. The vitamin-bearing substances were 
the only noteworthy sources of either fat or carbo¬ 
hydrate, and supplied 4-8 per cent, of the food eaten. 
If future experiments prove as successful as those 
described by these authors, then various problems 
of nutrition and physiological function can be 
approached from new experimental standpoints. 
Tne earlier experiments by Hammarsten, few in 
number in relation to this problem, were conducted 
on a less satisfactory plan, the food mixtures being 
inadequate in respect to one or more essential 
factors. It is to be noted that in Osborne and 
Mendel’s experiments the growth of the rats was 
observed only until their weight was trebled. It 
has still to be determined whether rats will attain 
adult size and normal functions on diets furnishing 
proteins as the almost exclusive source of energy 
and tissue substance. The communication in our 
present issue from Miss G. A. Hartwell would 
seem in the first place to indicate that there may be 
exaggeration even in the diet of a lactating mother. 
We know little of the metabolism of even a single ; 
protein in any single animal, and practically nothing 
of the transformations of proteins in a suckling 
mother and of the metabolites that may be discharged 
in the milk under abnormal or even normal con¬ 
ditions of nutrition. It would be interesting 
to have an analysis of the milk in other animals 
giving suck while consuming excess of proteins. 


Experiments have been made which show that the 
metabolic machinery of adult rats works in a 
different way from that of young rats. Grown rats 
fed on one protein, gliadin, with the other essentials 
of a diet, remain active and healthy and capable of 
reproduction. The offspring appear normal and 
grow actively as long as they are suckled by the 
mother, but if after weaning they are fed on the 
same diet as the mother, growth ceases at once. 
The young animal would seem to be unable to 
manufacture something which is present in the 
maternal pabulum, and which is not present in the 
constitution of the directly-fed gliadin. Once the 
growth stage is over, some new machinery must arise 
capable of transforming the gliadin. 


FIBROMA OF THE OVARY. 

According to Dr. Edmund D. Clark and Dr 
William E. Gabe 1 of Indianopolis, who record a 
personal case in a single woman aged 46, fibroma of 
the ovary is a sufficiently rare condition to warrant 
the publication of all carefully studied cases. They 
quote statistics derived from various sources showing 
tue surprisingly small number of true ovarian 
fibromata encountered in large clinics or by men 
with an extensive experience of pelvic surgery. Only 
three examples were found by Sir Spencer Wells 
among 1200 ovariotomies. Kelly, in 1200 laparo¬ 
tomies, found only four cases, and Heilman reported 
only six instances among 4500 pathological specimens 
at the Woman’s Clinic at the Berlin Charity in the 
course of ten years. Heilman and Reel estimate 
that fibromata constitute approximately 2 per cent, 
of all ovarian tumours. They occur from the time 
of puberty up to an advanced age, the youngest case 
on record being in a girl aged 17 and the oldest in 
a woman of 73. The majority occur in single 
women and about the menopause. Their size and 
weight vary extremely, the smallest ones being 
enclosed in ovarian tissue, while the larger ones 
weigh as much as 50 pounds. Their consistency 
is also very variable, some being composed of a 
loosely woven network of connective tissue, while 
others are so dense that a bone saw is needed for 
their section. They are liable to various changes, 
such as oedema, necrosis, hyaline formation, and 
fatty degeneration. The diagnosis is dependent 
solely on microscopical examination, which in typical 
cases shows a certain regularity of the individual 
fibres or muscular cells and strands, despite varying 
quantities of cells, fibres, vessels and degenerative 
changes. The principal feature in the symptoma¬ 
tology of ovarian fibroma is the presence of a hard, 
unilateral movable tumour, accompanied by ascites. 
Pain is of varying degree and is often absent alto¬ 
gether. Other symptoms, such as frequent micturition, 
constipation, &c., are due to mechanical factors. 
Owing to its absence in other tumours of the ovary 
and its rarity in fibromata elsewhere, especially in 
the uterus, the occurrence of ascites is of considerable 
diagnostic value. The prognosis of ovarian fibroma is 
invariably good. Treatment is exclusively operative. 


POST-GRADUATE MEDICAL STUDY. 

A recent newspaper announcement has reached 
this country of a scheme of medical amalgamation, 
rendered possible in New York by private muni¬ 
ficence, whereby the medical faculty of Columbia 
University has been able to amalgamate with the 
Presbyterian Hospital, which is one of the largest 
hospitals in the city. Those who are familiar 
with the medical institutions of New York will be 
able to appreciate the comprehensiveness of the 
scheme, for which the claim has been made that, 
in point of size and equipment at least, a medical 
centre has been created which will be “ the greatest 
in the world.” The organisation thus brought into 
being has been endowed to the extent of £3,000,000— 


1 Proc. Soc. Exp. Biol., 1921, xviii., 167. 


1 Ainer. Jour, of Obstetrics and Gynecology, March, 1921. 
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a sum provided, in several instances anonymously, 
by a few wealthy families of the United States ; 
the donation of one contributor amounted to 
£1,000,000 ; a site, anonymously presented, was 
valued at a quarter of a million. The bestowal of 
sums of this magnitude marks a high order of 
philanthropy, for it brings no material gain to the 
donor, whilst enormously benefiting the community. 
In this country a minimum sum of £30,000 is needed 
in order to place the Fellowship of Medicine Post- 
Graduate Medical Association upon a firm financial 
and imperial basis, and we trust it will not be long 
before some public-spirited benefactor comes forward 
to render possible a medical enterprise of vital 
importance. In most instances of generosity similar 
to those we have mentioned, it may be assumed 
that the undertaking in question has been 
ventilated, and its value emphasised, before the 
evocation of so admirable a response ; in other words, 
the needs of the Post-Graduate Medical Association 
of the Fellowship of Medicine must be clearly and 
repeatedly stated, both by the spoken and the 
written word. Individual effort must be brought 
to bear ; with such a meritorious end, in vibw an 
extended appeal can hardly fail of its effect. The 
novel form of requirement may cause some possible 
donors to hesitate, but it is just as likely to attract 
othere by its novelty. In this connexion it is 
gratifying to note the increasing number of post¬ 
graduates joining the Association, particularly as 
the later summer, most usual and favourable time 
of year for post-graduate courses, has not yet come. 
The augury is for a successful session. It may, 
perhaps, be repeated that the sum of £30,000 for 
which the Fellowship of Medicine appeals is the 
minimum amount required to set the Post-Graduate 
Medical Association in a position worthy of the 
country which will reap the benefit of its activities. 


ARSENOBENZOL IN SYPHILIS. 

Dr. Joseph Nicolas, of the Lyon School of Medicine, 
gives an excellent summary of the treatment of 
syphilis in the Journal de Medecine de Lyon for 
April 20th. He prefaces his article with the following 
dicta: 1. That the arsenobenzol compounds afford 
the best treatment of syphilitic lesions not only from 
the point of view of cure but also from that of 
prevention. These may be supplemented by mercury 
in cases of intolerance, of resistance to arsenical 
treatment, or where such treatment is not available. 

2. That when the lesions have disappeared under the 
influence of these injections it is necessary to submit 
the patient to a treatment which is methodical, 
regular, and of long duration, such treatment being 
intense during the first years and moderate during the 
later years, but in all cases being carried out over a 
considerable period—four to five years or even longer. 

3. That the Wassermann reaction is a sign without 
any absolute value, which taken alone affords no 
guide to treatment. To await the return of a 
positive reaction before continuing treatment is to 
indulge in an absolutely unjustifiable opportunism. 

After discussing the advantages and disadvantages 
of various, arsenobenzol compounds and the different 
methods of administration of mercury, the author 
gives a standard table of treatment extending 
over a period of five years. Following this is a 
summary" of treatment suitable for special cases. 
Gases of'albuminuria are to be carefully investigated 
from the point of view of renal function before 
undergoing treatment. In cases of severe renal 
disease treatment with arsenobenzol compounds 
must be absolutely proscribed, the author quoting 
a case as an example in which uivemic coma was 
precipitated as the result of a single injection of 
U 1 15 g. of novarsenobenzol in a patient suffering 
from renal tuberculosis. He considers that arsenical 
compounds are in any case less irritating to tin* 
kidneys than mercury, and on this account afford 
the treatment of choice in syphilitic albuminuria. 


Lesions of liver are of still greater importance from 
the point of view of treatment. As a general rule 
it may be said that no arsenobenzol compounds 
should be given when the liver is diseased. Reliance 
in such cases should be placed on mercurial treatment. 
Arsenobenzol injections must be immediately 
abandoned on the appearance of jaundice. If, 
however, jaundice has existed before commencing 
treatment, or after the first injection (possible 
Herxheimer reaction), the prohibition of novarseno¬ 
benzol need not be absolute, but only very small 
injections should be given, and a careful look-out 
kept on the patient. Laryngeal symptoms also 
necessitate special precautions, especially when there 
are indications of oedema and stenosis. In such 
cases a preliminary course of mercury" must be 
administered, preferably" intramuscular injections of 
biniodide or intravenous injections of cyanide. 
When some improvement in the condition of the 
larynx has been obtained arsenical treatment may 
be instituted. 

Discussing the treatment of ocular syphilis the 
author remarks on the innocuousness of the arseno¬ 
benzol compounds compared with atoxyl from the 
point of view of bulbar neuritis. After having given 
120,000 injections of arsenobenzol he has only come 
across one case of optic neuritis, and there was nothing 
to prove that this was due to novarsenobenzol. In 
the treatment of neuro-syphilis the author prefers 
intravenous injections of novarsenobenzol. Small 
doses should be given, and on no account must the 
slightest reaction be provoked ; deplorable results 
follow the employment of doses producing a reaction. 
General paralysis is not affected at all by treatment. 
In the treatment of pregnant women he again 
uses small doses of 0*15 to 0*3 g. of novarseno¬ 
benzol, and in cases of intolerance intravenous 
injections of cyanide of mercury. As a routine 
treatment for syphilitic babies he prefers mercurial 
inunctions. When a rapid action is necessary he 
recommends intravenous injections of novarseno¬ 
benzol, 0*01-0*025 g. per kilo of weight. However, 
he considers arsenical treatment in infants not without 
danger and regards it as expensive. When an 
apparently healthy child is born of parents known to 
be syphilitic, the author pays special attention to 
the appearance of the placenta ; if this is voluminous 
or shows signs of disease he institutes treatment of 
the child even in the absence of any signs of con¬ 
genital disease. 

Dr. Nicolas’s summary of treatment emphasises 
two points : first, that novarsenobenzol compounds 
are the medicaments of choice in antisyphilitic 
treatment; and second, that such treatment must be 
continued over a much longer period than is generally 
recognised in France. _ 

THE FRESH AIR CULT. 

There are probably few medical men to-day who 
are not convinced of the value of an open-air life, 
in so far as this is practicable, in building up the 
individual resistance to infection, more especially 
in the case of children and of young adults. 
At the Congres d’Hygiene Scolaire de Langue 
Franchise, which took place in Paris early in April, 
one of the subjects discussed was that of open-air 
schools, mainly for pre-tuberculous subjects and for 
children suffering from tuberculous adenitis and 
from latent tuberculosis. Various aspects of these 
schools were emphasised by the different delegates, 
one speaker, for example, pointing out that much 
more use could be made for this purpose of the 
open spares in large towms. Another dw*elt on the 
importance of a carefully graduated course of 
heliotherapy in each individual case, the duration 
of exposure being increased till the child can be left 
in the sun for many hours in the day ; he had seen 
astonishing results on the physical condition, the 
powers of resistance, and even on the character. 
V et another delegate recalled how f a year previously 
the speakers at a meeting of the Society of Public 
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Health expressed a dread lest a catastrophe, such a® 
the occurrence of a fatal case of broncho-pneumonia 
should kill the new venture of open-air schools, 
whereas as a matter of fact the pupils at these 
particular institutions had shown an extraordinary 
resistance to catarrh and infection of all kinds. The 
effect of an open-air life in increasing the weight is 
shown by Dr. Mestrezat in the March issue of the 
Revue d’Hygiene. The particular case described at 
some length is that of a healthy medical man of 32, 
whose average weight in Paris in 1914 was kg. 54*5, 
rising in 1915, when he was living an open-air life 
and taking daily exercise, to 58*1 ; falling again 
gradually to 56*1 in 1915-16 when living in a country 
town with three hours exercise daily ; and falling 
again steadily to 54*6 in 1921 on resumption of life 
in Paris. Other instructive tables given by the 
same writer deal with the rapid and progressive gain 
in weight of soldiers convalescent from chicken-pox 
and mumps under the open-air treatment, the diet 
being the ordinary army rations in no way modified. 
After all this it is something of a shock to find in 
the March number of the Archives de Mcdecine dee 
Enfant8 an article dealing with the treatment of the 
pre-tuberculous state in children, in which the writer 
deprecates open windows at night for such cases, 
quoting and endorsing the opinion of another medical 
authority as to the disadvantages in the shape of 
coryza, bronchitis, diarrhoea, and conjunctivitis 
which more than counterbalance any possible 
advantages to be derived from the practice. Aiter 
hinting that most of the doctors who prescribe the 
treatment do not practise it themselves, he adds that 
in summer, during the hottest months, the windows 
may be partly open during sleep provided that there 
are curtains or blinds that can be drawn, but the 
warning is added “ II faut veiller surtout ce que Fair 
n’arrive pas dircctement sur le lit de l’enfant.” This 
echo of past teaching contrasts strangely with the 
almost unanimous opinion in the medical world of 
to-day as to the value of fresh air in health and in 
sickness. “ There’s night and day, brother, both 
sweet things ’ '; and it is surely time that the phantom- 
bogy of the danger of night-air should be laid once 
and for all. 


DILATATION OF THE OESOPHAGUS 
WITHOUT STENOSIS. 

Dilatation of the oesophagus in the absence of 
any anatomical stenosis has aroused considerable 
attention during the last few years, especially since 
skiagraphy and the use of the oesophagoscope has 
rendered its diagnosis a matter of comparative ease 
and certainty. Enormous dilatation may take place 
with almost total inability to swallow, producing 
complete failure of health and even death, and yet 
there is no obstruction whatever. A full-dress 
debate was held on the subject a couple of years ago 
at the Laryngological Section of the Royal Society 
of Medicine, 1 accompanied by an excellent series of 
pathological specimens, but it cannot be said that 
the ®tiology has been finally explained. Certain 
points are established—namely, that food is arrested 
at the level of the diaphragm and not at the cardiac 
orifice, that there is no hypertrophy of the cardiac 
sphincter, and that the muscular wall of the gullet 
is not atrophied but rather hypertrophied. All records 
of cases of this affection are therefore of interest, 
though one of the most recent contributions, a paper 
by Dr.R. Rensaude and Dr.G. Gu£naux,of the Qdpital 
Saint-Antoine in Paris,* also fails to clear up the 
doubtful points in its causation. Referring to the 
ease of diagnosis due to modern methods, the authors 
state that one of them, who had only seen one case 
in 15 years, has now diagnosed 17 cases in 18 months. 



Of these 17 cases 12 were females, and the neurotic 
element was an evident factor, the influence of the 
emotions during the war being very manifest. The 
age-incidence was very variable, two cases beginning 
in childhood, one o. them at the age of 6, but the 
majority occurring between the ages of 33 and 55. 
The symptoms are fairly constant, with a slow 
insidious onset, a sensation of arrest of food at the 
lower part of the gullet, eructations, rumination, 
inability to take certain foods,regurgitation, vomiting, 
cough, dyspnoea, and periods of complete occlusion. 
The vomiting is without nausea or effort, and sugges¬ 
tive of the overflow of an over-full vessel. On X ray 
examination the opaque substance is arrested above 
the diaphragm, and gives a very characteristic 
cylindrical shadow ending in a regular finely-pointed 
extremity. On cesophagoscopy the dilatation is 
evident, and the entire wall, from top to bottom, is 
arranged in transverse folds ; the aspect of the 
cardia is variable; the genu-pectoral position is 
recommended for this examination. Unfortunately 
none of the seven cases described are uncomplicated 
cases of idiopathic dilatation. 


RADIOGRAPHY IN OBSTETRICS. 

A series of remarkable radiograms, published by 
Prof. Sebastian Recasens in the February number 
of La Clinica Castellano , brings forcibly to the 
attention the many possibilities of radiography 
in the field of obstetrics. There is, for example, the 
problem of the twin pregnancy, up till the present 
rarely diagnosed with certainty except by the 
detection of two sets of foetal heart sounds beating in 
distinct rhythms. Not only does X ray assistance settle 
this problem, but it goes further and displays the 
relation of the twins to each other and to the maternal 
pelvis. There are numerous ante-partum conditions 
which may be revealed with certainty by this method 
to the great assistance of the obstetrician ; among 
such may be mentioned foetal deformities, hydro¬ 
cephalus, and the various degrees of extrusion of 
the foetal head. Prof. Recasens challenges the 
accepted view, expressed in all text-books (and 
copied, so he says, from one to another) that the 
foetal limbs in utero are normally completelyfflexed. 
The published radiograms seem to bear out his 
contention. 


SIR FREDERICK BANBURY'S REASONING. 

In moving the second reading of the Dogs Protec¬ 
tion Bill Sir Frederick Banbury extracted from a 
series of editorial articles which appeared in The 
Lancet some two years ago one line, which means 
nothing without the context, but on the strength 
of which he seems to have claimed our support for 
his contentions. For future quotation in any 
reasoned speech he may make on the subject we 
bring to his notice our considered opinion on the 
Bill, as expressed in the closing sentence of one of 
the articles which he may be supposed to have 
consulted already. The limitations which) are 
intended to be put upon medical research may bear 
sad fruit when this readiness to put sentiment and 
sensibility ahead of sense and truth will not 
appear such a humane proceeding as many now 
consider it to be.” 


We regret to announce the death on June 2nd of 
Dr. John Matthew Fortescue-Brickdale, physician 
to Clifton College and the Bristol Royal Infirmary, 
and an authority on pharmacology. 


Dr. E. G. Graham Little has been elected by the 
graduates of medicine and surgery of the University 
of London to serve a fifth term of office as 
representative on the Senate. 
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County Councils and Venereal Disease : An 
Official Circular. 

The Government, as is well known, have had 
under consideration the policy hitherto adopted in 
this country for dealing with venereal diseases, and 
the question whether any modification of that policy 
is required at the present time. The outcome of this 
consideration is the issue by the Ministry of Health 
of a circular (No. 202), dated May 31st, 1921, dealing 
as follows with the present position of the prevention 
and treatment of venereal diseases. 

Basis of the National Scheme. 

As the Council are aware, the national scheme for the 
prevention and treatment of these diseases is based upon 
the recommendations contained in the Final Report of 
the Royal Commission on Venereal Diseases. The main 
recommendations of the Commission were : 1. That 

gratuitous treatment for persons suffering from these 
diseases should be provided at hospitals and other institu¬ 
tions in all parts of the country. 2. That a widespread 
campaign of publicity and education as to the dangers and 
effects of these diseases, and as to the necessity for early 
and skilled treatment, should be undertaken. These 
recommendations have been and are being carried out 
under schemes formulated by the Councils and approved 
by the Minister of Health or his predecessors, while the 
propaganda campaign, in accordance wdth the recommenda¬ 
tion of the Royal Commission, has been directed, centrally 
by the National Council for Combating Venereal Diseases, 
under the supervision of this Department, and locally by 
the County and County Borough Councils, a large number 
of which have cooperated with the local branches of the 
National Council in carrying out measures of publicity and 
education. In a few areas, also. Ablution or Disinfecting 
Centres have recently been instituted as an experimental 
measure in order that facilities may be provided for the 
disinfection, by skilled attendants acting under medical 
supervision, of persons who have exposed themselves to 
the risk of infection with these diseases. 

War-time Experience. 

The experience gained during the war by different 
armies in attempting to prevent the spread of venereal 
diseases has given rise to question whether, in the case of 
the civilian community, some further measures should not 
be adopted with a view to diminishing the incidence of 
these diseases, and after the conclusion of hostilities this 
question was considered by an Interdepartmental Committee 
appointed by the Minister of Health. This committee 
came to the general conclusion that although certain drugs, 
if properly and skilfully applied, are efficacious in prevent¬ 
ing venereal diseases, the most carefully organised system 
for the supply of these drugs in “ packets ” and the instruc¬ 
tion of men as to their use, did not produce such a general 
reduction in the incidence of these diseases as to warrant 
its recommendation by the Government. It was, however, 
found that where preventive treatment was provided, after 
exposure to the risk of infection, by a skilled attendant, 
the results were better than when the same measures were 
taken by the individual affected, even after the most 
careful instruction. Unofficially also this question has 
recently been under consideration by a special committee 
of the National Birth-rate Commission, and the conclusions 
of that committee are contained in a report which has now 
been published. 

The Question of Self-disinfection. 

The Government have given careful consideration to the 
question on w'hich the views of these two committees, 
official and unofficial, are not completely in accord—namely, 
the question of self-disinfection—but they find that there is 
general agreement on the following conclusions : 1. That 
the best way to avoid risk of venereal disease is to abstain 
from promiscuous sexual intercourse, and that a steady 
and continuous policy of public enlightenment on this 
point, and as to the risks of venereal disease and its resulting 
consequences on the general health of the community, is 
essential. 2. That disinfection immediately after exposure 
to risk of infection is effective only to the extent to which 
it can bo thoroughly and intelligently applied in the parti¬ 
cular case. They also find that medical opinion is divided 
on the question of the efficacy of self-disinfection for the 
civilian population, and in particular on such questions as 
(1) whether it is practicable to give such instruction to the 
population generally as will ensure that the disinfectants 
are thoroughly and skilfully applied ; (2) whether the 

spreading of knowledge as to the efficacy of disinfectants 

.grid 


would not lead to persons running the risk of infection who 
would otherwise avoid that risk, and thus increase the 
spread of disease ; and (3) whether the disinfectants will 
not be used in some cases for the treatment of developed 
disease with the result that proper treatment will be delayed 
and the cure of the disease rendered more difficult and 
uncertain. 

The actual situation which confronts the Government is 
that there is not unanimity of opinion on the medical side 
as to the practicability and likelihood of success of seli- 
disinfection for the civil population, whereas on the moral 
and social side most weighty objections are advanced 
against it. It is clear that this question is one which cannot 
be decided solely by reference to medical opinion—moral 
and social considerations of very great importance are 
involved in it. In the circumstances the Government have 
decided that they cannot give official support to self¬ 
disinfection as a policy. 

Public Instruction. 

The decision of the Government emphasises the import¬ 
ance in the interests not only of the individuals concerned* 
but also in those of the community in general, of continuing 
and extending public instruction and enlightenment as to 
the dangers arising from promiscuous sexual intercourse, 
and the disastrous consequences on the general health of 
the community which result from the spread of venereal 
diseases. The Minister is aware that in most parts of the 
country a wisely directed campaign has been, and is being, 
carried on in this direction, and he is advised that it is 
essential that no opportunity should be lost of educating 
public opinion on this matter. It is important that the 
Council should call to their aid every available agency in 
their area which exists for the purpose of the moral and 
social betterment of the people, and the assistance of 
voluntary organisations of this kind should be most valuable 
in advising as to the lines on which a campaign of publicity 
and education can best be directed and as to the contents 
of such leaflets, posters, &c., as the Council may issue. It 
is essential that due economy should be exercised in this 
matter as in all other public services at the present time, 
but the Minister trusts that the Council will not curtail 
their expenditure during the current financial year on 
educational and propaganda work in connexion with 
these diseases, and he is prepared, as indicated in para¬ 
graph (6) of Circular 192, to consider applications for his 
approval of limited expenditure for this purpose in excess 
of that incurred by the Council during the past financial 
year. This is a matter also in which the Council would be 
justified in looking to voluntary bodies for some financial 
assistance. 

Issue of Warning Leaflets. 

The question of the contents of any publications which 
may be issued by the Council on this subject is one for the 
decision, in the first instance, of the Council, but the 
Minister desires to suggest the advisability of the wide¬ 
spread issue of leaflets, &c., warning the public of the 
dangers of venereal diseases and containing advice on the 
following lines :—1. The prevalence of venereal diseases is 
a grave source of danger and ill-health to the public. 2. 
These diseases are usually contracted through promiscuous 
sexual intercourse, and the best way to avoid risk is to 
avoid such intercourse. It is the duty of all individuals 
who have incurred, or think they have incurred, the risk 
of contracting disease, to cleanse themselves thoroughly 
and immediately, and thereby diminish the risk. 3. If 
any signs or symptoms of disease, however slight-, are 
experienced the individual should promptly seek medical 
advice or attend a venereal diseases clinic. 4. Anv attempt 
at self-treatment of these diseases is likely to be disastrous. 

Ablution Centres. 

The Minister is of opinion that the arguments which have 
influenced H.M. Government in deciding against any 
official advocacy of self-disinfection do not apply to the 
provision of ablution centres where facilities are provided, 
with proper safeguards, for disinfection by skilled attendants 
acting under medical supervision. The experience so far 
obtained is not sufficient to enable any final conclusions to 
be drawn as to whether such ablution centres should bo 
established permanently in large towns ; but the evidence 
available as to the results obtained in different armies from 
the provision of these centres justifies further experiments 
of the same kind for the civilian population, and the Minister 
is accordingly prepared to consider applications for hi* 
approval of the experimental provision of further ablution 
centres. 

Legal Position of Chemists Selling Disinfectants. 

It is understood that questions have arisen as to the 
precise effect of section 2 (2) of the Venereal Disease Act, 
1917, and the Minister considers it desirable to state that, 
although he is not empowered to give an authoritative 
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interpretation of the provisions of any Act of Parliament, 
he is advised that a chemist does not commit an offence by 
selling any substances for which he is asked, merely because 
those substances are capable of being used as disinfectants 
against venereal diseases, so long as the substances are 
not sold accompanied by any written or printed recom¬ 
mendations or instructions as to use. It should be carefully 
borne in mind that by sections 1 and 2 (1) of the same Act, 
an offence is committed by any person (other than a duly 
qualified medical practitioner) who for reward direct or 
indirect, treats, prescribes for, or offers advice in connexion 
with the treatment of venereal disease, and by any person 
who does any of these things or even offers to do them, by 
advertisement, public notice, or announcement. 

It will be seen that the official circular has the 
merits and the limitations which could have been 
foreseen from the announcement in the House of 
Commons made by the Minister of Health on the 
vote to meet the expenses of the department. 1 

International Labour Cooperation. 

At the recent International Congress of Transport 
Workers, held in Geneva, a discussion arose on the 
treatment of venereal disease amongst seafarers, 
and a resolution was passed calling upon the execu¬ 
tive to initiate a movement in favour of international 
legislative measures, and to enter into negotiations 
with the International Organisation of Shipowners 
with the object of giving effect thereto. On the 
suggestion of Mr. Walter Clarke, chief of the Division 
for Combating Venereal Diseases of the League of 
Red Cross Societies, this resolution was transmitted 
to the Office International d’Hygtene Publique for 
its information. In forwarding it, Lieut.-Colonel 
T. F. Ritchie, assistant chief of the same Division, 
writes :— 

“ I think it is very encouraging to see that the 
transport workers themselves realise the importance 
of providing treatment for seafarers, and that they 
wisn to initiate international legislative measures in 
regard to venereal diseases. ” 

We hope that the example set by the Transport 
Workers’ Federation will encourage other industrial 
bodies to take similar action within their own borders. 
More good will come of it than from any external 
attempt to impress such suggestions upon their 
members. The holding without delay of an inter¬ 
national anti-venereal congress would afford the 
required opportunity for the other industrial federa¬ 
tions to be represented and to take appropriate 
action. 

Society for the Prevention of Venereal 
Disease. 

The second annual meeting of this Society was 
held on June 6th at the house of the Royal Society 
of Medicine, Lord Willoughby de Broke, the Presi¬ 
dent, in the chair. The President said that venereal 
disease was still proceeding at such an alarming rate 
as to be a great public danger. The official policy 
of exhorting the public to be chaste and advising 
them to consult a doctor when infected had not 
succeeded in preventing its spread. The circular 
recently issued by the Ministry of Health stated 
that it was the duty of all individuals who had 
incurred the risk of infection to cleanse themselves 
thoroughly and immediately in order to diminish 
the risk. The President urged that this statement 
affirmed the Society’s policy of self-disinfection, 
though the Government would not take responsi¬ 
bility for the official issue of disinfectants accom¬ 
panied by instructions. He moved a resolution 
recommending formal application by the Society to 
the Ministry of Health for sanction for the preparation 
and sale, under the supervision and control of the 
Society, of materials for immediate self-disinfection. 
This resolution was seconded by Lady Askwith and 
was carried. The hon. secretary, Mr. Wansey 
Bayley, in submitting the annual report, said that 
the number of county and borough councils which 
had adopted the Society’s policy had increased from 
12 to 20. 


ROYAL INSTITUTE OF PUBLIC HEALTH: 
Conferences on Public Health 
Problems. 

On June 2nd, at the Guildhall, a series of Con¬ 
i' ferences on various questions concerning the health of 
: the nation was opened by H.R.H. the Duke of York. 
In welcoming the delegates His Royal Highness 
said that the work of the Conferences was of national 
and international importance, and that the immense 
significance to the nation of such questions as the 
! support of voluntary hospitals and the improvement of 
1 housing conditions could not be too much emphasised. 

Other matters of vital importance to the community 
I were venereal disease and tuberculosis. As President 
I of the Industrial Welfare Society, he took great 
t interest in the subject of the Session dealing with 
the necessity for greater attention to the main¬ 
tenance of efficiency and the prevention of ill-health 
! in industry. Industry had too long been carried on 
! without thought of its effect on the worker, and it is 
I good, he said, that the questions of industrial physi- 
| ology and psychology and vocational aptitude should 
be seriously discussed. The future prosperity of 
the country was bound up with the establishment 
of a healthy, happy, and contented industrial army. 

The Lord Mayor on behalf of the City of London, 
having welcomed the delegates, 

Sir Alfred Mond, the Minister of Health, moved 
a vote of thanks to the Duke of York, who, he said, 
was following the great traditions of his House by 
taking the keenest interest in the public health of 
the country. 

Lord Leverhulme seconded, and the Duke of 
York in his reply expressed his appreciation of the 
honour which had Deen conferred upon him in 
being made an Honorary Fellow of the Royal Insti¬ 
tute of Public Health. 

Municipal Hygiene and Voluntary Hospitals. 

Lord Burnham, who presided over the session on 
Municipal Hygiene, said that the Conference was 
not only opportune but necessary in connexion 
with the administration of the Poor-law and the 
future of voluntary hospitals. The whole system 
of local administration had to be considered, for 
there were no longer any scientific frontiers of local 
government; they had disappeared in the cataclysm 
of the great war, while the welfare of the com¬ 
munity depended upon the health of its individual 
members. Some people believed that the trans¬ 
formation of the Local Government Board into the 
Department of Public Health meant only a change 
in name, but that there had really been a change 
in Parliamentary attitude and consideration was 
shown in the fact that the Minister of Health was 
on the platform that morning. The real problem 
of public health was how to link up the various 
health services and health institutions with the 
I system of national insurance. The great defect of 
the National Insurance Act was that it ignored the 
existing services and institutions from the financial 
and administrative points of view. The voluntary 
hospitals were primarily intended for the treatment 
of the sick poor, but in their development they 
had become of even greater importance as places 
of original research and for educating those who 
served the cause of health. While the hospitals 
were overcrowded the Poor-law infirmaries were 
half empty and not brought into relation to the 
rest of the health services. He hoped that all the 
hospitals and infirmaries would be coordinated for 
public welfare, and that ways and means would be 
secured from the insurance funds. 

Major W. Ormsby-Gore, M.P., in opening the 
discussion, said that one of the problems to be 
discussed was the administrative separation of 
preventive from curative medicine. The Poor-law 
system owed its origin to the reaction against a state 
of affairs that had been allowed to grow up since 
the reign of Elizabeth. The basis of the present 


1 The Lancet, May 21st, p. 1088. 
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position was the Metropolitan Act of 1807, which 
established State-provided infirmaries, and as a 
result there were to-day in Poor-law institutions 
94,000 beds. In London the beds in these insti¬ 
tutions were more numerous than those of the 
voluntary hospitals. In order to bring about 
coordination legislation was necessary, but before 
that could be obtained public opinion would have to 
be developed both inside and outside of Parliament. 
There should be a general demand that not only 
should the Insurance Act, and all the work in 
connexion with that Act be brought into line with 
the work of voluntary hospitals and State-provided 
hospitals, but that all curative treatment should be 
considered as a whole. That would include private 
nursing homes. Whatever happened to voluntary 
hospitals the whole question must be made a national 
and not a local matter. It was vital to the progress 
of medical science that the voluntary system of 
hospital support should be autonomous and under the 
control of the Ministry of Health. 

Prof. E. W. Hope (M.O.H., Liverpool), while 
realising the good work that had been done by 
boards of guardians, said the infirmaries were not 
being utilised to their capacity and the voluntary 
hospitals were closing. It would be a disaster to 
the country if the voluntary hospitals were placed 
upon the rates. 

Councillor Wilson (Liverpool) said it was a mistake 
to place the charge for the upkeep of voluntary 
hospitals on National Insurance funds. The money 
would have to be found either in higher charges 
upon incomes, or in complete reassessment of profits 
and so forth, and not out of the pockets of working 
people. 

Mrs. Bryce (Chairman of the Public Health 
Committee, Hackney) said that very little would be 
done until children and parents were properly housed, 
fed, and trained. 

Dr. H. C. Pattin (M.O.H., Norwich) thought 
that hospitals should be provided for directly from 
the Exchequer. The health of the people was the 
first consideration of the State. 

Mr. H. L. Woollcombe (Secretary to the Charity 
Organisation Society) appealed for the continuation 
of the voluntary system, and hoped that a large 
number of the Approved Societies would follow 
the splendid example of the National Deposit 
Friendly Society in contributing towards these 
institutions. 

Sir William Smith expressed the opinion that 
Poor-law hospitals should be made generally 
available for public use, the arrangements enlarged, 
and a staff of honorary medical officers added. 

Miss Mott said that the National Insurance Act 
was very unpopular because people did not get value 
for their money. 

Dr. J. IIolroyde (M.O.H., Chatham) shared 
the common feeling against State interference, 
but already, he said, the thin end of the wedge had 
been introduced ; for public funds were received 
by hospitals, for school children, infants, maternity 
and child welfare centres, venereal treatment, and 
for other purposes. At the Chatham local hospital 
a scheme of graduated payments had been initiated 
with some success, and had received the support 
of labour and trade councils. 

A representative of the National Labour Housing 
Council asked that a larger share of the management 
of hospitals should be given to the working classes 
or their representatives. 

Mr. C. F. Peyton Baly (British Dental Associa¬ 
tion) said it was not possible to separate preventive 
from curative work, and any scheme that was 
drawn up must take proper account of preventive 
medicine. Full provision would have to be made 
for the training of young doctors as well as for 
keeping qualified men up to date. 

Councillor Bullen (West Ham Board of Guardians) 
maintained that treatment in infirmaries was just 
as skilful as that given to patients in other hospitals. 


The Housing Problem . 

In the afternoon Sir George McCrae (Chairman 
of the Scottish Board of Health), who presided over 
the Session on the Housing Problem in its various 
bearings, said that at the present moment there was 
a world shortage of houses—it existed at home, in 
our colonies, all over Europe, in America, and in Asia. 
That house shortage was not due to the war, because, 
though the war had intensified the situation, there 
had been a great falling-off in house building all over 
the world before the war. He gave facts and figures 
in support of this view, and asked whether it was not 
a question for our legislators to consider w r hether 
they had really got to the root cause of the housing 
difficulties. While many grumbled at the slow pro¬ 
gress that was being made in house building, those 
who knew the magnitude of the difficulties in the 
way realised that progress had been made. Having 
regard to falling prices and the augmentation of the 
supply of labour, he thought the future would see 
further and economic progress. 

Colonel F. E. Fremantle, M.P. (Chairman of the 
Housing Committee of the London County Council), 
confining his remarks to London, dealt with the need 
for housing and the provision that had been made. 
The needs increased year by year. It was necessary 
to provide a margin of empty houses so as to supply 
accommodation for that portion of the population 
who moved in accordance with the constantly 
changing and developing needs of the community. 
Then there was the matter of overcrowding, the 
standard according to London County Council 
requirements being not more than two adult persons 
in one room. Quoting figures as to rents, he said 
the Government would have to bring out a new scheme 
for housing. Before the war the housing schemes 
under the County Council were self-supporting, and 
he maintained they should be self-supporting again ; 
but, in the meanwhile, the Government must provide 
some money. The great insanitary areas that had 
long been known would have to be dealt with. The 
population of London should not be encouraged to 
go further away and provision should be made for 
new industries near to their houses. 

Mr. Trevelyan Thomson, M.P., said it was an 
impossible proposition now to hold our hands from 
the housing scheme of 1919. There were suggestions 
that the need was not now so great . Deplorable condi¬ 
tions, he said, existed at Middlesbrough, 15 to 18 
people living in two rooms. In the interests of 
morality, public health, and true economy he asked 
the Conference to say that there should be no cutting 
down of the housing programme. 

Mr. Tom Myers, M.P., and other speakers having 
taken part in the discussion, 

Councillor Wilson and Mr. J. S. Whybrow 
(Secretary of the Labour Housing Association) moved 
and seconded the following: “In view of the 
continued shortage of houses and the evils of over¬ 
crowding, this Conference expresses its opinion that 
in the interests of public health no relaxation should 
take place in the efforts which are being made to 
increase the immediate supply of houses.” The 
motion, after some discussion, was carried. 

Industrial Efficiency and Health . 

At the morning session on June 3rd Lord Lever - 
iiulme, the President, in an introductory address 
said that we must get things done or be undone. 
Nothing, however, could be done except on the basis 
of robust health. He thought that one of the secrets 
of past success in this country was the apprenticeship 
system. In these days close contact between master 
and men was impossible. The system of granting 
doles for unemployment was a pernicious one. There 
were only two periods in the life of a human being 
when allowances and doles could be wisely given 
—before about the age of 10 and after the age of 70. 
Any dole given for the better education and healthy 
upbringing of young people was good, and t he country 
owed something to those who were past work ; but 
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doles to the healthy and strong would prove a curse. 
On the mechanical side of production, in factories 
employers sought the aid of well-trained engineers, 
but for the most complex machine of all, the human 
worker, no educational engineers were employed. 

Prof. E. L. Colli s dealt with the necessity 
for greater attention in industry to the maintenance 
of efficiency and the prevention of ill-health. He 
said that it might fairly be claimed that the most 
important of all subjects had been specially referred 
to by the Duke of York when he said that industry 
had been carried on too long without thought of the 
workers’ health. In the interests of production 
industry was generally quick to seize upon anything 
which made for increased output, and he main¬ 
tained that attention to the vocational selection 
of the worker was a primary need for the pre¬ 
vention of ill-health. The State was taking steps to 
bring up healthy adolescents, so that they might be 
useful citizens and productive workers. Industry 
had a duty to maintain them in health and efficiency 
and must provide hygienic conditions of work in 
order to acquire a stable personnel, to increase 
efficiency, and to pay high wages out of good results. 
Medical supervision, which might take the form of a 
medical department in the establishments, was a 
sound investment, and was a means of maintaining 
efficiency and preventing ill-health. Facilities for 
convalescence among industrial workers were needed 
to expedite recovery, and when linked up with re¬ 
education, as was done by the Ministry of Pensions, 
could reclaim many useful workers from the ranks 
of the unemployable. 

Mr. Kenneth Lee (Manchester Cotton Industry) 
said that far too much money was spent on hospitals 
for cure and far too little on prevention. Sufficient 
precaution, at any rate at an early age, was not taken 
to see that young people on entering a factory were 
suitable for the work to which they were put. Bad 
teeth, too, were a serious cause of ill-health. 

Mr. J. Hodge, M.P., said that if Capital had done 
its duty towards Labour there would have been no 
necessity for discussion that morning. The worker 
must be treated not as a “ hand ” but as part of the 
organisation for the production of wealth. 

Sir Frederick Mills said that no nation could 
prosper when its industries were constantly subjected 
to sudden stoppages, for industry in these circum¬ 
stances was incapable of properly carrying out its 
engagements. Population was dependent upon 
industry and not industry upon population. The 
history of this country showed that the population 
for centuries on had varied between five and ten 
millions. Sometimes we had our civil wars, and the 
population went down suddenly, gradually grew, 
and on the introduction of steam in the middle of 
the eighteenth century began to advance by 
leaps and bounds. Industry made population. 
There was only one cure for industrial unrest. The 
workmen should become shareholders in the com¬ 
panies they worked for. Working-men directors on 
the boards of the companies were needed. 

Prof. Sir Thomas Oliver (Durham) said that 
efficiency in occupation could only be secured by the 
worker himself being healthy, and by labour being 
carried on under healthy conditions. The healthiest 
occupation was that which was carried on out of 
doors, as seen in the low mortality rates of the farming 
classes. In this respect the oldest occupation 
occupied the prime position. 

Dr. H. M. Vernon (Investigator for Industrial 
Fatigue Research Board) agreed with all that had 
been said as to the importance of prevention of 
ill-health in the industrial workers and the effect of 
ill-health on efficiency. The results of investigation 
had shown that long hours and overwork produced 
sickness and inefficiency. There was a lack of 
investigators and many employers failed to realise 
the bearing of research work of the kind he referred 
to on health and therefore on efficiency. 


Dr. Rhoda Adamson (Clinical Lecturer in 
Obstetrics in the University of Leeds) recounted her 
experiences in examining and supervising ^women 
war-workers, which showed the advantage to 
employers of labour in regulating the employment of 
women by medical advice. From the point of view 
of health there was very great neglect among the 
working women of the country. Proper attention to 
eyes and teeth saved a great deal of sickness, while 
putting women on light work during pregnancy was 
economical both to master and worker. 

Prof. F. Schoofs (Li£ge) pleaded for the establish¬ 
ment of a connexion between engineering and the 
medical sciences in the university curriculum. 

Venereal Diseases. 

The Bishop of Birmingham presided over a 
discussion on the present machinery for dealing with 
venereal diseases and the measures essential for 
effective prevention. He said that he could not under¬ 
stand the policy of the Ministry of Health in regard to 
venereal diseases, but he wished that the medical 
profession would show unanimity in their opinions. 
It would be a great help if the medical profession 
could pronounce whether disinfection before con¬ 
nexion was a certainty for the prevention of the 
disease. On the Committee with which he was 
connected there was difference of view, and the con¬ 
clusion which the Government had reached was that, 
the evidence being contradictory, self-disinfection 
was not a certainty. He agreed that in a large 
proportion of cases it would not be quite satisfactory 
because the person who was using the method was 
not in a condition in which he—still more she—would 
be likely to take the proper precautions and do the 
right things. Discussing the moral and social aspects 
of the matter, he said that medical men appreciated 
the moral side of the question as well as the social, 
and pointed out that the disease was terribly destruc¬ 
tive not only to the guilty but to the innocent. 

Prof. E. W. Hope said that though every facility 
was given in Liverpool for the treatment of venereal 
disease, there were great difficulties in the way of 
persuading those who had started treatment to 
continue with it. That led to a great waste of public 
money. Sixty per cent, of the patients attending the 
hospitals in Liverpool ceased to attend before they 
were free from infection. Of the patients attending 
at the Royal Infirmary there was a preponderance 
of men, a large proportion of whom were seamen, 
and among them many foreigners. The women 
patients formed about one-eighth of the whole. It 
was proposed to ask Parliament to consider a 
measure which would make larger provision for free 
treatment, would call upon those who were infected, 
and who knew it, to consult a medical man, and would 
impose on that medical man the duty of explaining to 
the patient the nature of the infection and the 
necessity for continuous treatment. Other provisions 
placed upon parents and guardians the duty of 
protecting, by medical guidance, young persons 
under their care. 

Sir William Milligan (Lecturer on Diseases of 
the Throat and Ear in the University of Manchester) 
said that it was exceedingly difficult for any Govern¬ 
ment to act unless tl**re was unanimity of medical 
opinion. This there would never be, but he thought 
the guiding principle should be the opinion of the 
majority. He did not believe that venereal disease 
would ever be swept out of any country. It would 
always exist to some extent, but a very great deal 
could be done to decrease its incidence and its 
ravages. Self-disinfection, in his opinion, was a 
snare, and often a cloak with a very great number of 
people for the continuance of vice. It was not 
practicable for the layman to disinfect himself, and 
particularly herself, without knowing a great deal 
about the anatomy of the parts. If the matter was 
going to be seriously tackled a large expenditure of 
money would be needed and provision would have 
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to be made fop ensuring that people should attend 
at clings until cured. Young men and women 
before going out into the world should be taught some¬ 
thing of sex physiology, and it must be recognised 
that the incidence of venereal disease was very 
much mixed up with the drink question. 

Dr. H. J. Sequeira (London Hospital) did not 
agree that self-disinfection was useless, and pointed 
out that it was easier to disinfect the glans penis than 
the very delicate conjunctiva of an infant. He 
thought that the measures at present in use were 
effective so far as they could be effective. 

Prof. Winifred C. Cullis (University of London) 
pleaded in the interests of the Mercantile Marine 
for clinics at every port, the provision of recreational 
facilities for men who wished to keep straight, and 
for educational propaganda. 

Colonel C. J. Bond (Vice-Chairman of the Consul¬ 
tative Council of Medical and Allied Services of the 
Ministry of Health) said that all would agree that 
the present machinery for dealing with the disease 
.was certainly defective on the preventive side. The 
Government had not yet recognised the value of the 
influence of the group mind and public opinion. 

Mrs. Scharlieb (Royal Free Hospital) pleaded for 
a stricter control in the upbringing of persons of 
both sexes. 

Dr. F. N. Kay Menzies (Public Health Depart¬ 
ment, London County Council), describing the scheme 
which was in operation by the London County Council 
in controlling the disease, said that something like 
40 per cent, of the patients ceased treatment before 
"they were out of the communicable stage. There 
were great difficulties in regard to providing treatment 
at times which would suit all kinds of people, and it 
was proposed to make arrangements so that the 
clinics might be open all day. The cost of treatment 
in 1917 had been £33,000 ; in 1918, £50,000 ; in 1919, 
£80,000 ; in 1920, £100,000 ; and this year it would 
probably reach £120,000. 

Lord Willoughby de Broke said that it was 
obvious that, in spite of exhortation and treatment, 
the present methods were inadequate, and that there 
was an increasing charge upon the ratepayers and 
taxpayers of the country. Everything possible 
ougnt to be tried. 

Lady Barrett, representing the Federation of 
Medical Women, said that unless it could be proved 
that self-disinfection, as used by the layman, was 
successful, it was not right to teach young people 
that they could obtain immunity by so using them. 

Dr. Marie Stopes said that the only cure for the 
deplorable state of things which existed was early 
marriage and control of conception. 

Industrial Tuberculosis. 

The proceedings on Saturday consisted of a debate 
upon the efficiency of the present machinery for 
dealing with tuberculosis, at which Sir Robert 
Philip, Prof. Lyle Cummins, Sir G. Sims Wood- 
head, Dr. Jane Walker, and Dr. F. J. H. Coutts 
(Ministry of Health) were the principal speakers. 


Bristol Medico-Chirurgical Society.—A t a 
meeting of this society held recently, with Dr. L. E. V. 
Every-CIayton, the President, in the chair, various modem 
clinical methods were demonstrated. Drs. Patrick and 
Eric Watson-Williams showed a number of patients to 
illustrate the use of the Otorhinoacope. Dr. J. O. Symes 
and Dr. Cecil Clarke exhibited the apparatus used in the 
Fractional Method of Gastric Analysis, illustrating its action 
on two students. Dr. Geoffrey Hadfield gave an account 
of a simple plan for the estimation of blood-urea, and 
demonstrated the apparatus. Dr. R. G. Gordon showed a 
tuning-fork apparatus for the quantitative estimation of 
vibration sense, with a series of charts illustrating the 
value of the method in the diagnosis of nervous disease. 
Dr. Gordon also showed a patient with aphasia and 
described the tests applied in accordance with Head's 
theory. Dr. C. E. K. Herapath gave a brief account 
of thePolygraph and Dr. Carey Coombs of the Electro, 
cardiograph. 


INDUSTRIAL MEDICINE: 

A Conference of Practitioners. 

A meeting of medical practitioners engaged in 
medical service at industrial undertakings, called 
together by the Industrial Welfare Society, was held 
in the council room of the Society at 51, Palace-street, 
Westminster on June 2nd. The Conference was 
opened by H.R.H. the Duke of York, President of 
the Society, who spoke of the importance of the 
movement and wished success to the deliberations. 

Medical Service in Industry . 

Dr. R. McN. Wilson delivered the opening 
address, in the course of which he paid a tribute to 
the factory inspectors, who had been instrumental in 
removing the terrible conditions which formerly 
existed in our factories. If employers had listened 
to the factory inspectors and doctors, the trouble 
between labour and capital would have been healed 
50 years ago. The work of fatigued or underpaid 
employees did not pay the employer. The medical 
profession was in an impartial position for demon¬ 
strating that the interests of capital and labour 
are identical. Here were enormous opportunities 
for industrial medicine. The human machine 
must be well “ vetted.” The medical pro¬ 
fession should have a preventive outlook and 
adopt the “ Mackenzie line of thought.” Actual 
disease was an end process and we must study the 
processes which led up to it. Any successful system 
of industrial medicine must be based on the general 
practitioners who alone knew the conditions of the 
home and family and who alone had the necessary 
influence to convince his patient as to the need for 
following advice (for the benefit of his health) which 
often seemed distasteful. 

Dr. T. M. Legge, of the Home Office, insisted that 
all industrial welfare work must be based on medicine. 
The movement for industrial “ doctors ” was only in 
its infancy. He would like to put some questions 
to the meeting. What was the relation of the ‘ ‘ works 
doctor ” to the panel doctor, to the certifying factory 
surgeon, to the welfare superintendent, and to the 
Whitley Councils ? Could they have a panel of works 
doctors, or could part-time industrial work be linked 
up with the panel system ? Were there clinics estab¬ 
lished in the works, ophthalmic, dental, &c ? Could 
they show to the employer results in £ s. d. from 
industrial medicine ? They were committed to the 
insurance system for weal or for woe. Medical examina¬ 
tion of employees by the firm’s doctor was not feasible, 
but might be done by State doctors, as under the 
present panel system. In the U.S.A. they had no 
insurance system to retard the spread of industrial 
medicine. 

Dr. Arthur Sellers pointed out that the certify¬ 
ing factory surgeon had not time to examine children 
properly. He (Dr. Sellers) had a panel himself. His 
practice was to examine selected cases in the am¬ 
bulance room of the works and then refer them to their 
panel doctor. The panel doctor had no means of 
suggesting suitable employment for his patient. 
Certifying factory surgeons must have more time to 
do their work and should work more in touch wit h the 
industrial welfare doctor. 

Dr. E. E. Mather stated that he and a woman 
doctor worked ‘‘ whole time ” for Messrs. Cadbury. 
There were about 9000 employees,1000 being under 16. 
They treated all who came for treatment, men, women, 
and children, and had no difficulty with the panel 
doctors. They had a dental clinic and the firm paid for 
special cases to be sent to hospitals and consultants. 
He had had two years* experience, but wished a special 
course of training had been available for him before 
taking up the work. The medical examination of 
existing employees was optional, but the examination 
of applicants was compulsory. There were very few 
rejections, not more than 1 per cent, perhaps. Some 
would be admitted conditionally on submitting to an 
operation for tonsils or obtaining a truss for hernia. 
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Dr. Wilson in his reply said the backbone of the 
whole system of medicine was the general practi¬ 
tioner. They must interest the general practitioner 
and bring him into the scheme of industrial medicine. 

Health Problems in Industry . 

At the afternoon session, Prof. E. L. Collis gave 
the opening address. He pointed out how welfare 
work had grown as the result of the war. In 1913 
they could only muster about 20 welfare supervisors 
at a conference at York. There was no reason why 
medical service in factories should not grow equally 
rapidly, but propaganda work amongst employers 
was necessary. Medicine could save industry 
millions a year by preventing break-downs, lost 
time, by finding workers jobs suited to their 
health, and by making the jobs more healthy for 
the workers. Miners’ nystagmus, lead poisoning, 
anthrax, and phosphorous poisoning were comparative 
rarities—the things they wanted to prevent were 
bronchitis and phthisis. The question is what is the 
best way of convincing industry of its needs. 

Dr. E. Halford Ross instanced a firm of printers 
doing fine work which saved thousands a year by 
employing an ophthalmic surgeon. Medical super¬ 
vision should go right through industry. 

Dr. R. E. Cree showed graphs illustrative of 
accidents to groups of workers at the shipyard of 
Swan Hunter and Wigham Richardson. Boys, of 
course, had the most accidents. Old men were 
often disabled permanently by very trifling accidents, 
and suitable non-dangerous work should be found for 
them. He attended the ambulance room and treated 
accidents only for the firm. He knew that he 
saved the firm a great deal of money by preventing 
sepsis. There ought to be a system by which con¬ 
valescents could do half time or light work suited 
to their condition. 

Sir Thomas Oliver pointed out, as £ s. d. gain, 
that the match industry was now free from jaw and 
dental trouble. He thought there should be a 
State department for industrial medicine, as in 
France and U.S.A. Half-time work for convalescents 
would be very valuable. 

Dr. J. R. Kerr, of St. Helens, spoke of the sheet 
and plate glass industry. Since 1907 the Pilkington 
firm had given him great support in finding medical 
equipment. The hospital was largely self-supporting. 
Firms and insurance companies paid towards the 
cost. 

Dr. M. W. Renton, who had worked for Vickers, 
mentioned that this firm had a hospital and special 
clinics for electro-therapeutics and massage, &c., 
and that insurance companies send patients for 
treatment. The certifying factory surgeon should 
never be the “works doctor.” The practitioners on 
the panel were often very hazy as to the exact 
occupation when they signed certificates and should 
attend the works clinic. 

Dr. T. L. Llewellyn said that two years ago 
he got the North Staffordshire coal-owners to set 
up a massage centre. They had an attendance of 
200 a week and had obtained very satisfactory 
results. He always wrote to the family doctor 
informing him that he was going to give his patient 
a course of treatment. He was certain the centre 
had more than paid for itself by getting men “ fit ” 
more quickly. 

Dr. D. A. Coles acted as “ works doctor ” for the 
Gas Light and Coke Co. He was not on the panel 
himself, and had no difficulty with the panel prac¬ 
titioners. The men were always willing to be over¬ 
hauled because they knew it was in their own 
interest. He endeavoured to get the cases early, 
examine eyes,* provide trusses for hernia, &c. He 
hoped to get his firm to assist in dentistry and the 
provision of spectacles. 

Mr. Seebohm Rowntree said that his firm had 
a works’ doctor, a dentist assisted by mechanics, and 
an oculist. The cost was comparatively trifling, 
£2000 on a wage bill of £1,250,000. The establish¬ 
ment of a clinic was not costly like that of a canteen. 
Probably the Industrial Welfare Society would be 


the best body to do the propaganda work as to the 
value of medicine to industry. 

Mr. R. R. Hyde, the Director of the Society, 
asked the meeting at the close to formulate a 
scheme for the continuation of the campaign initiated 
by theday’s work. 

Ultimately Dr. Coles, Dr. Mather and Flight- 
Lieut. F. J. P. Saunders were appointed a small 
sub-committee to draw up a programme to be put 
before another conference in connexion with the 
Summer School of the Industrial Welfare Society, 
which is to be held at Balliol College, Oxford, in 
September. 


HYGIENE ON THE SEA. 

ACCOMMODATION FOR SEAMEN IN SHIPS 
OF TO-DAY. 

(By our Special Correspondent.) 

VII.—P. & O. MAIL STEAMER. 

A P. & O. mail steamer, ready to embark her 
passengers and go to sea, lies comparatively un¬ 
noticed among the other great ships at Tilbury, and 
that just shows how big is London, how small rela¬ 
tively are the great Eastern ports of the world. 
Here the ship is hardly noticed. At the other end 
of her voyage the whole port will be interested in 
her. Her arrival with the English mail, the London 
papers, passengers primed with the latest gossip 
from home, and the trunks of some of them full of 
the newest fashions, has been eagerly expected, and 
the day she does come in is something of a holiday, 
at any rate a “ festa,” even in Bombay or Hong 
Kong, busy ports that they are. London has a 
mail day every day, and the docks, though they 
stretch for 20 miles along the river, are far from 
the town or else perhaps the hard conditions of 
the sailors’ life might sooner have been improved. 
Slums in Drury-lane are visible, and their cry for 
improvement is heard, slums beyond Wapping, who 
shall know of them. 

It was by the kind permission of the P. & O. 
Company that I was recently taken down to Tilbury, 
on behalf of The Lancet, by Dr. Arnold Chaplin, 
medical superintendent of this and other companies, 
to see their ship Mahca. She was built ten years 
ago ; her gross tonnage is 10,941 ; she can carry 
some 6000 tons of cargo, and has accommodation 
for 285 first- and 127 second-class passengers, 412 in 
all; she is 540 ft. long, 61 ft. broad, and draws 
27 ft. when loaded. She has a ship’s company of 
340, of whom 101 are lascar firemen, 61 lascar 
sailors, and 67 Goanese stewards. The large saloon, 
kept cool by electric fans, and the spacious music 
saloon, the ladies’ card-room, &c., make the travellers 
comfortable, while the large deck area outside shows 
the ship is built for the tropics, and to get for her 
passengers all the coolness there may be. The cabins 
are of the usual pattern, and of them we need only 
say they have electric fans for hot and electric 
radiators for cold weather, and as to the cuisine its 
excellence is well known, and accounts in part for 
the eagerness that people in the ports abroad mani¬ 
fest in the P. & O. ships. 

Accommodation of the Crew. 

As to the accommodation of the crew, which is 
what interests the readers of The Lancet, there can 
be about Malwa only a good report. The officers 
are berthed above the promenade deck, the white 
crew forward in the forecastle. These last are all 
petty officers, and live in cabins with two, three, or 
six beds. The beds are spring beds with hair 
mattresses, and for each man there is a locker. I 
would have liked to see a shelf or two and some 
hooks for clothes instead of the nails there were, but 
bright brass knobs to some of the bed frames gave 
an unusual appearance of cheerfulness and comfort. 
The lavatories and baths (earthenware) were good 
and numerous, salt water the only supply to baths, 
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here as throughout the ship, but fresh water for the 
lavatory basins. No ship with so many passengers 
could carry fresh water enough for full length baths 
in the tropics for even a fortnight’s run, let alone 
for four weeks. Forward also are berthed the 
Goanese stewards, in a sleeping deck with double¬ 
tiered cots, and I should say 120 cubic feet per 
person. Hot it would be, every place in a ship in 
the tropics is hot, but I was very glad to see that 
the ton windows, ports, or scuttles were fitted with 
Utley’s patent ventilating sidelights, which allow 
air to come in, though they keep water out 
absolutely 1 and are consequently of the greatest 
use in the monsoon weather, when seas are rough I 
and ordinary ventilators are closed. They cost 
twice as much as the ordinary sidelights and are 
twice the weight, but they are a great comfort to j 
those who live near them in bad weather, and 
one cannot but feel obliged to the company which 
has had them fitted in a crew space, evidencing 
its consideration for its employees. Nobody who 
is unacquainted with the poisonous atmosphere 
which develops in a crowded crew space in warm, 
neavy — i.e., bad — weather in the tropics can 
imagine the comfort it is to have “ the fug ” 
diluted with even a trickle of fresh air from the 
outside. I was told here, as usual, that these 
Utley sidelights never go wrong. These 61 Goanese 
stewards have about a dozen wash-basins, white 
earthenware, small square troughs, useful also for 
washing clothes, with fresh water taps over them ; 
their baths were as already described, and their 
water-closets were good, pedestal closets, with lifting 
seats that could be, and had been, scrubbed ; all 
were clean—the ship was to sail next day—and they 
were separated from one another by light wooden 
artitions. In each of the cells thus formed was a 
ox for latrine paper; two boxes were deficient, 
and there was no paper in any of them, but at present 
the ship was in dock and the water-closets were 
officially not in use. All these w.-c. compartments 
were painted white throughout, and in all were a 
couple of sidelights to four closets. Quite good this 
installation, and better than that found in the 
ocean giants. 

Next comes the accommodation for the first-class 
passengers already touched on, and further aft, the 
second-class saloon, smoking-room, music-room, &c., 
and further aft again, separated on every deck by 
a bulkhead (i.e., a partition), is the accommodation 
for the native crew, better than any T have hitherto 
travelled with, but I have never travelled in so large 
a ship with a native crew. Being aft they are deeper 
down in the ship, but that has advantages. They 
were stated to have, each of them, 140 cubic feet of 
space, but I was not, I think, assured that that 
figure was the result of exact measurement, with 
deduction of encumbrances. The space they had 
was any way larger than would probably have been 
given to invalid soldiers in a hospital carrier, and 
was arranged in double tiered iron berths, the 
fittings used being very similar to those used in 
hospital ships. There was cork paint on the iron 
overhead and on the frames and webs, but not on 
the iron plates of the ship’s side, which besides were 
not wood cased; still the iron berths did not touch 
the ship’s side, and no bed could be wetted by the 
water running off the side when the iron sweated in 
cold weather. There are ventilators of supply and 
exhaust to cowls on the decks above—there is no 
artificial ventilation ; in cold weather temperature 
is raised by small coal stoves. This ship is ten years 
old, and steam heating is installed in the newer ships 
built during and after the war. There are, I am told, 
washing places for the lascars, and I did see a latrine 
for them, but the plans for latrines for natives that 
were on board Achillea = —cement gutters on the 
deck which could be flushed from a tap were to be 
preferred. At the after end of the lascars’ deck is 
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a railed-off section for sick lascars taking passage 
as invalids—lying-down cases, but not infectious. 
Now this is a great comfort. 

Medical Arrangements . 

As regards the medical arrangements of the ship, 
there is on the boat deck, over the promenade deck 
and not accessible to any passenger, an infectious 
hospital, which, considering it has to deal with such 
cases for a population of 750 only, would appear to 
be quite sufficient. Two four-berth cabins, one to 
starboard, one to port, one for men, one for women, 
each with bath, washing-basin, water-closet, steam 
radiator, fan, and portholes. Alongside is a cabin 
for an attendant. This is a very satisfactory instal¬ 
lation. The crew will also be isolated up here, but 
natives with their own straw mattresses and bedding, 
Europeans with the usual cabin equipment. In the 
newer and larger ships this boat deck extends over 
the whole of the ship to the stern, and the infectious 
hospital is moved to the after end, a plan which has 
much to recommend it, and to which I see no objec¬ 
tion. The medical staff is a surgeon, with him a 
steward he has trained, and in future another steward 
is to be added for the infectious hospital! (Naval 
medical officers will be glad to know I heard some¬ 
thing about a pensioned naval sick»bcrth steward 
being possibly the first.) The surgeon is placed at 
the starboard after corner of the first-class passengers’ 
accommodation, where he is readily accessible to 
first- and second-class passengers and to the crew. 
He has here a hospital of two two-bed wards, with, 
for each, the usual annexes. The dispensary, large, 
well lighted, and well supplied, is between his cabin 
and the hospital. Here is an operating table, which 
can be rapidly set up and securely fastened to the 
floor ; a sufficient stock of instruments is supplied 
by the company, and in this ship was a most useful 
piece of equipment, a carrying chair—a great help to 
the surgeon, for many sick people take passage in 
the P. & O. from year to year (there are more 
deaths amongst the passengers than amongst the 
sailors of the line)—and one can always extemporise 
a carrying chair, but the results of prevision are 
habitually superior. Next door to the dispensary, 
and communicating with it, is the surgeon’s com¬ 
modious cabin. It is his duty to examine the crew 
when they join (assisted by the dock surgeon of the 
company, as it were a D.A.D.M.S.), he sees the sick, 
and he has to know what is happening, and to 
answer the many questions propounded to him by 
the various port medical officers who come on board. 
Also I found, when a ship’s medical officer, I w r as a 
buffer state between the captain and troublesome 
lady passengers. The post is responsible, and at 
times of epidemics anxious, but in a P. & O. mail 
steamer, what with the variety of the ports visited, 
the moderate weather of the region in which they 
sail, the society of the officers and passengers, and 
the table the company spreads, it is an employment 
with many compensations, and at present extremely 
popular. Employment under the P. & O. is for 
the officers continuous, for the surgeon pretty much 
the same, while the crew sign on for each trip sepa¬ 
rately, but are really employed continuously so long 
as they do not get themselves disliked or invalided, 
and I should say that any seaman might be pleased 
to go to sea in the Maltca . 

Morbidity and Mortality on Board Shi‘p. 

I was taken over this ship by the experienced 
medical superintendent, and I have voyaged in 
others of this line; those ships were smaller, this 
was larger and better, and I hear of. better existing 
beyond. The management seems to me to be more 
sympathetic than formerly, more anxious to give its 
servants better conditions than it was 20 years 
ago, and it gives them in this ship accommodation 
that is quilt? up to and indeed ahead of that cus¬ 
tomary in the merchant service of to-day. It would 
be absurd to ask the company to make alterations 
here and now% when losses on passenger voyages are 
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being counted in tens of thousands of pounds, and 
giant liners are being laid up, and they tell me 
down the Commercial-road that if 20 men are 
wanted for a ship the shipping office is swamped by 
200 eager applicants. Most men would rather take 
a chance of death by phthisis in five years than a 
large probability of death by starvation in live weeks. 
Better to have a slightly imperfect ship running than 
no ship at all and 400 sailors more out of work. Yet 
there is advantage in considering these questions 
and discussing any “ leading ” that may seem to 
emerge. 

Recent statistics of illness and deaths of sailors in 
the Eastern trade were brought by Dr. Arnold Chaplin 
before the Epidemiological Section of the Royal 
Society of Medicine in February. 3 

The figures are shown in the table which follows. 


Comparative Illness and 
Death-rates of Sailors in the 
Eastern Trade : (A) Lascars ; 
<B) Europeans. 

(A) (B) 

Per 1000. 

(A) , (B) 

Relative 

proportions. 

General death-rate, 1912 .. 

5-4 

3*5 

154 

100 

In 16 years in the Eastern trade, 
general death-rate. 

42 

2'G 

161 

100 

Pneumonia, mortality. 

U’8 

' 0-3 

266 

100 

Phthisis, attack-rate. 

5*0 

20 

250 

100 

„ mortality . 

0-47 

0-14 

335 

100 

That is, natives have a liability to disease 

in the 


' -- — --v v ^ tU WIC 

Eastern trade 01 per cent, greater than that of 
Europeans; to death from pneumonia, 166 per cent, 
greater ; to attack by phthisis, 150 per cent, greater, 
and to death from phthisis, 235 per cent, greater 
than that of white sailors in the same ships. Probably 
the white sailors are older, and we have no account 
of the relative ages, or of the age-distribution of the 
illnesses. Of course it may be easily asserted that 
the difference is due to a congenital lesser resistance 
of the natives to disease. Such an explanation rises 
easily to the lips, and is difficult of disproof. Not 
otherwise, 30 years ago, did people ascribe to 
climate diseases since learned to be attributable to 
mosquitoes, trypanosomes, or ankylostoma. Not 
otherwise, in the older days, were cases of typhoid 
fever being described in service reports as “ due to 
infection on leave,” yet were, 1 noticed, becoming 
steadily fewer and fewer, as more careful attention 
was being paid to men’s life when on duty. Take 
phthisis, 5 per 1000 natives were attacked, but only 
2 per 1000 Europeans. Let it be noticed that the 
European crews have better ventilated quarters, 
and with more isolation. There are some 100 lascar 
firemen in this unusually well-ventilated ship, in a 
single compartment, with 110 cubic feet of space to 
®ach, good beds, and four large (let us sav 18 inches 
diameter) ventilating shafts and many'portholes. 
A case of phthisis introduced has a great opportunity 
to spread, though lessened by the quite tolerable 
ventilation. Still the bacilli have a chance to find 
a suitable nidus among the 20 men around, but 
m a white man’s cabin forward, with two, three, or 
?! X £ e< * s * chances in its favour would be fewer, 
t he better ventilation of cabins higher up in the ship 
being always remembered as well. 

Further Development in Ventilation. 

This company has made great advances, but Plus 
u T ra is a motto that cannot be unknown to those 
who sail through the Pillars of Hercules and handle 
Mexican dollars. Clearly a ship is coming in which 
ventilation is given thorough examination. What 
stnke* one so much is the little use that is made of 
tie wild heat ” from the boilers and engine-rooms, 
inat is a waste product, and like so many others in 
industry is being thrown away. It should be used 
to ventilate all the central part of the ship ; but 
fK°\ ho ? V i tiny are tlle openings generally found on 
ine boat deck. Old men-of-war were ventilated into 


the funnel casing—there is no funnel casing nowadays. 
But the ends of the ship must have artificial ventila¬ 
tion, and this should have been in mind from the 
time the first sketches of the ship -were made. Arti¬ 
ficial supply, artificial exhaust, as in Olympic , the 
best ventilated ship I have seen, with one funnel 
exclusively a ventilation exhaust. Ventilation is the 
great problem of healthy life in ships. It will reduce 
the cubic space necessary for the men, at the same 
time making them more comfortable ; it will thereby 
release to the owners more space to be income- 
earning. The great advances at sea these 30 years 
are iron ships, without leaks replacing wood, and 
electric light replacing candles and lamps. Electric 
light means that steam is always up, and so ventila¬ 
tion can always be maintained ; that will get better 
work out of the crew, and it can be applied to holds 
when cargo is being worked; that will mean quicker 
stowage, and quicker despatch for the ships. Also 
there must be an engineer told off to watch the 
ventilation, to keep it running properly, to write up 
; a log. and make reports which will show the captains 
that the companies think that ventilation is impor¬ 
tant. Then it will be always satisfactory. It is a 
thousand pities that the Naval Medical Department, 
with its vast experience, does not put out a book on 
the ventilation of ships to be a guide to all ship 
constructors and managers, and to improve the 
health of passengers and crews of our island nation. 
It might well copy the publicationarv zeal of the 
sister service. 

Meanwhile, as regards the P. & O. Company, it 
is clear that the owners are showing themselves 
considerate, that their newer ships are well arranged, 
that their newest are better still, and that in future, 
when others are built, they will surely maintain their 
standard, a high standard as one is glad to witness. 


BRITISH MEDICAL ASSOCIATION : 

ANNUAL MEETING. 


The eighty-ninth annual meeting of the British 
Medical Association will be held at Newcastle-on- 
Tyne, where the sixty-first annual gathering met in 
1893. On Friday, July 15th, the Annual Repre¬ 
sentative Meeting will open at 10 a.m., and be con¬ 
tinued on the following days. Other arrangements 
are as follows: Friday, July 15th, at 7.30 p.m., 
Representatives’ Dinner; Tuesday, July 19th, 
2 p.m., Annual General Meeting; 5 p.m., Religious 
Services ; 8 p.m., Address by the President, Prof. 
David Drummond, and Adjourned General Meeting ; 
Wednesday, July 20tli, 2 p.m., Conference of 
Secretaries ; 6.30 p.m., Secretaries’ Dinner : 8 p.m.. 
Special Address on Industrial Medicine by Sir 
Thomas Oliver ; Thursday, July 21st, 7.30 p.m.. 
Annual Dinner of the Association : Friday, July 22nd, 
7.30 p.m., Popular Lecture on “ Evolutionary 
Wounds,” by Sir Arthur Keith. The 17 sections 
will conduct their discussions on one, two, or all 
of the following days : Wednesday, Thursday, and 
Friday, July 20th, 21st, and 22nd. The sections 
will meet from 10 a.m. to 1 p.m. ; laboratory and 
clinical demonstrations will be given between 3 p.m. 
and 4.30 p.m. 

Section of Medicine. 

President: Prof. Thomas Beattie; Vice-Presidents : 
Lord Dawson of Penn, Prof. A. J. Hall, Dr. G. S. Haynes, 
Dr. J. Wilkie Smith ; lion. Secretaries : Dr. C. E. Lakin 
(105, Ilarley-street, London, W. 1) ; Dr. W. T. Ritchie 
(14. Itothesay-place, Edinburgh) ; Prof. W. E. Ilume 
(4, Ellison-place, Newcastle-oti-Tyne). 

Provisional Programme .—July 20th, 10 A.M. —Discussion : 
Visceral Syphilis, especially of the Central Nervous System 
and Cardio-Vascular System : to be introduced by Sir 
Clifford Allbutt. July 21st, 10 a.m. —Discussion : Asthma 
and Allied Disorders : to bo opened by Sir Humphry 
Rolleston. July 22nd, 10 to 11.30 a.m. —Discussion : 

Encephalitis Lethargica : to be opened by Dr. Edwin 
B ram well ; 11.30 a.m. to 1 p.m. —Discussion: Renal 

Efficiency Tests : to be opened by Prof. H. Maclean. 


* The Lancet, March 19th, 1921. 
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Section of Surgery. 

President: Prof. J. Rutherford Morison ; Vice-Presidents : 
Prof. H. Brunton Angus, Mr. Arthur Cooke, Mr. W. J. 
Greer, Dr. A. M. Martin; Hon. Secretaries: Mr. W. 
Girling Ball (77, Wimpole-street, London, W. 1) ; Mr. J. M. 
Renton (16, Sandyford-place, Glasgow, W.) ; Mr. G. Grey 
Turner (The Hawthorns, Osborne-road, Newcastle-on- 
Tyne). 

Provisional Programme. —July 20th, Morning Session.— 
Discussion: Acute Pleural Empyema : to be opened by Mr. 
Henry Wade. At 3 P.M., demonstrations by Prof. Rutherford 
Morison at the War Pensions Hospital of cases and specimens 
illustrating (1) Bipp, (2) Bone Cavities, (3) Bone Grafts. 
July 21st, Morning Session.—Discussion : Compound 
Fracture of the Thigh and Leg. At 3 P.M., demonstrations 
at the Royal Victoria Infirmary of cases and specimens, 
illustrating Compound Fracture of the Thigh and Leg. 
July 22nd, Morning Session.—Discussion : The Diagnosis 
and Treatment of Injuries of the Intestines : to be opened 
by Mr. Gordon Taylor. At 3 P.M., demonstrations by 
Mr. G. Grey Turner at the Royal Victoria Infirmary of 
six cases of implantation of the ureter into the bowel. 

Section of Pathology and Bacteriology. 
President: Prof. Stuart McDonald ; Vice-Presidents : 
Dr. J. F. G ask ell. Dr. James A. Murray, Prof. Matthew J. 
Stewart; Hon. Secretaries : Dr. R. R. Elworthy (West 
London Hospital, Hammersmith, London, W. 6) ; Dr. A. F. 
Bernard Shaw (Pathological Department, College of 
Medicine, Newcastle-on-Tyne). 

Pathological Museum. —It is proposed to gather together 
a series of exhibits illustrating the pathology of individual 
cases. The Pathological Museum Committee will arrange 
the material under the following heads : (1) Exhibits 

bearing on discussions and papers to the various sections ; 
(2) specimens and illustrations relating to any recent 
research work ; (3) instruments relating to clinical diagnosis 
and pathological investigation ; (4) individual specimens of 
special interest or a scries illustrating some special subject. 
Interesting specimens will be welcomed. The Hon. 
Secretary of the Committee is Dr. A. F. Bernard Shaw. 

Section of Preventive Medicine with Industrial Diseases. 

President: Sir Thomas Oliver; Vice-Presidents : Sir 
Josiah Court, Dr. T. Eustace Hill, Dr. I. G. Modlin ; 
Hon. Secretaries : Dr. C. M. Wilson (64, South Audley- 
street, Grosvenor-square, London, W. 1) ; Dr. W. H. 
Dickinson (1, Ridley Villas, Newcastle-on-Tvne). 

Provisional Programme. —July 20th.—Discussion : The 
Effect of Health Legislation on the Health of the People. 
July 21st.—Discussion : The Importance of Industrial 
Medicine to the Community : to be introduced by Prof. E. L. 
Collis, followed by Dr. T. M. Legge. July 22nd.—Joint 
meeting with the Section of Medicai Sociology. 

Section of Orthopaedics and Diseases in Children. 
President : Mr. A. H. Tubby ; Vice-Presidents : Mr. R. C. 
Elmslie, Dr. H. Morley Fletcher, Dr. Lachlan G. Fraser, 
Sir Henry M. W. Gray, Mr. A. E. Morison ; Hon. Secretaries: 
Mr. C. Max Page (134, Harley-street, London, W. 1) ; 
Dr. Frank Hawthorn (10, Ellison-place, Newcastle-on- 
Tyne) ; Dr. H. R. Souper (Ministry of Pensions Hospital, 
Castle Leases, Newcastle-on-Tyne). 

Preliminary Programme. —July 26th, 10 A.M.—Discussion: 
The Early Diagnosis and Treatment of Anterior Polio¬ 
myelitis. July 21st. 10 a.m. —Discussion : Blood Diseases 
in Children. July 22nd, 10 a.m. —Discussion : Tuberculosis 
of Bone : General Principles of Treatment. 

Section of Neurology and Psychiatry . 

President: Prof. A. W. Mackintosh ; Vice-Presidents : 
Dr. A. Helen A. Boyle, Dr. E. Farquhar Buzzard, Dr. Harry 
Campbell, Dr. Horsley Drummond ; Hon. Secretaries : 
Dr. Anthony Foiling (41, Devonshire-street, London. W.) ; 
Dr. George Hall (1, Eslington-road, Jesmond-road, 
Newcastle-on-Tyne). 

Provisional Programme. —July 20th, 10 A.M.—Discussion : 
The Diagnosis and Treatment of Borderland Cases : to be 
opened by Prof. G. M. Robertson and Dr. James G. Collier. 
July 21st, 10 A.M.—Papers. 

Section of Ophthalmology . 

President: Prof. J. D. Wardale ; Vice-Presidents : 
Dr. 11. P. Bennett, Lieut.-Col. R. H. Elliot, Dr. Harry M. 
Traquair ; Hon. Secretaries : Dr. N. B. B. Fleming (9, 
Ilarley-street, London, W. 1) ; Mr. Stanley Robson (Milton- 
house, Rowlands Gill, Co. Durham). 

Provisional Programme.— July 20th, 10 A.M.—Discussion : 
The Causes and Prevention of Blindness : to be opened 
by Mr. Bishop Harman. July 21st, 10 a.m. —Discussion : 
The Treatment of Corneal Ulcers : to be opened by Mr. J. V. 
Paterson. 


Section of Oto-Khino-Laryngology. 

President: Dr. G. William Hill; Vice-Presidents: 
Dr. R. Gordon Bell, Dr. James Don, Dr. Dan Mackenzie ; 
Hon. Secretaries : Mr. Lionel Colledge (22, Queen Anne- 
street, London, W. 1) ; Dr. W. Frank Wilson (97, Jesmond- 
road, Newcastle-on-Tyne). 

Provisional Programme .—July 20th, 10 A.M.—Discussion : 
Problems in connexion with the Early Diagnosis and 
Treatment of Meningitis occurring in Aural Cases : to 
be opened by Sir Charles Ball&nce. July 21st, 10 A.M.— 
Discussion : The Various Problems presented by Haemor¬ 
rhage occurring in connexion with Operations on the 
Tonsils. 

Section of Physiology , Pharmacology , Therapeutics , 
and Dietetics. 

President: Dr. H. H. Dale ; Vice-Presidents : Prof. A. V. 
Hill, Prof. John C. Meakins, Prof. J. A. Menzies, Dr. Alfred 
Parkin; Hon. Secretaries : Dr. O. Inchley (Babraham, 
Cambridge) ; Miss Mildred Atkinson (College of Medicine, 
N ewcas tle-on -Tyne). 

Provisional Programme .—July 20th.—Paper by Prof. 
Hill: The Use of the Hot Wire for Investigating (a) the Time 
Relations of the Pulse ; (6) the Characteristics of Voluntary 
Contractions in Man. Paper and demonstration by Prof. 
J. A. Menzies, Miss Atkinson, and G. A. Clark : The Passage 
of Sulphate through the Cells of the Tubules of the Kidney 
of the Frog. Pape*; by Dr. Dale : Anaphylatoxin. July 
21st.—Paper, with lantern demonstration, by Dr. H. Muir 
Evans : The Poison Organs and Venoms of Venomous Fish* 
Paper by Prof. C. II. Browning : Recent Work on Chemo¬ 
therapy. Paper by Dr. G. Arbour Stephens : Acid Feeders. 
Paper by Dr. Sim Wallace: Physiology of Oral Hygiene. 
July 22nd.—Joint discussion with the Section of Medicine 
on Tests for Renal Efficiency. 

Section of Venereal Diseases. 

President: Col. L. W. Harrison; Vice-Presidents i 
Dr. James Charles Buckley, Mr. Charles Gibbs, Dr. Mary 
Raw; Hon. Secretaries : Mr. Kenneth M. Walker (86, 
Harley-street, London, W.) ; Dr. James Hudson (42, 
Crossley-terrace, Newcastle-on-Tyne). 

Provisional Programme .—July 20th, 10 A.M.—Treatment 
of Syphilis in Man, by Dr. R. MacKenna; Syphilis in 
Women and Children, by Prof. Walter Swayne. July 21st* 
10 a.m.—T reatment of Gonorrhoea in Men, by Dr. David 
Lees ; The Standard of Cure in Gonorrhoea, by Mr. Townley 
Clarkson. In the afternoon of Wednesday, July 20th, 
a demonstration will be held of Methods of Diagnosis and 
Treatment in Venereal Diseases, Dark-Ground Illumination 
Work, Models of Venereal Disease Clinics, &c. 

Section of Obstetrics and Gynaecology. 

President: Prof. R. P. Ranken Lyle ; Vice-Presidents : 
Lady Barrett, Dr. W. R. Grove, Mr. William Robinson ; 
Hon. Secretaries: Mr. Gordon Ley (5, Wimpole-street, 
London, W. 1) ; Dr. Mabel R. Campbell (49, Wingrove- 
road, Newcastle-on-Tyne) ; Dr. E. Farquhar Murray 
(62, Jesmond-road, Newcastle-on-Tyne). 

Provisional Programme. —July 21st, 10 A.M. —Discussion : 
The R61e of Caesarean Section in Midwifery : to be opened 
by Dr. Eardlcy L. Holland and Dr. J. M. Munro Kerr. 
Paper : The Treatment of Advanced Malignant Disease of 
the Cervix, by Dr. Arthur Burrows, to be followed by a 
discussion. July 22nd, 10 a.m. —Discussion : The Neuras¬ 
thenic Element in Midwifery and Gynaecology: to be 
opened by Dr. Archibald Donald and Dr. Farquhar Buzzard. 
Papers to be followed by discussion : (1) Curettage, (a) 

Diagnostic, ( b ) Treatment of Uterine Haemorrhage, by 
Mr. H. Beckwith Whitehouse ; (2) The Position of the 
Medical Practitioner called in to attend a case of Procured 
Abortion, by Dr. John Campbell. 

Ambulance and Red Cross Section. 

President.: Sir James Cantlie; Vice-Presidents : Dr- 
Robert Anderson, Sir G. T. Beatson, Major-General Sir 
G. J. H. Evatt, Rev. C. F. Townley ; Hon. Secretaries : 
Lieut.-Col. R. M. Vick (The Warden’s House, St. Bartho¬ 
lomew’s Hospital, London, E.C. 1) ; Dr. H. L. Rutter (31,. 
West-parade, Newcastle-on-Tyne). 

Section of Proctology. 

President: Mr. J. P. Lockhart-Mummery; Vice- 

Presidents : Dr. Henry B. Densham, Mr. Ernest Miles, 
Mr. D. P. D. Wilkie ; Hon. Secretaries : Mr. Cecil W. 
Rowntree (9, Upper Brook-street, London, W. 1) ; Mr. 
Hamilton Drummond (6, Saville-pl&ce, Newcastle-on-Tyne.) 

Provisional Programme .—July 20t b.—Discussion : Surgical 
Treatment of Internal Haemorrhoids, to be opened by Sir 
C. Gordon W T atson and Mr. D. P. Wilkie. 
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Section of Dermatology. 

President: Dr. John Farquhar Christie ; Vice-Presidents : 
Dr. Ernest Dore, Dr. Arthur D. Heath, Dr. D. Wells 
Patterson ; Hon. Secretaries : Dr. William Jenkins Oliver 
(58, Queen Anne-street, London, W. 1) ; Dr. Sydney 
Thompson (19, Windsor-terrace, Newcastle-on-Tyne). 

Provisional Programme. —July 21st, 10 a.m. —Discussions • 
(1) Cutaneous Sensitisation and Focal Sepsis in the iEtiology 
of Certain Skin Affections: to be opened by Dr. H. W. 
Barber ; (2) The Association of Skin Tuberculosis with 

Visceral and other Tuberculous Manifestations : to be 
opened by Dr. George H. Lancashire ; (3) Dermatological 
Cases attending the Pensions Boards : to be opened by 
Dr. Henry MacCormac. 

Section of Medical Sociology. 

President: Sir Jenner Verrall; Vice - Presidents : 

Dr. Charles Buttar, Dr. A. C. Farquharson, Dr. E. Rowland 
Fothergill ; Hon. Secretaries : Dr. J. F. Walker (Rocklands, 
Clifton-terrace, Southend-on-Sea) ; Dr. Mabel G. Brodie 
(Maternity and Child Welfare Offices, 42, Old Elvet, 
Durham). 

Provisional Programme .—July 22nd, 10 a.m. —Discussion ' 
Relation of the Medical Profession to Local Authorities in 
respect to Rate-provided Hospitals and Clinics. 

Section of Radiology and Electro-Therapeutics. 

President: Dr. Robert Knox ; Vice-Presidents : Mr. W. 
Hope Fowler, Dr. Robert Edward Howell; Hon. Secre¬ 
taries : Dr. James Metcalfe (123, Harley-street, London, 
W. 1) ; Dr. Thomas Lowe Bunting (6, Portland-terrace, 
Newcastle-on-Tyne). 

Provisional Programme. —July 22nd, 10 a.m. —Discussion : 
On the Changes induced in Blood Constituents by Radia¬ 
tions : (a) Experimental Evidence, Prof. Sidney Russ and 
Dr. Archibald Leitch; (6) Clinical observations. Dr. 

Mottram, Dr. Gamlen, Dr. J. B. Waters, Dr. Metcalfe, 
Dr. Hope Fowler, and others. On Morbid Conditions of 
the Blood : (1) The Anaemias, (2) Leukaemia, (3) Banti’s 
Disease, Ac. Opening paper by Prof. G. L. Gulland. 
Discussion on Surgical Diathermy, to be opened by Dr. 
Cufnberbatch. A visit will be paid to the X ray and 
electrotherapeutic department of the Royal Victoria 
Infirmary, Newcastle-on-Tyne. 

Section of Urology. 

President: Mr. J. W. Thomson Walker ; Vice-Presidents : 
Dr. P. J. Cammidge, Mr. John Clay, Mr. H. C. Pearson ; 
Hon. Secretaries : Mr. Sydney G. MacDonald (51, Queen 
Anne-street, London, W. 1) ; Mr. W. S. Dickie (Ardeneapel, 
Southfleld-road, Middlesbrough). 

Provisional Programme. —July 22nd, 10 A.M. —Discussion : 
The Diagnosis and Treatment of Cystitis : to be opened 
by Mr. J. F. Dobson. Papers: Experimental Evidence 
Bearing on the Source of the Amylolytic Ferment in the 
Urine, by Dr. P. J. Cammidge ; Open Prostatectomy, 
by Mr. J. W. Thomson Walker ; Treatment of Bladder 
Growths, by Mr. Sydney G. MacDonald. 

The Honorary Local General Secretary of the 
meeting is Mr. R. J. Willan, M.V.O., O.B.E., F.R.C.S., 
6, Kensington-terrace, Newcastle-on-Tyne. 


THE WELSH NATIONAL SCHOOL OF 
MEDICINE. 


Medical interest attaches to the installation 
of the Prince of Wales as Chancellor of the University 
of Wales in succession to his father. The laying 
of the foundation-stone of the new Institute of 
Preventive Medicine, and the formal opening of 
the physiological buildings, recalls the fact that 
both these buildings owe their existence to the same 
generous benefactor, Sir W. J. Thomas. The new 
institute should be unique in the medical schools 
of this country. It is to house the public health 
laboratories of Glamorgan and the City of Cardiff, 
and provide accommodation for teaching and 
research for the Mansel Talbot Professor of Pre¬ 
ventive Medicine, Dr. E. L. Collis, whose chair 
was endowed a few years ago by the late Miss Talbot. 
The establishment of this department also owes 
much to the interest taken in it by the late Sir 
William Osier and to the advice he gave ; he saw 
a great opportunity for the development of pre¬ 
ventive medicine in connexion with the Welsh 


National School of Medicine. This medical school 
at this moment is at an interesting stage. For 
some 30 years the school has been in existence at 
Cardiff, but hitherto has not carried teaching beyond 
the anatomy and physiology stage ; its students 
have gone elsewhere to obtain clinical teaching. 
Completion of the full curriculum has long been under 
contemplation and was recommended by the Royal 
Commission on Welsh University education, of 
which Lord Haldane was the chairman. This Com¬ 
mission held that the medical school should be 
an independent College in the University, but the 
claims of the University College of South Wales 
and Monmouthshire, which fostered the school 
through its initial stages, to remain suzerain, 
have prevailed. The school is to be governed by 
a Board of Medicine and a Faculty of Medicine, 
having the status of a Senate. Additional grants 
arising from a penny rate levied by the local 
authorities of Wales, and met by an equal sum 
from the Treasury, are providing the initial funds. 
The school is planned on the unit system ; a professor 
in pathology and bacteriology, whose department 
in laboratory accommodation and in teaching strength 
must now be enlarged, has been in existence for 
some years. Now whole-time professors of medicine 
and surgery are to be appointed immediately, so that 
a full course can be embarked upon next October. 

Clinical Work. 

The clinical work is to be established at the King 
Edward VII. Hospital at Cardiff. At first the beds 
at the disposal of the clinical professors will be 
below the desired number; but when hospital 
finance is on a better footing the position wifi be 
remedied, while the possibility exists of obtaining 
immediate facilities at the Poor-law infirmary 
and at the Seamen’s Hospital. The plan under 
consideration is not to extend the hospital on its 
present site, but to establish a large branch for 
convalescent and less important cases a few miles 
outside the city. Action on these lines would be at 
once less expensive than extension within the city, 
and w'ould place the patients under more ideal 
climatic surroundings. At the same time an effort 
is to be made to concentrate at the central hospital 
all forms of out-patient clinical work—i.e., tuber¬ 
culosis. venereal, infant welfare, and school work— 
in addition to psychiatry and ordinary out-patient 
work which already are carried on. Under the 
able direction of its new chairman, Sir William 
Diamond, extension and consolidation of the work 
of the hospital may be confidently anticipated. 

The Cardiff district provides excellent material 
for the teaching of special subjects—at the City 
Sanatorium for infectious diseases, and at the 
Whitchurch Hospital for mental cases: while close 
association of the medical school with the King 
Edward VII. Welsh National Tuberculosis Associa¬ 
tion is assured through the newly-endowed David 
Davies Chair of Tuberculosis, the holder of which, 
Dr. S. Lyle Cummins, is also principal medical officer 
to the Association. The number of students is at 
present 250, spread over the first three years of 
study. Since, however, the figure contains certain 
ex-Service students, it is above the average to be 
expected in the future, but a steady entry year 
by year of between 50 and 60 students is anticipated. 
Much yet remains to be done to provide adequate 
facilities during the three clinical years for this 
number of students, and heavy responsibility must 
lie with the new Board of Medicine to obtain these 
facilities, and with the Faculty of Medicine to organise 
the teaching with the means at their disposal in 
accordance with modern thought. But the forging 
of a new school must of necessity be a difficult and 
toilsome procedure. To-day the metal of opinion 
in Wales is hot, and if constructive blows are shrewdly 
dealt, and if further benefactors to this national 
effort are forthcoming, a high grade medical school 
will be constructed of which the Principality may 
be justly proud. 
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THE GENERAL COUNCIL OF MEDICAL 
EDUCATION AND REGISTRATION. 


Thursday, May 26th. 

The Council proceeded to the consideration of 
various reports. 

Report of the Public Health Committee. 

The report was presented by Sir John Moore 
(chairman of the Public Health Committee). The 
Committee has considered the returns (a) of profes¬ 
sional examinations held in 1920 for Diplomas in 
Public Health, and ( b) of exemptions granted by 
the licensing bodies from any of the rules of the 
Council in regard to such diplomas. The salient 
facts are summarised as follows : During 1920, 453 
candidates were examined for the first examination, 
of whom 342, or 75’5 per cent., passed, and 111, or 
24*5 per cent., were rejected. For the second and 
final examination 463 candidates presented them¬ 
selves, of whom 373, or 80*6 per cent., were successful, 
and 90, or 19*4 per cent., failed. During the year 
the English Conjoint Board granted exemptions to 
7 out of 142 candidates ; the University of Liverpool 
granted exemptions to 8 out of 33 candidates; 
and the Victoria University of Manchester granted 
an exemption to 1 out of 43 candidates. Seventeen 
bodies granted no exemptions during the year in 
regard to qualifications in Public Health. 

Since its last report the Committee has received 
reports, together with the remarks of the bodies 
concerned, from the Universities of London, Bir¬ 
mingham, Leeds, Sheffield, Edinburgh, and Glasgow. 
Al l the bodies whose examinations have been 
inspected have sent in their remarks, except the 
University of Durham and the Scottish Conjoint 
Board. The only bodies remaining to be inspected 
are the Universities of St. Andrews, Dublin, the 
Queen's University of Belfast, and the Irish Con¬ 
joint Board. 

During the recess the chairman had dealt with 
a number of applications for special consideration, 
and the Committee at its meeting had considered 
and approved the action of the chairman in each 
case. 

After presentation of the report Sir John Moore 
read the following recommendation of the Public 
Health Committee :— 

That in view of the fact that the Committee has reason 
to expect the completion of the inspection of Public Health 
Examinations in July, and with a view to preparing a 
detailed report on these inspections, and on the proposed 
revision of the resolutions and rules for diplomas in Public 
Health, the Committee recommend that the Council should 
sanction a special meeting of the Public Ilealth Committee 
for these purposes to be held in the last week in September. 

The report of the Public Health Committee, 
together with the above recommendation, were 
adopted by the Council. 

Report of Students' Registration Committee. 

The Council considered the report of the Students’ 
Registration Committee, which included notice of 
the registration antedated according to precedent, 
of 101 medical students and 27 dental students, 
together with details and treatment of applications 
for registration and antedating in exceptional cir¬ 
cumstances. The report also contained the Com¬ 
mittee's resolution to the effect that application 
having been received for the approval of the Council 
of the Central Secondary School, Sheffield, and 
the Handsworth Technical School, Birmingham— 
both of which are recognised by the English Conjoint 
Board—these institutions be added to the list of 
those recognised by a licensing body and approved 
by the Council. 

The report of the Student's Registration Committee 
was adopted by the Council. 

Report of the Pharmacope ia Committee. 

The Council considered the report of the Pharma¬ 


copoeia Committee, which was presented by the 
President (chairman of the Committee). 

The report stated that the number of copies of the 
British Pharmacopoeia, 1914, which were sold by the 
publishers between Nov. 20th, 1920, and May 21st. 1921, 
was 9S0. The number sold in the year ending May 
21st, 1921, was therefore 3100. The total number sold 
since the date of publication is 39,958. The stock in hand 
is sufficient to meet the present demand for some time 
to come. 

Numerous communications have been made on behalf 
of the Committee to the Home Office concerning the draft 
regulations under the Dangerous Drugs Act. The Secretary 
of State, finding that many well-founded objections were 
taken to certain of the proposed regulations affecting the 
prescribing and dispensing of potent remedies, agreed to 
set up a special committee to consider these. Evidence 
was furnished by the Pharmacopoeia Committee, and by 
other medical and pharmaceutical bodies, in favour of 
a modification of the regulations, in such wise that, while 
ensuring public safety, they should not unduly fetter the 
legitimate distribution and use of the remedies in question. 
The revised regulations have been published in the London 
Gazette of May 21th, 1921, and they appear to give effect 
to the representations made by the Committee in the 
public interest. 

The report of the Ministry of Health Committee on the 
“ biological ” control of certain therapeutic substances, 
which cannot be sufficiently tested by direct chemical 
means, has now been presented to Parliament. 

The recommendations of the Committee are in general 
accord with those submitted on behalf of the Council in 
1909. They propose the establishment of a Privy Council 
Committee as controlling authority ; the appointment of 
an Advisory Committee, on which the General Medical 
Council should be represented ; the provision of a Central 
Laboratory under the Medical Research Council ; and 
the institution of a system of licensing, inspection, and 
testing of samples, which would ensure to the public that 
the therapeutic serums and other preparations offered 
for sale were of the prescribed standard quality. These 
proposals require legislation before they can become opera¬ 
tive. Should they pass into law, certain changes in and 
additions to the text of the Pharmacopoeia will become 
necessary. There will be no difficulty in effecting such 
alterations, and the Committee will be ready at the proper 
time to make suitable submissions to the Council on the 
subject. 

A short discussion of the report followed, during 
which Mr. E. B. Turner (a member of the Council 
of the British Medical Association) stated that there 
had been many inquiries addressed to him by members 
of the medical profession as to whether the General 
Medical Council had approved the original regulations! 
It was necessary to remove misapprehension on this 
subject. A certain number of regulations had 
been approved, but the Committee had objected 
to others, and care was taken that the objections 
reached the right quarter. 

The President said that the regulations which 
came to the Committee were draft regulations, and 
their observations had been sent before the draft 
was published. They were surprised to find that 
the draft regulations were published without amend¬ 
ment. Apparently the draft had been confused 
with the final form in which the regulations had 
appeared. 

The report was adopted by the CounciL 

Report of the Dental Education and Examination 
Committee. 

Sir James Hodsdon (chairman of the Committee) 
presented this report . 

The report stated that the annual returns of professional 
examinations held in 1920 for qualification under the 
Dentists Act called for no comment. The Committee 
has had the dental curriculum under consideration from 
November, 1915, to November, 1917, and recommends 
that, in view of the proposed amendment of the Dentists 
Act, the question of requiring some preliminary instruction 
in biology for dental students and the consideration of the 
1917 report on the dental curriculum be again postponed. 

In November, 1920, the Council passed certain resolutions 
which are to come into operation on Jan. l>t. 1923, 
in regard to the registration of medical students. If any of 
these resolutions are to apply to dental students it is 
I important, in the interests of those who propose entering 
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the dental profession, that the recommendations adopted 
by the Council in 1808 should be modified during the 
present session. 

The existing recommendations for the preliminary 
examination and registration of dental students are :— 

(1) “ That every dental student shall, at the commence¬ 
ment of his studentship, be registered in the manner and 
under the conditions prescribed for medical students.” 
(2) “ That no person shall be registered as a dental student 
who has not previously passed one of the preliminary 
examinations in general education recognised by the Council.” 

In the report of the Departmental Committee on the 
Dentists Act (February. IP IP, pp. 41, 153) the following 
recommendation is made : “ We think that it is essential 

that a student, in ordinary circumstances, should have 
passed a preliminary examination in general education 
which should be the same for dental students as for medical 
students.” Further, it is stated (152): ‘‘We notice that 
dental students may commence their course of professional 
study on reaching the age of 16. We are of opinion that 
a boy or girl who completes a course of study at a secondary 
school up to the age of IS would probably be in a better 
position to profit from a course of professional study than 
one of the age of 16.” The Departmental Committee’s 
report (154) also states that—” It is desirable that the 
course of study in chemistry and physics should form a 
portion of the normal school course. A pass in science, 
with credit in chemistry and physics in the first schools 
examination, in secondary schools inspected by the Board 
of Education, should be accepted as entitling a student to 
enter his professional examination in these subjects, a 
pass in chemistry and physics in the second . schools 
examination should be accepted as an adequate substitute 
for the professional examination in these subjects.” 

The recommendations of the Departmental Committee 
on the Dentists Act are thus similar to the ” resolutions 
of the General Medical Council in regard to professional 
education ” adopted by the Council in November, 1020. 

The Dental Education and Examination Committee 
recommends that the preliminary examination and regis¬ 
tration required of candidates for licences in dentistry or 
dental surgery be the same for dental students as for 
medical students, and that the recommendations adopted 
by the General Medical Council in May, 1808, be modified 
so as to provide :— 

I. (a) That before registration in the Dental Students’ 
Register every applicant shall be required to have passed, 
in addition to the examination in general education, an 
examination in elementary physics and elementary chemistry 
conducted or recognised by one of the licensing bodies. 

(b) That before registration as a dental student every 
candidate shall produce evidence that he has attained the 
age qf 17 years. Provided : “ That the minimum standard 
of general education required by the Council for registration 
as a dental student should be raised to a standard equivalent 
to that demanded in other learned professions previously 
to, or concurrently with, the coming into operation of 
the requirements of a preliminary examination in science 
before registration.” 

II. That the requirements contained in recommendation 
I. come into operation on Jan. 1st, 1923. 

British Dental Association and a Diploma in Public 
Dentistry. 

The Executive Committee, at its meeting in February, 
referred to the Committee, for its information, a memo¬ 
randum in regard to this matter. The Committee recom¬ 
mends that no action be taken with regard to this matter 
at the present stage. 

R.C.S. England—Regulations for the I.D.S. —A copy of 
the new regulations has been received. The grouping 
of the subjects of the examination has been altered ; general 
and dental anatomy and physiology have been separated 
from the examinations in general and dental surgery and 
pathology of the general professional examination, and 
now form Part III. of the final professional examination or 
the licence. Candidates who have passed the preliminary 
science examination may enter for the examination in 
general and dental anatomy and physiology after com¬ 
pleting six months’ study at a recognised medical or 
dental school. 

The report concluded with detailed accounts of 
applications for colonial and foreign registrations 
and recommendations of the Committee upon them. 
The report was adopted by the Council. 

Appointment of General Registrar . 

The proposal to reappoint Mr. Norman C. King 
as General Registrar was unanimously carried by 
acclamation. 


VIENNA. 

(From our own Correspondent.) 

Scarcity of Nurses in Hospitals. 

As a consequence of the social upheaval, occupa¬ 
tions requiring a more than ordinary amount of 
devotion are not much sought after by the lower 
classes of the population. If it is hardly possible 
at present for a middle-class household to find a 
servant, this fact, not in itself important # from the 
standpoint of the State, assumes a different aspect 
when it is considered that numerous women unused 
to household work now have to do it, and thereby 
suffer severely in health. Moreover, the children 
cannot be looked after so thoroughly if the middle- 
class mother has to leave them to do shopping, &c. 
The general health is thus materially affected. Still 
more important is the fact that the very onerous 
vocation of nursing is now becoming discredited. 
In the General Hospital alone, where good pay and 
good board are available, more than 70 sisters are 
wanted. In this country before the war nurses 
were mostly recruited from the same class as.servant 
girls, barmaids, and factory hands. Better educated 
girls only took up this calling during the war. The 
latter now find it easier to W’ork in shops or offices, 
whilst hospital nurses are eager to go out to the 
country hospitals, where they are much better off, 
with less work. Owing to the 8-hour day, instituted 
by law even in hospitals, the numbers required are 
trebled, and the scarcity results both from the 
removal of qualified women from the city and the 
absence of new r -comers, necessitating the closing'^ of 
several wards in the General Hospital. 

Difficulties of Teaching Anatomy. 

A serious condition has arisen in our anatomical 
institutes with regard to the problem of dissection. 
Hitherto all unclaimed bodies of persons dying in 
the hospitals were brought to the anatomical dis¬ 
secting rooms for didactic purposes, together with 
many corpses of suicides and stillborn children. 
But with the break-up of the old empire the once 
large number of unclaimed bodies of patients from 
distant parts fell to nearly nil ; furthermore, a 
private charitable religious society has been formed 
which claims nearly every dead body and gives it 
burial with religious rites within three days after 
death. The present first-year students have not 
much opportunity for dissection and have to be 
satisfied with study of skeletons and preserved 
specimens at the anatomical museum ; and now and 
then one group of students can watch another group 
dissect a corpse. Naturally, the authorities of the 
medical faculty are endeavouring to improve the 
state of things. Legislative measures are suggested 
to enable adequate teaching of the principles of 
anatomy to be continued. 

The “ Allotment ” Movement in Vienna. 

Food scarcity during the war resulted in cultivation 
of vegetables on every available plot of waste 
ground, even within the city, where numerous public 
gardens and squares were also converted for the 
purpose. This national necessity has now been so 
impressed upon the town-dwellers that the precincts 
and outskirts of Vienna at present form a zone of 
highly-cultivated small gardens and allotments. The 
citizens are fully aware of the enormous advantages 
to be derived from this kind of w r ork, not only from 
the economic point of view, but also from the 
physical, mental, and moral standpoints. Only by 
these means can the tow*n-dw T eller rid himself of 
dependence upon the agricultural profiteer. Fully 
25 per cent, of the supply of potatoes, 18 per cent, of 
cabbages, tomatoes, beans, and other fresh vegetables 
required by the population of Vienna have been 
derived last year from this source ; and the slowly 
but steadily improving health of the bulk of the 
population is undoubtedly due to work in the fresh 
air and physical exertion. 
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Legal Permission for Interruption of Pregnancy . 

The National Assembly will shortly be called upon 
to decide whether a law should be passed permitting 
the interruption of pregnancy whenever stringent 
medical or economic reasons demand it. The 
interruption should take place before the foetus is 
three months’ old, and nobody but a doctor of medi¬ 
cine should be permitted to perform the operation, 
of which a report must in each case be made to the 
Board of Health. Grave social and economic 
conditions, especially amongst families with numerous 
children* make this demand easy to understand ; it 
clearly emanates from a real feeling of responsibility 
on the part of the politicians who have drawn up 
the report, amongst whom are nearly all the female 
members of the National Assembly. 

X Ray Treatment of Cancer of the Uterus . 

At a recent meeting of the Medical Society of 
Vienna Professor Weibel read an instructive paper 
on treatment of cancer of the uterus by X rays. 
The lecturer pointed out that it is only nine years 
since the first case of such a treatment was 
reported, and the initial enthusiasm with which the 
use of .radium was received soon disappeared, while 
X rays continued to be used alone. In Erlangen and 
Berlin especially this method was much employed, 
and in high doses ; it was believed that by applying 
a certain amount of the rays it was possible to kill 
or devitalise the cancer cells. But the after-results 
are not too encouraging. The method of the Berlin 
school makes it necessary to give the patient a trans¬ 
fusion of about 1000 cubic centimetres of blood 
immediately after the X ray sitting because of 
the rapid weakening of the patient. The donor, 
preferably one of the patient’s relatives, must 
be waiting for the procedure at the doctor’s 
office. The results of the extensive investigations 
of the Vienna school in this line go to show that it 
is possible, by combining X ray and radium treatment, 
applied after a radical operation, to cure cancer of 
the womb in about 50 per cent, of all observed cases. 
Only 20 per cent, of all cases can be regarded as 
fit for treatment without operation—i.e., by radio¬ 
therapy only ; every case of cancer fit for operation 
should be operated on without losing time by previous 
radiotherapy ; the latter follows the operation. Maxi¬ 
mal doses should be used wherever possible. Professor 
Weibel prefers the vaginal route instead of the 
abdominal route, and its mortality statistics appear 
better. As regards the apparatus, it does not matter 
much which outfit is used, as long as the required 
intensity is obtained. In fact, many of the excellent 
results obtained within the last two years are due 
to old plants, much used during war time. In the 
discussion which followed Professor Weibel’s paper 
the majority of those present seconded the views 
explained in the paper, but some expressed their 
belief that in the near future the curative effects of 
radium would be more thoroughly understood. 

May 28th. 

PARIS. 

(From our own Correspondent.) 

Remuneration of Practitioners Treating Pensioners . 

According to a French Parliamentary Act of March, 
1919, the remuneration of practitioners treating 
ex-Service men in receipt of disability pensions 
is a State obligation, when they are consulted for 
sequel® due to war wounds, or for disease contracted 
in or aggravated by service. It has been mentioned in 
this correspondence that when the Bill was passed it 
was decided that remuneration was to be settled by 
arbitration. On March 9th, 1921, a decree was 
published by order of the Minister of Pensions in 
the Journal Officiel standardising professional fees. 
But a great majority of general practitioners thought 
the decree of the Ministry of Pensions was not in 
accordance with the conclusions arrived at by a 
special committee which had been selected to report 
on the matter. The Committee of the Union des 


Syndicats M^dicaux de France have urged their 
members to oppose the decree ever since its publica¬ 
tion. It was proposed to refer the decision to a com¬ 
mittee consisting of delegates from the Ministry 
of Pensions, the Associations of Pensioners, and the 
Medical Syndicates. Since this suggestion was made 
the Minister of Pensions has invited members of 
all groups concerned to meet in conference. The 
Minister himself presided at the meeting. A compro¬ 
mise was reached, and it was decided that the decree 
will only be applied as far as previous medical 
attendances are concerned, while a new rate of 
remuneration will be adopted in the future to meet 
the practitioners’ claims. It was also decided that 
there should be special rates of remuneration for 
surgical treatment and treatment given by specialists. 
These various rates of remuneration are to be settled 
by a committee consisting of delegates from the 
Ministry of Pensions, the Associations of Pensioners, 
the Union des Syndicats Medicaux de France, 
and this committee will also include medical practi¬ 
tioners who do not happen to be members of any 
syndicate. 

Dangers of X Rays . 

Since you have recently pointed out in your 
columns the scare promulgated by the Parisian 
popular press resulting from Mr. Contremoulin’s 
report to the Academy of Sciences on experiments 
of his own, which indicate that it may be dangerous 
to live* in the proximity of X ray centres, it may be 
of interest to your readers to know that at a recent 
meeting of the Acad^mie des Sciences a special 
committee was appointed with the object of con¬ 
trolling Mr. Contremoulin’s findings. 

Radiology and the Medical Profession . 

The Pr^fet de la Seine has recently selected a 
new chief of laboratory to be at the head of the 
X rays department of the Hospice de la Salpctri&re, 
where he is to occupy the post held previously by 
the late Mr. C. Infroit, whose death in the cause of 
science has been recorded. in The Lancet. This 
appointment has been officially accepted by Mr. P. 
Mourier, Directeur de 1’Administration Gdn^rale de 
1’Assistance Publique. In consequence the Chairman 
of the Syndicat G£n4ral des M^decins Franrais Elec- 
trologistes et Radiologistes has addressed a letter 
to Mr. Mourier to let him know that the members 
of the Syndicate protest against his decision, on the 
ground that the newly appointed radiologist does 
not hold any medical qualification, and that such 
posts should be filled by medical men. 

June 4 th.__ 


IRELAND. 

(From our own Correspondents.) 


Sir William Smyly and the Rotunda Hospital . 

Last week the Master of the Rotunda Hospital. 
Dr. G. FitzGibbon, and Dr. E. H. Tweedy, an ex- 
Master, presented to the hospital a portrait of Sir 
William Smyly, the senior surviving ex-Master. 
Sir William Smyly was Master from 1889 to 189t». 
and in making the presentation Dr. Tweedy referred 
to the great part which he had taken in modernising 
the work and equipment of the hospital, thus exer¬ 
cising an influence not only in Dublin, but throughout 
the kingdom. It was also largely due to Sir William 
Smyly’s activity that the present gynaecological wing 
of the hospital was built, and it was during his 
mastership that efficient trained nursing was intro¬ 
duced. 

Sir F . Conway Dwyer . 

The name of Sir F. Conway Dwyer appears among 
the new knights in the list of birthday honours. Mr. 
Dwyer, who is one of the surgeons to the House of 
Industry Hospitals, was President of the Royal 
College of Surgeons in Ireland at the time of the 
outbreak of the war. For a considerable period he 
served as operating surgeon at King George V. 
Hospital with the rank of lieutenant-colonel. He is 
Inspector of Anatomy in Ireland. 




The Lancet,] 


THE PLACE OF PATHOLOGY IN MEDICINE. 


[June 11,1921 1269 


An Honour for the Provost of Trinity College. 

At their last meeting, the President and Fellows 
of the Royal College of Physicians elected as an 
Honorary Fellow the Right Honourable and Right 
Reverend J. H. Bernard, Provost of Trinity College. 

Medical Representation in the Parliament of Northern 
Ireland. 

The medical profession will be well represented in 
the Parliament of Northern Ireland. Of the four 
representatives of the Queen’s University three are 
members of the medical profession—viz., Mr. John 
Campbell, Dr. R. J. Johnstone, and Dr. H. M. 
Morrison. Mr. Campbell is senior surgeon to the 
Samaritan Hospital, Belfast, and has long held a 
prominent position as a consulting and operating 
gynaecologist. He has been for some years Chairman 
of Convocation of the Queen’s University Graduates’ 
Association. He served in France as chief surgeon 
of No. 5 British Red Cross Hospital, and was adjutant 
and second in command of the Queen’s Univer¬ 
sity Veterans Volunteer Corps. Dr. Johnstone is 
professor [of gynaecology in the Queen’s University 
of Belfast. He has been for twelve years a member 
of the Council of the British Medical Association, and 
has taken an active part in medical politics and 
administration. He is chairman of the Irish Medical 
Committee, and a former chairman of the Hospitals 
Committee of the British Medical Association. He 
is also a member of the Nursing Council for Ireland. 
He served during the war as one of the surgeons of 
the U.V.F. Hospital, Belfast. Dr. H. S. Morrison, 
who represents the country practitioners of the six 
counties, is coroner for the Coleraine District, and 
chairman of the South Londonderry Unionist Associa¬ 
tion and of the County Londonderry Branch of the 
Irish Union Alliance. The fourth member for the 
Queen’s University, Mr. John H. Robb, a well-known 
member of the North-East Circuit, and the author 
of various legal text-books, has also close associa¬ 
tions with the medical profession, to which his three 
brothers belong. 

Ulster Medical Society. 

At the annual meeting held in the Medical Insti¬ 
tute, Belfast, on May 26th, the following officers were 
elected for the ensuing session :—President: Dr. 
Robert Hall. Vice-Presidents : Mr. James A. Craig, 
Belfast, and Dr. St. George, Lisburn. Council: 
Prof. C. G. Lowry, Mr. Howard Stevenson, Dr. W. 
Burns, Dr. V. G. L. Fielden, Dr. S. Boyd Campbell, 
Dr. M. Beath. Hon. Treasurer: Dr. S. I. Turking- 
ton. Hon. Secretary : Dr. W. W. D. Thomson. Hon. 
Librarian : Dr. W. L. Storey. Hon. Editorial Secre¬ 
tary : Dr. R. Marshall. A resolution of sympathy 
with Dr. W. W. D. Thomson in his prolonged illness 
was passed, and Dr. Marshall was thanked for his 
efficient discharge of his duties as secretary pro tem. 
A discussion took place on the finances of the society, 
and suggestions were made as to various means of 
meeting the annually recurring deficits in the budget: 


Seamen’s National Insurance Society.—T he 
Society held its annual meeting in London on May 25th, 
Sir Norman Hill in the chair, when stock was taken of nine 
years’ work. With the help of the medical profession a 
thoroughly efficient medical service has been established, 
available to every member in every port of the United 
Kingdom ; £246,000 have been expended in benefits, 
institutional treatment has been provided for all cases 
of consumption for whom it had been recommended, 
and the finances of the Society are on a satisfactory 
basis. The great difficulty is the foreign-going sailor. His 
card has to be filled up by the officers of the ship, and 
enough care is not taken accurately to give his number 
and his name. Consequently he cannot always be identified 
and his money paid over to his society. The deficit at 
present is estimated at 1:50,000. lying idle in the hands of 
the Ministry of Health, and this sum should be available for 
increasing benefits and admitting these lost men to benefit. 
Sir Alfred Mond has promised that this matter shall be 
looked into. Everything should be done to help this 
Society, one-third of whose members, it is estimated, 
joined the fighting forces in the war. 


C0mspffitfoiue. 


“ Audi alteram partem." 

THE PLACE OF PATHOLOGY IN MEDICINE. 

To the Editor of The Lancet. 

Sir,—I have, as may be imagined, been somewhat 
astonished at the extensive publicity given to, and 
the amount of interest aroused by, a casual statement 
made in answer to a question put by a student after 
the last of a short course of lectures on general 
hygiene delivered to a number of very intelligent 
but not specially trained students. The question 
was: W hat did I think of cremation ? My answer, 
that I look upon cremation as the most cleanly, 
sanitary, and convenient way of ensuring the rapid 
resolution of our no-longer-useful clay into its 
constituent elements. I pointed out, in passing, 
that certain objections are raised to this method of 
disposal of the dead, one of them being the cover 
it might afford to those who are too anxious to hurry 
their friends and others out of the world. If this 
but helped us to overcome the dislike that survivors 
have to allowing post-mortem examinations to be 
made on their dead, I for one should look upon it as 
something in it9 favour. I added that when my 
own time came to depart—naturally I was in no 
great hurry for this—1 hoped a post-mortem examina¬ 
tion would be made on my remains — and for the 
following reasons. One’s illnesses and strains—some 
of them slight, some of them serious—had, I knew, 
left their mark on certain of my internal organs. I 
and my doctor friends who had been good enough to 
treat me, had noted certain symptoms and physical 
signs, on the importance of some of which we were 
agreed, concerning others differences of opinion 
arising. In view of all this I had arranged with an 
old friend who possessed a short record of certain 
portions of my clinical history, signs, and symptoms, 
that before my cremation these should be compared 
and co-related with the conditions found on post¬ 
mortem examination. Holding this as of some 
importance in my own case, I clid not see why the 
same routine procedure should not be extended not 
only to doctors but to all intelligent people who have 
been trained to observe. 

Whilst enjoying good health we need not trouble 
about these matters, but on the slightest departure 
from health we should make notes and call in the 
doctor to our aid. Just at present people—even 
intelligent people and officials—seem to think that 
the medical world is divided into water-tight compart¬ 
ments, in one of which are those who treat disease, 
in another those who investigate disease ; in one 
those who maintain that disease and its history can 
only be studied at the bedside and by the clinician, 
in another those who garner their best harvest in 
the laboratory or " in a medical unit.” Those who 
seek to divide the work of the “doctor” in this 
fashion are, I am satisfied, in very imperfect touch 
with the medical thought of the present day. There 
are those who are engaged on the study of the early 
phases of disease. They have been specially trained 
in this type of work, have had special opportunities 
of carrying it on, and the efforts of such men as 
Sir James Mackenzie and his disciples in this field 
have been fruitful beyond even their wildest hopes. 
On the other hand, we have amongst us men like 
Sir Clifford Allbutt, Henry Head, and F. W. Mott, 
to mention but a few outstanding names, who, in 
their clinical study, have called to their aid laboratory 
methods wherever they believe that they can derive 
| help in the elucidation or explanation of the pro¬ 
cesses that play any part in the disturbance of 
functional processes or the production of organic 
lessons. They exploit the microscope, experimental 
physiology, bio-chemistry, and physics, and hand 
I on the results of their researches to others. 






1270 The La ncet,] 


WARMING ETHER VAPOUR FOR INHALATION, 


[ J cxe 11, 1921 


During the war we have learnt much concerning 
the prevention of disease ; we have made enormous 
advances in medical and surgical treatment, but best 
of all we have gathered into our profession a number 
of skilled surgeons, trained observers, and expert 
laboratory workers, who if they receive encourage¬ 
ment and support will be able to bring to bear on 
civil and State medicine some of the lore and experi¬ 
ence gathered under conditions in which disease 
was the primary study, the individual patient 
receding into the background. In so far as we are 
able to bring the patient back to the position of 
foremost importance, and no further, shall we derive 
fullfbenefit from all our experience gained on the 
field and in the war hospital. 

At certain periods, owing to the development of 
some special phase or aspect of medicine, the other 
aspects are looked upon as being old-fashioned and 
“ out of date,” and one still hears of those who 
exhibit a contempt for research in the wards, for 
those who are incapable of realising the dignity of 
the work and opportunities of the general practi¬ 
tioner, of those who speak of careful work in the 
post-mortem room as “ coffin-labelling,” and of those 
again who are convinced that morbid histology has 
had its day. Many speak as though those working 
in these fields were seeking for the finished products 
of disease alone, and as though such workers had no 
thoughts of function and of the thousand minute 
changes that are associated not only with the changing 
structure but with impaired functions of organs 
and tissues. The so-called practical school has been 
unreasonably irked by what they consider the 
neglect of their work by the scientific or laboratory 
school, which latter again is often twitted for pinning 
its faith to the creed of the Red Lions, whose toast, 
“ Here's to higher mathematics, may they be no use 
to anyone,” achieved such vogue and fame. 

In recent years the Edinburgh School of Medicine 
and its daughter in Manchester have, greatly to their 
credit, taken a forward step in teaching pathology 
which, to my mind, will, in the long run, have a greater 
bearing on the training of the medical practitioner 
than any step taken in recent years. All men cannot 
become skilled pathologists and bacteriologists, but 
all should be trained to interpret the signs and sym¬ 
ptoms of disease and to allocate, more or less accu¬ 
rately, to each sign or group of signs some change of 
function, temporary or permanent, the results of 
pathological processes in their various stages and 
phases. 

How can we study the beginnings of disease if 
we are constantly concentrating our attention and 
focusing our observations on the last illness of the 
patient '< Last illnesses should no doubt be studied 
carefully, and all methods of investigation should 
be brought to bear on the complicated problems 
presented to us on these occasions, but every step 
that has led up to the final issue should, if possible, 
be submitted to examination. In the Edinburgh 
Medical School every student of pathology has 
placed before him the clinical notes of a case, con¬ 
taining a record of family and personal history, 
signs, and symptoms developed from time to time, 
the nature and results of treatment, and post¬ 
mortem findings. He has then to make a careful 
naked-eve and microscopic examination of the organs 
and tissues of the patient, and finally is called upon 
to write a report of the case as a whole, coordinating 
the findings at the various stages and explaining, 
as far as possible, the relation of the earlier changes 
to those of later date in the sequence of events. 

If the medical student could, whilst writing these 
reports, have access to patients in the wards, suffering 
from diseases similar to those with which he is dealing, 
could examine and compare the history and clinical 
and laboratory findings, could note the effects of 
treatment, stili clearer pictures of diseased conditions 
could be obtained. I hope this development may 
take place. 

A few of the advantages of such an organised 
system are already apparent to those who have looked 


into the matter. How infinitely greater might these 
advantages become if all those who are interested 
in the study of disease—and this is an interest that 
should be shared by all educated and intelligent 
people—would make a point, when first they fell ill, 
of asking their medical men to help them to keep 
a record of their illnesses, would describe their 
sensations in their own words, and would get their 
doctors to interpret these sensations for them, and, 
finally, would give instructions that before burial 
or cremation their bodies should be carefully examined 
by someone skilled in the interpretation of lesions 
met with during the course of disease. 

Under these conditions doctors would be called in 
earlier, prevention would play a far greater part 
in the maintenance of health, many illnesses would 
be nipped in the bud, the doctor would become 
his client’s ” adviser ” and not merely his “ repairer,” 
the patient might confidently expect a longer, more 
healthy and efficient life, and medicine would 
become not a finer art merely but would attain a 
scientific level never hitherto attained. 

I am, Sir, yours faithfully, 

May 30fch, 1921. G. SlM8 WOODHEAD. 


THE MEDICAL DIRECTORY, 1922. 

To the Editor of The Lancet. 

Sir, —The annual circular has been posted to 
every member of the medical profession. We 
shall be grateful for its early return to us. If any 
practitioner fails to receive the form we will, upon 
request, send him a duplicate. 

We are, Sirs, yours faithfully, 

The Editors. 

7, Great Marlborough-street, London, W. 1, 

June 4th, 1921. 

WARMING ETHER VAPOUR FOR 
INHALATION. 

To the Editor of The Lancet. 

Sir, —In his letter to The Lancet of May 28th 
Dr. K. B. Pinson has criticised the method of heating 
in a tracheal insufflation anaesthesia apparatus 
described by me in The Lancet of April 30th. 
May I point out that, in the apparatus referred to, 
the ether-laden air does not come into contact wit h 
the electric lamp as Dr. Pinson seems to suppose, 
and hence the danger of ignition of the ether must be 
extremely remote. Furthermore, for those who 
fear explosions, the construction, primarily intended 
for use when electricity is not available, admits of 
the use of hot water with equal efficacy. 

As regards the practical value of heating anaesthetic 
vapours, I am convinced (and I believe that my 
conviction will be borne out by most anajsthetists) 
that in tracheal insufflation anaesthesia, at any rate, 
the adequate heating of the ether-laden air is a 
most important factor if pulmonary complications 
are to be avoided.—I am, Sir, yours faithfully, 

I. W. Magill, 

Anaesthetist, the Queen's Hospital for 

May 30th, 1921. Facial and Jaw In juries, Sidcup. 

THE FEDERATION OF MEDICAL AND 
ALLIED SOCIETIES. 

To the Editor of The Lancet. 

Srn,—It is unfortunate that in the necessarily 
abridged account of the speeches at the annual 
dinner of the Federation of Medical and Allied 
Societies, published in your columns last week, the 
invitation to the British Medical Association to 
officially participate in the work of the Federation, 
which such a large number of its members support 
through other societies, should have been omitted. 
Sir Malcolm Morris. Vice-President of the Federation 
and Chairiiiun of its Medical Council, in proposing 
the toast of the Minister of Health, again offered the 
right hand of fellowship which has always been 
extended to the Association. He emphasised that 
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the British Medical Association was not asked to 
give up any of its activities nor was there any desire 
to interfere with its autonomy, and he made it clear, 
as also did Lieut.-Colonel F. E. Fremantle, M.P., 
in a later toast, that the work the Federation was 
doing was necessary and valuable work, and that 
it could not be done by the Association. The 
speakers in referring to the success of the Federation 
paid generous tribute to the past work of the British 
Medical Association, and in so doing indicated the 
greater possibilities which the future promised if 
these two organisations, the one primarily concerned 
with the interests of the patient and the other with 
those of the doctor, could go forward hand in hand. 

The report of the dinner published in the British 
Medical Journal of June 4th duly recorded the 
invitation again extended to the Association, and 
I trust that you will be able to give space for this 
addendum to the account you have already published. 

I am, Sir, yours faithfully, 

N. Howard Mummery, 

General Secretary. 

The Federation of Medical and Allied Societies (Inc.), 

5, V ere-street. Cavendish-square, W. 1, 

June oth, 1921. 

%* We regret that in a report which had to be 
reasonably shortened the omissions to which Dr. 
Mummery refers should have occurred. We have 
pointed out many times the value of a rapprochement. 
—Ed. L. 


&jit jfafcitea. 


ROYAL NAVAL DENTAL SERVICE. 

Mr. Norman Godfrey Bennett. M.B. Camb., L.D.S., and 
Mr. Montague Hopson, L.D.S., have been appointed to act 
as examiners for the entrance examination. 


ROYAL NAVAL VOLUNTEER RESERVE. 

Surg. Licuts. to bo Surg. Lieut.-Comdrs. : J. Lorimer, 
L. C. D. Irvine, N. J. L. Rollason, B. Cohen, A. G. V. 
Elder, A. G. L. Reade, D. J. Williamson, W. C. Macartney, 

W. G. Evans, J. H. Lamb, and E. F. Murray. 

• 

ROYAL ARMY MEDICAL CORPS. 

Capt. A. Rodd is placed on the h.p. list on account of 
ill-health. 

Temp. Capt. G. J. McGorty to be Capt. 

Temp. Capt. D. L. Lindsay relinquishes his commission 
and retains the rank of Capt. 

The undermentioned to be temp. Lts. : D. Loughridge 
and W. B. Fox. 

TERRITORIAL FORCE. 

Capt. (actg. Maj.) G. Potts relinquishes the actg. rank 
of Maj. on ceasing to be specially empld. 

Maj. H. A. Lake (late R.A.M.C.) to be Capt., and relin¬ 
quishes the rank of Maj. 

Capt. G. B. Fleming to be Maj. 

Capt. J. Downie to be Maj. 

J. Robinson to be Lt. 

Lt. K. Pretty to be Capt. 

ARMY DENTAL CORPS. 

Capt. W. A. Rankin, late Dental Surg., Spec. List, to be 
Lt. (with the temp, rank of Capt). 

The undermentioned Dental Surgs., from Spec. List, 
to be Lts. (with the temp, rank of Capt.): Temp. Capts. 
H. F. Byrne, H. O. Sumerling, C. T. Hastings, H. R. 
Ellis, and C. H. Pywell ; Temp. Lt. J. J. Boyle. 

SPECIAL RESERVE OF OFFICERS. 

To be temp. Cols. : G. H. Edington, L. J. Blandford, 
and F. G. Proudfoot. 

H. A. Leebody to be temp. Maj. 

The undermentioned Capts. relinquish their commns. : 
O. Williams, and is granted the rank of Maj. And retain 
the rank of Capt. : J. A. Musgrave and D. B. Robertson. 

DEFENCE FORCE. 

To be Asst. Dirs. of Med. Servs. : Temp. Cols. A. D. 
Sharp, T.D., Def. Force ; and F. H. Westmacott, T.D., 
Def. Force. 

To be temp. Capts. : G. F. Hardy, T. B. Batchelor, 
W. J. Harrison, J. E. F. Coleman, and J. F. Weston. 

1st (S. Midland) Fd. Amb F.D.—To be temp. Capt.: 
C.1W._J. Brasher. 


parliamentary Intelligence. 

NOTES ON CURRENT TOPICS. 

The Dentists Bill : Third Reading. 

The Dentists Bill, a measure to give effect to the recom¬ 
mendations of the Departmental Committee on the Dentists 
Act, 1878, was considered by a Standing Committee of the 
House of Commons on Tuesday, June 7th. Mr. G. R. 
Teuton was in the chair. 

Lt.-Colonel Fremantle moved an amendment to Clause 1 
to place all existing unregistered dentists on a special list 
of registration. The British Dental Association, he said, 
were willing to admit unregistered dentists in partnership 
on condition that in future all men who practised should 
be under proper control. This position was taken up in 
the public interest. The Association objected to the 
proposal that men who had not gone through sufficient 
training in the theory as well as the practice of dentistry 
should be placed on a register on equal terms with them¬ 
selves, so that the public would be led to suppose that there 
was little difference between the registered and the hitherto 
unregistered man. This matter had been considered by 
the Medical Committee of the House of Commons, ami that 
Committee resolved to support the amendment that the 
unqualified dentist under registration should be placed 
on a separate list. 

Mr. Briant said everyone must agree that the conditions 
of dentistry as they existed at the moment could not be 
allowed to continue. There should be some check on those 
men who put a board outside their house upon which they 
called themselves surgeon-dentists and professors. These 
advertisements unfortunately meant a great deal to some 
people. 

Colonel Wedgwood said that the amendment supported 
the continuance of a corporation of vested interests in 
dentistry, similar to that of the British Medical Association 
in regard to medicine. It sought to give the dental practi¬ 
tioners an enormous advantage, raising their status and 
creating for them a monopoly. At the present time the 
majority of the working classes were attended by the 
unregistered dentists. The unregistered men woi*e now 
being raised under the Bill to the status of the qualified 
practitioners. That would inevitably' mean higher prices 
for dentistry, and although the unregistered dentist was to 
be registered the amendment would still draw a distinction 
between the qualified and the unqualified dental surgeon. 

Mr. Seddon said that there were approximately’- 10,000 
men in this country engaged in the practice of dentistry, 
who had done so as unregistered practitioners for five years. 
He held that these men had gained the confidence of the 
public. They all wanted to raise the standard of dentistry, 
but he did not think the amendment would help to that end. 
He asked the British Dental Association to adopt the new 
system in a generous spirit. 

Mr. Hartshorn hoped the Committee would not accept 
the amendment, which aimed at making an inner and 
an outer circle, and the advantage would be for those who 
had the privilege of being in the inner circle. They would 
be known as the aristocracy of the profession. 

Major Molson said to-day there were not sufficient 
dentists in the country. There were only about 4000 
practising at the present time as registered dentists, and the 
Bill would cause the registration of about 9000 more. 
He had seen some of the work done by unqualified dentists, 
and he knew how great was the necessity for raising the 
standard. He thought it would be a good thing to have two 
stages—A and B—so that those in the lower category 
after the specified period could pass to the higher category 

Sir A. Mond (the Minister of Health) said that as the 
amendment stood the unregistered dentist would not 
be placed on the register. He did not believe in dividing 
the profession into sheep and goats. If the amendment 
were accepted it would cut right across the whole foundation 
of the Bill and would wreck it. 

Colonel Fremantle said that the British Dental Associa¬ 
tion did not wish to wreck the Bill, and he withdrew the 
amendment. 

Mr. Seddon moved an amendment to Clause 3 to include 
membership of the National Dental Association or the 
Chemists’ Dental Society, as qualifications for admission 
to the Dental Register.—On a division the amendment 
was defeated by 20 votes to 0. 

On Clause 4, which provides that all the directors,* 
managers, and operating staffs of dental companies shall 
be registered dentists : Sir T. Robinson moved that only 
one of the directors need be registered. 

Sir A. Mond said that one was too few. As a compromise 
he would agree to a provision that the majority of the 
directors should be registered dentists. 
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The amendment was withdrawn and the suggested 
compromise agreed to, reference to managers being omitted. 

After further discussion the Committee stage of the 
Bill was completed, and the measure was ordered to be 
reported to the House. _ 

HOUSE OF COMMONS. 

Wednesday, June 1st. 

Post-icar Disability Pensions. 

Major Sir Bertram Falle asked the Financial Secretary 
to the Admiralty when the post-war disability scale of 
pensions would be applied to the Royal Navy and Royal 
Marines.—Mr. Amery replied : The post-war scales will 
become operative 30 days after the official termination 
of the war. It is anticipated that detailed particulars will 
be ready for publication at an early date. The regulations 
governing the application of the post-war scales to pre-war 
disability pensioners who have served in the present war 
are now’ practically complete, and as soon as some minor 
details have been settled the work of re-assessing these 
pre-war pensions will be taken in hand. 

Pure Atmosphere and Public Health . 

Mr. Trevelyan Thomson asked the Minister of Health 
whether his attention had been drawn to the appreciable 
improvement in the health of urban populations at the 
present time, attributable by many medical authorities to 
the purer condition of the atmosphere- due to reduced coal 
consumption; and had he considered the possibility of 
securing these same health advantages by means of measures 
for smoke abatement when coal consumption again became 
normal.—Sir Alfred Mond replied : The time during 
which the consumption of coal has been reduced has not been 
sufficient for the confirmation or contradiction of the 
suggestion in the first part of the question. The whole 
question of the pollution of the atmosphere by smoke and 
other noxious vapours is receiving the consideration of 
a Departmental Committee under the chairmanship of 
Lord Newton. I have no doubt that the Committee are 
fully conversant with the aspects of the problem to which 
the honourable Member refers. 

National Health Insurance. 

Mr. Wilkik asked the Minister of Health whether he had 
received representations from societies approved under the 
National Health Insurance Acts who had difficulties in 
meeting their administrative costs out of existing 
allowances ; w’hether he was aware that the increased 
postal charges would add to these difficulties : and whether 
he could say when the measure for the relief of the societies 
by increasing the administration allowance would be 
brought before the House. 2. Sir Thomas Bramsdon 
asked the Prime Minister w’hether it was the intention 
of the Government to give immediate effect, to the 
recommendations of the Departmental Committee on 
National Insurance Administration.—Sir Alfred Mond 
replied : The answer to the first question is in the 
affirmative. The Departmental Committee appointed 
by my predecessor to go into the whole question took 
account of the effect of increased postal charges on the 
societies. I hope at an early date to introduce a Bill to 
give effect to the recommendations of the Committee which 
have been presented to Parliament. 

Sir Walter dp: Frece asked the. Minister of Health 
whether his <1 opart ment had considered the likelihood that 
when the insurance year closes on July 3rd several 
million insured persons would be in arrear with their 
contributions owing to the amount of unemployment ; 
whether such insured persons would, unless they paid 
12*. before Oct. 31st to liquidate 25 contributions in 
arrear, be disqualified from receiving sickness, disable¬ 
ment, and maternity benefit for a whole 12 months ; 
whether lie could take any steps to ease what might 
become a very serious situation ; and whether, ia 
particular, he would consider the possibility of allowing 
Approved Societies to use some of their surplus funds, as 
ascertained by the recent valuation, to assist in paying off 
members’ arrears. 2. Sir Walter de Frece asked the 
Secretary to the Treasury w’hether the Government would, 
in view’ of the vast volume of unemployment, consider the 
possibility of extending the excusing of contributions under 
the National Health Insurance Act to persons while unem¬ 
ployed.—Sir A. Mond replied : The honourable Member has 
correctly stated the position of insured persons who will be 
in arrear with their contributions at the end of the insurance 
contribution year. The matter has engaged the close 
attention of the department and has already been discussed 
with a representative conference of Approved Societies. As 
a result it has been decided to ease the situation by allowing 
an insured person an extended period from July to the end 
of November in w’hich he may make the comparatively 
small payment necessary to avoid or mitigate any reduction 
of benefit during the following calendar year. These 
payments are on a graduated scale varying from 1#. to 
12*. in accordance with the extent of the arrears, and in the 


extreme case where the arrears exceed 26 a single payment 
of 5a. would qualify the insured person for sickness benefit 
at 8a. a w eek (in addition to any amount added by way of 
additional benefit) with full maternity benefit, and the rate 
of sickness benefit W'ould be increased by la. a week for 
each further instalment of la. paid during the five months. 
There is nothing to prevent a society which has a 
disposable surplus in valuation submitting for the 
approval of the department a scheme for utilising the whole 
or part of the surplus for the remission of arrears. 

Colonial Medical Service. 

Lieutenant-Colonel Fremantle asked the Secretary for 
the Colonies whether he intended as recommended by the 
Colonial Medical Services Committee to appoint a Director- 
General of the Colonial Medical Service who would, inter 
alia, advise the Secretary of State and the permanent staff 
of the Colonial Office as to all questions relating to the 
personnel of the Colonial Medical Service.—Mr. Wood 
replied : The recommendations of the Colonial Medical 
Services Committee are at present being considered in 
connexion with the observations of the Colonial Govern¬ 
ments. I cannot yet make any statement as to the decision 
on the proposal to appoint a Director-General of the 
Colonial Medical Service. 

Colonel Fremantle also asked the Secretary for the 
Colonies whether he had sanctioned a minimum salary of 
£600 per annum, with pension, for colonial medical officers 
as recommended in the Report of the Colonial Medical 
Services Committee.—Mr. Wood replied : No, Sir, the 
differences in the resources of the several colonies are so 
great and the conditions under which their medical officers 
serve so diverse that I see no prospect of it being possible 
to insist on Colonial Governments adopting the minimum 
in question as a hard-and-fast rule. In a number of the more 
prosperous colonies the local governments have adopted, 
and in some cases exceeded, the minimum. 

Colonel Fremantle : Is it conceivable that any decent 
respectable medical man can be obtained to go abroad for 
a less salary than that amount ?—The Speaker : That does 
not arise out of the question. 

Thursday, June 2nd. 

Secrecy in Medical Practice. 

Colonel Sir Arthur Holbrook asked the Minister of 
Health whether he was aware that the Insurance Committee 
of the area comprising Bramley, near Basingstoke, received 
an intimation that a portion of the Exchequer grant payable 
to them w’ill be withheld in consequence of a local medical 
practitioner having declined to give information detrimental 
to one of his patients acquired by him in the course of his 
profession, such information having been CAlled for at- the 
behest of a rich corporation with whom the man was 
insured ; and whether he would take action to secure that 
a doctor shall not be penalised for doing his duty to his 
patient.—Sir A. Mond replied : In the case to which this 
question appears to refer an Approved Society sought to 
obtain the opinion of the medical referee of the Ministry 
on the question of the incapacity for work of one of their 
members w r ho was claiming sickness benefit, and I regret 
that the insurance practitioner has definitely declined to 
give any particulars as to the history and condition of the 
patient likely to assist the medical referee, notwithstanding 
the provision in his terms of service which clearly requires 
him to do this. In these circumstances it has become neces¬ 
sary to inform the doctor that a portion of the Exchequer 
grant forming part of his remuneration must be withheld, th*» 
grant being payable only if the terms of service were complied 
with. But in accordance with the provision of the Regula¬ 
tions any representations which the doctor may wish to 

make in the matter will first be considered. 

• 

Mothers' Pensions. 

Mr. Tyson Wilson introduced a Bill to provide for 
pensions for mothers which was read a first time. 

Friday, June 3rd. 

Public Health ( Officers) BUI. 

The House considered the Public Health (Officers) 
(No. 2) Bill as amended in the Standing Committee. 

On Clause 1, which deals with the tenure of office of a 
medical officer of health, Sir P. Magnus moved an amend¬ 
ment to insert at the beginning of the Clause the words “ in 
cases to which this section applies.”—The amendment was 
agreed to. 

Sir P. Magnus moved to add at the end of the Clause the 
words : This section applies to—(a) the medical officer 
of health of a county borough where any portion of the salary 
of the medical officer was paid out of moneys voted by 
Parliament before it was constituted a county borough; 
(b) the medical officer of health of a county district any 
portion of w’hose salary is paid out of the county fund of the 
county in which the district is situate and charged to the 
exchequer contribution account. 

Dr. Murray asked for an explanation of this amend¬ 
ment.—Sir P. Magnus said that this amendment was put 
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in at the request of the Ministry of Health in order to restrict 
the operation of the Bill to certain local authorities which 
had special advantage given to them previously.—On 
a division the amendment was carried by 100 votes to 17. 

The Bill was read a third time and passed. 

Dogs Protection Bill. 

Sir F. Banbury, in moving the second reading of the 
Dogs Protection Bill, said the Bill had already passed second 
reading on three different occasions, twice without a division, 
and once by a considerable majority. If any honourable 
Member was under the impression that by passing it he 
would injure the cause of vivisection he would read an 
extract from Tiie Lanc et, dated May 21st, 1010 : “ This 
is not to say that such knowledge could not have been 
acquired in any other way.” Therefore having the admission 
of The Lancet, 1 the well-known and recognised authority 
of the medical profession, it was evident that the knowledge 
which the medical profession said was acquired by experi¬ 
ments on dogs coulcl be acquired in another way. The right 
hon. baronet concluded by reading a passage in praise of the 
dqg written by an American poet and writer, whose name, 
he said, he regretted be did not know. 

Sir Watson Ciieyne said this was the third or fourth 
time that he had had to speak on this Bill, and naturally 
it was rather difficult to say anything new. He would 
summarise the chief objections which they as a scientific 
and medical profession had against the measure. lie was 
a dog-lover—all his friends were dog-lovers—and they 
sympathised with the passage read by Sir F. Banbury. It 
was not that they disliked dogs, but that they could not 
afford to lose the experience that could be gained from 
them. The first thing that they asserted, in contradiction 
to The Lancet, was that there were many fields of knowledge 
that they must explore if they were to advance the science 
of medicine and do their duty in the fight against disease. 
.Some of the fields of observation which they gathered from 
the dog were quite necessary. It was not simply a question 
of vivisection. The animals that were used in experiments 
fell into four classes : these were the small rodents, rats, 
mice, and guinea-pigs ; dogs ; cats to a smaller extent ; 
horses, rabbits, and apes. Other animals were only occasion¬ 
ally used. Rodents were almost entirely used in connexion 
with investigations respecting infectious diseases. Horses 
were used not so much for experiments as for commercial 
purposes and for the production of sera, sucli as tetanus 
antitoxin, which saved so many lives during the war. The 
animal had to be infected with the disease. The dog and 
the ape were really the only two animals from which they 
got the main part of their knowledge as regarded the pro¬ 
cesses of health and disease. It was quite true that most of 
the work could be done with apes, not so conveniently in 
some cases, certainly not so cheaply. But one or other 
must be used for various reasons. In the first place, if they 
wanted to get results which they could apply in the treatment 
of disease they must have animals whose mode of life 
resembled man’s and whose metabolism and chemical 
changes in their bodies were on the same lines as man’s. 
He knew that Sir F. Banbury was not out for humanitarian 
purposes. It did not matter to him what animals were 
vivisected so long as they were not dogs, and therefore he 
said why not use apes ? There were various objections. 
In the first place there were not many apes in this country, 
and in the second place the apes were not so easily handled. 
They were not so tame as dogs ; they were more like 
spoiled children. Put a dressing on a dog and he did not 
trouble so much about it. In a few hours he apparently 
forgot about it ; but the ape did not forget. He never 
rested satisfied until he had torn open the stitches and 
vitiated the whole experiment. It would be extremely 
difficult to carry out many delicate operations which did 
not hurt the animals in the least. They must take account 
ef the question of expense. The men who were engaged in 
this sort of work were in the great majority of cases poor 
men. They did not spend their money on pleasure, but on 
instruments and other things they wanted for their experi¬ 
ments ; and to ask the poor man to buy such expensive 
animals as apes was out of the question. He would be very 
much surprised if the House would pass any vote for a 
laboratory if they found that apes were being used instead 
of dogs. There would be an economical outcry against it. 
The results which had been got from experiments on dogs 
were of the greatest value and wero the groundwork of 
our whole knowledge of the healthy processes of human 
nature. Physiology, the science of health, was based almost 
entirely on observations on dogs. It was said by opponents 
that they would not so much object if the experiments led 
to a practical result. But it did not do to despise knowledge 
l>ecause it had no immediate utilitarian outlook. Almost 
all the great sciences had begun in insignificant things.— 
The honourable Member was still speaking at five o’clock 
when by the rules of the House the debate stood adjourned. 


1 See page 1255 for comment upon this sort of quotation. The 
reference was to a particular series of results. 


HOSPITAL FINANCE : 

REPORT OF THE VOLUNTARY HOSPITALS 
COMMITTEE. 


The final report of the small committee over 
which Viscount Cave presides contains the following 
important recommendations:— 

(1) , (2) That a Hospitals Commission and Voluntary 
Hospitals Committees be formed for the country as a 
whole, the King Edward’s Hospital Fund for London 
continuing to perform the functions of the latter for the 
Metropolitan Police District. 

(2) , (1) That Poor-law guardians be authorised to enter 
into arrangements as to the use of infirmaries, and that 
county councils be empowered to contribute to the expenses 
of voluntary hospitals committees. 

(5) That failing the provision in the National Health 
Insurance Acts of a *‘ hospital benefit,” the courts be 
authorised to award to hospitals compensation under 
the Employers’ Liability and Workmen’s Compensation 
Acts. 

(fi) That local authorities be authorised to pay the cost 
of the treatment in hospitals of persons in their employ. 

(7) That the payment out of technical education funds 
of grants for the training of nurses be considered. 

(S) That provision be made for obtaining and tabulating 
returns of cases treated in hospitals. 

(9), (10), (11) That all contributions by employers to 
hospital funds be allowed as deductions from profits for 
income-tax purposes, that where the payment to a 
hospital of a testamentary gift of residue is delayed for 
more than a year, the hospital be authorised to claim 
repayment of income-tax, and that legacy and succession 
dutv on testamentary gifts to hospitals be remitted. 

(i2) That Parliament be asked to sanction a temporary 
grant of £1,000,000 to be expended under the direction 
of the Hospitals Commission in the assistance of hospitals 
which require it. 

A last clause states that the Hospitals Commission 
should be authorised during a period of two years to 
recommend grants for the extension and improve¬ 
ment of hospitals subject to like contributions being 
made from private sources. 

These recommendations if adopted will require 
legislation or executive action. 



University of Cambridge.—A t the Congregation 
held on Saturday, June 4th, the following degrees wero 
conferred :— 

M.D. —C. S. Clarke and L. M. Weeks, Caius. 

Ph.D.—C. G. L. Wolf, Christ’s. 

M.B ., B.Ch. — H. Barbash, St. John’s; and L. W. Batten, 
Sidney. 

B.Ch. —W. H. Marshall, Pembroke. 

Diploma in Psychological Medicine. —The dates for 
the next examinations have been fixed as follows : for 
Part I. (Anatomy and Physiology of the Nervous System 
and Psychology) Oct. 11th, 12th, and 13th, 1921 ; for 
Part II. (Neurology and Psychiatry) Nov. 30th, Dec. 1st, 
and 2nd, 1921. A course of instruction for the Diploma 
will be held in Cambridge from July 18th to August 20th. 
Lectures and pract ical work will be given by Dr. J. P. Lawson 
(Psychology), Dr. C. R. A. Thacher (Anatomy and Physio¬ 
logy of the Nervous System), Dr. J. F. E. Prideaux and 
Dr. C. S. Myers (Psychopathology), Dr. W. H. R. Rivers 
(Psychology and Pathology of Dreams), Dr. M. A. Archdale 
(Mental Diseases). Those who wish to take the course 
are requested to send their names, if possible, before 
July 10th, to the Secretary of the D.P.M. Committee, 
Psychological Laboratory, Cambridge, from whom further 
particulars may be obtained. 

University of Manchester.— Mr. Harold Robinson, 
D.Sc., Senior Lecturer in Physics and Assistant Director 
of the Physical Laboratories, has resigned his appoint¬ 
ment. The Turner Medical Prize has been divided 
between Mr. G. V. Ashcroft and Miss Margaret Single. 

The Prince of Wales and the Red Cross.— 
The message sent by the Prince of Wales to the League 
of Red Cross Societies in connexion with a world-wide 
campaign to increase the membership of the Red Cross 
in all countries reads as follows : “I am very glad to 
learn from you that the Red Cross Societies of the world, 
under the auspices of the League of Red Cross Societies, 
are undertaking a campaign for membership to enable 
them to carry on the peace work of the Red Cross. The 




1274 The Lancet,] 


MEDICAL NEWS. 


[June 11, 1921 


effort which the League of Red Cross Societies is making 
to serve humanity in peace time as well as in war, has 
my heartiest approval, and I trust that your campaign 
will result in a very large addition to the membership of 
National Red Cross Societies.” Other messages of warm 
approval have been received from Lord Robert Cecil, 
from the President of the Republic of Czecho-Slovakia, 
from Mr. Samuel Gompers, Cardinal Mercier, and Mr. 
Herbert Hoover. The aim of the British Red Cross Society 
is to enlist the service of the whole country in the work 
of healing. It is hoped that volunteers will offer their 
services to the British Red Cross Society to help the 
suffering in peace time in the same spontaneous manner 
in which they came to the aid of the sick and wounded in 
war time. The peace activities of the British Red Cross 
Society include the after-care of the disabled ex-Service 
man, aid to the hospitals, work at infant welfare centres 
and day nurseries, and assistance to the clergy and educa¬ 
tional authorities. The Red Cross, members are reminded, 
should be available on all occasions when the clergy and 
heads of educational establishments, such as orphanages, 
require the simple assistance which is often lacking on such 
occasions as school and choir treats and annual outings. 
The glamour and the brassards may have disappeared, 
together with the ornamental people to whom the Cross 
of Geneva was an excuse to smile for press photographers ; 
the hard w’ork still remains on lines perhaps leas interesting 
and certainly more obscure. 

Federation of Medical and Allied Sciences.— 
A meeting of the Medical Council of the Federation was 
held at 11, Chandos-street, W., on May .list, when con¬ 
sideration was given to the possible means of providing 
additional medical services to supplement the existing 
resources of practitioners and bring within roach of all 
sections of the community modern methods of treatment 
now largely confined to the well-to-do. The Organising 
Committee of the National Provident Scheme for Hospital 
and Additional Medical Services had submitted to the 
Federation its proposals and these were fully discussed 
and explained by Dr. Gordon Dill. It was resolved to 
obtain the opinions of the constituent Societies with a 
view to again pressing for a public and independent inquiry 
into the working of the medical benefit clauses of the 
National Insurance Act. The intention w’as stated to 
make the inquiry in a constructive spirit and with a 
genuine desire to retain all that is good and add what 
may be lacking. 

It was decided that the annual meeting should be held 
on June 28th next. A number of medical men w'ere 
elected individual membere of the Federation. 

Royal Sanitary Institute.— Preliminary arrange¬ 
ments for the Congress to be held at Folkestone, from 
June 20th to 25th, have now been issued. The President 
will be Lord Radnor, and the hon. local secretaries are 
Mr. A. F. Kidson, town clerk, and Dr. M. G. Yunge- 
Bateman, medical officer of health. The sections will be 
as follows :—(a) Sanitary Science and Preventive Medicine ; 
President : Sir Leslie Mackenzie. M.D. ; Recording Secre¬ 
tary : Dr. W. J. Howarth. (ft) Engineering and Architec¬ 
ture ; President : Major W. H. Prescott, M.l\ ; Recording 
Secretary : Mr. W. C. Tyndale. (c) Hygiene of Maternity 
and Child Welfare, including School Hygiene ; President : 
Mrs. II. A. L. Fisher ; Recording Secretary : Dr. Charles 
Porter, (d) Personal and Domestic Hygiene ; President : 
The Mayoress of Folkestone (Mrs. Reginald G. Wood) ; 
Secretaries : Mrs. J. E. G. Calvcrley, Mrs. Sydney Weston, 
(c) Industrial Hygiene ; President : Lord Burnham ; 
Recording Secretary : Dr. E. II. Snell. Fellows, members, 
and associates of the Institute are supplied with tickets for 
the Congress on application to the Secretary before the 
Congress, or tickets can be obtained at the Reception Room 
during the meeting. To those not connected with the 
Institute, Congress tickets, at £1 11s. 6d. each, can be 

obtained from the hon. secretaries. Royal Sanitary 
Institute Congress, Town Clerk’s Office, Folkestone. Ladies’ 
tickets (not including copies of the proceedings), 10#. fief, 
each. 

Livingstone College. — Commemoration Day, 

May 27th, was celebrated at Livingstone College, Leyton, Sir 
Georgy Makins presiding. Dr. L. E. Wigram, the retiring 
Principal, said that though his health prevented him from 
continuing as Principal of the College his work in connexion 
with it as a lecturer would not cease. Referring to new’ 
developments at the institution, he said women students 
would he admitted and next session arrangements would 
lie made for them as residents. Sir George Makins said 
t he aim of the missionary was to minister to the souls and 
bodh’S of his fellow men. To fulfil this dual object it was 
n< e;s<ary that he should have, in addition to his theological 
training, some knowledge of medical things. Sir George 
Makins emphasised the great value of partial medical 
training in everyday life, instancing the great help it had 
been in the work of orderlies and Y.A.D.’s during the recent 


war, and its uses in the Mercantile Marine. If the benefit 
of partial medical training was so felt in a civilised country, 
he said, how much more necessary must it be in the mission 
field where a man was far from qualified medical aid. 
Such knowledge as could be obtained at Livingstone 
College must be immensely helpful. Dr. C. F. Harford, 
representing the Committee, in proposing a vote of thanks 
to Sir George Makins, expressed the regret of the Committee 
at Dr. Wigram’s enforced resignation, and wished him 
many years connexion with the College as lecturer. He 
welcomed in the name of the Committee Dr. T. Jays as the 
new Principal, and felt sure that he was the right man to 
fill the post. 

St. Thomas's Hospital Medical School.— The 
distribution of prizes by the Duke of Connaught will take 
place on Tuesday, June 21st, at 3 p.m. 

Royal Institution of Great Britain.— An extra 
Friday evening discourse will bo held on June 17th. at 
9 o’clock, w T hen Sir J. J. Thomson, F.R.S., will lecture 
on “ Chemical Combination and the Structure of the 
Molecule.” 

Rontgen Society.— At the meeting of the Society 
to be held at 35, Russell-squ&re, London, W.C., on June 16th. 
at 8.15 P.M., there will be a discussion on the Physics of 
the X Ray Tube. All interested are invited to attend. 

A Dining Club, composed of all past and present 
members of the honorary and house staffs of the Hospital 
for Sick Children, Great Ormond-street, held its first 
dinner on June 1st. Sixty-three members attended, including 
many who were house officers of the hospital as far back 
as 1880-1890, when Sir Thomas Barlow’ presided. 

A Tribute to the Memory of Sir Morell 
Mackenzie. —On Sunday, June 5th. a group of well-known 
laryngologists assembled at Wargrave to pay a tribute to 
the memory of Sir Morell Mackenzie, who had a resilience 
in the little Berkshire village, and is buried in the churchyard 
of St. Mary’s, Wargrave. A special service w’as held in 
the churchyard by the Rev. S. M. Winter, after W’hich Mr. 
Mark Hovell and Dr. James Donelnn, former assistants to 
Sir Morell Mackenzie, placed a laurel w’reath upon the 
tomb. Mr. Ilovell, Sir StClair Thomson, and Sir James 
Dundas-Grant, gave short addresses. Dr. Irwin Moore, who 
had recently acquired Sir Morell Mackenzie’s house at War¬ 
grave, acted as host to a gathering which he had been 
instrumental in assembling. 

National Hospital for Diseases of the Heart. 
A Systematic Post-Graduate Course of Instruction in 
Diseases of the Heart will be held at this hospital from 
July 11th to 23rd. Practical instruction will be given in 
the use of the polygraph, electrocardiograph, and other 
instruments. Systematic and clinical instruction will be 
given in the w r ards and the out-patient department 
throughout each day. The number admissible is limited. 
Applications should be made as soon as possible to the 
Secretary, National Hospital for Diseases of the Heart. 
Wostmoreland-street, London, W. 1. 

Ladies’ Medical Golfing Society. — A meeting 
will be held at Beaconsffeld Golf Club on Wednesday. 
June 15th. The annual subscription to this society is 5.'-., 
and those eligible for election include medical women and 
the wives, sisters, and mothers of medical men. Further 
particular’s can be obtained from the hon. secretary, 
Mrs. Laming Evans, 50, Seymour-street, London, W.l. 

Medical Golfing Society.— Tlic 1921 tourna¬ 
ment will be held on Thursday, June 16th, at Walton Heath 
Green fee of 2s. fief. for the day. Trains leave Charing Cro<$ 
and London Bridge for Tadw’orth. Thence by conveyance 
to the course. A Challenge Cup for the Medical Golf 
Championship has been presented by the The Laxckt. 
This championship is played annually at the meeting of 
the Medical Golling Society, and the Cup is held for the 
year by the player on the Medical Register W’ho makes 
the best scratch return v. Bogey. \ replica of the Cup 
is also given as a memento. The “ Ilenrv Morris 
Challenge Cup and the Medical Golfing Society’s Gold 
Medal will be awarded for the best return under handicap. 
First, second, and a prize for the best last nine holes will 
be given in each class. No player can take the 
or second, and the prize for the best nine holes. Clas> I. 
Handicaps 8 and under. Class II. Handicaps over x 
Handicap limit is. (Members of the Walton Heath Gull 
Club will deduct two from their handicaps.) Card* may 
be handed in till 7.30 p.m. A Foursome Sweepstake will 
be arranged in the afternoon. Players who want caddit- 
(fee 5#.) must make their own arrangements with tie’ 
Caddy Master at Walton Heath. Anyone on the Medical 
or Dental Register is eligible to join this society by pay- 
inent of the annual subscription of 5s. Entries should h 
sent on or before Tuesday, June 11th, to Dr. L. E. Creasy, 
hon. seeretarv and treasurer. The Medical Gulling Society. 
36, W<*ymouth-st>cct, London, W.l. 
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SOCIETIES. 

ROYAL SOCIETY OF MEDICINE. 1. Wimpole-street, W. 
Thursday, June 16th. 

GENERAL MEETING OF FELLOWS : at $.30 p.m. 

Discussion: on “ The Problem of the Private Clinic 
System in Great Britain.’* To be opened by Sir 
Thomas Horder. The following will also speak :— 
Dr. G. C. Anderson, Mr. W. Clayton-Greene, Mr. W. S. 
Dickie, Mr. Bishop Harman, Dr. A. F. Elurst, Dr. 
Drury Pennington, Sir Humphry Rolleston, Dr. 
Gilbert Scott, Dr. Maurice Wright. 

Fellows desiring to take part in the discussion arc invited 
to send in their names to the Hon. Secretaries. 

Tuesday, June 21st. 

GENERAL MEETING OF FELLOWS: at 5 p.m. Ballot 
for election to the Fellowship. 

MEETINGS OF SECT/ONS. 

Thursday, June 16th. 

SECTION OF DERMATOLOGY : at 5 P.M.. (Cases at 4.30 

P.M. 

f"u8>8 will be shown. 

Friday and Saturday, June 24th and 25th. 

SECTION OF STUDY OF DISEASE IN CHILDREN. 
Provincial Meeting at Reading. 


ROYAL SOCIETY OF TROPICAL MEDICINE AND 
HYGIENE, 11, Chandos-streot, Cavendish-square, W. 

Friday, June 17th.—7.45 p.m.. Demonstration. 8.15 p.m.. 
Annual General Meeting. Paper :—Major R. Knowles : 
The Mechanism and Treatment of Snake Bite in 
India. _ 


LECTURES, ADDRESSES, DEMONSTRATIONS, &c. 

ROYAL COLLEGE OF PHYSICIANS OF LONDON, Pall 
Mall East. 

Tuesday, June 14th, and TnuRSDvv.—5 p.m., Croonlan 
Lectures:—Dr. F. L. Golia : The Objective Study of 
Neurosis. 

WEST LONDON POST-GRADUATE COLLEGE, West 
London Hospital, Main.ncr- nith, W. 

Monday, Juno Uth. —12.15 p.m., Dr. B urn ford : Patho- 
loeicul Demonstration. 2 p.m.. Dr. Scott PiucLiin : 
Medical Out-paLieuls. Dr. Simson : Diseases of 
AY omen. Dr. Morton : X Ray Department. LI 5 p.m.. 
Lecture :—Dr. Arthur Saunders : Gastric Disorders 
in Old Age. 

Tuesday. —10 a.m., Dr. Rnbiu-on : Gvm colngieal Opera¬ 
tions and Visit to Wards. 2 P.M., Mr. Banks Davis : 
Diseases of the Throat, Nose and Ear. Dr. Pernet : 
Skin Department. Dr. Burnlord : Medical Out¬ 
patients. 5 p.m., Lecture:—Dr. Pritchard: Chronic 
infective Proees-e-. 

YVednfsday. —10 a.m., Mr. MacDonald: GenitoUrinary 
Department. 12 noon. Mr. Sinclair: Surgical 
Diseases of the Abdomen 2 P.M., Mr. Gibb : Eye 
Department. Mr. Donald Armour: Demonstration 
of Cases, Surgical Wards. 

Thursday. —10.xu a.m.. Dr. Slmson: Gynecological 
Demonstration. 12 noon, Dr. Scott Pinebiu : Diseases 
of the Heart. 2 p.m., Mr. Bi-bop Haruian : Eye 
Department. Mr. Baldwin : Orthopedic Department. 
5 p.m.. Special Lecture:—Dr. Harry Campbell: 

Observations on Diet. (Open to all Medical Prac¬ 
titioner-.) 

Friday. — Id a.m.. Dr. Grainger Stewart: Neurological 
Demonstration. 2 p.m., Mr. Tyrrell Gray : Surgical 
Out-patients. 2.80 p.m., Mr. AddDon : Y’i.-it to 
Surgical Ward-. 5 p.m.. Lecture :—Mr. Baldwin : 
Surgery of the Rectum (1). 

Saturday. — 10 a.m., Dr. Arthur Saunders: Medical 
Diseases of Children. 2 p.m.. Mr. Sinclair : Surgical 
Out-patients. Dr. O'.vcn : Medical Out-patients. 

Daily :— l > a.m., Visit of Post-graduate- t*> Ward-. 2 P.M., 
ln-patient, Out-patient Clinics and Operations. 

NORTH-EAST LONDON POST-GRADUATE COLLEGE, 
Prince of Wales’.- General Ho-pital, Tottenha n, N. 

Monday , June 13tli.—10 a.m., Mr. W. E. Tanner : Surgical 
Out-patient-. 2 p.m.. Dr. A. J. Whiting : Medical 
In-patients. 2.30 p.m., Mr. J. B. Banister: Gynaeco¬ 
logical. 

Tuesday. — 9.45 a.m., Lt.-Col. R. H. Elliot: Eye Operations 
and Cases. 2.3u p.m.. Dr. J. Metcalfe : X Ray' Depart¬ 
ment. 3 p.m.. Lecture :—Mr. C. H. Hay toil: Anatomy 
of the Nose and Accessory Sinuses. 

Wednesday'. —2 p.m., Mr. C. H. Hay ton : Throat Opera¬ 
tions. 2.3 m p.m.. Dr. W. .T. Oliver: Dermatological. 
3 p.m.. Lecture Demonstration:—Mr. \Y. E. Tanner: 
Clinical Pathology and Differential Diagnosis of 
Scrotal Enlargements. 

Thursday-— 2 p.m.. Mr. X. Fleming: Eye Department. 
2.30 p.m., Mr. J. B. Banister : Gynecological Opera¬ 
tions. Dr. J. Metcalfe : Radiology. 

Friday. — 2 p.m.. Dr. C. E. Sundell: Diseases of Children. 
3 p.m.. Lecture Demonstration: —Mr. T. U. C. 

Benians : Blood Examination in Diagnosis. 5 p.m., 
Dr. Provis and Mr. Benians, Venereal Department. 

Saturday.— 10.30 a.m., Mr. YV. E. Tanner: Operations. 
3 p.m., Mr. II. YV. Carson : Surgical In-patients. 


NATIONAL HOSPITAL FOR THE PARALYSED AND' 

EPILEPTIC, Queen Square, YV.C. 1. 

MEDICAL SCHOOL. 

Monday, June 13th. — 2 p.m.. Dr. Hinds Howell: Out¬ 
patient Clinic. 3.30 p.m.. Dr. Aldrcn Turner (Lecture 
Room) : Demonstration of Cases. 

Tuesday, June llth.— 2 p.m.. Dr. Grainger Stewart: 
Out-patient Clinic. 3.30 p.m.. Lecture :—Mr. Armour : 
Surgical Treatment of Spinal Cord Tumours (2). 

Thursday, June 10th.— 2 p.m.. Dr. Farquhar Buzzard : 
Out-patient Clinic. 3.30 p.m., Lecture :—Dr. Farquhar 
Buzzard : Encephalitis Lethargica. 

Friday, June 17th.—2 p.m.. Dr. Gordon Holmes : Out¬ 
patient Clinic. 3.30 p.m.. Dr. Collier (Lecture Room). 

NEUROLOGICAL OPHTHALMOLOGY". 

Wednesday, Juno 15th.—3.20 p m., Mr. Leslie Patou 
Papilledema. 

Fee for Post-Graduate Course £7 7s. 

C. M. Hinds Howell, Dean. 

LONDON HOSPITAL MEDICAL COLLEGE (University op 

London), Turner-street, Mile End, E. 

Courses of Lectures :— 

A Course of Fourteen Lectures on Psycho-Neuroses, to be 
given by Dr. M. Culpin in the Clinical Theatre of the 
Hospital. Open to Students of the Hospital and to 
Members of the Profession. 

Tuesday', June llth.—5.15 p.m.. Lecture XII: Treatment. 

Frida x .— 5.15 p.m.. Lecture XIII : Association Methods. 

Advanced Lectures in Physiology, to Students of the 
University and to others interested in the subject. 

A Course of Eight Lectures on Reception of Sensory Stimuli, 
to he given by Prof. H. E. Roaf in the Physiology 
Theatre. 

Thursday, June 16th.—4.30 p.m., Lecture VI. 

SURGICAL UNIT.—A Special Course of Ten Lectures on 
Advanced Surgery in the Unit Theatre to Post-graduates 
and Senior Students. 

Tuesday, June 14th.— 4.15 p.m., Mr. R. Warren : Y’eutral 
Hernia. 

Wednesday'. —1.15 p.m., Mr. II. Warren : Suppuration of 
the Lung. 

UNIVERSITY* OF LONDON. 

Advanced Lectures to Students of the University and to 
others interested in the subjects. 

A Course of Four Lec tures in Pharmacology, on Some Actions 
of Foodstuffs in the Production and Treatment of 
Disease, to be given by Prof. E. Mellanby at the Royal 
College of Surgeons, Lincoln’s Inn-Fields, YV.C. 

Monday', June 13th, and Tuesday. — 5 p.m.. Lectures 
III. and IV. 


ST. BARTHOLOMEW’S HOSPITAL (University ok 

London >, West Si: ithfleld, E.C. 

A Course of Eight Advanced Lectures in Physiology, to be 
given iu the Physiological Laboratory, to Students of 
the University and others interested in the subject. 

Tuesday, June 14th.—4.30 p.m., Lecture VII.:—Dr. H. IT. 
Dale : Anaphvlaiis. 

A Course of Four Advanced Lectures in Medicine, to be given 
in the Surgical Lecture Theatre, to Students of the Uni 
versitv mid others interested in the subject. 

Monday', June 13th, Wednesday arid Friday. — 5 p.m.. 
Prof. F. R. Fraser : The Therapeutic Use of Digitalis 
(Lecture* I., II., and III.). 


THE HOSPITAL FOR SICK CHILDREN, Great Ormond 
street, W.C. 

Thursday, Juno 16th.—1 p.m., Lecture :—Dr. Thurefleld 
Mongol*. 


OUEEN’S HOSPITAL FOR .CHILDREN, Hackney-road, E. 
A Course of Post-graduate Clinical Lectures and Demonstra¬ 
tions in the Board Room of the Hospital, free to Medical 
Practitioners and Students of Medicine. 

Monday', June 13th.—4 p.m., Mr. W. P. T. Atkinson : 

Tinea Tonsurans and its Treatment by X Rays. 
Tuesday. —4 p.m.. Dr. S. A. Owen: The Premature 
Baby. 

Thursday'. —12 noon, Mr. V. Nesfleld : The Treatment of 
Comcnl Ulcers by Subconjunctival Injection of 
Phenolaine Solution. 

Friday. —3.30 p.m., Dr. J. L. Bunch : Skin Diseases in 
Children. 


TA\ T ISTOCK CLINIC FOR FUNCTIONAL NERVE CASES, 
51, Tavistock-square, W.C. 

A Course of Ten Lectures on Elementary Psychotherapy, to 
be given by Dr. n. C. Miller, at the Kingsway Hall, 
Kings way, YV.C. 

Friday, June 17th.— 5.15 p.m.. Lecture Y T 1I., Analytical 
Methods ; Reossociation and Readjustment; Word 
Association ; Ilypnoidal Analysis. 


INSTITUTE OF PATHOLOGY AND RESEARCH, St. Mary’s 
Hospital, in tho Lecture-room of the Bacteriological Depart¬ 
ment. 

A Course of Lectures on Pathological Research in its Relation 
to Medicine, open to all. Mem hers of the Profession and 
Students. 

Thursday, June lfith.— 4.30 p.m.. Prof. YV. Bulloch : Use 
and Abuse of Scientific Medical Literature. 


MANCHESTER ROYAL INFIRMARY POST-GRADUATE 
CL l NIC. 

Tuesday, June 14th.--4.8) p.m., Lecture:—Di. E. B. 
Leech : Blood Pressure. 
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A'nisTROxa-JoNKS, Sir R., M.D. Lond., has been appointed a 
Visitor In Kunaev. 

Brown, A. Middleton, M.D. Aberd., D.P.H., Medical Officer 
of Health and Schools Medical Officer for the City of 
Horeford. 

McPherson, J. M., M.B.. Ch.B. Glag., Me Heal Officer of 
Health to tbe Swansea laurel Di-triet Couuci*. 
Warburton, Q. B., Ch.M., F.K.C.S., Visiting Surgeon to the 
Cruinpsall Institution and Infirmary, Manchester. 
Webster, J. H. Douglas. M.D. Edin.. M.R.C.P. Edin.. 
Honorary Physician-in-Charge of Department of Physical 
Medicine at the Middlesex Hospital. 

Yoc no. W. A.. B.Sc., M.B., B.S., M.R.C.S.. L.R.C.P.. Patho¬ 
logist to St. John’s Hospital for Diseases of the Skin. 
Jessop Hospital for Women, Sheffield : Hall, It. J. B., M.B., 
Ch. B. Otaga, Senior Resident Officer, and Jakde, C. H., 
M.B., Ch.M. Sydney, and Sohpianopodios, O. J., M.R.C.P. 
Lond., M.R.C.S., Assistant House Surgeons. 

St. Thomas’s Hospital: Squires, F. V., M.R.C.S., L.R.C.P. 
Lond., Back, G. A., M.R.C.S., L.R.C.P. Lond., 

Granger, E. D., M.B., B.S. Lond., Hamilton, C. K. J., 
M.B., B.Ch. Oxon., Liang, P. T.. B.Ch. Cantab., D.T.M., 
Whitelaw, A. D., M.R.C.S., L.R.C.P. Lond., Tracy, 
G. D. C., M.R.C.S., L.R.C.P. Lond., and Humfret, 
S. H. C»., M.R.C.S.. L.R.C.P. Lond.. Casualty Officers 
and Resident Anaesthetists ; Maxwell, L. B., M.R.C.S., 

L. R.C.P. Lond., Hawley, A. T., M.R.C.S., L.R.C.P. Lond., 
Kendall, G. M., M.B. Cantab., and Cardell, J. D. M., 

M. R.C.S., L.R.C.P. Lond., Resident House Physicians ; 
Hobbs, F. B., M.B., B.Ch. Cantab., Resident House 
Physician for Children ; Garnett. D. G.. M.R.C.S., 
L.R.C.P. Lond., Halliwell, A. C., M.B., B.Ch. ,Cantab., 
Low, W. A., M.R.C.S., L.R.C.P. Lond., and Spence, 
D. B„ M.R.C.S., L.R.C.P. Lond.,lResident House Surgeons. 
Brockman, E. P., M.B., B.Ch. Cantab., Resident Ortho- 
peedic House Surgeon; Markin'er, H. I., M.R.C.S., 
L.R.C.P. Lond., Resident House Surgeon for Ear, Nose, 
and Throat; Robinson, R. H. O. B., M.B., B.Ch. Cantab., 
House Surgeon to Block 8 ; Orme, E. S., M.R.C.S., 
L.R.C.P. Lond.. Senior Obstetric House Physician; 
Oranstoun, G., M.R.C.S., L.R.C.P. Lond., Junior 
Obstetric House Physician ; Sparks, E. A., M.R.C.S., 

L. R.C.P. Lond., Senior Opththalmic House Surgeon; 
Cavknaoii, J. B., M.B., Ch. B. Oxon., Wood, 
F. G., B.Ch. Cantab., M.R.C.S., L.R.C.P. Lond., Shaw, 
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BIRTHS. 

Bigi.axd. —On May 29th, at Rodney-street, Liverpool, the 
wife of Dr. Douglas Biglnnd, of a daughter. 

Falconer. —On June 2nd, the wife of Dallas S. Falconer, 
M.B., Ch.B., F.R.C.S., of a eon. 

Swan. —On June 2nd, at Dartmouth House, West Byfleet, 
Surrey, the wife of James Swan, M.C., M.B., Ch.B., F.R.C.S-, 
of a daughter. _ 

MARRIAGES. 

Greaves — Duggan. —On June 2nd, at St. Luke's, Grayshott. 
Dr. 8. So wry Greaves, D.S.O., M.C., to Eva Duggan. 
M.B.E. 

Shepherd—Gordon. —On June 2nd, at St. John’s Wood 
Presbyterian Church, London, George A. Shepherd. 
M.B., Ch.B., Mornington House, Old Southgate, London, 
to Coral Ogilvie Gordon, M.B., Ch.B. 
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DEATHS. 

Fortkscuk-Brickdale. —On June 2nd, at Clifton. John 
Matthew Fortescue-Brlckdale, M.D. Oxon., M.R.C.P. Lond.. 
aged 51. 

Jupp. —On June 6th, at Chalfont Park Hotel, Gerrords Cross 
of pneumonia, Ralph Tennyson Jupp, M.B., F.R.C.S., 
aged 45 years. 

Little. —On May 30th, at Midglmm, Berks. Capt. Gerald 
Lewis Little, M.B., F.R.C.S., I.M.S , retired, aged 37. 

Morton. —On May 28th, at Territet, Switzerland, Charle* 
.Tames Morton, M.D. Edin., late of Walthamstow and 
Welbeck-street. 

Sktrmk. —On May 28th. Christopher Ralph Skymie, M.B.. 
B.C.. B.A., of Albany-road, Bexhill-on-Sea, in hi- 

49th year. 
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Sjprt dUmmettis, anb ^nsbitrs 
to ULormponbents. 

ALPINISM.* 

By Joseph Barckoft, C.B.E., M.A., F.R.S. 

The effects of rare air upon the human body have always 
hail a peculiar fascination for those who make physiological 
inquiry their life’s work. In spite of all the thought that 
has been spfrnt on it in the last fifty years, the subject is 
as full of interest as ever. For this there are several 
reasons. On the intellectual side it is evident that the 
knowledge already gleaned has merely served to arouse a 
•deeper interest; on the practical side the effects of rare 
air, ceasing to be the monopoly of a few mountaineers, 
have become the limiting factor of the activities of 
airmen. In this way the air is now vital to the world 
system of modern transport. Moreover, within the last 
decade it has become abundantly apparent that many if 
not all the symptoms of mountain sickness are simply J 
due to some kind of deficiency of oxygen in the arterial 
blood—a condition also to be found in many pathological 
conditions. In such the condition of “ unsaturation ” 
of the arterial blood is, how'ever, associated with other 
troubles. If, therefore, we desire to study the effect of 
this type of oxygen-want for the purpose of applying the 
knowledge to general pathology, it is best to study it in 
its least complicated form—namely, where unsaturation 
of the blood is simply brought about by insufficient pressure 
of oxygen in the inspired air. 

“ Oxygen-Want." 

The phrase “ oxygen-want ” requires a word of caution. 
Oxygen-want in the body may arise from causes other than 
insufficient oxygen saturation in the arterial blood. It is 
not, therefore, a foregone conclusion that information 
gleaned in the high Alps can be applied to general condi¬ 
tions of oxygen-want. Anoxaemia, which by convention 
means want of oxygen in the tissues, and not merely as its 
derivation implies—want of oxygen in the blood—may be 
divided into three classes 1 : (1) the anoxic type, in which 
the arterial blood is unsaturated ; (2) the anaemic type, in 
which the amount of haemoglobin per c.cm. of blood is too 
small ; (3) the stagnant or ischaemic type, in which the 

blood flow is too slow. 

Mountain Sickness. 

Mountain sickness is typical of the anoxic type, but 
not at all typical of the anaemic or of tho ischaemic 
types. Let us pass to the closer study of it. Probably 
if nine out of every ten persons were asked what they 
understood by the term “ mountain sickness,” they would 
reply that most persons on ascending high mountains, 
and some on ascending lower ones, vomited. Anti- 
peristalsis is a natural safety valve ; but as the study of 
mountain sickness has proceeded vomiting has held the 
attention of researchers in a gradually decreasing degree ; 
at present if one were to ask half a dozen physiologists who 
have worked at over 10,000 feet what they observed, it is 
probable that not one of the six w r ould mention vomiting 
as being the first symptom to cross his mind. Yet in point 
of fact mountaineers who have camped at over 20,000 feet 
have told me that alimentary trouble is the factor which 
places the real limit in the altitude attainable. Before 
discussing the symptoms of mountain sickness in some 
detail let me first define the cause more particularly than I 
have yet done. 

Cause of Mountain Sickness. 

As an ascent is made the barometric pressure gradually 
diminishes, till at the summer snow line in the Alps (10,000 
feet) it is 540 mm., and at the summits of the highest peaks, 
such as those of Mont Blanc and Monte Rosa (15,000-10,000 
feet), the observer is above nearly half the atmosphere and the 
barometer stands at but 440 mm. As the barometric 
pressure falls, so in proportion falls the pressure of oxygen 
which is always approximately one-fifth of the barometric 
pressure. The figure show’s the oxygen pressure in the 
Atmosphere plotted against the altitude in feet. The 
blood, however, is exposed not directly to the atmosphere, 
but to the air in the alveoli of the lungs. The composition 
of this alveolar air cannot be predicted, but measurements 

• Being one of a course of advanced lectures in physiology 
given In the Physiological Laboratory of St. Bartholomew’s 
Hospital, London. 

1 Barcroft: Presidential address, Soction I., of British Asso¬ 
ciation, (;ardiff, 1920. 


have been made up to about 15,000 feet in the Alps with 
the result shown in the figure. At sea-level, when the 
atmospheric air forms an oxygen pressure of 160 mm., the 
oxygen in the alveolar air has a pressure of 100 mm. In 
other words, the human body, by its configuration, starts 
with a handicap against it of about 12,000 feet. 

To carry the investigation from the alveolar air to the 
blood which it aerates, one may ask w r hat difference 
this gradually decreasing-pressure oxygen makes to the 
blood. That* is the kernel of the whole problem of the 
physiology of alpinism. The lowest line in the figure shows 
the extent to which the blood w’ould be oxygenated if 
exposed to the alveolar air of the corresponding altitude at 
the normal body temperature. At the sea-level 95 per 
cent, of the ha*moglobin functions and the remaining 5 per 
cent, leaves the lung without any load of oxygen. As the 
altitude increases the fall in oxygen pressure produces very 
little effect upon the amount of oxygen taken up by the 
arterial blood, but at about 15,000 to 18,000 feet a critical 


Percentage 

Mm. of of satura- 

Hg. tion. 



Sea 5 10 15 20 25 

level. Thousand feet. 

Percentage of hocmoglobin available for transport of 
oxygen from the lung if the composition of the alveolar 
air were as shown. 

point is reached, and at altitudes above this the blood 
ceases to function with increasing rapidity, the line separat¬ 
ing the haemoglobin which does not function from that 
which does. This constantly, and above 18,000 feet 
rapidly, rising curve of ” unsaturation ” of the arterial blood 
in the physiological mountain which the body has to scale, 
somewhere on it is the real limit to man’s faculties and 
activities. This curve is the real Everest. 

Effects of High Altitudes on the Blood. 

Since the blood permeates all the organs of the body the 
changes which it undergoes may first be studied. Apart 
altogether from the actual amount of oxygen which the 
blood carries at any one time, the properties of the fluid as 
a whole undergo certain well-defined alterations, directed 
towards the preservation of an approximately constant 
hydrogen-ion concentration. Our knowledge is limited by 
the fact that actual measurements of the hydrogen-ion 
concentration of the blood as it exists in the body have 
never been made at high altitudes. Hydrogen-ion measure¬ 
ments have been made in chamber experiments both at 
Copenhagen 2 and on my own blood at Cambridge. 8 These 
measurements seem to agree in showing that in the chamber 
there is no change in the reaction of the blood which is 
large enough to be outside the range of error of the electrode. 

* Hasselbach and Lindhard: Zur experimentellon Physio¬ 
logic des Hohenklimas, Biochem. Zeitscbr., 1915, lxviii., 295. 

* T. R. Parsons, W. Parsons, J. Barcroft: Journal of Physio¬ 
logy, 1919, vol. liii., p. 111. 
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Measurements before incarceration and after six days in 
my case were for the reduced arterial blood pH = -7-35 and 
-7-36 respectively. Such constancy of reaction is far from 
a matter of course. For it is maintained in spite of one 
factor at all events which would tend to disturb it greatly— 
namely, a marked fall in the concentration of free carbonic 
acid in the blood. To compensate for the loss of free CO # , 
which would tend to make the blood more alkaline, the 
kidney secretes alkali and so preserves the balance. In 
this presentation of the subject I have, as it were, stopped 
the film to show r the most striking picture. The ends of the 
film are much less definite and extremely difficult of inter¬ 
pretation, especially as regards what is cause and what is 
effect; for the moment we will leave the matter here. 

The constancy in the reaction of the blood seems to carry 
with it one very important functional property of the blood 
—namely, a constancy of the power of the haemoglobin to 
unite with oxygen. So far then as the resting body at 
high altitudes is concerned, the blood preserves its normal 
power of acquiring oxygen in the lung and of giving it over 
to the tissues.* During muscular exercise, however, the 
reaction of the blood is not constant either at <low or on 
high mountains 8 6 •. The blood becomes more acid, 
and in two words the effect of altitude is that a much less 
amount of exercise will produce the same change in reaction 
at altitudes than at low, therefore every derangement duo 
to exercise appears with correspondingly greater facility 
at high altitudes. The following data from a chamber 
experiment illustrate this point :— 


In atmospheric In chamb< , r . 


Quantity of exercise in 

36 inins. .. .. 4000 foot pounds. 2700 foot poimds. 

Pressure of oxygen— ! 


In air .. ~ 

87 mill. 

160 mm. 

In arterial blood .. 

48 mm. 

100 mm. 

Exponent of hydrogen- 
ion concentration of 
blood during rest 

7-43 

7-44 

Ditto at end of exeroiso 

7*35 

7-36 

Difference 

0-08 

0-08 


Analysis of the blood on Monte Rosa and elsewhere 
seemed to show that the increase in acid is due jirincipally 
to the formation of lactic acid by the muscles. 

The Heart . 

It is notorious that life under anoxnmic conditions puts 
a strain upon the heart. Any considerable amount of 
exercise causes evident palpitation, and here I would 
remind you again that at high altitudes no one does take 
any considerable quantity of exercise. But even at rest 
there is usually some quickening of the pulse ; not only is 
this quickening the direct result of oxygen-want, but the 
suddenness with which it is abolished by administration of 
oxygen is dramatic. If I may refer again to the experiment 
in my chamber a year ago, I would draw your attention to 
an occurrence which illustrates my point. One night, the 
fourth of my incarceration, I was lying wakefully in bed 
and counting my pulse from time to time ; quite regularly 
it was within a beat or so of 86. The time was 2 a.m. For 
a few moments I left the chamber and went into the outer 
air. In less than a minute it had dropped to 58—a normal 
figure for me at that time—and even mild exercise on the 
bicycle ergometer did not greatly raise it. It is evident, 
therefore, that the heart itself was not in an abnormal 
state*, and—apart from the anoxa?mic conditions under 
which it was working—not unduly irritable. 

Let us now turn to consider what the strain on the heart 
means. How are we to estimate “ what the heart is doing ” ? 
I use this phrase advisedly, because I wish to avoid the 
phrase “ work done by the heart,” which has a definite 
physiological significance that I do not wish to convey. 
“ The work done by the heart,” or at least by the left 
ventricle, means approximately the volume of blood put 
out and the mean pressure at which it leaves the ventricle. 
This may be no indication of the strain put upon the heart. 
I will give you a case in point. 


4 Barcroft: TeneritTe Expedition, Journal of Phvslologv, 
1912, xlii., p. 41. 

1 Report of Monte Rosa Expedition, 1911, Phil. Trans. 
B. 206, 49. 

• Barcroft: The Respiratory Function of the Blood, chapter 
xvlli. 

' Barcroft, J. f Boek.E. N.. and Houghton. F. J. W., communi¬ 
cated by Pbysiologicul .Society, May, 1921, to be published in 
*• Heart.” 


. Just now I have a pupil w'ho suffers from paroxysmal 
tachycardia. 7 His heart suddenly commences to beat at 
about 200, and continues so to do for about eight hours. The 
quantity of blood which leaves the heart drops from 8 to 
3 litres per minute, and as, the arterial .pressure is not greatly 
altered, the work done by the left ventricle would drop 
in the same proportion. Yet, of course, it is inconceivable 
that the man’s heart is in reality having a rest. We must 
seek some other numerical estimate of the strain which the 
heart is sustaining. In this connexion I would refer you 
to the w ork of Rohde. 

Rohde, 8 w'orking on the perfused heart, came to the 
conclusion that the oxygen used by the heart, which may 
perhaps be taken as a measure of the energy w hich it is 
transforming, varied with the product of the pulse-rate x 
the maximal pressure at each beat. Since Rohde’s time 
the subject has moved rapidly, and all the beautiful work 
on the metabolism of the heart which we associate with 
the heart-lung preparation® has been carried out. Yet the 
simplicity of Rohde’s result gives it a value which still 
remains, because the elements from w'hich he builds his 
measure of “ w hat the heart is doiug ” are such as can be 
estimated—the pulse and the systolic pressure. If we 
apply Rohde’s test to the case of paroxysmal tachycardia 
to which I have referred a result appears quite opposite 
to that given by conventional measurement of the ” w^ork.” 
The pulse in this person, normally 80, with a systolic pres¬ 
sure of 120 mm., rises to 200 w r ith a systolic pressure of 
100 mm. Therefore there is reason to suppose that the 
metabolism of his heart during the attack is increased in 
some such ratio as 20,000 to 9600, while the amount of 
blood which it distributes is less than halved. 

If w'e apply the same reasoning to the figures which I 
gave for my experiment in the chamber, the pulse, as I 
said, dropped from SO under anoxsemic conditions- to 58 
outside the chamber, the arterial pressure was 105 in the 
chamber, while it normally is 110, so that the limiting 
figure for the product of the arterial pressure and the 
pulse was :— 


In the chamber in oxygen .. .. 86x105=9030 

Outside the chamber In 21 per cent. 

oxygen .. .. .. .. 58x110=6380 


The above figures are, of course, only approximations, 
because the data used are the mean arterial pressures, and 
not, as they should be, the systolic pressures. Neverthe¬ 
less. as approximations they illustrate the point that the 
heart is doing more than is normally the case during rest. 

A natural inquiry arises as to what is driving the heart 
to its unusual exertions. The answer is, I think, the 
“ nervous system.” Dr. W. E. Dixon and I have taken many 
tracings in years gone by of perfused mammalian hearts 
which had been excised from the body and to which the 
supplv of oxygen was gradually reduced. In no case did 
we ol>serve a quickening as the result. Whether the 
anoxaemia causes a stimulation of the sympathetic or a 
diminution of the vagus tone, or both, is as yet uncertain. 
In the absence of any direct proof that the C.N.S. is stimu¬ 
lated by diminished pressure of oxygen in the blood, one 
rather leans to the idea that the vagus control is to some 
extent withdrawn. It is natural to see in this increased 
activity of the heart some sort of compensation to the body 
tor the anoxic condition of the blood. One might suppose 
hat by the supply of an increased volume of blood per 
minute the body might get the quantity of oxygen which 
it required, but w T e have no knowledge that such is the case. 
So far as man is concerned the data are lacking; such observa¬ 
tions as exist w ere made on the cat by Doi, 10 who found no 
increase in the volume of blood driven round the body 
when diminished pressure of oxygen in the inspired air led 
to a quickening of the pulse. 

I have dwelt on the heart at rest because, little as we 
know T about the effect of anoxaemia upon it, that little is 
at least more than we know' about its effect on the heart 
during exercise. Yet, of course, the fact about the heart 
w’hich impresses itself upon the mountaineer is not increased 
pulse-rate at rest, but the increase in the pulse-rate caused 
by a very trifling degree of exertion. Dr. J. S. Haldane once 
put this point very pithily to me; he said : ** Over 10,000 
feet everybody is a case of disordered action of the heart.” 

In view of the amount of w’ork which has been done 
within the last five years on disordered action of the heart 
and on effort syndrome, it is much to be hoped that the 
investigations of mountain-climbers in this direction may 
early bear considerable fruit. In the meantime let me pass 
from the vascular system to its partner in the effort 
syndrome—the respiratory system. Just as there is usually 
some quickening of the heart at high altitudes, so there is 
usually some increase in the total ventilation even at rest. 


• Rohde : Arehiv f. Exp. Path, und Pharm.. 1912, Bd. lxviii., 
p. 401; quoted Respiratory Functions of the Blood, p. 90, et seq. 

• Starling, H. J., and Colleagues: Journal of Physiology; 
Evans : Ibid., xlv., p. 230. 

»• Y. Dol; Journal of Physiology, 1921, lv., 43. 
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Respiration. • 

More light is necessary on the cause of the mechanism 
by which the increase in the volume of air which enters 
and leaves the chest is brought, about. There are two 
theories on the subject, for each of which there is something 
to be said, and which indeed are not at all mutually destruc¬ 
tive. The first is based on two ideas largely accepted as the 
result of work by Haldane and Priestley, 11 (1) that increased 
total ventilation is a function of increased hydrogen-ion 
concentration of the blood ; (2) that the increase of 
hydrogen-ion concentration is necessary to produce a per¬ 
ceptible increase in total ventilation is very slight. The 
second theory is that the hydrogen-ion concentration of the 
blood which reaches the respiratory centre is precisely the 
same at high altitudes as at low ones ; but that in view of 
the fact that the arterial blood contains somew’hat less 
oxygen than usual, the respiratory centre is more active. 
The actual evidence on which a decision could be based as 
to which of these two theories is correct is very meagre. 

The theoretical questions at issue are : (1) is the hydrogen- 
ion concentration of the blood altered (with that we have 
already dealt) and (2) does the degree of anoxaemia experi¬ 
enced in the Alps alter the respiratory rhythm ? 

The following data may be quoted on this subject from 
my chamber experiment, some of which have already been 
discussed. A measured quantity of work was carried out 
on the bicycle ergometer (a) in normal air, (6) at the end of 
six days of progressively anoxaemic conditions ; the increase 
of hydrogen-ion concentration of the blood and the total 
ventilation were observed. 



Work 

performed. 

Increased 
hydrogen-ion 
concentration 
of blood. 

Increased 

total 

ventilation. 

Under normal 

4600 foot 

7-43—7-35 

29-2 — 8-2 

conditions 

pounds 

-0 08 

= 21 litres. 

Under anoxaemic 

2700 foot 

7-44-7-36 

32-2-6-1 

conditions 

pounds. 

= 0-08 

-26 litres. 


The figures show that in each case there was the same 
increase in hydrogen-ion concentration of the blood and 
almost the same increase in the total ventilation, so that 
they afford little help to the theory that the anoxaemic 
conditions had rendered the centre unduly irritable. On 
the other hand, they show that this increase in the hydrogen- 
ion concentration of the blood had under anoxaemic condi¬ 
tions resulted from little more than half the effort that had 
been required to produce it in atmospheric air. This single 
experiment, and as far as I know it is the only one avail¬ 
able, would appear to favour the idea that the acidaeraia 
factor in effort syndrome is exaggerated at high altitudes, 
and that there is little change in the irritability of the 
respiratory centre. While the above experiment gives little 
support to the theory of increased irritability of the respira¬ 
tory centre as the result of oxygen-want, it also sheds no 
light on the alternative theory that the increased ventila¬ 
tion at rest is due to increased hydrogen-ion concentration 
of the blood. In the experiment in question there was no 
increase in total ventilation during rest. 

Skeletal Muscle. 

first, then, let us consider the musculature. In con¬ 
nexion with the muscles of the body the effect of oxygen- 
want, which is to me most interesting at the present time, 
is not much stressed by climbers—namely, undue stiffness. 

It forced itself first upon me, not in the Alps, but in my 
own respiration chamber, when sojourning there about 
15 months ago. It was my custom to pass some portion 
of the afternoon taking muscular exercise in the form of 
riding the bicycle ergometer. The result of this exercise 
was to make me very stiff. Quite recently, however, the 
same phenomenon occurred in a much more telling way. 
Three subjects were testing their capacity to do mental 
work in an atmosphere which was poor in oxygen, to which 
they were quite unacclimatised. In one case I suggested 
to Dr. J. P. Lawson, of the Cambridge Psychological Depart¬ 
ment, who was carrying out the research, that they should 
undertake physical exercise previous to the mental tests. 
This they did in the shape of Swedish drill, with the unlooked- 
for result that they suffered acutely from stiffness, which 
was very definite for three days, and only disappeared 
entirely at the end of a week. Dr. Lawson describes the 
degree of stiffness in his own case as having been exceeded 
on the previous occasion—namely, when entirely out of 
training he ran eight miles without a stop on a club run. In 
control experiment, in which the same drill was undertaken 
in air after the lapse of about three months, the same 
subjects experienced in one case no stiffness, in two others 

11 Haldane and Priestley: Journal of Physiology, 1905, 
xxxii., p. 225. 


stiffness of a quite inferior order. No doubt the less the 
anoxaemia the greater the amount of exercise which can 
be taken without subsequently paying the penalty of 
stiffness. Until trained, muscle, whether because it needs 
less oxygen or because it is supplied with more, can take 
almost as much exercise in normal conditions as it is 
capable of. Such, then, is the subjective effect of oxygen- 
want on muscular exercise. The principal objective effect 
which has been discovered is the excessive amount of lactic 
acid which appears in the blood. 5 The possible relation 
between the subjective stiffness thus observed, the objective 
changes in turgidity, and the properties of muscle proteins 
which are known to occur in muscle when stimulated under 
grossly anoxtemic conditions form an interesting subject. 

Effects of High Altitude upon the Mind. 

These effects are perhaps the most interesting of the 
whole, series. It is a wonderful thing to see a man’s whole 
character change as the result of exposure to a certain 
degree of rarity of the atmosphere, and I am sorry to s^y 
this change is always for the worse. Usually some want 
of restraint occurs which takes different forms in different 
individuals, the best tempered men may become testy, the 
most equible may become hilarious. I am sorry to say I 
have yet to meet the man who becomes pleasanter to live 
with when he is at 12,000 feet altitude than at the sea-level. 
These traits may pass into that apathy which is well known 
to beset climbers, and of which I could give many instances. 
These traits suggest some sort of intoxication, but such 
dependence of character on environment brings one into a 
much wider sphere than that of experimental physiology 
which limits the scope of this paper. 


NATIONAL CHILDREN ADOPTION ASSOCIATION. 

This voluntary organisation was founded by Miss Clara 
Andrew with the primary object of assisting children 
orphaned or rendered destitute by the war. Its aims were 
subsequently extended, and now’ include the formation of 
a National Register of those who are willing and able to 
guarantee the future welfare of some needy child, and of a 
similar register of children accepted by the committee as 
suitable for adoption. No premiums or weekly payments 
are allowed to adopters of children, and the interests of 
both parties are further guaranteed by references, doctors’ 
certificates, and interview’s as considered necessary. It is 
hoped that several hostels will shortly be established in 
connexion w’ith the association ; one hostel at Tower 
Cressy, Campden Hill, W., has been open since December, 
1919, and others have since been opened in London and 
Southampton. The address of the association is 19, Sloane- 
street, London, S.W. ; subscriptions should be sent to 
the treasurer, National Children Adoption Association 
(Francis O. Rybot, Esq.), c/o London Joint City and 
Midand Bank, 449, Strand, London, W.C. 2. 

MALINGERING AND SIMULATION. 

In a paper contributed to the Military Surgeon for May 
Dr. Tom A. Williams deals with Malingering and 
Simulation of Disease in Warfare, contrasting thetwo 
extreme views held in the army about malingering: the 
first that all complaints by the soldier not easily intelligible 
by the medical officer are feigned and to be punished, the 
other that all detected simulations are the result of mental 
abnormality and are to be treated accordingly. His own view 
is that malingering is the outcome of a selfish desire for 
greater comfort than the environment supplies, a desire to be 
fought by moral stimulus, and by the fear of punishment 
which will make the already uncomfortable environment 
still more inconvenient. He notes in France and the 
United States a tendency to relieve simulators of responsi¬ 
bility, but thinks that in England borderland criminals are 
apt to be punished unless conspicuously insane. Malinger¬ 
ing and the exaggeration of symptoms do not occur in 
simple severe injuries requiring amputations, but in slighter 
and less definite injuries, especially concussion cases without 
external w’ounds; that is why relatives and nurses must be 
warned not to keep aw’ake the patient’s memories of 
past horrors, nor to dw’ell on his future uncertainties. 
The malingerer has really a very bad time; he must be 
constantly on the alert to see his story is being in no way 
discredited, arid that anxiety wears him dow r n and ho 
loses colour and W’eight, and people think this proves him 
ill. 8uch cases do become nervous and afraid of detection, 
and are ready to recover if some new and striking treatment 
gives them an excuse. One patient w 7 ho had been for eight 
months a deaf-mute indicated one afternoon that he 
expected to recover. He went out for a w r alk, and the 
evening paper announced he had had a fit in a public place 
and on coming to himself gave out to his kindly helpers 
that he had recovered, thank goodness ; later he wrote a 
letter to the doctor, thanking him for saving him from 
court martial, and promising to do all he could to atone 
for his conduct. 
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BRIGHTON AND THE BLIND. 

The Brighton Town Council lias just adopted & scheme 
for the exercise of the powers conferred on the council 
under the Blind Persons Act, 1920, and has voted a grant 
of £100 to the local Blind Relief and Visiting Society. The 
object of the scheme is to keep in touch with babies born 
blind or with defective sight, and in the case where the 
home is unsuitable and where the infant shows signs of 
not developing there is provision for the infant being sent 
to the National Institute’s Home for Blind Babies. Pro¬ 
vision is also made for children of school age, for the 
teaching of basket-making, chair-caning, Ac. after school 
days, and for the marketing of goods. 

AN EXAGGERATED REPORT. 

Our Geneva Correspondent writes : Although a good 
deal of excitement has been aroused over an incident 
in the surgical clinic here, no rumour current is quite so 
startling as that found in the English press that “ the 
sitrgeon . . . extracted the beating heart of a man lying 
unconscious on the operating-table.” The patient in question 
was a suicide who had inflicted on himself an incised wound. 
The knife had penetrated the heart and diaphragm. The 
thorax was opened with the idea of suturing the heart 
muscle, but the man was already dead. It is said that one 
of the assistants saw a fibrillation or contraction after 
adrenalin had been injected into the heart. The fact that 
the surgeon proceeded to open the abdomen seems to be 
criticised both on the ground that the patient was dead 
and therefore that no further procedure was proper in 
the operating-room, and on the ground that as a contraction 
of the heart had been seen the patient was not beyond hope 
of recovery, and therefore exploration of t he abdominal cavity 
was unjustified. A competent commission is investigating 
these and similar charges and will report in due course 
In the meantime it should be understood that the dispute 
is rather on a question of technique than on a question of 
honour, and that whatever the result of the present inquiry 
no gross impropriety can be charged to the surgeon. 

CONJOINT BOARD OF SCIENTIFIC SOCIETIES. 

The fourth report of this Board shows that scientific 
investigation is being seriously hampered by the heavy 
cost involved in the publication of results. An unusually 
large number of papers are being communicated, including 
many held up during the war, while the resources of the 
societies are insufficient at present prices to publish even 
the normal pre-war number. The country is thus in 
danger of being handicapped at a time when the re¬ 
habilitation of industry is in serious need of scientific 
assistance. A short abstract of the third report of the 
Committee on the Water Power of the Empire is included 
in the report of the Board. It is claimed that too little 
is being done to ascertain the total resources available, 
or to secure uniformity in investigation and record. It is 
urged that steps should be taken to convene an Imperial 
Water Power Conference in London at which the various 
Dominions and Dependencies of the Empire should be 
represented. Such a conference might result in the 
creation of an Imperial Water Power Board with extensive 
powers to carry out a comprehensive policy for stimulating, 
coordinating, and where neccssnry assisting, development 
throughout the Empire. 

The Conjoint Board of Scientific Societies has also dealt 
with questions relating to the formation of National Research 
Committees in connexion with the International Research 
Council formed in 1919 ; with the collection of scientific 
data in the former German Colonies ; and with instruction 
in Technical Optics. The research on glues and other 
adhesives initiated by the Board as a war measure, at 
the instance of the Air Ministry, has now been taken over 
by the Department of Scientific and Industrial Research. 

EUGENICS EDUCATION SOCIETY. 

In his address at the annual meeting of the Eugenics 
Education Society on June 7th Major Leonard Darwin said 
that eugenics hail been called a dismal science, it should 
rather be described as an untried policy. If combined 
with an equal striving for improvements in human surround¬ 
ings, it would more truly justify a hopeful outlook than 
anything ever yet tried. Both in genetics and eugenics 
further advances in knowledge are much needed, and many 
inquiries are now only held up for want of funds. The wisdom 
of attending to breed in the cast* of cattle and dogs is 
universally admitted. Experiences in the stockyard 
enabled us better to understand the laws of natural inherit¬ 
ance, but reliance on those laws does not imply that the 
methods of the animal breeder should be introduced into 
human society. Eugenists advocated nothing which was 
contrary to the high<*st religious ideals. They had been 
accused of wishing to abolish love as a guide to conduct ; 
but this was false. They wished to purify it of all harmful 


influences. Love was largely aroused by advantageous 
moral and mental qualities, and it formed the firmest 
foundation on which to base a eugenic policy. By pro¬ 
moting right ways of regarding sexual problems the 
moralist was often unknown to himself striving to 
improve the racial qualities of future generations. We 
should encourage the discussion of all relevant- reforms, 
but should be cautious in recommending governmental 
interference. If action be too bold, progress will be slow, 
for the wrong road will often be taken. If discussion be 
not bold, progress will also be slow ; for a nation cannot 
grope its way quickly in the darkness of ignorance. As to 
sterilisation, for example, by open discussion true conclu¬ 
sions would be most likely to bo reached. Nearly every 
subject should be discussed, the occasion being properly 
chosen. Politicians mainly settle how far the teaching of 
science is to affect legislation, and this they do largely to 
catch votes But the votes of future generations cannot 
now be caught, and their interests will receive scant 
attention in all democratic countries. Eugenists should 
discuss long and freely, and when they do advance, advance 
boldly. Eugenics aims at increasing the rate of multipli¬ 
cation of stocks above the average, and at decreasing that 
rate in the case of inferior stocks. Eugenists put moral 
qualities first, mental second, and physical laat. When 
science taught us that man had been slowly evolved from 
some ape-like progenitor, it gave rise to a new hope that 
that upward march would be continued, and out of that 
hope sprang the eugenic ideal. But science, whilst giving 
good grounds for hopes, also issued a grave warning con¬ 
cerning the danger of national deterioration from the 
unchecked multiplication of inferior types. A determina¬ 
tion that such a downfall shall not be the fate of our nation 
if we can help it is a sentiment felt by all of us who an* 
inspired by the eugenic ideal. 

SHOT BEFORE BIRTH. 

From Guatemala, where the use of firearms is more 
free than in the equable English climate, there comes a 
curious story of how* a baby ivas shot before birth and 
probably saved her mother’s life at the expense of a slight 
flesh wound only. Dr. Joaquin Barnoyag, who relates the 
story 1 was a good deal puzzled by the case. His patient, 
aged 24, had certainly a small round wound two fingers’- 
brcadtli above the umbilicus. But there were no serious 
symptoms, nor even was there any pain. Although the 
woman was only eight months pregnant, labour began on the 
night of her admission into hospital and a healthy girl was 
born. It was not till two days later that the doctor ava« asked 
to see a suppurating fistula on the baby’s left buttock. He 
probed but could find no metal. Clearly the bullet had 
entered the uterus—but what had happened afterwards ? 
The X rays failed to discover it in mother or child. The 
mother’s clothing showed only one hole. Completely 
mystified, Dr. Barnoyag asked the mother herself what had 
happened to the bullet and she at once admitted that she 
had found one in her bedclothes shortly after the baby was 
born. If there had been no pregnant uterus to catch the 
missile no doubt the intestines would have been perforated 
and the woman would very possibly have died either from 
haemorrhage or from peritonitis. 

INTRATRACHEAL INSUFFLATION OF CHLORO¬ 
FORM : A SIMPLE METHOD. 

Mr. G. F. V. Anson, M.R.C.S., L.R.C.P. Lond., late 
senior anaesthetist to the Children’s Hospital. Birmingham, 
and assistant anaesthetist to the General Hospital in that 
city, who is now on his way t-o New Zealand, where he 
intends to continue his studies, writes as follows :— 

‘‘ I venture to bring to the notice of the medical profes¬ 
sion a method of giving an intratracheal insufflation of 
chloroform vapour. I have used the method a number of 
times, and have found it eminently satisfactory. The 
patient is amesthet-ised by the usual methods, and an intra¬ 
tracheal catheter is passed through either the mouth or 
the nose. The catheter is connected by rubber tubing to 
a mercury safety-valve (such as is fitted to all intratracheal 
apparatus), and this, in turn, to an oxygen cylinder, from 
which a slow' stream of oxygen is allowed to flow. Into 
the delivery tube of a Junker apparatus is then fitted a 
large hypodermic needle of about the bore used with a 
Barker spinal anaesthetic syringe. This needle is after¬ 
wards passed into the lumen of the rubber tube near where 
it joins the intratracheal catheter. By squeezing the bulb 
of the Junker apparatus a slow stream of chloroform vapour 
is allowed to mix with the oxygen. The rate of delivery 
of the chloroform vapour is curtailed to within safe limits 
by the bore of the needle. 

“ The method is of considerable use in such operation? 
as diathermy of growths in the mouth and pharynx W'here, 
of course, the use of ether is contra-indicatcd.” 


1 La Juventud Medics, vol. xvil.. No. 200, p 206. 
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IN FOUR SECTIONS—SECTION III. 

Murmurs. 

Misconception of the Significance of Murmurs. 

I recognise at the outset that in dealing with 
murmurs I have to overcome, a great number of 
erroneous notions held by the medical profession 
with conviction. The idea that a perfectly sound 
heart may show a murmur is so surprising to many 
doctors that they cannot accept it. Their view seems 
to be that if murmurs are not organic they are func¬ 
tional and imply debility or some other condition of 
weakness. That a murmur may be as physiological 
&8 a pure sound is altogether outside the limits 
of this faith. I know that some doctors are ready to 
admit that some murmurs may be without signifi¬ 
cance ; but nowhere have I found a description which 
makes clear the exact difference between murmurs 
of serious significance and those which are innocent. 
It is on this ground that teachers have failed to 
enlighten their students. They hedge so much 
in their descriptions that their pupils go forth with 
vague ideas and consider it wiser and safer when 
in practice to view all murmurs with suspicion. I 
•peak of this from a wide experience derived not only 
by seeing individuals to whose murmurs an un¬ 
necessarily grave significance has been attached, but 
also by questioning doctors as to their views. 

In no field of medicine, so far as I know, has this 
attitude towards murmurs proved so disastrous 
as in pregnancy. The detection of an innocent 
murmur has often supplied a reason for forbidding 
pregnancy or even marriage. Indeed, when I ponder 
on this subject I am sometimes inclined to think that 
the discovery of auscultation has actually done more 
harm than good to the practice of medicine. 

It is necessary, if we are to make any progress 
at all, to understand wherein lies the danger asso¬ 
ciated with murmurs. Most murmurs seem to arise 
at the valve orifices of the heart. It has been demon¬ 
strated that certain damaged valves give rise to 
abnormal sounds, and it is evident from the appear¬ 
ance of the valves post mortem that the flow of blood 
must have been hindered on passing through the 
orifice or that the valves, being incompetent, have 
allowed blood to escape backwards. In this way 
the work of the heart muscle has been hampered. 
An additional burden being thus thrown upon his 
heart, a man leading his usual life puts a greater 
strain on this organ than it is fit to bear. Thus it is 
only a matter of time until the muscle becomes 
exhausted and heart failure sets in. But there are 
murmurs which do not indicate damaged valves, or 
valves damaged to such a degree as to cause embar¬ 
rassment to the heart, and it is necessary to dis¬ 
tinguish between these murmurs and those which 
indicate valve damage which embarrasses the heart. 

Physiological Murmurs. 

, Physiological murmurs are always systolic in 
and it is impossible to tell the origin of the 
greater number of them. They may be loudest 
at the apex or at the base, or at mid-sternum ; they 
may vary with respiration or posture ; sometimes 
they are heard w hen the patient is lying and disappear 
when he stands up ; again, they may be present 
on standing and disappear on lying down. Much 
time has been spent in speculation on their causes, 
*nd fanciful names have been bestowed upon them. 
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From the point of view of the heart’s efficiency they 
are negligible. They indicate neither disease nor 
impairment, and do not foreshadow the oncoming 
of any heart trouble. I make this statement as 
wide a one as possible, for I have watched great 
numbers of people at all ages—the young growing 
into manhood and womanhood, leading strenuous 
lives, and in the case of the women bearing children 
—yet in no case have I seen any harm result from the 
fact that their doctor ignored these systolic murmurs. 
Moreover, there is not to be found in the whole 
literature of medicine, so far as I am aware—and I 
have diligently sought for such evidence—a record 
of a single case of an individual, man or woman, 
who suffered from heart failure of which a systolic 
murmur was the only symptom. 

Functional Murmurs . 

Functional murmurs are usually assumed to be 
due to dilatation of the heart; the orifices of the 
valves are supposed to be rendered so wide that the 
valves fail to close them. This is not entirely 
correct, for while it is true that we may find a murmur 
with dilatation of the he^rt, we may often find great 
dilatation without a iriurmur. Further, murmurs 
come and go when there is no perceptible change 
in the size of the heart; they may, for example, 
appear only when the organ is excited or when the 
patient stands up, and may disappear when the heart 
quiets down or the individual is at rest. Again, 
murmurs which we find when the heart is acting 
quietly, with the body at rest, may disappear on 
exertion or excitement. 

From this it can be inferred that there is some 
special mechanism, apart from that involved in 
the dilatation of auricle and ventricle as a whole, 
which is capable of producing a murmur. This 
obscure mechanism varies in its efficiency according 
to circumstances which we are still unable to appre¬ 
ciate. The importance of this is most clearly seen 
in connexion with the hearts of young people, in 
whom it is probable that the organ has a peculiar 
power, which is gradually lost in later life, of adapting 
itself. It must be remembered also that free regurgi¬ 
tation can take place at the mitral and tricu spid 
orifices without producing any murmurs. We 
frequently get evidence of marked tricuspid regurgi¬ 
tation in the veins of the neck and in the liver, yet 
cannot detect a tricuspid murmur when we come to 
listen to the patient’s heart. 

Systolic Murmurs and Heart Failure. 

These systolic murmurs, whether functional or 
organic, are thus supposed to be originated by an 
escape of blood back from the contracting chamber. 
This is called regurgitation and has, as we have 
seen, been assumed to be the chief factor in the 
production of heart failure. From the theoretical 
study of it has arisen the “ back-pressure ” view of 
heart failure. 

There are, however, no accurate data regarding 
the quantity of regurgitant blood necessary to pro¬ 
duce a murmur; and so we are forced to estimate 
this amount by indirect methods. I have been 
able to keep under observation, for 20 or 30 years, 
individuals with loud, rasping, systolic, mitral 
murmurs, who gave a history of rheumatic fever, and 
so permitted me to conclude that the murmurs were 
due to some damage of the mitral valves. These 
patients never suffered from heart failure. I venture, 
therefore, the conclusion that, in them, the leak 
at the valve was small and the damage slight. One 
may thus say that within certain limits, and in respect 
of mitral murmurs due to damaged valves, the 
smaller the leak the louder will be the murmur. 
In the case of functional murmurs, the leak, if there 
be a leak, is so slight that it never, except in cases 
where there exists grave damage to the heart muscle, 
embarrasses the auricles in their work. The small 
quantity of blood thrown back does not alter appre¬ 
ciably the size of the auricles, for we often find mur¬ 
murs in hearts of the normal size. 

B B 
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Differentiation of Functional from Organic Murmure. 

It is not always easy to distinguish between 
functional and organic murmurs. As a rule func¬ 
tional murmurs are systolic in time and are heard 
with equal clearness over different parts of the heart. 
They are usually soft and blowing. But these 
characteristics do not distinguish them from some 
organic murmurs. Indeed, though much has been 
written, and though many attempts at exact differen¬ 
tiation have been made, it remains true that even 
the most seemingly characteristic organic murmurs 
resemble functional murmurs so closely that it is 
not possible in all cases to arrive at certainty. A 
very rough murmur, especially if accompanied by a 
purring tremor or a musical note, is indicative of a 
valve lesion. In the early stages of an endocarditis, 
however, the murmur is usually soft and blowing, 
and so presents “ functional ” characteristics. 

To distinguish between these two murmurs the 
whole circumstances of the case must be considered. 
In the first place, it is necessary to bear in mind 
that a murmur may be a normal event. When 
we find a systolic murmur occurring in an individual 
in robust health who reveals no other cardiac sign, 
such as a thrill or an increase in the size of the heart, 
we may consider the murmur as indicative neither 
of impairment nor of disease. When we find a 
murmur occurring in a debilitated person, we should 
avoid arriving at any conclusion until a search has 
been made for conditions which may account for the 
debility. Examples of such conditions are anaemia, 
imperfect nourishment, insufficient rest, and disease 
of other organs. It is of great importance, too, to 
place in their true perspective murmurs occurring in 
febrile cases, or after the subsidence of an acute 
febrile attack such as rheumatic fever. The question 
in these instances is whether the heart has been 
afFec+ed by the disease process. It is always neces¬ 
sary to bear in mind that the raised temperature 
or the toxins of the illness may produce changes in 
the heart’s action as opposed to changes in its 
structure, and so may give rise to murmurs and even 
dilatation which have no organic basis in the strict 
sense. During the febrile stage of an acute illness, 
therefore, judgment should be suspended. It should 
remain in suspense until definite signs of an organic 
lesion are forthcoming. After a febrile attack a 
murmur which has arisen during the attack may be 
observed to persist, or again a murmur m&y arise 
at this time ae novo. In these cases the other signs 
and symptoms present must be observed and weighed 
duly before conclusions are reached. Thus if, after 
the subsidence of the fever, the rate of the heart 
becomes slow and the respiratory type of irregularity 
develops, it may be assumed that the heart has 
escaped infection and that the murmur is functional. 
If, on the other hand, the rate is persistently increased, 
fear may be justified that the heart has become 
infected, and that active changes are going on. 

Significance of Systolic Murmurs, 

Since it is true that individuals with systolic 
murmurs may be in perfect health, may be leading 
strenuous lives, and may never show any sign of 
heart failure, we are entitled to conclude that these 
murmurs may be a physiological and normal sign, 
and indicate no impairment of the organ’s efficiency, 
nor foreshadow the oncoming of its failure. 

I wish to insist upon this, and I base my insist¬ 
ence on the fact which I have already stated, that 
I have watched numbers of healthy young people, 
who exhibited such murmurs, grow up into manhood 
and womanhood, lead healthy and vigorous lives, 
aiid never show the slightest sign of heart failure. 
We know so little of the causation of murmurs that 
we have small justification indeed for treating them 
as abnormalities. Even if they are due to regurgi¬ 
tation, it is quite conceivable that this regurgitation 
may be consistent with a good functioning heart. 
I have already pointed out that the fear of regurgi¬ 
tation has attained the dimensions of a bogy in 
the medical mind ; further, I have pointed out that, 


even in cases of organic disease, the amount of 
regurgitation necessary to produce a murmur is 
probably very slight. Again, functional murmurs 
may be present in debilitated individuals; in these 
cases the murmur is not necessarily an indication 
of disease or impairment of the heart. Nor is the 
valve incompetency which its presence indicates 
the cause of the debility. Manifestly, a murmur is 
thus but one of many symptoms which an individual 
may exhibit. Sound diagnosis demands therefore 
a search for other evidences and signs which may 
throw light on the fundamental cause of the debility. 
I do not deny, in saying this, that a systolic murmur 
may be present in cases of grave heart failure, but I 
do urge that in these, as in all other cases, it is but 
an associated symptom. The valvular incompetence 
is not the cause of the heart failure ; it is merely one 
of the changes which have arisen in consequence of 
impaired functional efficiency of the heart muscle. 

Significance of Organic Murmurs. 

I feel that I cannot emphasise this truth suffi¬ 
ciently. That organic murmurs have a varied 
significance is true, and that they are associated 
with heart failure is not in dispute ; I am nevertheless 
convinced that the valve lesions which they indicate 
are in most instances not the cause of the failure. 
We cannot afford to forget in this respect that indi¬ 
viduals with murmurs due to damaged valves caused 
by some infective disease, such as rheumatic fever, 
may lead vigorous lives, and in strenuous occupa¬ 
tions, without any sign of heart failure. 

We conclude, then, that valve lesions in themselves 
may not necessarily be of serious significance. As, 
however, murmurs are often associated with heart 
failure, the presence of organic murmurs would give 
rise in our minds to the following considerations: 

(1) Whether we have here an indication that the 
heart has been invaded by a disease process; 

(2) Whether the damage done by the disease 
process is stationary or is slowly progressive ; 

(3) Whether the disease process has affected 
and impaired the heart muscle as well as the endo¬ 
cardium ; and 

(4) Whether the damage to the valve is such 
that it obstructs the work of the heart and so 
embarrasses the muscle and impairs its efficiency. 

In acute illnesses, as we have suggested, it will not 
be possible to answer these questions, for there the 
immediate consideration is the infection itself. In 
chronic cases—that is to say, cases described as 
chronic valvular disease—it is absolutely necessary 
that these questions should be considered and 
answered if a rational conclusion is to be reached. 
The method of obtaining the knowledge necessary 
to answer them will be described in connexion with 
the different valve lesions. 

To sum up: estimation of the significance of 
murmurs, as of all other signs, should be based not 
on the murmur itself, but on the functional efficiency 
of the heart, and on the presence or absence of 
additional symptoms of cardiac mischief (size, rate, 
and rhythm). If we find in a heart of normal size 
and rhythm (or with the respiratory type of irregu¬ 
larity) a systolic murmur unaccompanied by evidence 
of cardiac inefficiency, we may conclude that this 
heart is perfectly sound. If there be present evidence 
of weakness, or of other abnormal conditions, then 
the opinion wo reach should be based on these con¬ 
ditions, and not on the murmur. 

Mitral Regurgitation. 

Nature of the Valve Changes and Character of the 
Murmur . 

Mitral regurgitation may be the result of a damaged 
valve, or of dilatation of the auriculo-ventricuJar 
orifice from the giving way of the muscles supporting 
the valve. The murmur of mitral regurgitation is 
systolic in time ; it is loudest at the apex. It may 
be soft and blowing and of little intensity. Some¬ 
times in these cases it is heard over a very limited 
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Area; in other instances it is propagated into the 
axilla ; again, it may be rough and loud, and may be 
heard over the whole heart and round at the back : 
of the chest. It is not always possible to tell whether 
this murmur is due to dilatation of the auriculo- 
ventricular orifice or to damage of the valve. _ The 
rough, loud type, with an accompanying thrill, is 
always a sign of a damaged valve. 

Mitral Regurgitation and Failure of Heart Muscle, 

When the muscle of the heart is unimpaired, 
little or no bad effect follows incompetence, of the 
mitral valve. Even in those cases in which the 
regurgitation is due to “ functional ” dilatation of 
the orifice, the contractile power of the muscle 
may maintain a good and efficient circulation and 
the patients enjoy perfect health. The really serious 
trouble in connection with mitral regurgitation arises 
when the myocardium is damaged ; the regurgitation 
may then add to the embarrassment. Yet it should 
be remembered that until the muscle actually gives 
way few symptoms of heart failure may be produced. 

Dilatation is generally looked upon as the result | 
of mitral regurgitation, the idea being that back- I 
pressure ultimately causes the walls of the right 
heart to yield. This is not quite correct, for long 
before there is any back-pressure we may find 
evidence of a dilated right heart. Thus, if .during 
one of the slight attacks of heart failure, which are • 
likely to occur after over-exertion we investigate j 
the condition of a heart—in which the. valves have , 
been damaged by rheumatic endocarditis—we may 
find the organ slightly dilated, the right ventricle 
in front and the left ventricle pushed to the left, 
behind the lung. The apex beat in such a case is 
caused by the right ventricle, as is shown by the 
occurrence of an indrawing of the beat during 
systole. After a few days* rest and treatment, 
this right heart may retreat; the apex beat will then ; 
b© caused by the left ventricle, and the beat will j 
present the normal character, i.e. an out-thrust j 
during systole (see Fig. 3). In these cases there is j 



Fio. 3 (repeated from p. 1233).—To show the out-thrust 
of the apex during systole (space E). 

no evidence of pulmonary engorgement and back¬ 
pressure. 

Damage to the valve is most commonly the .result 
of rheumatic endocarditis, and, as we have seen, 
the process is rarely limited to the endocardium, but 
invades likewise the myocardium. Septic endo¬ 
carditis also may damage the valve. In all cases of 
mitral stenosis there is mitral regurgitation; but 
the amount of the regurgitation is never so marked 
as to be the serious factor in the case. 

Regurgitation occurs through a mitral orifice, 
of which the valve is uninjured, in the later stages 
of many affections—for example, conditions which 
produce exhaustion of the heart muscle and more 
especially renal disease and cardiosclerosis. Here 
the mischief is brought about by the failure of the 
muscle to support the orifice ; regurgitation may in 
such cases furnish one sign of a final and fatal exhaus¬ 
tion of the heart muscle. 

It will thus be seen that the symptoms produced 
by mitral incompetence are only grave when there is 
ata> muscle failure. In this latter event we shall 
encounter those symptoms of heart failure in general 
which we have already discussed, and the earliest 
of which is usually breathlessness on exertion. When 
dropsy sets in, auricular fibrillation (q.v.) is commonly 
present. 

Mitral Regurgitation with Auricular Fibrillation. 

The necessity of assessing the significance of mitral 
regurgitation in terms of the presence of signs of 


damage to the muscle becomes very evident when we 
examine the literature of this subject and note how 
great is the confusion of mind which inevitably 
results from an imperfect understanding of the nature 
of symptoms. 

Angus Macdonald, in his book, quotes the cases of 
two women with mitral insufficiency who passed 
safely through repeated pregnancies (Cases XV. and 
XVI.). He then quotes the cases of two other 
women (XVIII. and XIX.) with mitral insufficiency 
who died from heart failure shortly after delivery. 
The one sign common to these four cases was a 
mitral systolic murmur. When, however, the other 
recorded signs are studied, a striking difference 
between the two groups is found. In the first group 
—those who did well—the response to effort was 
good; in the second—those who died—breathlessness 
on effort was noted and is clearly described. In 
one of those who died (Case XIX.), the pulse was 
“ rapid and irregular,” an almost sure indication 
that the patient suffered from auricular fibrillation— 
a matter of far more importance than the murmur. 
The post-mortem examination showed not only a 
damaged mitral valve, but a damaged myocardium. 

Mitral Regurgitation and Pregnancy . 

The detection of a mitral systolic murmur in a 
woman who is pregnant or who may become pregnant 
should cause tne physician to consider the following 
points : 

(1) The response to effort; 

(2) The size of the heart; 

(3) The rhythm of the heart. 

If the response to effort is good and the heart 
is not increased in size, then tne murmur requires 
no further consideration, as in all likelihood it is 
physiological. 

If there be an increase in the size of the heart, 
but no diminution in the response to effort, and 
if the circulation is well maintained, then pregnancy 
may be allowed, even if there be a history of rheu¬ 
matic fever. 

If the size of the heart is increased and the response 
to effort is limited, then the case requires careful 
consideration. It must be determined whether 
the limitations are or are not due to a temporary 
cause and whether or not the heart muscle has been 
damaged. If no doubt remains that the heart 
muscle is damaged, then pregnancy should not be 
permitted. 

If there is present an irregularity of the rhythm 
of the heart, the nature of this must be carefully 
investigated. Should the irregularity prove to 
be of the youthful or respiratory type, then there 
1 will be no danger if pregnancy is incurred* If, 

! again, it is due to extra-systoles, no fear need be 
! occasioned by their presence, for these of themselves 
! afford no clue to the state of the heart’s efficiency. 

| In such instances opinion must be based on the 
| presence or absence of other signs (size of the heart, 

| response to effort). 

I Finally, if the irregularity is due to auricular 
1 fibrillation, opinion should be based on the circum- 
I stances to be described under that heading. The 
whole subject of irregularity is dealt with later. 

Mitral Stenosis. 

The heart affection which most frequently causes 
danger in pregnant women is that associated with 
mitral stenosis following rheumatic fever. Although 
' this has long been recognised, yet we find some 
! authorities to-day declaring that there is little danger. 
I The reason for the diversity of opinion which prevails 
is that, in many cases, experience is limited. For 
it is a fact that there are forms of this complaint which 
are attended with no danger, and there are others 
which imperil the life of the woman. It is necessary, 
therefore, if we are to distinguish between the 
different forms, to look at mitral stenosis far more 
minutely than has usually been done. 
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Origin and Progress of the Cicatrising of the 
Mitral Valves. 

Mitral stenosis is, perhaps, the most common 
of valvular defects with which heart failure is asso¬ 
ciated. It arises generally in consequence of rheu¬ 
matic endocarditis, though it may be found in people 
with no rheumatic history ; in these instances a 
previous history of erysipelas or some other febrile 
complaint may give a possible clue to its origin. 

The condition is never recognised during the acute 
illness which induces it, for the reason that stenosis 
does not occur till the cicatrising process which 
follows the inflammation narrows the orifice. Thus, 
on account of its origin in scar 
formation, the lesion is often a pro¬ 
gressive one. The stenosis may, how¬ 
ever, remain moderate in amount, and 
offer so little embarrassment to the 
heart that patients may reach extreme 
old age with no heart failure. Usually 
the cicatrising process goes on with 
varying rapidity until in some cases 
the mitral orifice is reduced to a mere 
slit, and the valves resemble a 
thickened calcareous diaphragm. It 
is thus always important to bear the 
probably progressive nature of the 
lesion in mind. We have here the 
secret of the varying changes in the 
symptoms. 

Accompanying Changes in the Heart 
Muscle. . 

It should also be borne in mind 
that a similar cicatrising process may 
be going on in the muscle, causing 
contraction of the chordae tendineae, 
impairing at other places the func¬ 
tional activity of the heart muscle, 
and affecting the auriculo-ventricular 
bundle and depressing its conductivity 
or producing those conditions which 


whole of ventricular diastole the blood is passing 
through the orifice, but until the contraction of the 
auricle forces it through with increased rapidity no 
sound is heard. With advancing cicatrisation, the 
murmur of mitral stenosis alters and presents 
peculiarities which have not hitherto been sufficiently 
appreciated. In the very early stages, some years 
before the appearance of a murmur, I have detected 
a slight presystolic thrill. After a time the thrill 
was accompanied by a murmur. This murmur 

S recedes, or runs up to, and seems to terminate in 
tie first sound ; it is audible over a small area around 
the apex. At the beginning it may not always be 
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Fig. 6 . —Tracings of the radial and jugular pulse with diagrammatic repre¬ 
sentation of the changes in the murmurs of mitral stenosis. The down 
strokes 1 and 2 represent the first and second sounds of the heart. The 
first indication of stenosis is the appearance of the murmur before the 
first sound, and on reference to the jugular tracing this murmur will be 
found to coincide in time with the wave a, due to the systole of the 
auricle. With an increase in the stenosis, a short diastolic murmur 
appears, immediately after the second sound, and this is represented in 
the middle diagram. A further increase in the stenosis, shown in the 
lowest diagram, leads to prolongation of the diastolic murmur, which in 
combination with the presystolic murmur fills up the whole interval 
between the second and first sounds. (For the next change sec Fig. 7.) 
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FlO. 7.—After *the changes described in Fig. 6 the next change is a 
sudden alteration of the rhythm of the heart. In Fig. 6 the heart is 
quite regular ; in Fig. 7 it is irregular. The wave a, which is a marked 
feature in the jugular tracing of Fig. 6, is absent in Fig. 7. The 
presystolic portion of the murmur is also absent in Fig. 7, this feature 
being best appreciated during the longer pauses of the irregularity. The 
disappearance of these evidences of auricular activity and the irregular 
action of the heart indicate the onset of auricular fibrillation. The 
wavee ff are due to the fibrillating auricle. 

lead to auricular fibrillation. Such changes pro¬ 
foundly affect the efficiency of the heart and modify 
the nature of its rhythm. 

Cause of Heart Failure. 

From this it can readily be understood that the 
manner in which heart failure is brought about in 
mitral stenosis is somewhat complicated. In some 
patients embarrassment may not ensue until the 
narrowing of the orifice has become extreme. In 
others there may be a fatal issue while the narrowing 
is yet moderate. In these latter the muscle wall will 
invariably be found to have been damaged. 

Presystolic Murmur in Mitral Stenosis. 

The characteristic murmur present in mitral 
stenosis, the so-called presystolic murmur or auricular 
systolic murmur, is due to the passage of the blood 
through the narrowed mitral orifice. During the 


present. This murmur is at first short in 
duration. As time goes on and the mitral 
orifice becomes narrow, it lengthens, 
beginning earlier in the diastole. It is 
of a crescendo character; rising in pitch 
till it ends in the first sound. 

Diastolic Murmur in Mitral Stenosis. 

With advancing stenosis of the orifice, 
another murmur makes its appearance. 
This one occurs immediately after the 
second sound, and is heard only in the 
immediate neighbourhood of the apex 
beat. At first it is very faint, and not 
very constant; but in time it increases 
in volume. This diastolic mitral murmur 
diminishes in intensity as it proceeds, 
differing thus (in its diminuendo 
character) from the presystolic murmur. 
Frequently during the diastole of the heart 
we can detect a continuous murmur, 
beginning loudly, falling away, then increasing in 
intensity. The first or diminuendo portion of such 
a murmur is the diastolic mitral murmur, the terminal 
crescendo portion is the presystolic. The cause of 
the diminuendo diastolic mitral murmur is the 
passage through the narrowed mitral orifice of Uie 
blood which has accumulated in the auricle during 
the ventricular systole. This passage begins as soon 
as the mitral valves open—that is, when the pressure 
in the ventricle falls below that in the auricle. The 
development of the murmurs is shown in Fig. 6. 

The Appearance of Auricular Fibrillation. 

The next change in the character of these murmurs 
is the sudden disappearance of the presystolic 
crescendo murmur, the diastolic murmur persisting. 
Usually this occurs with the onset of grave symptoms 
of heart failure, the action becoming rapid and irre¬ 
gular. At other times the change takes place with 
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no serious symptom, though the heart invariably 
becomes irregular. This irregularity is due to the 
fact that the rhythm of the organ no longer starts 
with an effective auricular systole. The auricle, 
on the contrary, ceases to contract as a whole, and 
passes into the condition of fibrillation (Fig. 7). 

In those cases in which the heart’s action is slow 
there is no difficulty in recognising the presence of 
the diastolic murmur and the absence of the pre- 
systolic. The diastolic murmur is, however, some¬ 
times of greater length, and starts immediately after 
the second sound ; in such cases, when the heart’s 
action is rapid, it may fill up the whole diastolic 
pause, and might then be assumed to be presystolic. 
If the heart be carefully auscultated this error will 
be avoided, for the diastolic murmur is not crescendo 
in character. In auricular fibrillation long pauses 
may occur between two beats ; and if this murmur 
be listened to then, it will be found that it stops short 
before the first sound, so that there is a silence 
between the end of the murmur and the beginning 
of the first sound (see Fig. 7). In these cases the 
jugular and liver pulses are invariably of the 
ventricular form, showing that the auricle, which 
erstwhile produced the presystolic murmur, is no 
longer acting. 

Heart Failure in Mitral Stenoeie. 

From the progressive nature of the lesions in the 
valve and in the heart muscle it will be realised 
that the symptoms are not constant. The patient, 
as a rule, comes first under notice in early or middle 
adult life. The complaints, at this time, are short¬ 
ness of breath, a sense of suffocation, and palpitation 
on exertion. In some instances the face is ruddy, 
with a hue a shade darker than is compatible with 
the ruddy countenance of robust health : in others 
there is pallor. At this stage there is little or no 
increase in the size of the heart and no dropsy. A 
presystolic murmur can usually be detected. The 
patient’s complaints may be the only evidence 
we have of the heart failure ; they point to an 
exhaustion of the reserve force. After a period of 
rest, this exhaustion may disappear, and the patient 
may go on for years with little further trouble. 
Some patients, however, break down again, when 
the symptoms complained of are usually those of 
the first attack. Frequently, however, a change is 
found in the character of the murmurs; a diastolic 
murmur is now commonly noted, and there is some¬ 
times a longer duration of the thrill. These signs 
Imply an increased narrowing of the orifice. In 
those in whom no further narrowing takes place the 
murmur does not change. These are the people 
who go on for many years, and, if females, may 
bear children with no breakdown. We can thus 
infer that there is no progressive muscular or valvular 
sclerosis. 

With the increased narrowing of the orifice, as 
indicated by the appearance of the diastolic mitral 
murmur, the heart becomes much embarrassed, the 
symptoms become much more distressing, and finally 
dilatation of the organ may set in. But even in 
the absence of progressive narrowing of the orifice 
dilatation may appear early. This is a sure sign 
that the rheumatic process has permanently injured 
the heart muscle. It is to be noted that the left 
ventricle also dilates in many cases, showing that 
there is some vital factor concerned in dilatation. 

Heart Failure in Mitral Stenosis with Pregnancy. 

In mitral stenosis, as I have said, there does occur 
» degree of back-pressure which is the result of the 
narrowing of the mitral orifice. This latter event 
impedes the flow of blood so that there is a tendency 
to congestion of the lungs ; it throws, too, more work 
on the chambers behind, i.e. the left auricle, and 
right ventricle and auricle. When these begin to fail 
the circulation in the lung becomes embarrassed, 
and then in cases of pregnancy the growth of the 
uterus adds further to this embarrassment. I have 
dwelt already on the embarrassment which occurs 
in the pulmonary cirulation as a result of the widening 


of the thorax and the impairment of its movements 
which take place in pregnancy. The early signs 
of this embarrassment are found in the crepitations 
at the bases. 

But that is not the whole story. The damage due 
to rheumatic fever is rarely limited to the valves ; 
it frequently extends also to the heart muscle. As 
a rule no certain evidence of this is available. We 
are therefore under the necessity of making an infer¬ 
ence from the increased size of the heart, the great 
excitability of its action, and its marked inefficiency* 
Occasionally, however, we do get more direct evidence. 
This occurs when the damage invades the bundle 
connecting the auricles and ventricles, and produces 
a partial heart block. That point need not concern 
us here, for the heart block in these cases rarely, 
if ever, reaches such a degree as to cause embarrass¬ 
ment to the organ in its work. Its significance lies 
in the fact that it reveals an extension of the disease 
process from the valves to the wall of the heart. 

Estimation of the Significance of Mitral Stenosis 
in Pregnancy. 

Recognising, then, that the sources of danger lie 
in the narrowness of the mitral orifice, and m the 
embarrassment of the heart muscle, we are in a 
position to estimate the danger. Our estimate will 
take account of several considerations; it will 
depend in the main on the rate at which the cicatrisation 
of the mitral valves is proceeding. 

I have already indicated the means of determining 
this in describing the changes which occur in the 
murmurs. These changes afford a basis, of assess¬ 
ment, rough, it is true, but still of distinct value. 
I set them down in serial order thus : 

(a) When, ten or fifteen years after the causa¬ 
tive rheumatic attack, there is only a presystolic 
murmur, with no signs of oedema of the lungs, and 
the response to effort is good, then the outlook is 
favourable. Such an individual can be permitted 
to become pregnant with fair assurance of safety. 

( b) When there is not only a presystolic murmur, 
but also a diastolic murmur. If the heart is normal 
in size and not too excitable, and if it is capable 
of a fair response to effort, then pregnancy may 
proceed. The patient, however, should lead a some¬ 
what restricted life, avoiding especially such effort 
as brings on breathlessness or palpitation. 

(c) When, even with a short presystolic murmur, 
and many years after the causation of mitral stenosis, 
there is marked inefficiency of the heart, shown by 
breathlessness on slight exertion, rapid pulse or easily 
excited palpitation, then there is danger in pregnancy. 

( d ) When the heart is large or irritable, and when 
effort readily induces palpitation and breathlessness, 
even if there be no diastolic murmur, then pregnancy 
should be forbidden. If, in spite of advice, it has 
been undertaken, the case should be carefully watched, 
particular attention being paid to oedema of the 
lungs. If crepitations become persistent after 
coughing or deep breathing, the advisability of 
inducing premature labour should be considered. If 
the percussion note of the lungs becomes impaired, 
interference is called for. 

Aortic Disease. 

Aortic Stenosis. 

The form of aortic disease which need concern us 
is aortic regurgitation. Aortic stenosis apart from 
regurgitation is so rare in the young that I, per¬ 
sonally, have never met with it. I repeat here that 
a systolic murmur at the base—or as some might 
say “ over the aortic area ”—should never be looked 
upon as a sign indicating damage to the 'aorta; it 
iB not infrequent in people with perfectly healthy 
hearts. Therefore a systolic murmur at the base 
of the heart, with a good response to effort and no 
increase in the size of the heart, is negligible. 

Aortic Regurgitation . 

It is difficult to determine the relation of aortic 
regurgitation to heart failure. 





[June 18, 1921 


1286 The Lancet,] MR. G. E. GASK : SURGERY OF THE LUNG AND PLEURA. 


I have watched many people with aortic regurgi¬ 
tation lead strenuous lives for twenty or thirty years 
with no limitation of their powers; others of my 
patients have suffered early from heart failure of a 
fatal kind. 1 have long endeavoured to distinguish 
between these types. I have found that in the 
former case the heart has been little, if at all, enlarged 
and the blood pressure only moderately raised. 
There has been no wide range between the systolic 
and diastolic pressures—in other words, there has 
been an absence of the “ Corrigan ” or “ water- 
hammer ” pulse. When, on the contrary, the heart 
is greatly enlarged and there is a marked “ Corrigan ” 
pulse (systolic pressure in the neighbourhood of 
200, and diastolic 70 or 60), and when the response 
to effort is either greatly restricted or gradually 
becoming restricted, the outlook is grave. 

I am inclined to the view that in the first type 
damage has been done only to the valves, and that 
to a small extent, while in the second the heart 
muscle has been invaded, or the valves have been 
greatly affected. 


Heart Failure and Aortic Regurgitation. 

I must, however, confess that I have been baffled 
in my attempts to understand heart failure in many 
cases of aortic regurgitation. When this condition 
sets in, it does so in such diverse ways that clear 
comprehension is very difficult. Sometimes, for 
example, effort is restricted because of pain, and this 

? ain may be of a severe kind and easily provoked. 

et the degree of pain seems to bear no relation to 
the gravity of the condition. Thus, I have found 
some patients suffer for long periods of years great 
pain on slight exertion, while in the case of others 

g ain has heralded a fatal issue. In some, again, 
eart failure is shown only by palpitation on exertion, 
these individuals suffering neither from pain nor 
breathlessness. 

Some die suddenly with no previous sign of heart 
failure ; others are as suddenly seized by an intense 
dyspnoea which ends fatally. Only a few have 
dropsy. I suspect that heart failure in these latter 
is due to the damage of the muscle more than to the 
regurgitation. 

There is one peculiar feature about the heart 
failure of aortic regurgitation ; when once it sets in, 
it proceeds apace. We all know what remarkable 
recoveries take place in people who break down 
from extreme heart failure witn disease of the mitral 
valve, and even of the heart muscle ; I have had no 
such experience in aortic regurgitation. My experi¬ 
ence has been that, once the heart gives way, only 
very slight improvement ever takes place ; more¬ 
over, in my own practice every case of aortic regurgi¬ 
tation which developed auricular fibrillation drifted 
to death. 


Aortic Regurgitation and Pregnancy. 

My experience of aortic regurgitation complicated 
by pregnancy is limited to two cases. In these the 
heart was only moderately enlarged. One was 
prematurely confined (seventh month). Both made 
good recoveries, but were left very weak. In both 
palpitation was easily induced. Neither ever im- 

? roved. They drifted and died within two years. 

have, however, had under my care a number of 
cases with aortic regurgitation who gave a history 
of rheumatic fever in their youth. They had borne 
children, and had not suffered in consequence. Pre¬ 
sumably the aortic damage was done during the 
rheumatic fever attacks. There was only slight 
enlargement of the heart. 

Drawing from my experience in general, I would be 
disposed to allow pregnancy in a young woman 
with aortic regurgitation, if there was no “ Corrigan ” 
pulse, if the heart was not enlarged or only slightly 
so, and if the response to effort was good. On the 
other hand, if there was a forcible apex beat outside 
the nipple line, a marked 41 Corrigan ’ ’ pulse, and a 
distinct limitation of the response to effort, I should 
decide that pregnancy ought to be forbidden. 
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LECTURE III.—THE PRESENT POSITION OF 
SURGERY WITH REFERENCE TO 
DISEASES OF THE THORAX. 

The war compelled the attention of surgeons to 
a class of work which otherwise they would not 
have engaged in, and had a very distinct effect on 
the outlook of surgery towards diseases of the thorax ; 
during the war surgeons learnt to open the pleural 
cavity, control haemorrhage, and repair a wounded 
lung without serious difficulty and with great 
advantage to the patient. It would be a thousand 
pities if we were not able to turn these lessons to 
good account, and it is the purpose of this lecture 
to demonstrate a few points in which advancement 
might be made. 

Application op War-time Experience. 

Instead of turning to text-books on thoracic 
surgery, to see what is the current teaching, it may 
be useful to turn to the operation theatre lists, and 
to consider the patients who present themselves 
for treatment in the casualty departments and 
wards of the big hospitals. Looking at the operation 
lists, one is struck by the fact that, except for 
6mpyema, any operation on the interior of the 
thoracic cavity is of rare occurrence, and very few 
appear to be done; though there must be many 
patients who would greatly benefit if a safe and 
satisfactory opening of the chest could be made. 

Now that danger from sepsis has been eliminated, 
the surgeon’s only real dread is the danger of pro¬ 
ducing a pneumothorax. It is essential carefully 
to consider this point. In order to do clean and 
efficient work inside the thorax it is absolutely 
necessary, just as when dealing with the abdomen, 
to have a good exposure ; a wide opening of the 
pleural cavity or mediastinum therefore becomes 
a sine qua non. The question may then be asked 
as to whether such a wide opening either kills the 
patient or causes serious respiratory disturbance; 
the answer is that during the war many hundreds 
of chests were opened without fatality or serious 
disturbance to the patient; and, moreover, that 
manipulation of the thoracic viscera was made 
without causing serious shock. If that can be 
done in military practice, why can it not be done 
in civil surgery ? Or can the method be improved 
upon ? 

Pre-war Methods op Maintaining Intra- 

PULMONAJBY PRESSURE. 

If one turns to pre-war conditions, one finds that 
two forms of apparatus were recommended for the 
purpose of maintaining intrapulmonary pressure 
during the course of an operation on the thorax 
and eliminating the dangers of collapse of the lungs; 
these were the positive pressure chamber and the 
intratracheal insufflation. The great advocates of 
the pressure chamber were S&uerbruch of Munich 
and Willy Meyer of New York, and with its 
aid they certainly have done some fine work. Willy 
Meyer had constructed in his hospital in New Yore 
a chamber, costing thousands of dollars, for the 
regulation of pressure as needed. I had the oppor¬ 
tunity of seeing this chamber and of arguing the 
need for it; in Meyer’s opinion it makes the operation 
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both easier and safer, and he holds strongly that 
every thoracic surgeon should use it. It is not 
easy to traverse the opinion of such experts as 
Sauerbruch and Meyer, but my own deliberate 
opinion is that a way ought to be found that does 
not need such a bulky and expensive apparatus, 
and that unless such a way can be found thoracic 
surgery cannot come into daily use. 

Intratracheal insufflation, with which is combined 
anesthesia, has been used successfully in lung 
surgery; by this method a slight positive pressure 
can be maintained in the lung, and rapid and 
exaggerated movements which interfere with oper¬ 
ative manipulation are minimised. The method has 
certain objections which are not, however, insuper¬ 
able. These objections are: first, that the initial 
anaesthesia, before insertion of the tracheal tube, 
must be deep enough to abolish all reflexes; and, 
secondly, that the introduction of the tube into the 
trachea requires a certain amount of practice on the 
part of the anaesthetist. The method is a good one, 
has given good results, and must be seriously con¬ 
sidered. 

The Face-mask Method. 

Another scheme, which has been evolved during 
the war, may be called the positive pressure face- 
mask method. This calls for the use of an air-tight 
face-mask with a rubber reservoir for the gases. It 
is, in fact, a slight modification of the gas and 
oxygen anaesthesia apparatus, and by it a pressure 
of from 5 to 7 mm. of mercury is easily obtained, 
and may be raised still higher. This apparatus 
possesses the great advantage of being simple, 
cheap, portable, and easy to use. I have 
never had the opportunity of operating with 
the pressure chamber, and so I am not able to say 
much about it from personal experience, but I have 
used the other methods and can unhesitatingly 
affirm that the chest can be opened without undue 
danger to the patient and an intrathoracic operation 
satisfactorily performed. 

Of the two methods—intratracheal insufflation 
and the air-tight face-mask—I prefer the intra¬ 
tracheal method ; but if for any reason it is not 
possible to have either, the ordinary methods of 
anaesthesia, such as chloroform or ether, perhaps 
combined with oxygen, give good results. If these 
observations are accurate, then the expense and 
bulk of a pressure chamber is eliminated, and the 
dread of creating a pneumothorax should not prove 
a bar to the performance of intrathoracic operations. 

Diagnosis. 

The next difficulty which confronts the surgeon 
is that of making an exact diagnosis of the nature 
and position of a disease within the chest. In the 
present state of our knowledge it is more difficult to 
localise, say, an abscess in the thorax than an abscess 
in the abdomen. The rigid wall of the thorax pre¬ 
vents one feeling a swelling with the hand, and in 
the case of the abdomen thousands of laparotomies 
have helped to rectify errors of diagnosis and 
standardise methods of treatment. It can only be 
by a patient and careful investigation of cases, 
together with a systematic investigation of our 
findings, that like result can be obtained. 

If we turn our minds once again to thoracic work 
during the war, it is evident that the results obtained 
were due to a careful investigation of the wounds 
correlated with the X ray findings and localisation 
of foreign bodies. The same is true of civilian 
surgery, only here the problem is one of far greater 
difficulty on account of the multiplicity of the 
forms of disease and the fact that large numbers of 
patients suffering from the same variety of disease 
do not present themselves at the same time. 

Methods op Examination. 

It may be profitable to run through, very briefly, 
the various methods of examination which we have 
at our disposal for the purpose of making a diagnosis. 


History .—A real help towards the attainment of 
a diagnosis is the taking of a careful history— 
occasionally even a correct localisation of the disease 
may be gained; attention must be paid. to the 
history of pain, cough, difficulties of breathing, and 
swallowing. 

Physical Examination .—A general survey of the 
whole patient is necessary as well as the well-known 
method of auscultation and percussion to which 
reference need not be made. The need for examina¬ 
tion of the sputum, quantitatively, microscopically, 
and bacteriologically, is too well known to require 
comment. Then we have cystometry, and the use 
of the spirometer, bronchoscope, and cesophagoscope 
—each of which has its own rather limited sphere of 
utility. 

j Exploratory Puncture. —This process, performed 
with an aspirating needle, is often of definite service, 
though it must be remembered that a negative 
finding may sometimes be a hindrance rather than 
a help, and in my opinion patients with all the 
clinical signs of pus in their chests have often been 
kept too long from operation on account of the fact 
that pus was not found with the needle. 

X Ray Examination. —In the last few years the 
X rays have proved to be a great help towards 
diagnosis and localisation of disease, and they will 
probably become of much greater value when our 
interpretation of the pictures has improved. It 
would, however, be very wrong to rely entirely on 
an X ray finding and neglect the ordinary clinical 
methods of examination ; it is by a careful summing- 
up of all results of examination that the good 
diagnosis, so essential before operative treatment, can 
be arrived at. 

Exploratory Thoracotomy. —This is the right thing 
to do when all other methods have failed to yield a 
diagnosis and when it is considered imperative that 
one should be made ; and in my opinion, it is by a 
judicious use of exploratory thoracotomy that the 
surgery of the chest will be advanced. With our 
improved methods of surgery, the danger to life or 
health from the operation is very slight, and by it 
it is possible, as in the case of an exploratory 
laboratory, to gain an accurate knowledge of the 
diseased organs by direct inspection and palpation. 

There is one great difference, however, between 
an operation for exploring the chest and one for 
exploring the abdomen; in the former an incision 
in the wrong place is of great importance, for the 
bony structure of the thorax does not allow of the 
amount of retraction of the parietes possible in the 
abdomen. 

Methods of Opening the Chest. 

The technical difficulties of opening the chest, 
though greater than those of opening the abdomen, 
are by no means insuperable. Access to the pleural 
cavity is usually made from behind or from the side ; 
the medial longitudinal opening, which is the 
common operation of preference in the case of the 
abdomen, is reserved for investigations of the 
mediastinum. Various incisions of the skin are 
used, the object of which is to bring into view the 
largest possible portion of the bony thorax; thus, 
longitudinal, L-shaped incisions, or flap may be 
employed. 

The actual opening of the pleural cavity may be 
made in many ways. One or more ribs may be 
removed—usually subperiosteally—and at the end 
of the operation the edges of the parietal pleura are 
sewn together if possible, and then the muscles are 
drawn together over the defect of the rib. Or an 
osteoplastic flap is made, lifted up, and at the close 
of the operation replaced in situ. This method has 
drawbacks: it is followed by considerable pain and 
gives an ugly wound. 

Personally, I have been in the habit of excising 
4 inches of rib subperiosteally. and then inserting 
a rib spreader; by this incision a good view of the 
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interior of the chest can be obtained and a hand 
can easily be inserted into the pleural cavity. I 
was led to adopt this plan when operating on soldiers 
with wounds of the lung, when pieces of splintered 
rib commonly required removing. I am now of 
the opinion that an incision through an intercostal 
space is simpler, gives as good a view, is easier to 
close and causes less subsequent deformity, and I 
intend to use this method until a better one is found. 

If the exploration has to be done in the upper 
art of the chest, intercostal retraction may not 
e sufficient on account of the small amount of spring 
of the upper ribs. In such a case extra room may 
be gained by dividing the rib above and below the 
incision at its costal junction. 

Closure of the Chest. 

After an opening by means of an intercostal 
incision, the chest can be closed without difficulty 
by suture either passed round or through the ribs 
immediately above and below the incision. The 
former or pericostal stitch has the merit of being 
quicker; a curved needle is passed through the 
whole thickness of the intercostal space at the 
upper edge of the upper rib ; it is then passed under 
the lower rib and out through the lower intercostal 
space, just sufficiently removed from the inferior 
edge to miss the intercostal artery. If the trans- 
costal stitch is used, holes are punched through the 
ribs above and below the incision, sutures threaded 
through, and then drawn tight. 

Such a procedure as has just been detailed is that 
which is advised for an exploratory thoracotomy. 

I venture to emphasise the importance of this 
operation, for its usefulness has been abundantly 
proved in the war, and only by a comparison of the 
clinical findings and the actual pathological conditions 
present can improvements in diagnosis be obtained 
and sound lines for operative treatment laid down. 
In addition the possibility of the removal of certain 
forms of tumours can only be gauged when the chest 
is opened. I would like to repeat that exploratory 
thoracotomy can now be done without much danger, 
and there are good grounds to believe that it may 
become as easy to perform as exploratory laparotomy. 

Operation of Splitting the Sternum. 

If the region of the chest to be explored lies in the 
upper and inner portion of the chest or in the medias¬ 
tinum, the easiest means of access may be through 
the sternum. 

The trans-sternal route is one of some antiquity ; 
Maister Peter Lowe, writing in the latter end 
of the sixteenth century, records an operation 
of trepanning the sternum for evacuation ot 
congealed water from under the sternum, by 
which he may have meant a chronic tuberculous 
abscess. Trephining the sternum does not give 
sufficient room to work, but splitting the sternum 
gives good access. It may be done in t wo ways. 

One way is to make an oblique incision through 
the sternum from the second intercostal space into 
the notch at the top of the manubrium. A curved 
incision is made, starting in the middle line half an 
inch above the manubrium sterni, and continued 
in a curved direction to the third rib, one inch 
external to the edge of the sternum. The attach¬ 
ment of the intercostal muscles to the sternum in the 
second intercostal space is then severed and a 
director passed from the second space to the j 
manubrial notch, keeping immediately under the j 
bone ; a special pair of sternum shears is then 
passed along the track of the director and the bone 
split. The two surfaces of the sternum are then 
clawed apart with retractors and good visible access 
is gained to the upper part of the mediastinum and 
the pleural space. 

A second method is to split the sternum down the 
middle and turn up a flap consisting of sternum and 
the attached ribs. Two small trephine holes 
may bo made with a Hudson's trephine, one opposite 
the second and the other opposite the sixth or 


seventh interspace; the sternum is then split 
medially between the two holes by the sternum 
shears ; next, two cuts are made outwards, one from 
each trephine hole, through the sternum into an 
intercostal space, and a flap consisting of sternum 
and attached ribs lifted up. The internal mammary 
vessels are then brought into view, ligatured, and 
divided. The costal-sternal flap can then be lifted 
up and an excellent view of the mediastinum 
obtained. At the end of the operation the flap can 
be replaced, sutured in position, and the chest 
completely closed. 

I have only done this operation twice, but it did 
not present any great difficulty; anaesthesia was 
smooth, the patient stood it well and made a good 
recovery. The first operation was performed for 
a young man with a large tumour of the chest, which 
turned out to be a cystic teratoma which burst into 
the pericardium. The incision into the chest as 
just described gave an excellent view; the cyst was 
exposed, emptied, a portion of the wall excised and 
drained. With more experience and practice the 
whole cyst could probably have been removed. As 
it is, the patient is relieved of all his symptoms and 
is healed. The second operation was done for a 
man who had been wounded by shrapnel at the 
Dardanelles. Ever since the wound the patient 
had been unable to work owing to pain, and it was 
suspected that the ball, which lay alongside the 
aorta, moving with each pulsation of the aorta, was 
the cause of the disability. Splitting the sternum 
in the way just described enabled the missile to be 
removed without great difficulty and without damage 
to the patient. 

Teratomata of the thorax are of course rare, and it 
is not suggested that this can become a very common 
operation, but there are other tumours of the 
mediastinum for which this route may be useful. 

The question is often asked whether it is possible 
to remove an entire lobe of a lung for such a disease 
as bronchiectasis or carcinoma. 11 is not at all difficult 
to remove a portion of the periphery of the lung; 
it has often been done for the removal of an injured 
portion of the lung during the war. Removal of 
the entire Jobe presents certain difficulties ; but it has 
been done successfuly, and may be done again if 
really required. The difficulty lies in the permanent 
closure of the bronchus. The method suggested by 
Willy Meyer recommends itself — namely, an 
adaptation of the usual way of securing and 
invaginating the stump of the appendix after 
appendicectomy. The stump of the bronchus 
is left as long as possible and then softened by 
crushing; next the end is ligatured, invaginated, 
and sewn over. 

Special Diseases. 

It is not intended here to enter further into a 
discussion of the methods of treating such well- 
known and gross forms of disease as abcess of the 
lung or bronchiectasis, nor the various forms of 
tuberculous diseases ; they well may later become 
the goal of preventive medicine or surgery. Nor 
will I do more than mention the possibility of 
handling malignant diseases of the oesophagus or 
upper end of the stomach. These subjects may 
become of more importance when methods of intra- 
thoracic surgery have become easier and standard¬ 
ised, but at present they are hardly practicable. It 
is, however, worth while carefully to consider the 
subject of suppuration within the thorax, for that 
is a common condition, of which the dangers to 
life and health are great; and our methods of 
treatment cannot be said to have advanced far since 
the times of the ancients. 

Empyema. 

The treatment of an ordinary straightforward 
case of empyema has not changed markedly for 
hundreds of years. In olden times it was opened 
by a cut with a razor through an intercostal space 
! or by burning a hole with a red-hot iron. The 
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latter method was preferred by some surgeons as 
being less dolorous. Considerable advances have, 
however, been made with regard to our methods of 
investigation, for in addition to the physical 
examination we have the use of the exploring needle 
and the X rays. There is therefore rarely any 
excuse for missing an empyema when the pus is 
free in the pleural cavity. At the present time the 
usual treatment is to open the chest and drain the 
pleural cavity by means of a rubber tube, either 
through an intercostal incision or by excising an 
inch or so of rib. As the discharge lessens the tube 
is shortened, and if all goes well, as it often does, 
the partially collapsed or compressed lung expands, 
becomes adherent to the parietal layer of the pleura, 
and the patient is cured after a few weeks, though 
the chest may show some permanent flattening on 
the affected side. But all cases do not run such a 
favourable course ; in many patients the external 
wound tends to close before the pleural cavity has 
become obliterated, and has to be reopened perhaps 
two or three times in order to evacuate a collection 
of pus. In such cases a permanent cure may still 
be obtained, at the expense of a more or less 
collapsed lung and a greatly thickened pleura. In 
other patients—luckily a minority—there is a per¬ 
sistent sinus, which if untreated lasts for years and 
is a source of grave danger. 

Improved Treatment op Acute Empyema. 

It is universally recognised that a collection of 
pus in the pleural cavity is a dangerous condition, 
and it behoves us to consider whether the classical 
treatment can be improved on. 

The first improvement to be noted is that which 
has followed making an air-tight closure round the 
drainage-tube which is inserted into the chest, and 
leading a tube from this to a vessel partly filled 
with water under the bed, so that pus may drain 
out and air may not be sucked back ; by this device 
the lung is encouraged to expand more quickly, so 
as to obliterate the pleural space. It is not necessary 
to dilate on the many devices which have been 
invented to accomplish this end. 

Another procedure which is still very much in the 
experimental stage, and therefore sub judice, is that 
of evacuation of the pus in the pleural cavity by open 
operation followed by immediate complete closure. 
During the last war medical officers had many cases 
of haemothorax to treat. A certain proportion of 
these became infected and developed empyema, 
being usually opened and drained in the classical 
way. It was found, however, that if the infection 
was diagnosed at a very early stage the chest could 
be opened, the blood clot cleared out, and the chest 
closed without having to be drained. It is true that 
the number of patients treated in this way was 
small, and that there were many failures requiring 
subsequent drainage. It is also true that once 
infection had been established for several days the 
method appeared to be useless; moreover, success 
depended greatly on the amount of infection and the 
nature of the infecting organism, for in the presence 
of streptococci failure was the rule. 

It has been suggested that this method should be 
applied to empyema in civilian patients, and in a 
few cases it has been carried out successfully. Before 
making any pronouncement in its favour it is, 
however, necessary that a much larger number of 
observations should be made than are now available, 
and in any case good judgment must be used to 
avoid the danger of allowing pus to reaccumulate. 
In general terms it may be said that the diagnosis 
of empyema must be made very early, and that in 
the presence of streptococci it is safer to drain rather 
than to close the chest. 

Treatment op a Localised Empyema. 

The diagnosis of empyema is not always an easy 
matter, especially when pus is not present in any 
great quantity, or is so thick that it cannot be drawn 
through a needle, or when it is walled off by thick 


fibrous adhesions, or is lying between the lobes of 
the lung. In many such cases it has been the 
custom of clinicians to delay operating until pus 
has been located by means of the exploring needle. 
Often the abscess is never located by this means, 
and the pus tends to accumulate and track until it 
bursts into a bronchus and the patient commences 
to spit pus. It is well known that in this way a 
spontaneous cure may result, but it is at the expense 
of a great deal of discomfort and distress to the 
patient, and under less favourable circumstances 
pus spitting may continue for years with all its 
uncomfortable sequelae. I submit that in such a 
case, when there is good reason to believe from the 
clinical findings that there is pus in the chest, and 
when it has been found impossible to localise it 
either with the exploring needle or the X rays, 
an exploratory thoracotomy should be undertaken; 
by this operation lives may be saved or prolonged 
convalescence shortened. 

A Case op Localised Collection of Pus. 

To illustrate this point the following case may be 
quoted :— 

A man, aged 37, was admitted to hospital suffering from 
a perforated gastric ulcer. The diagnosis was made 
promptly, the abdomen opened, the hole in the stomach 
sutured, and a gastro-enterostomy performed. A large 
amount of fluid and stomach contents was evacuated from 
the peritoneal cavity, and the abdomen closed except for 
a drain which was removed’48 hours later. The patient 
did well, the pulse and temperature falling to normal. 
Then suddenly three weeks after the operation the patient 
had a sudden sharp pain in the lower part of the right 
side of the chest, accompanied by a rising temperature. 
It was suspected that he had developed a subphrenic 
abscess, and that this abscess had caused infection of the 
pleural cavity, but a careful examination did not reveal one. 
Later he developed signs of pleurisy and some dullness 
over the base of the lung and he began to cough and spit. 
The temperature remained raised and a leucocytosis was 
present. He was needled on several occasions in various 
places, but no pus was found. A skiagram showed a 
general opacity of the lower part of the chest, but no 
localised abscess. 

Acting on the belief that pus was present although it 
could not be located, an exploratory thoracotomy was 
undertaken. About four inches of the posterior portion 
of the ninth rib was excised, the pleural cavity opened, 
and a rib spreader inserted. The lung was found adherent 
by recently formed lymph to the parietal pleura. Search 
was made, first in the space between the lung and the 
diaphragm on the assumption that it would be there that 
pus would accumulate if infection had come from a sub- 
phrenic abscess. No pus was found. The exploration 
was then carried higher up and a localised collection of 
pus was found close to the spine, shut off from the general 
pleural cavity by layers of soft yellow lymph about a 
quarter of an inch thick. This cavity was drained, the 
temperature and pulse fell to normal, the coughing ceased, 
and the patient made a rapid recovery. 

The collection of pus in this case did not form a 
rounded abscess, but was spread out in quite a thin, 
layer over about three or four square inches of lung 
surface, and it was walled off by a thick layer of soft 
lymph. This will no doubt explain the difficulty 
of hitting it off with the needle, and the fact that 
it was not recognised with X rays. There is little 
doubt that had the patient been left without 
evacuation of the abscess, death, or long illness 
resulting in a more or less permanently damaged 
lung, would have supervened. 

Chronic Localised Empyema. " 

There is another type of case which may be 
described as chronic localised empyema, which has 
its origin in the pleural cavity, becomes shut off 
by firm adhesions, and which discharges itself 
generally very incompletely via a bronchus. Such 
cases are well known ; they tend to run a very chronic 
course and lead to great and permanent disability. 
They call emphatically for surgical assistance, though 
the treatment given is too often conservative. The 
following case may be used to illustrate this point:— 

During the epidemic of 1918 a hospital nurse acquired 
influenza followed by pneumonia and an empyema, which 
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was treated by resection of rib and drainage. The empyema 
healed, but the patient was not cured, because for the 
succeeding nine months she had periodic attacks of fever, 
associated with cough and expectoration of pus. These 
attacks lasted a few weeks and then almost disappeared, 
but the patient was unable to do any work. The affected 
side of the chest was smaller than the opposite side and the 
lung did not expand well. The fingers were clubbed and there 
were the signs of a long-standing collection of pus within 
the chest; in addition X rays showed a considerable opacity. 
An incision was made along the sixth rib in the post- 
axillary Une, about three inches of bone were resected, and 
the chest was opened by means of a rib spreader. Pus 
was found lying between the lobes, and there was immense 
thickening of the pleural membrane round it. The pus 
was evacuated and the thick mass of fibrous tissue 
dissected off the lung. The cavity was plugged temporarily 
with gauze soaked in flavine and the chest closed 
secondarily. 

The patient made a good, quick recovery and is 
now working hard as a nurse. Had that patient 
been left alone she might have recovered by coughing 
up the pus, but convalescence would have been long 
and she might have become a chronic invalid. The 
only satisfactory way of dealing with the abscess 
was by an operation which gave a clear access to 
the affected part; and that operation is both safe 
and satisfactory. 

Treatment of a Chronic Empyema 
Sinus. 

Unfortunately many patients for whom a drainage 
operation has been performed do not heal, but are 
left with a permanent discharging sinus. The 
treatment of these people is very difficult and unsatis¬ 
factory ; in hospital practice they are constant 
attenders in the casualty department until they 
become dissatisfied and drift away to other hospitals 
or infirmaries. In an empyema of long standing, 
whether it has been opened or not, the pleura (both 
visceral and parietal) is converted into a layer of 
fibrous tissue often half an inch or more in thickness. 
The lung in these cases is literally imprisoned by 
fibrous tissue ; it cannot possibly expand and fill 
the cavity, no matter how hard the patient blows 
bubbles or does thoracic exercises. Meanwhile the 
fibrous tissue tends to contract, pulling the diaphragm 
up and the ribs in, though the rigidity of the bony 
thorax is generally too great to allow sufficient 
collapse to secure union of the visceral and parietal 
layers of the cavity. 

There seem to be only two accepted methods of 
treating this condition. One is to remove a sufficient 
quantity of the bony thorax, so as to allow the 
parietes to fall in and obliterate the cavity; this is 
done by means of the well-known operation of 
Estlander. 

The other method is, remove the visceral layer of 
fibrous tissue so as to allow the imprisoned lung to 
expand up to the parietes and so obliterate the 
cavity. For this purpose the operation known as 
decortication has been devised and is commonly 
associated with the great name of Tuffier. Estlander’s 
operation is objectionable, for it spells great and 
permanent deformity of the chest and a permanently 
collapsed lung, yet it may be right and timely to 
save life even as amputation of a limb may be 
necessary. 

The ideal treatment is to remove the fibrous 
sheathing and allow the imprisoned lung to expand, 
but it must be remembered that to be successful 
the operation must not be delayed so long that the 
collapsed lung has itself become hard and fibrous 
and no longer capable of expansion. The removal 
of the fibrous tissue is in itself not difficult, provided 
that good access can be gained especially towards the 
upper part of the cavity where the layer is generally 
thickest. 

The difficulties which I have myself encountered 
were, firstly, that the thick fibrous walls did not allow 
good retraction of the chest, and secondly, that the 
small available working space makes it difficult to 


dissect away the thick fibrous tissue at the upper 
extremity of the pleural cavity, and it seems that 
the lung will not expand readily even if the bulk of 
the organ is freed from tissues and yet the apex is 
still bound down. Failures have been at least as 
common as successes, yet it seems clear that the 
method is a sound one, and that with increased 
experience a good operation will be evolved. Like 
most forms of treatment it must be undertaken 
early; the amount of time which should be allowed 
before it is performed must, however, be left to the 
judgment of the surgeon. 

Skin-grafting the Sinus. 

There is yet another device for curing a persistent 
empyema sinus which has been used by Beck, of 
Chicago. He ha9 skin-grafted the interior of the 
tissues and has shown patients cured in this manner. 
The method is not likely to be widely used; it 
is difficult to carry out, and the patient is left with 
a deep hole in the side, covered by skin, but very 
difficult to keep clean and non-odorous. 

Tuberculosis of the Lung. 

What is the position of surgery at the present time 
towards tuberculosis of the lung ? About 1800 a 
certain number of surgeons conceived the idea that 
portions, or indeed the whole, of the lung might be 
removed. Animal experiments were performed 
which proved that portions could be removed with 
safety, the remaining lung expanding and filling the 
pleural cavity. On the strength of these experiments 
a certain number of operations were undertaken 
for the removal of portions of lung affected by 
tuberculosis. 

With regard to these operations it may be said that 
they are never likely to have a wide application; 
not only because it is nearly certain that more than 
one part or more than one lung is affected, but also 
because in the early stage (in which alone surgical 
measures would be justifiable) there is a good chance 
of securing a cure by medical methods. There is 
a very general feeling, too, among surgeons that 
surgical treatment of tuberculosis should become 
less and less as our knowledge of preventive and 
curative medicine increases. As an example of this 
statement, one may turn to the treatment of tuber¬ 
culous glands in the neck. Ten or fifteen years ago 
the removal of tuberculous glands in the neck was 
one of the common operations in hospital; now it 
is rare, for the glands are cured in other ways. 

Of collapse of the lung by nitrogen no mention 
need be made here, for it is fully dealt with in 
medical books. When nitrogen replacement fails 
owing to adhesions preventing collapse of the lung, it 
may become necessary to remove a certain amount 
of the bony thorax so as to allow the chest wall to 
fall in, so that in that respect surgery may be of use. 

Conclusion and Summary. 

It is now time to sum up the conclusions to be 
arrived at and to state the point of these lectures. 
It has been pointed out that during the past 600 yean 
surgery of the chest has at times receded and at times 
advanced, and that at no period has such progress 
been made as occurred during the last war. During 
that time surgeons overcame their dread of opening 
the closed thorax and learnt to repair a wounded 
lung and restore it to its normal function. It has 
also been demonstrated that in civil practice it is 
possible with safety to the patient and without 
expensive apparatus to open the chest widely and 
to deal with discarded processes which previously 
were unrelieved. The evidence that has been brought 
forward is intended as proof that the operation of 
thoracotomy is a sound and reasonable one. 

I submit that more and more operations on the 
chest should be undertaken, and that with a wider 
experience the operation of thoracotomy will become 
as useful and ordinary as that of laparotomy. 
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THE OPERATION OF VENTROFIXATION, 

WITH THE AFTER-RESULTS OF 220 CASES. 

By J. E. GEMMELL, M.B., F.R.S. Edin., 

SENIOR HONORART SURGEON, HOSPITAL FOR WOMEN, LIVERPOOL» 

HONORARY SURGEON, LIVERPOOL MATERNITY HOSPITAL; 

AND 

A. LEYLAND ROBINSON, M.D. Lond., 
F.R.C.S. Eng., 

HONORARY ASSISTANT SURGEON, HOSPITAL FOR WOMEN, 
LIVERPOOL. 

Ventrofixation is a generic term for a large 
group of operations in which widely differing methods 
have been used to fix the uterus to the anterior 
abdominal wall. There is no doubt that many of 
these methods have been anatomically unsound, 
and have been followed by post-operative compli¬ 
cations and obstetric difficulties, or the so-called 
fixation has resulted in the attachment of a long 
and futile band of peritoneum to an otherwise 
unaltered uterus. Such bands, which every gynaeco¬ 
logist has seen and excised, may easily lead to 
strangulation of bowel, and are therefore not only 
useless but dangerous. In other cases where true 
fixation has been achieved, entirely unsuitable 
parts of the uterus have been selected as fixation 
points—e.g., the upper segment, the fundus and even 
the posterior surface. A uterus anchored in this 
way is incapable of symmetrical enlargement, and 
subsequent pregnancies will either terminate in 
early abortion or end in some form of dystocia at 
term. In view of these facts it is perhaps not sur¬ 
prising that the operation is regarded with disfavour 
in some quarters. Such sequels certainly condemn 
the type of operation concerned and emphasise 
the danger of bad methods, but do not prove that 
the principle of ventrofixation is fundamentally 
unsound. 

It is the purpose of this paper to show that a 
properly performed ventrofixation is free from undue 
risk, does not interfere with subsequent pregnancy 
or labour, and in a large majority of cases perma¬ 
nently cures the patient of those symptoms for 
which the operation is undertaken. Our conclusions 
are based on a number of cases operated on at the 
Hospital for Women, Liverpool, by one of us 
(J. E. G.), using one particular method throughout 
the series. Of 470 patients operated on prior to 
December, 1917, 220 have been traced. In 115 cases 
the operation was performed for retroversion, and 
in the remainder (105) as a part of the treatment 
of prolapse. 

Indications for Operation. 

Retroversion—congenital retroversion and retro- 
ponation—with a freely mobile uterus of normal size 
is symptomless, and in the absence of infection, 
repeated abortions, or sterility, does not justify 
operative interference. 

Backache and dysmenorrhoea in such cases are 
due to associated neurosis, and the results of 
operation are disappointing—sometimes actually 
harmful. On the other hand, a bulky, tender, fixed, 
retroverted uterus is in a different category. Many 
of these cases follow labour and in most of them 
some degree of infection is present. Backward 
displacement by stretching peritoneal ligaments 
and kinking blood-vessels and lymphatics produces 
pain, enlargement of the uterus, oedema of the 
endometrium, and menorrhagia; menstruation 
becomes painful and prolonged, leucorrhoeal dis¬ 
charge is increased, and other symptoms, such as 
dyspareunia and repeated abortions, may follow. 
If unrelieved chronic ill-health ensues, a condition 
of semi-invalidism characterised by a' well-defined 
group of symptoms. (Table I.) 

Prolapse. 

We consider ventrofixation to be a necessary part 
of the surgical treatment of severe prolapse in young 
fertile women; for women past the menopause an 


abdominal operation is often undesirable and also 
unnecessary, for any lesion can be permanently 
cured by vaginal methods, either colporrhaphies 
or the interposition operation. We readily concede 
that prolapse can be successfully treated in young 
women by vaginal plastic work alone, but to 
accomplish this in severe cases (50 per cent, of onr 
cases were complete procidentias) very sweeping 
colporrhaphies must be carried out, and usually 
amputation of the cervix. 

Such sacrifice of tissue is inimical to subsequent 
conception. We have found that of 27 cases in 
which amputation of the cervix was performed, 
only 4 became pregnant afterwards (14-9 per cent.), 
compared with 59 subsequent pregnancies in the 
remaining 193 cases (30-5 per cent.—this figure 
should be higher as some of the patients were 
unmarried). Further, if pregnancy does occur the 
risk of perineal and vaginal lacerations during 
labour must logically be increased ; in other words, 
there is a risk of reproducing the original lesion 
in an exaggerated form. 

We believe that if ventrofixation (or some com¬ 
parable abdominal operation) is practised in addition 
to the necessary vaginal repair, the latter may be 
safely restricted within moderate limits and the 
cervix, unless obviously diseased, conserved. 

The advantages of a moderate colporrhaphy over 
a very extensive one need no emphasis. Sexual 
life and conception are not interfered with and 
labour entails no special risks. We are not con¬ 
cerned with the relative merits of ventrofixation 
and other abdominal procedures such as Gillian’s 
operation, for whilst we have seen excellent results 
in isolated cases, we have had no experience of 
a large number of results. (Table II.) 

Description of Operation. 

The necessary vaginal work which is first carried 
out consisted of the following operations in our 
cases :— 


Anterior colporrhaphy .. 4 Dilatation and curettage .. 57 

Posterior colporrhaphy .. 38 Trachelorrhaphy.. .. 14 

Anterior and posterior Amputation of cervix .. 27 

colporrhaphy .. .. 67 Haemorrhoids .. .. 5 


Abdominal Incision .—A small two- or three-inch median 
incision is made extending from the symphysis pnbis 
upwards, or alternatively the transverse (Pfannenstiel) 
method may be used; the latter, which was employed 
73 times, gives satisfactory access, and leaves a sound and 
almost invisible scar, and can be safely recommended in 
the absence of infection. After opening the peritoneum 
the uterus and adnexa are examined for the purpose of 
determining their exact position and the presence and 
nature of lesions other than mere displacement. Any 
such lesions are then dealt with. 

Additional abdominal procedures in the present series 
include:— 


Separation of adhesions .. 25 Myomectomy .. .. 10 

Salpingectomy .. .. 14 Herniotomy .. .. 6 

Double salpingectomy .. 3 Appendicectomy .. .. 2 

Salpingostomy .. .. 2 Utriculoplasty .. .. 1 

Ovariotomy .. .. 10 D’ArtJgue’s operation .. 1 


In this case as D'Artigue’s operation was found to be 
unsatisfactory when completed it was disregarded, and 
ventrofixation carried out in the usual way. The amount 
of associated infection is worthy of notice. 

Formation of Bladder Septum .—The peritoneum covering 
the bladder is picked up in the middle line with a succession 
of Spencer Wells forceps arranged in file and extending 
from the utero-vesical attachment to the upper border of 
the symphysis pubis. It will be noticed that the latter 
point coincides with the parietal peritoneum at the lower 
angle of the incision. 

Using these forceps as guides, a catgut suture is inserted 
in the centre of the utero-vesical fold and continued as 
a running stitch through the peritoneum covering the 
bladder, passing downwards, forwards, and upwards in the 
middle line until the parietal peritoneum is reached at the 
lower angle of the wound. This stitch is both continuous 
and interrupted, for the two ends are knotted at short 
intervals, thus bunching or gathering the peritoneum into 
one mass and forming a median septum stretching across 
the utero-vesical pouch between the uterus and the 
abdominal wall; the two ends of the suture are finally 
brought through the rectus fascia on each side, just above 
the Bymphysis pubis. 
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Table I. —Retroversion Cases showing Age of Patient and Nature of Symptoms. 


Age in decades. 

Symptoms. 

I 

10-20 20-30 30-40 

40-50 1 50-60 

| Pain. 

Leucorrhaca. 

1 

Repeated 

abortions. 

Irregular 

menses. 

1 

1 

1 

1 

i 

i 

_1 

; 


Hypogastric 
and iliac. 

«a I 

l , *1 

O © JL so 

IJ ! |i ! 

« J H | 

Sterility. 

jj 

Si 

] Q 

No. of 
patients 

4 30 

63 1 27 

1 

I 32* 14* 24* 6* 22* 

\ 59 58 45 10 45 

4* 

36 

8 * 

19 

1* 

18 

8 7 


* Number of patient* in whom this particular symptom was specially predominant. 


Table II. —Prolapse Cases showing Age and Fertility of Patients and Type of Prolapse. 

Age in decades. Number of children. j Type of prolapse. 



20-30 

30-40 1 40-50 50-60 

60-70 0 

12 

3 4 ; 5 

6 

7 

No. of 
patients.. 

1 

17 1 

i 1 

1 1 

1 

i ! 

43 41 3 

i 

i 

1 4 

| 

1 24 17 

l 

22 10 6 

H 

! 1 


10 

© 

Cystoccle 

and 

rectocele. 

& 

© c3 


to 

& 

a? 

* £ 

n 

o 

cs 

"E© 

£2 

31 

a 

* 

* 

7 

44 

50 


Table III. —Effect of Ventrofixation on Repeated Abortions. 


Case No. 

Before operation. 

Operation. 

After operation. 

Living 

children. 

l 

Abortions. 

Abortions. 

Living 

children. 

69 

0 

4 j 

Ventrofixation and myomectomy. 

0 

0 

71 

0 

3 

Long peritoneal suspension band 
found attached to fundus and 
excised. (A previous opera¬ 
tion performed elsewhere.) 

0 

3 

First labour occurred 11 
months after operation. 

70 

2 

4 

i 

Simple ventrofixation. 

0 

1 

Patient added “ first time 
labour was natural.” 

153 

0 

6 

Simple ventrofixation. 

0 

1 

B.B.A.: (9 lb. weight). 

58 

3 

3 

Simple ventrofixation. 

0 

2 

Totals .. .. 

5 

20 

— 

0 

7 


Table IV. —Effect of Ventrofixation on Labour. 


Total No. 
of patients 
operated on. 

No. of 
patients 
confined. 

No. of children. 

Labour. 

Dystocia. 

Still¬ 

births. 

i * 3 ; 4 

i 1 

Eaay. aa P ST Forceps. 

220 

63 

34 14 i 13 2 

23 4 j 2 f 27 

0 — 


Table V. — Effect of Ventrofixation on Symptoms. 


Time since operation in years. 



rruinpou. 

iwruuvunjiuu. 

1 * 






' 


' 


- 




3 

4 

5 

6 7 

Q 

8 

9 

10 

11 

12 

13 

14 15 

No. of 
patient^ .. 

83 

90 

i 

1 17 

24 

20 

1 

32 , 20 

15 

18 

18 

5 

- 

5 

6 

; 

2 2 


Tabi.e VI. — Patients with Symptoms due to Labour. 


Original legions. 


Prolapse. 


Uompletc 

prolapse. 


Retro¬ 

version. 


Number of 
children. 


Present complaint. 


1 2 


3 


4 


Unqualified 

answer. 


“Occa- , „ 
sionolly.” 


Slight.” | 


Forceps. 


Stitcher. 


No. of 
pat ii*nts 


5 


8 9 0 | 4 j 1 | 12 4 4 


1 o 
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This septum effectually obliterates the space which would 
otherwise exist below the fixation area, converts the 
fixation band into a ridge, and hence by preventing the 
formation of adventitious bands and peritoneal fossa:, 
eliminates the danger of post-operative strangulation of 
bowel. It is, therefore, merely a safety device and does 
not act, and is not intended to act, as a uterine support. 
It must interfere to some extent with the upward move¬ 
ments of the bladder, but in actual practice such inter¬ 
ference is negligible, for that viscus ascends freely on each 
side of the septum, there is no diminution in working 
capacity and no disturbance of the mechanics of micturition. 

Fixatidn of U terns. —The uterine wall immediately 
related to the utero-vesical fold of peritoneum is part of 
the lower uterine segment; its function during labour 
is passive dilatation. Repeated examinations during 
Caesarean sections have failed to show any elevation of the 
level of this reflection. Fixation of a point that normally 
remains stationary cannot interfere with the symmetrical 
development required by pregnancy, or retard dilatation 
during labour. This area is therefore selected as the 
fixation point—i.e., the anterior surface of the uterus 
immediately above the attachment of the utero-vesical 
reflection of peritoneum. 

Two silkworm-gut sutures are introduced with a round¬ 
bodied needle so as to include a fair bite of muscle, and 
then drawn through the rectus sheath immediately above 
the catgut suture forming the baldder septum. 

It is important to notice that the peritoneum is deliber¬ 
ately avoided in these fixation sutures. The uterine 
muscle is thus brought into intimate contact with the 
rectus fascia and muscle, and a (ibro-muscular ligament 
is formed at the junction. Closure of the abdomen is 
carried out in layers in the usual way. The operation is 
a simple one and may be completed in 15 to 20 minutes. 

Results. 

There are two chief methods of investigating 
results : the objective, in which the surgeon examines 
the patient and relies chiefly on his own findings, 
and the subjective, in which the patient’s own 
statements are accepted as criteria of success or failure. 
Both these methods are open to criticism, for whilst 
an operation may be technically perfect it is not 
a true success if symptoms persist; conversely, 
symptoms complained of by the patient arise in 
some instances quite independently, and may have 
no connexion with the operation or with the original 
condition for which the operation was performed. 
It is, of course, obvious that the success of any 
operation can only be measured in terms of symptoms 
cured, and therefore the subjective method is, on 
the whole, more trustworthy, if sometimes unfair 
to the surgeon. 

Although we have examined a good number of 
our patients (25 per cent, at least), we have used 
this method (the subjective) exclusively in assessing 
results, and we think it desirable to publish the 
questions asked in toto to show the completeness 
of our inquiry. 

Dear Mrs. - 

You were operated upon by Dr. Gemmell some years 
ago at Shaw Street Hospital. He is anxious to know the 
result of the operation, and will be much obliged if you will 
answer the following questions and return the completed 
form. He will be glad if you will also report at Shaw Street, 
any Tuesday or Friday, between 2 and 3 o’clock. 

1. Have you any complaint of the womb, &c., at present ? 
If so. when did you first notice it ? 

2. Have you had any children since the operation ? 
How many ? Give dates. 

3. Have you had any miscarriages since the operation ? 
When did they occur ? How many months were you 
pregnant? 

4. Had you any special complaint when carrying these 
children ? 

5. Were the labours easy ? Mention any special points 
such as instruments or operations ? 

6 . Have you any difficulty in passing or holding the 
water ? 

7. Are your bowels regular ? Have you any difficulty 
in holding the motions ? 

8 . Are your periods regular and free from pain ? 

8 a. Have you any discharge between your periods ? 

9. Is your general health good ? 

General Results. 

1. One patient died from sepsis, aggravated by 
her own action in removing the dressing and walking 
to the lavatory the day following operation. 


2. There were no cases of intestinal obstruction. 

3. 179 patients described themselves as cured 
(including 43 women with 72 pregnancies). 

4. Forty-one patients complained of symptoms, of 
whom 20 had been confined of 31 children and 
attributed their symptoms to labour; 14 of the 
remainder stated their complaint to be either slight or 
occasional, leaving seven patients as possible failures. 

Effect of Ventrofixation on Conception and Pregnancy . 

Conception. —The fact that 63 patients conceived 
subsequently proves that ventrofixation does not 
prevent conception in fertile women. 

Sterility. —Of eight patients specially operated 
on for sterility (with retroversion) three became 
regnant afterwards, one woman after seven and a 
alf years of marriage, and two others after four 
and three years respectively. Of 28 married 
nulliparae, eight afterwards had children. 

Abortion. —Prior to operation 36 patients had 
aborted 58 times ; afterwards 12 women aborted 
13 times, eight of the latter had also borne living 
children since operation and had aborted previously 
(i.e., before operation). Of the remaining four 
patients, one attributed the miscarriage to overwork 
(when ignorant of her condition). In the second 
definite pelvic infection was found at the operation, 
necessitating left salpingectomy, whilst no reason 
was alleged for the remaining two cases, of whom 
one has since gone to full term. 

Repeated Abortions. —Five patients were operated 
on for multiple abortions witn the results shown in 
Table III. In view of the complexity of these 
processes—conception and sterility—it is impossible 
to dogmatise from a few cases, but it seems fair to 
conclude that the chances of conception are not 
diminished, and that by reducing the frequency 
of abortions, ventrofixation actually increases 
fertility. 

Effect on Pregnancy. —Although one might have 
expected patients to complain of abnormal pains 
during pregnancy, actually only two patients did 
so, seven others mentioned various symptoms, such 
as swollen legs, haemorrhage, cough, which -could 
clearly have no bearing on the operation. 

Effect on Labour. —The figures in Table IV. need 
no comment and permanently dispose of the idea 
that ventrofixation necessarily means dystocia. 

Effect on Symptoms. —Patients without symptoms : 
179 patients remained free from symptoms for 
periods ranging from three to 15 years, averaging 
seven. (Table V.) 

Patients with Symptoms. —Forty-one patients (18*6 
per cent.) complained of symptoms. Of these 20 
attributed their trouble to labour. 

Effect of Labour on Ventrofixation. —It is universally 
admitted that labour is the most potent of uterine 
displacements, and every plastic operation is severely 
tested by parturition. It is, of course, impossible to 
prevent vaginal lacerations by any form of abdominal 
procedure (excluding Csesarean section), and we have 
already pointed out the increased likelihood of such 
injuries where extensive colporrhaphies have been 
carried out. In the absence of adequate repair 
vaginal prolapse must follow, and in those of our 
complaining prolapse cases that have been examined 
we have invariably found a vaginal lesion, with the 
uterus in normal position. So far we have not seen 
a long hypertrophied cervix, although such a con¬ 
dition is a natural sequence in advanced cases 
where the pelvic floor has “ gone ” and the uterus 
is supported solely from above. 

To some degree these recurrences are preventable, 
lacerations and injuries, generally speaking, are 
commonest and severest in small pelves in which 
antenatal examination and pelvimetry (so often neg¬ 
lected) would reveal the contraction and suggest a 
remedy. The number of instrumental deliveries 
is excessive and unnecessary, and lastly, forceps 
are frequently ‘‘ mis ’’-applied before the cervix 
is fully dilated on the principle that might is right. 
(Table VI.) The percentage of forceps deliveries 
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(75 per cent.) is striking in conjunction with the 
fact that only one patient mentioned stitches. It 
must also be remembered that 43 patients success* 
fully passed through 72 confinements without 
subsequent complaint. 

The remaining 21 patients who complained of 
symptoms had not been subjected to the strain of 
parturition. They fall into two groups, which may 
be briefly considered and tabulated. Group A, 10 
prolapse patients (Table VII.), and Group B, 11 retro¬ 
version cases (Table VIII.). 

In connexion with Group A we make the 
following suggestions:— 


the uterus retroverted. The original notes describe 
the uterus as enlarged and heavy, but omit to 
mention the suture material used ; still this must be 
regarded as a primary operative failure. Neurosis 
is a factor in Gases 43 and 54. Recurrent infection 
and the menopause in Cases 200, 233, and 234. On 
the whole it is clear that the majority of these 
patients were benefited by the operation. 

Considering these results as a whole we are, con¬ 
vinced of the merits of ventrofixation. It was 
evident from the letters received from places so far 
apart as India, Canada, and Greece that many 
patients were very appreciative and attributed their 


Table VII .—Ten Prolapse Patients with Symptoms in the Absence of Confinements . 



Age of patient 
in decades. 

Original lesion. 

Length of time elapsing before 

1 onset of symptoms. 

Nature of complaint. 


20-30! 

1 

i 

30-40 

! ! 

1 1 

1 ( 

40-50 

Partial 1 
prolapse. 

i 

Complete 

prolapse. 

1 2 

! ; 

1 1 i 

'314 

: | 

1 1 

6 17 18 

! 1 

9 

Occa¬ 

sional 

weakness 

Slight 

of 

womb. 

Discom-1 
fort 

only on [ 
exertion. 

i 

Bearing- 

down 

pain. 

No. of 
patients.. 

1 

1 

1 I 

! 

8 

5 

5 

2 1 ! 

1 

! 2 i 1 

1 

1 : 

, 1 I 1 , 1 

1 

1 

2 

5 

2 


Table VIII .—Eleven Retroversion Patients with Symptoms in the Absence of Confinements . 


Case No. 

Married 
or Single. 

Age. 

Children. 

, Chief symptoms 

{ before operation. 

t 

i Years since 
operation. 

Present complaint. 

26 

S. 

30-40 

0 

Dysmenorrhoea and 
menorrhagia. 

6 

1 

Cured for four years: 
dysmenorrhoea for two 
years. 

43 

s. 

30-40 

0 

Dysmenorrhoea and 
menorrhagia. 
Abdominal pain. 

6 

Dysmenorrhoea and ab¬ 
dominal pain. (Not*.— 
This patient had three 
previous abdominal 
operations.) 

41 

8. 

20-30 

0 

Dysmenorrhoea, leucor- 
rhoea and menorrhagia. 

4 

Cured for four years, bearing- 
down for three months. 

51 

M. 

40-50 

3 

Bearing down, leucor- 
rhoea and menorrhagia. 

1 3 

Pain continuous since 
operation. 

68 

M. 

20-30 

1 

Abdominal pain, 
menorrhagia, leucorrhoen. 

5 

Occasional pain in stomach. 

97 

M. 

20-30 

0 

Dysuria, dysmenorrhoea, 
backache. 

4 

Bearing-down on and off. 

164 

M. 

40-50 

11 

Abdominal pain, 
backache. 

11 

Abdominal pain. Uterus 
found retroverted. 

200 

M. 

20-30 

1 

Menorrhagia, dysmenor¬ 
rhoea, leucorrhoea. 

7 

Cured for four years, now 
slight pain at periods, 
f Recurrent infection. 

233 

S. 

o 

WS 

1 

o 

■>* 

0 

Abdominal pain, 
dysuria, leuoorrhcea. 

8 

' 

Tired strained feeling. T.B. 
tube was removed at 
operation. 

234 

M. 

30-40 

3 

Menorrhagia, dyspareunia. 

: s 

1 

Bearing - down. Salping¬ 

ectomy at operation 
(?T.B.). 

309 

M. 

40-50 

5 

Abdominal pain, 
dysmenorrhoea. 

i° 

Cured for seven years; 
dysmenorrhoea lately. 


1. The age of patients at the time of operation 
(eight cases were between 40 and 50 years of age), 
makes the menopause a likely cause of symptoms, 
definitely proved in one or two cases examined by 
us—e.g., patient complains of a bearing down; 
the uterus and vagina in perfectly normal position ; 
senile vaginitis found to be responsible for symptoms. 

2. The interval elapsing before the appearance of 
symptoms—in four cases six or more years after 
operation. 

3. Muscle overstrain and lack of tone is an 
undoubted factor—one patient, a thin woman of 50, 
was running a boarding house single-handed; 
another was a chronic bronchitic. Two other 
patients had developed inguinal hernise, whilst 
deficient musculature was further exemplified by 
obesity and visceroptosis. 

4. As every case qualified her answer it is fair 
to assume that all were improved. 

With reference to Group B, Case 164 (Table VIII.) 
is important as being the only one in which we found 


excellent health to the operation. Although 18*4 
per cent, complained of symptoms, such symptoms 
were frequently described as trivial, and do not 
disturb our confidence as to the value of the pro¬ 
cedure. 

Conclusions . 

1. Ventrofixation is a simple and useful operation 
for certain types of uterine displacement. 

2. Post-operative intestinal complications do not 
occur and subsequent gestation and parturition are 
not interfered with if suitable technique is em¬ 
ployed. 

3. The frequency of abortion is diminished and 
fertility increased. 

4. The percentage of patients subjectively cured 

is satisfactory, and the occurrence of symptoms after 
operation is largely due to factors beyond the 
control of the surgeon, namely: (a) Labour. 

(6) Over exertion. (c) Recurrence of infection. 
(d) The menopause. ( e ) Neurosis. 
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THE TREATMENT OF 
UBINABY INCONTINENCE BY 
ELECTRICAL METHODS. 

By F. HERNAMAN-JOHNSON, M.D. Aberd., 
D.M.R. & E. Cantab., 

DIRECTOR Or THE X RAT AND ELECTRICAL SERVICE, THE FRENCH 
HOSPITAL, LONDON ; PHYSICIAN TO THB X RAY DEPARTMENT, 
MARGARET-STREET HOSPITAL FOR CONSUMPTION, ETC. 


TJbinabt incontinence does not in any way 
threaten life; if it is nocturnal only, it does not 
•directly interfere with work or pleasure; and even 
when the control is imperfect by day as well as by 
night, the use of a receptacle usually enables the 
patient to carry on his business, and to take part, 
more or less, in the social doings of ordinary people. 
Nevertheless, this particular disorder is responsible 
for more distress of mind than that caused by many 
troubles of a physically more serious nature. In 
the young child the symptom is distressing to the 
nts rather than to the patient; hut with the 
plunge from home into the great world— 
•even though this he represented at first by something 
no more formidable than a preparatory school— 
the conviction is brought home to the sufferer that 
he is not as other hoys. Often he begins to feel a 
sense of shame, and this increases as he grows older. 

When treatment fails, parents and patient are 
often consoled with the prophecy that all trouble 
will disappear with the onset of puberty. The boy 
resigns himself to his complaint, in the confident 
expectation that he will be better by the time he is 
15 or 16; and, about that age, partly because 
the changes of adolescence really have in many cases 
•a beneficial effect, partly because of the force of 
suggestion, the disorder often tends to improve, or 
disappears. But not always by any means. And 
the case which does not improve about the age of 15 
is increasingly difficult to deal with. The previous 
suggestion of cure now becomes a counter-suggestion, 
and there is a great danger of the patient becoming 
morbid. 

Wide Distribution of the Condition. 

How many young men who inexplicably refuse 
invitations, who are “ curious ” in their behaviour, 
who shun the society of the other sex, are thus 
afflicted ? We do not know. But the late war 
showed that of apparently healthy recruits, in all 
<X) untries and from all classes, an unexpectedly 
large percentage were afflicted with functional 
urinary troubles. Yet in private practice the con¬ 
dition seems rarely met with among otherwise 
healthy adults. I venture to suggest that it is in 
reality fairly common, but that the victims, partly 
from a feeling of false shame, and partly from a 
belief that they are too old to be in any way helped, 
do not often seek medical advice. Girls appear 
to suffer much more rarely than boys, but when 
it occurs in them the condition is even more dis¬ 
tressing. Whatever the sex it is important to cure 
the condition if possible during the period of home 
life. 

When control has never been properly established, 
there is often a general nervous defect—the child is 
somewhat backward, stammering is frequent, and 
there is often some diurnal as well as nocturnal 
trouble. In other cases the disorder comes on 
gradually between the ages of 4 and 5, sometimes in 
children who seem to be in every other respect 
normal. 

Possible Causes. 

In either case the most careful search should 
“be made for possible exciting causes, which may 
he either local or general. The two things most 
likely to be directly productive of incontinence 
are stone in the bladder and scybalee in the rectum. 
Vesical calculus in young children is more common 
than is generally believed. X ray examination 


will detect 90 to 95 per cent, of all bladder stones; 
for the residue, consisting of uric acid, cystoscopy is 
necessary. Intestinal worms are a source of both 
local and general nervous irritation. A long prepuce 
has been much blamed as a local cause, but to remove 
it simply because it is long is not a justifiable proceed¬ 
ing. There is always some risk, however slight, in 
the administration of a general anaesthetic and 
incontinence is too often unbenefited. Unless, 
therefore, there is some other reason for the circum¬ 
cision in addition to that of possible benefit to the 
enuresis, it should not be performed until other 
measures have failed. Adenoids are of great 
importance : not that one can count upon their 
removal effecting a cure, but a cure by other means 
is impossible so long as the handicap of adenoids 
or “ tonsils and adenoids ” is allowed to remain. 

Treatment by Drugs and Suggestion * 

Drug treatment can be alluded to only very 
briefly. Belladonna is often much abused; it 
should be employed only with a view to “ breaking 
the habit,” and never be pushed for more than 
two months at a time. It is useless and even harmful 
when there is definite lack of tone in the sphincters : 
here nux vomica is indicated. Thyroid (advocated 
by Dr. Leonard Williams) is useful in some cases, 
especially when there are adenoids. Alkalies may 
be useful where the urine can be shown to be hyper¬ 
acid. 

Suggestion treatment, hypnotic or otherwise, 
while of great value, may fail when employed alone. 
Most cases are compounded of a physical and a 
mental element; and either the first or the second 
may predominate. In the latter event psychical 
methods have a great field; but if they do not 
succeed quickly an auto-suggestion of incurability 
may be set up, and the difficulty of cure is much 
increased. 

Electrical Treatment. 

Electrical treatment has been employed for 
nocturnal enuresis for many years—in fact, reference 
can be found to it in text-books half a century old. 
Galvanism and faradism were then used with 
some success. We have now added the high- 
frequency condenser electrode to our armamen¬ 
tarium. Interrupted currents are employed to 
produce rhythmical contraction of the abdominal 
muscles; the condenser electrode is inserted per 
rectum. In this latter case the patient feels nothing, 
but a spark may be drawn from any part of his 
body. These methods both aim at increasing local 
and general tone. They should always be employed 
for some weeks before anything more drastic is 
contemplated. For the first week or ten days, the 
method should be unaccompanied by any verbal 
suggestion, other than an initial explanatory 
statement in the case of older children. These 
should be told that the brain controls the bladder 
even during sleep, provided that it gets proper 
messages as to the state of affairs there; and that 
the effect of the electricity will be to increase the 
strength of the messages—“ to make the telephone 
bell ring more loudly.” 

Combination of Suggestion with Electrical 
Treatment. 

If there is no improvement within ten days a 
definite suggestion should be made to the effect that, 
although the bladder is not yet strong enough to 
hold its water all night, yet its distress signals 
will wake the patient before an accident happens. 
This is often successful, even though previously, 
without the use of electricity, the suggestion may 
have been made in vain. (The kind of suggestion 
here referred to is, of course, ordinary 4 ‘ waking 
suggestion ” and persuasion: hypnosis should not 
be employed except by experts in the subject.) 
If the patient can be got to wake regularly feeling 
a desire to micturate, the battle is practically won, 
and in most cases undisturbed nights are ultimately 
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arrived at. When it is not possible to get the child 
to wake as the result of sensation from his bladder, 
an alternative is to have him awaked at certain fixed 
hours for the purpose of making water. This 
is generally best accomplished by post-hypnotic 
suggestion, and is probably not made any easier 
to accomplish by electrical treatment, which latter 
aims at increasing the intensity of the natural call. 

Internal Application of Electrical Methods. 

Internal methods of electrical application are 
unpleasant and sometimes even painful. In un¬ 
skilled hands they may be dangerous. The simplest 
method is to introduce a metal bougie into the 
bladder and pass $ faradic current through it up 
to the patient’s limit of tolerance. The risks are 
no more than such as are involved when any metallic 
instrument is passed into the bladder. A second 
method is to fill the bladder with a weak solution of 
zinc sulphate and pass into the bladder a rubber 
catheter containing a wire of soft metal. Care 
must be taken that the metal does not at any point 
come into contact with the wall of the bladder or the 
urethra. A current of 10 to 15 milliamperes is then 
passed for 10 minutes, the wire being positive; 
a pad is placed under the buttocks to form the 
negative pole. This proceeding may be repeated 
every other day for a fortnight. 

The above methods increase sensibility as well 
as tone. They ultimately produce a certain amount 
of soreness which may aid in stimulating the patient’s 
attention. But the action differs from that resulting 
from the mere introduction of an irritating solution 
into the bladder. I have seen cases of the latter 
in which the reaction was very severe, causing the 
patient to wake up to make water with pain and 
tribulation for days and even weeks; yet, ultimately, 
the incontinence was not even benefited. 

Prognosis. 

As to prognosis, on the whole, the cases in which 
the trouble comes on in apparently healthy children 
at the age of 4 or 5 are the most difficult to cure ; 
but it should be possible to get a satisfactory result 
in at least 50 per cent, of such cases, even when 
various other methods have failed. The backward 
child, physically and mentally underdeveloped, 
benefits in a remarkable manner from the general 
effects of electricity, unless there is some actual 
congenital defect. The cure of the incontinence may, 
however, be delayed—the child has first to be 
brought to a stage of mental development where 
he can cooperate with the physician. The change in 
the physical and mental outlook of such little patients 
after a few weeks’ treatment is often most gratifying 
to their friends and relations. 

The time required to effect a cure in a favourable 
case is about a month, the patient being seen four 
or five days a week. A case which is definitely bene¬ 
fited but not cured in four weeks may require 
a further month to banish the trouble. On the 
other hand, if no improvement takes place in a 
month, it is best to have the case treated by hypnosis, 
either alone, or in combination with some electrical 
procedure which has not previously been used. 
It should not be forgotten, however, that the good 
effects of electrical treatment are sometimes a little 
delayed, and I have known several cases of boys who 
seemed little better at the time, yet proved to be 
greatly benefited after their return to school. 

Incontinence occasionally follows an attack of 
infantile paralysis, the statements found in some 
text-books to the contrary notwithstanding. It 
is usually amenable to electrical methods and, when 
banished, the result is lasting. 

Incontinence and Progressive Spinal Disease. 

The case of incontinence occurring in the course 
of progressive diseases of the spinal cord—e.g., 
disseminated sclerosis—is somewhat different. It 
is impossible here to bring about a permanent cure ; 
nevertheless, the sufferer should not be denied 
assistance, as a remission for several mouths can be 


secured by a few weeks’ treatment; and such short 
courses can be repeated more than once with equally - 
good effects. Besides the usual electrical technique 
X rays should be applied to the spine. I have 
personal knowledge of a patient suffering front 
disseminated sclerosis who has been kept com¬ 
fortable as regards incontinence for nearly eight 
years, during which he has had seven courses of f 
electricity and X rays, each of about four weeks’ j 
duration. This is an exception ; but instances in j 
which the incontinence has been kept at bay for I 
three to four years are not uncommon. The urinary r 
symptoms are often more distressing to the patient • 
than the paralysis itself. i 

Percentage of Cures to he Expected. ' 

To return for a moment, in conclusion, to nocturnal J 
incontinence. Not every case can be cured by ^ 
electricity—or for that matter, by any known 
methods. At the Cambridge Hospital, Aldershot* ! 
during the war, we worked out statistics for several 
hundred cases, and found that 65 per cent, were 
cured—i.e., they were reported as free from trouble j 
a month after their return to their regiments. But 
these patients were all otherwise well-developed lads 
of between 19 and 20. Taking all types of patients, at 
all ages—which in my private practice have ranged 
from 3£ to 27—the percentage of cures to be counted 
on is over 50, but probably less than 60. This is a 
conservative estimate. One’s results improve with 
experience, and, without being unduly optimistic, 
it is permissible to expect that in future it will be 
possible to attain success in three out of every four 
such cases. 


SQUINT : 

THE QUESTION OF EARLY OPERATION. 
ByW. B. INGLIS POLLOCK, F.R.F.P.S., Glasg., 

EXTRA SURGEON, GLASGOW EYE INFIRMARY ; OPHTHALMIC 
SURGEON, AYR COUNTY HOSPITAL. 


During recent years a number of papers have 
appeared upon the treatment of strabismus convergens 
and divergens, and several discussions have taken 
place at ophthalmic meetings, especially in America, 
upon this subject. There has been a general consensus 
of opinion that untreated squint produces, in a large 
number of cases, amblyopia, or blindness in the 
squinting eye, so-called amblyopia ex anopsia. This 
practical unanimity of opinion, notwithstanding 
Poulard, 1 has been reached mainly since the 
publication of the valuable researches of Mr. Claud 
Worth, 8 who was almost the first to measure 
accurately the visual acuity of young children 
immediately after the onset of the strabismus. 

He has been able to demonstrate that amblyopia 
ex anopsia is almost entirely due to the convergent 
squint of childhood by showing that cases in which 
at the onset the vision of both eyes was normal, or 
nearly normal, when left untreated for two or three 
years returned with the squinting eye amblyopic or 
nearly blind. Prior to his time the accepted view 
was that the amblyopia preceded the squint, and was 
partly the cause of it. The amblyopia ex anopsia 
which follows squint varies generally between 6,21 
and 0-5/60, and usually means complete inability to 
read ordinary type. When the vision is improved by 
glasses it is the defect which cannot be corrected 
which is called amblyopia ex anopsia. This form of 
amblyopia develops, as its name implies, from want 
of use. The squinting child would see double if he 
used both eyes. The child unconsciously suppresses 
the image of the squinting eye and does not use it, 
so that the vision in it is more or less lost. Diplopia 
may be elicited by special tests in recent cases. It is 
the’same as if we bound up the arm of a child for 
months and yea is. It would waste and atrophy. 
If we bandage the eye of a young child for months it 
will also be found to become amblyopic : but adults 
do not lose the vision of an eye by prolonged occlusion. 
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j ~ * The earlier that a convergent squint commences in 
i JiTiildhood the greater is the degree of the amblyopia. 

- 1 mblyopia is also increased by the duration of the 
I ■■-'-juint; it does not, as a rule, occur when the squint 
eminences after 7 years of age. At least, I do 
ot recall having seen a case of it in which the 
r irabismus had come on after that age, but when 
srabismus convergens develops under 3 years of 
ir ? .ge the squinting eye is almost certain to become 
- mblyopic or blind. The only exceptions are when 
; r he squint is alternating, in which case the vision 
j: vBmains good in both eyes, or when the vision is 
f p aved Ijy training the squinting eye, with or without 
cclusion of the good eye. These cases, however, are 
xceptional when the squint develops before 3 years 
f age. When the onset is between 3 and 6 years 
-+f age there is still great danger of amblyopia 
% developing in the squinting eye, but it is more easily 
1 Prevented by non-operative methods of treatment. 

The rate at which amblyopia develops varies in these 
' +ases, but I have seen several instances where it has 
" •ome on within a period of from four to six months. 
" I have observed amblyopia develop in a child's good 
iye which was being occluded for the sake of 
wringing back the vision to the squinting eye, but the 
1 vision recovered after removing the occlusive bandage. 
-'The younger the child the more rapidly the amblyopia 
develops. 

Method of Testing Vision. 

In testing the vision of these young children one 
; \must gain their confidence. My usual plan is to 
+cover the squinting eye and to teach them the names 
of the different objects on the test types, on which 
are represented horses, pails, barrows, flags, Ac. 
After the child gets to know the names of the different 
test objects the parent is told to cover the good eye 
completely with a handkerchief so as to make sure 
. i' that the child is not seeing with it. The child now 
knows the names of the objects on the test type, but 
^ has not had time to remember their order. He will 
‘‘ 1 often show his blindness by giving the wrong names 
when the squinting eye is thus tested. He must be 
, brought nearer and nearer, at the same time taking 
great care to prevent his seeing with the good eye, 

‘ until he is able to state correctly the name of the 
/ largest object. A child sometimes cannot even name, 
with the amblyopic eye, the largest object at a distance 
/ of half a metre. Transfer the cover then to the 
defective eye, and you can at once demonstrate to 
■- the parents how good the sight is in the other eye, 

, because generally they attribute the defect of the 
•' blind eye to ignorance and not to defective sight. 

* The vision should be tested before the use of atropin, 

J , but if the child becomes irritable it is best to repeat 
the examination a week later, and try again to gain 
the confidence of the child. It is remarkable how 
quickly they become accustomed to the various steps 
. of the examination. 

The refraction should be tested after the use of 
atropin for children or homatropin for adults, while 
^ the fields of fixation and the positive and negative 
ranges of convergence should be investigated as 
pointed out by Mr. Freeland Fergus. 8 

Treatment. 

Non-operative .—For a number of years I attempted 
to cure the concomitant strabismus convergens and 
strabismus divergens of childhood by non-operative 
methods, such as occlusion of the good eye and prism 
" training. Each case was examined for astigmatism, 
and suitable glasses were prescribed. I always 
attempted to give as high a value as possible to tne 

* hypermetropic element in convergent cases, which 
means in myopic convergent cases the weakest 

s' spherical element possible. In divergent cases, on 
the other hand, the lowest hypermetropic element 
was taken, and if the eyes were short-sighted the 
strongest myopic glass which could be safely prescribed 

* was employed. After the glasses were prescribed the 
? children were kept on atropin for a prolonged period 
'• in the convergent cases, while the good eye was 

occluded more or less constantly. To private patients 


I lent Priestley-Smith’s tubes or prescribed prisms for 
training purposes. These methods always took a 
considerable time, and even after a course of 6 or 
12 months they frequently failed. I was therefore 
driven more and more to operate for the treatment of 
squint. It is unnecessary to give the history of such 
cases. 

Operative. —In former times it was said that one 
should wait until the child was 15 years of age 
before operating upon the squint. When it became 
generally recognised that by this time the squinting 
eye was often hopelessly blind and practically useless 
it was suggested that the operation should be per¬ 
formed at 7 years of age. However, I found that 
that age was far too late in many cases. A 7-year 
old child is often brought for treatment who has had 
two or three pairs of glasses and is still squinting, 
while the squinting eye is nearly blind. 

Kearney, 4 in a recent article, states that he has also 
been driven to operate in most cases of strabismus 
convergens and I would agree with all he says on the 
subject, but I would urge that the operation should 
be undertaken earlier. Amblyopia may develop 
rapidly. I have seen it come on in the course of six 
months, and on the other hand, I have seen it disappear 
equally rapidly after a successful operation done for 
a patient who was 4 years of age. 

The following cases show what can be done by 
early operation and training of the amblyopic eye. 

Case 1.—Jan. 21st, 1910 : V. U., a girl aged 3 years, a 
patient of the late Dr. Willis, of Strathaven. Strabismus 
convergens of right eye. Angle 50°. Duration four months. 
Illiterate type. V.R. 6/36, V.L. 6/12. Ordered atropin to 
both eyes. 28th : Retinoscopy: 

■p +4.5 T +5.5 

K * +7.5 L * +8.5 

Ophthalmometer, R. and L. 3-5 D. ax. 90°. Feb. 4th: 
V.R. + 3 D. Sph. + 3 D. Cyl. ax. 90° = 6/36. V.L.+4 D. 

Sph. + 1*5 D. Cyl. ax. 90° =*6/12. Ordered R+2-75 D. 
Sph.+3 D. Cyl. ax. 90°. L.+3-5 D. Sph. +1-5 D. 

Cyl. ax. 90°. To keep left occluded all day. April 7th: 
Advised operation. Oct. 10th: R. Advancement rectus 
externus with modified tenotomy rectus internus. 24th: 
Straight. March 29th, 1920: V.R.+ 4 D. Sph.+4 D. 

Cyl. ax. 90° = 6/12, 1 letter. V.L.+ 4 D. Sph.+2 D. 

Cyl. ax. 90° = 6/6 letters. Straight. No return of the squint. 

Case 2.—August 5th, 1918 : R. W., a boy aged 44 years. 
A patient of Dr. D. J. Graham, of Edinburgh. Strabismus 
convergens of left eye. Angle 35^ Duration two years. 
Illiterate type. V.R. 6/12, V.L. 0-5/60. Ordered atropin 
to both eyes and to cover right eye two hours daily. Oct. 10th : 
Advised operation. Stop atropin. Nov. 27th : L. Advance¬ 
ment rectus externus with modified tenotomy rectus internus. 
Dec. 14th : Stitches removed. R. converging 10°. Jan. 28th, 

1919 : R. Advancement rectus externus with modified 
tenotomy rectus internus. April 3rd : Straight V.R. 6/18, 
L. 6/24. Sept. 4th : Straight V.R. 6/12, L. 6/9. Nov. 15th, 

1920 : Straight, with gl. V.R. 6/6, with gl. L. 6/6. Stop 
occlusion of right eye. 

Case 3. — Oct. 28th, 1918 : W. R. W., a boy aged 8 years 
(elder brother of Case 2). Strabismus convergens of right 
eye. Angle 40°. Duration four years. Has had glasses 
+1 D. Sph. all the time, but they have done no good. 
V.R. 6/24, V.L. 6/6. Advised operation. Nov. 27 th: 
R. Advancement rectus externus with simple tenotomy 
rectus internus. Dec. 14th : Stitches removed. April 3rd, 
1919 : Straight V.R. 6/6, 2 letters. V.L. 6/3, 1 letter. 
May 21st: R. Converging 5°. V.R. 6/9. V.L. 6/3, 1 letter. 
June 11th: L. Advancement rectus externus. Sept. 4th: 
Straight R. 6/6, 4 letters, L. 0/3. Jan. 13th, 1920 : Straight 
R. 6/6, L. 6/3. 

Case 4.—Nov. 10th, 1919 : J. A. M., a boy aged 7 years. 
Strabismus convergens of left eye. Angle 35°-45°. 
Duration 34 years. V.R. 6/6. With glasses 6/6. 
V.L. 6/36. With glasses 6/18. Advised operation. 
26th : L. Advancement rectus externus. Dec. 6th: 
R. Advancement rectus externus. Jan. 28th. 1920: 
L. Still converging. April 9th: L. Re-advancement 
rectus externus with modified tenotomy rectus 
internus. 26th: 

■R t +1*® 

+3-5 Tj - +45. 

Ophthalmometer, R. 1 D. ax. 90°. L. 4-5 D. ax. 90°. 
May 18th: V.R. + 15 D. Sph. + 0-5 D. Cyl. ax. 90° = 6/5. 
V.L. +1 D. Sph. +2-5 D. Cyl. ax. 90° = 6/9, 3 letters. 
Ordered above lenses, and atropin to right eye. Feb. 2nd, 

1921 : V.R. (dilated pupil) with above glasses, 6/12. 
V.L. (active pupil) 6/24. With glasses. 6/9, 2 letters. No 
return of the squint. 
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Case 5. —Nov. 28th, 1919 : J. I., a boy aged 5i years. 
A patient of Dr. Robertson, of Motherwell. Strabismus 
convergens of the left eye of three months’ duration. V.R. 
6/9. v.L. 4/60. Atropin drops to both eyes. Dec. 3rd : 
■p +4-5 + 4-5 

it. Li, 

Ophthalmometer, R. 1*5 ax. 90°. L. 2*5 ax. 90°. 
V.R. +3 D. Sph. + 0*5 D. Cyl. ax. 90° = 6/9. V.L.+3 D. 
Sph. + l D. Cyl. ax. 90° = 6/60. Advised operation. 
Jan. 31st, 1920 : L. Advancement rectus extemus. 

Feb. 14th r R. Advancement rectus externus. 23rd : 
L. Modified tenotomy rectus internus. March 26th : Straight. 
Ordered: R.+2 D. Sph.+0-5 D. Cyl. ax. 90°. 
L.+ 2 D. Sph.+ 1 D. Cyl. ax. 90®. March 23rd, 
1921: V.R. 6/6. V.L. 6/24. Glasses no improvement. 
This patient has had no special training by occluding 
the right eye, but he is now again instructed to cover the 
right eye two hours daily. 

Recovery of Vision in ike Squinting Eye . 

The table gives the visual acuity of the squinting eye, 
after correction with glasses if they were necessary, 
both before operation and at the latest date on which 


Case. 

| Before 

operation. 

After 

operation. 

| Occlusion of good eye. 

1 

6/36 

6/12 

Half a day for 2 months. 

2 1 

0-5/60 

6/6 

2 hours daily for 15 months. 

3 

6/24 

, 6/6 

None. 

4 

6/18 

6/9 

Half a day for 12 months. 

6 i 

6/60 

6/24 

j None. 


I have seen the patients after operation. The last 
column gives the duration of the occlusion of the 
non-squinting eye, in these cases of monocular 
strabismus. It will be seen that there was no 
occlusion of the good eye in Cases 3 and 5. 

Remarks, 

Case 3 was 8 years of age when he first came, and 
the squint had been present for four years, during 
all of which time he had worn glasses. Alter the 
operation he discarded his spectacles. They were 
+ 1 D. spheres, and had been prescribed by another 
ophthalmic surgeon. I told the boy to wear them if 
he had pain in his eyes while reading, but they have 
not been necessary. 

Case 5 was 5} years of age, and the squint had 
been present for three years. The improvement in 
vision, as above, was found a year after the operation, 
although no training had been undertaken at all. 
Instructions have now again been given to occlude 
the good eye for two hours daily, and to report in 
three months time. The other three cases have all 
had more or less continuous occlusion of the good eye. 

Case 1 was 3 years of age, and the squint had been 
present for four months. After the operation she 
stopped attending and was lost sight of for four years. 
The occlusion had only been used for tw r o months, 
and the improvement in vision w r as therefore almost 
entirely due to the result of the operation. 

Case 2 had never been treated with glasses, and his 
vision made remarkable improvement from the date 
of operation. When he first came he was unable to 
recognise the largest letter except at a distance of 
i a metre. He was 4£ years of age, and the squint 
had been present for tw’o years. He had occlusion 
of the good eye for two hours daily for about 15 
months, and at the end of that time the vision had 
improved from 0 5/60 to 0, 9. Recently he has been 
ordered glasses, and with these there was a further 
imp rovement to 6/0 in both eyes separately. 

Case 4 was 7 years of age and had the squint for 
3£ years. After operation the vision of the squinting 
eye had improved from 6/18 to 0/9. He has had 
atropin in the good eye, as well as occlusion, but the 
vision of the squinting eye still remains slightly 
defective. This is probably due to the fact that there 
was great difficulty in persuading the boy to keep the 
good eye occluded, and he constantly pushed the 
patch aside from the right eye. He has not yet been 
able to reach more than 6/9. 

It will be seen, therefore, that each of the cases show 
an improvement in the vision of the squinting eye 
after the operation, two of them being without any 


occlusion of the good eye, while the remarkable 
recovery of Case 2 was due to the operation as much 
as to the occlusion of the good eye. If a child of 
1 to 3 years is going to lose the sight of one eye. 
why should it be refused an operation, when by such 
an operation amblyopia may be prevented. The 

osition w’hich I take up is that the operation should 

e done within a reasonably short period after the 
appearance of the squint. 

Children are frequently brought to us when the 
squint has just appeared. If we then give them 
glasses the parents are satisfied and they disappear, 
and nothing further is done. The glasses are T often 
lost, and when they come back we find that the 
squinting eye is practically blind. Would it not be 
far better to perform the operation wiien the children 
are first brought to us ? If the eyes are put straight 
it is the best chance for recovery of vision in the 
squinting eye. The earlier the operation is done the 
better, because there is a far greater tendency to the 
recovery of function. If the operation is delayed 
there is less likelihood of the disappearance of the 
amblyopia, and, indeed, it is not to be expected after 
the age of 15 or 20. 

The one condition is that the squinting eye be put 
straight, both for near and for distance. The opera¬ 
tion is useless unless the eye is made absolutely 
straight. If there is the slightest squint still present 
there is no recovery of function, because the child 
would again see double, and therefore still suppress 
the vision of the squinting eye. It has been said 
that the same may be done by non-operative methods, 
including glasses, but it is well known that the squint 
often recurs with the glasses. I would go further. 
The squint must be put so straight by operation that 
it is independent of glasses, unless they are required 
for refractive errors. It is a pure waste of time trying 
non-operative methods if we have to fall back on 
operation at the end. 

Objections, 

One objection that has been raised against early 
operation is that if the squint is left alone a certain 
number of cases come straight. This point, of course, 
is known to everyone, and has been found recently 
in the recruiting stations. Dr. Clarence Loeb 5 has 
pointed out that the number of men with one eye 
amblyopic made a fairly considerable percentage of 
the returns from the eye examinations of recruits, 
whereas adult men writh a convergent squint were in 
a much smaller percentage. He suggested that if 
the amblyopia caused the squint, the ratio should 
be in the inverse. The cases which come straight 
without operation in my experience are nearly always 
those which have become amblyopic in the squinting 
eye. In such a case, had it been operated on within 
a short period of the onset of the squint the amblyopia 
would have been prevented. 

The second objection which has been raised w is 
that some parents prefer their children’s eyes to be 

ut straight by glasses. This seems often to be 

ecause the parents themselves have already worn 
glasses all their lives and consider that nothing better 
can be hoped for their children. There seems also 
to be a widespread belief in the uselessness of 
strabismus operation, apparently due to the non¬ 
success of the earlier methods of operating. If there 
is slight astigmatism and 1ow t refractive error, I advise 
that the patient should have an operation and leave 
off the glasses. If the refractive error is of a medium 
amount or higher, I tell the patient to w T ear the glasses 
outside w r hen they experience the necessity for them, 
and to keep them as much as possible for near work. 
If the patient has been put straight by operation then 
glasses should not be necessary to keep liirn straight. 

Tatiliography. —1. Poulard, M: Amblyopie par StrabiMue 
Annales d’Oeulistique, February, 1921. 2. Worth, Claud : 

Squint, Its Causes, Pathology and Treatment, fifth oil., 
Bailliere, Tindall and Cox, Loudon, 1921. 3. Fergus. Fret-laud : 

Operations for Squint by Advancement, Glasgow Hospital 
Reports, vol. II., 1899, p. 312. 4. Kearney, J. A. : Correction of 

(Yons-eyc Deformity, American Journal of Ophth., Series III., 
vol. ii., 1919, p. 124. 5. Lbeb, Clarence: Convergent Strabi<m:is 

treated by Atropin and Glasses, with some cases of Hereditary 
Strabismus, Reply to Discussion, American Jour, of Ophth.". 
vol. i., Series Ilf., 1918, p. 607. 
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THE TREATMENT OF CASES OF 
SYPHILIS HAYING A PERSISTENT 
POSITIVE WASSERMANN 
REACTION. 

By C. F. MARSHALL, M.D., M.Sc.Vict., 
F.R.C.S. Eng. ; 

AND 

A. G. SHERA, M.D., B.Cil Cantab., M.R.C.S., 

PATHOLOGIST TO%THE PRINCESS ALICE HOSPITAL, EASTBOURNE; 
LATE PATHOLOGIST TO THE BRITISH RED CROSS 
HOSPITAL, NETLEY. 


Casks of syphilis with a positive Wassermann 
reaction persisting in spite of treatment may be 
provisionally divided into two categories: (1) those 
in which cKnVal symptoms also persist or continue 
to recur ; (2) those in which the positive reaction 
is the only sign, clinical symptoms baying been 
absent for some considerable time. It is obvious 
that cases belonging to the first category require 
further treatment; but the procedure to adopt in 
cases belonging to the second category is not so 
easy to decide. 

In the present state of our knowledge thin question 
cannot be decided by statistics, for the Wassermann 
reaction is of too recent introduction for us to know 
the ultimate fate of such cases. We do not yet 
know how long the reaction may remain positive, 
nor whether it tends to become negative after a 
lapse of time. Nor do we yet know whether it is 
these cases with persistent positive reactions which 
ultimately develop tabes, general paralysis, and other 
late manifestations. To decide this question we 
should require statistics of the Wassermann reaction 
10 or 20 years hence in patients who have been 
treated duv 5 ng the last 10 years. All we know at 
present is that the reaction may remain positive in 
spite of repeated and intensive courses of treatment, 
ana also that it may become negative in the absence 
of treatment. 

Cause of Reaction—Generally Accepted View. 

The Advisability or not of giving further treatment 
ti' cases with a persistent positive reaction, but no 
clinical symptoms, depends upon the real nature and 
significance of the reaction itself, and whether a 
positive reaction always indicates the presence of 
Jiving spirochsetes or not. The view now generally 
accepted is that the reaction is caused by substances 
of histogenetic (katabolic) and not mierobi d origin, 
and it is not inconceivable that these substances 
may continue to be formed for some time after the 
death of the spirochaetes which originally gave rise 
to their formation. If a patient with a persistent 
reaction could be reinfected with syphilis, this 
would decide the question; because, for Iru* 
reinfection (as distinguished from superinfection) 
to take pi ice all the spirochaetes of the first infection 
must be dead. So far ns wo know, no such case has 
been recorded ; as a rule, recent blood tests have 
not been made in cases of true reinfection. 

Problem oj Persistent Positive Reaction. 

If a positive reaction always signifies active 
■spirochaetosis further treatment is evidently indicated, 
but if it. may be due to the continued formation 
of katabolic tissue products in the absence of spiro* 
ohsetes further treatment is obviously contra¬ 
indicated, if no symptoms are present. Assuming 
that the first interpretation of the reaction is correct, 
when the reaction remains positive in spite of 
repetition of the same courses of treatment, it would 
appear advisable to change the therapeutic methods. 
The majority of cases with persistent positive 
reactions, including most of those in the table 
opposite, have been treated with the usual courses 
consisting of intravenous injection of arsenical 
compounds and intramuscular injection of mercurial 
cream. This method is strong in arsenic but rather 


weak in mercury. It would be interesting to find 
whether an increase in the intensity of the mercurial 
factor would reduce the number of persistent 
reactions. 

Effect of Sulphur. 

The effect of sulphur is another point worthy of 
investigation. Sulphur, which was formerly much 
used in the treatment of syphilis, has lately faUen 
into disuse, but has been revived by McDonagn 
in the form of intramine. Case 10 in our tame is 
suggestive in this connexion. This patient had been 
treated with two courses of intravenous injections 
of neosalvarsan and mercury. When seen by us 
there were no signs of syphilis, but the reaction was 
found to be strongly positive. Further treatment 
bv mercurv and iodides was not tolerated. Sulphur 
was then .given, and the reaction is now negative. 
Although it is impossible to generalise from a single 
case, the administration of sulphur in these cases 
seems worth a trial. 

Conclusions. 

1. We are of opinion that the possibility of the 
Wassermann reaction remaining positive m the 
absence of active spirochaetosis has not yet been 
disproved. But, as it is equally impossible to dis¬ 
prove the contrary hypothesis, it is best in actual 
practice to regard a patient with a persistent positive 
reaction as one who is not definitely cured and as a 
subject for further observation and possibly further 

treatment. ... ... .. 

2. We consider that a persistent positive reaction 
is not, by itself, sufficient evidence to decide the 
question of further treatment, and that we should 
be guided equally by the clinical progress of the case, 
the nature of the former symptoms, and the intensity 

Cases with Persistent + Reaction but no Symptoms. 


J 

No. 

| 

«-i . 

o o 

5c as 

| Treatment received. 

W.R. 

Remarks. 

1 

1 I 

2 

3 

4 

S. 

5? 

f. 

T. 

Two courses.* 

; Three „ 

1 Two ». 

! One course. 

+ 

1 + + + 

j -1- 

) Recommended 
r further 

> treatment. 

Disappeared. 

5 

T. 

i Treated 5 years ago ; i 

+ 

> Receiving further 



' method unknown. 

1 + 4- + 

1 ) treatment. 

6 i 

T. 

One course. 

7 1 

T. 

i Two courses. 

+ 

| Disappeared. 
Before treatment 
reaction only -f. 

8 i 

9 

T. 

T. 

One course. 

1 One course of galyl 
| and mercurv. 

+ 1 
-!- + * + 

1 

10 

T. 

i Several intensive 
courses of neosalvarsan; 

- + + + Treatment by mercury 
j for short time.J 

j 


! and mercury. 

, . ^ J 


11 i 

i 

T. 

i Treated 20 years ago 

; -r t -f + 

1 Recommended 

j with mercury. 

- + + ; 

i 

( further treatment, 

! 

12 

C. 

i 

J Two courses. 


* cinn course as a rule consisted or i o g. m .a. o. ».ii* 

% Then sulphur, after which reaction be^me nesrativo^ 

4 . - Weakly positive. + + = Positive. + + +-Strongly 
+ positive + + + + = Very strongly positive. 

vincroaf 

L921 ^wherein the complement was kept constant and the 
atigen varied. 

nd duration of previous treatment. If clinical 
vmptoms have been present comparatively recently 
javf during the last 12 months), we hold that 
ur'ther treatment is advisable; but if symptoms 
lave been absent for more than a year, that the 
.dvisability or not of further treatment should 
lepend chiefly upon the clinical course of the case. 

3. If further treatment is decided ujjon, we think 
hat this should differ materially from that given 
ireviously. We suggest that sulphur should form 
of this treatment without venturing on any 
lypothesis to explain its possible action._ 

Sterilisation and Washing of Infectious Linen 
3 undertaken by Messrs. W. G. Lacy and Co., Ltd., St. 
rohn’a Wharf, Camwath-road, Fulham, London, S.W.6. 
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CInucal Jfotes: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 


AN UNUSUAL CASE OF A 

FOREIGN BODY IN THE (ESOPHAGUS FOR 
NINE MONTHS. 

By Charles H. Carroll, M.R.C.S., L.R.C.P.Lond. 

In May, 1918, when house surgeon to the ear, 
nose, and throat department of the London Hospital, 
I was consulted by a woman who brought her baby 
boy, aged 15 months, to the hospital, suffering from 
what appeared to be a superficial ulcer on the neck, 
which she stated had existed for some considerable 
time past, healing and breaking down in turn. On 
examining the child’s neck and removing the scab 
from the ulcer, I felt a “ pin point ” projecting through 
the centre of the wound. 

The child was admitted for investigation of its condition 
and X ray examination, the result of which is disclosed in 
the accompanying X ray photo. The mother, on being 
shown the photo, at once said : “ That is the safety-brooch 



Radiogram showing safety-brooch in oesophagus, 
which I gave baby nine months ago in his cot to play with, 
and it was lost.” I had no doubt as to her statement being 
correct. 

Under general anaesthesia, Mr. Norman Patterson, surgeon 
to the department, passed an oesophagoscope and cut the 
pin, distal to the joint; the portion projecting through the 
soft tissues of the neck was removed by that route and the 
major part through the oesophagoscope. The child was 
discharged home in a few days none the w*orse for its 
experience. 

The pin, on examination, proved to be a brass 
safety-brooch with a flat bar ; and the point of interest 
is the fact that a baby should be able to put up with 
so formidable a foreign body in its oesophagus for so 
long a time without any apparent symptoms of 
dysphagia or discomfort. 


A CASE OF LOCKED TWINS. 

By Denis V. Murphy, M.B., B.Ch. N.U.I., 

DISTRICT MEDICAL OFFICER, QUEEN CHARLOTTE'S LYING-IN 
HOSPITAL, N.W. 


Locked twins is a very rare condition ; Munro ; 
Kerr, in his “ Operative Midwifery,’* states that 
V. Braun only found instances of two such cases in 
the 90,000 recorded at the Vienna clinic. Further, 
he states that knotting of the cords in twin pregnancy 
is also very rare, and illustrates this condition by a 
photograph of twin cords knotted twice ; he says also 
that such knots lead to foetal death. The following 
case is therefore of interest, as both these conditions 
were present at the same time and without foetal 
death. 



On April 25th last I was called to see Mrs. V., aged 23, 
primipara. Membranes ruptured during sleep 38 hours 
previously, and the midwife sent as “ presentation not 
made out, foetus passing meconium.’’ 

Abdominally .—Fundus was broad, too big to contain a 
head, too hard for a breech, no ballottcment elicited ; uterus 
tended to be moulded on foetus ; foetal back to the left 
anterior ; foetal heart heard at level of umbilicus to the left 
and soft part made out engaged in the brim. 

Per Vaginam , pelvis 
was full of a mass of 
“ small parts ” so 
tightly wedged to¬ 
gether that examining 
lingers were unable to 
sw r eep around the mass. 

A knee w*as recognised, 
and after some force 
was used a foot was 
brought to the vulva ; 
another foot was found 
then just inside and 
brought to the surface. 

No advance being 
made with the next 
pain, the fingers wore 
again introduced, and 
to my astonishment 
found two more feet 
lying loose in the 
hollow of the sacrum, Fig. 1.—Presentation (diagrammatic) 
which followed my at first P.Y. examination, 

fingers to the vaginal 

orifice as I withdrew them. There were now four feet showing 
at t he vulva, all moving voluntarily. One foetus was now seen 
to be lying in the L.S.A. position and the other in the R.S.A. 
position. An attempt w*os made to push up the posterior 
foetus, but this had to be given up as there was no upw*ard 
movement. Traction w*as now made on legs of the anterior 
foetus, the buttocks of the posterior being kept up by a hand 
inside vagina. The anterior foetus moved downwards for 
about 0 inches and stopped ; the cord was palpated and found 



Fig. 2.—The foetuses with the knotted cord. The uppermost 
knots being unravelled when fixing specimen for photographer. 

pulseless and the arms w ere extended, these latter w’ere now* 
brought directly downwards, much force having to be used. 
The head now locked, chin on the symphysis of the other 
foetus and occiput on the mother’s pubis. By applying two 
fingers to back of neck and pushing in the direction of the 
sacrum and rotating the head backwards with a hand 
externally, the head passed the brim and deliverv was 
effected. Cord being taut, was cut and clamped. Other 
child followed in 10 minutes—both were dead. Placenta 
came away 10 minutes later. There was no post-partuni 
haemorrhage and patient made an uneventful recovery. 
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Presentation .—“ Locking ” or impaction of twins due to 
descent of two breeches, is not described in the text-books. 
In this case there was clearly a double knee presentation 
(Fig. 1) and impaction resulting as both foetuses entered 
the brim together. The cause of the foetuses presenting 
together was evidently due to the shortening of the cords 
by the knotting. The liquor amnii having drained away 
for 38 hours caused the uterus to tend further to keep the 
foetuses together during the first stage. The foetal heads 
were much flattened on one side where they were in 
apposition. Uniovular twins, males, 17£ inches and 17 
inches long ; weight, 3 lb. 8 oz. and 3 lb. 6 oz., about 34 
weeks maturity. 

Cords .—The centres of both cords were looped, coiled, 
and knotted together into an elongated mass about 7 inches 
long, which lay at right-angles to the cords (Fig. 2). 
The cords show at least eight distinct knots, and at the 
free end of this mass are very tight. It is of interest that 
both foetuses were alive before delivery, despite this 
condition. 

I have to thank Mr. Leonard Phillips, obstetric 
surgeon to out-patients. Queen Charlotte’s Hospital, 
for permission to publish this case. My thanks are 
also due to Mr. H. H. Gellert, house surgeon of the 
Samaritan Hospital, for his kindness in taking the 
accompanying photograph and to the district 
superintendent, Miss Rodmell, for her valuable 
assistance during the course of this case. 

CASE OF ALUMINIUM POISONING. 

By John Spofforth, L.R.C.P.Edin., M.R.C.S.Eng. 

I was recently called to see a man, aged 46, who 
was then employed at a firm of metalworkers. He 
was in a state of great exhaustion and suffering 
from very severe and persistent vomiting. The 
pulse was slow and irregular. I suspected metallic 
poisoning and later sent a specimen of his urine to 
Messrs. Thomas, Bourlet, and Newman, analytical 
chemists, who reported that it contained a large 
amount of aluminium, also of phosphates. The patient 
said that he had been dipping red-hot metal articles, 
contained in an aluminium holder, into concentrated 
nitric acid. Aluminium produces a rather slow 
intoxication. In this case it caused loss of memory, 
tremor, jerking movements and impaired coordina¬ 
tion. There was also chronic constipation and 
incontinence of urine. 

Richborough-road, Cricklewood, N.W. 



Chloroform anesthesia was given by Captain W. H. Dye, 
and I was assisted at the operation by Captain A. J. 
McDonnell. An hour previous to the operation patient 
had been given a rectal saline with brandy. A separate 
table was required for the tumour to rest on. The operation 
was rather prolonged, 70 minutes, which was unavoidable 
for two reasons—first, the tumour had dragged into itself 
a portion of the abdominal wall, which here was very thin, 
necessitating careful sepa¬ 
ration to avoid opening 
into the peritoneal cavity, 
for the separating muscle 
layer was almost non¬ 
existent ; and secondly, 
there was a great risk of 
haemorrhage, so the vessels 
had to be identified before 
division. The tumour was 
very vascular. There were 
a large number of 
vessels running irregularly 
through the pedicle, and 
many of the veins were 
the size of the average 
common femoral vein. 

Despite all precautions 
there was a fair amount 
of haemorrhage, though 
not more than occurs in 
many a breast operation. 

Patient collapsed towards 
the end of the operation, 
and saline was given 
intravenously and subcu¬ 
taneously, but he died 
two horn’s later. 

On cutting open the 
tumour later it was seen 
to consist of a large 
amount of fat, running 
through which fairly large 
nerve strands were clearly 
visible. The vessels, espe¬ 
cially the veins, were large 
and numerous. In places 
the tumour was pulpy 
and undergoing degenera¬ 
tion. Suppuration had 
extended some inches deep 
to the ulcerated areas. 

Death was due to three causes : (1) Debilitated condition 
of the patient, (2) shock, and (3) hemorrhage, not free, 
but in the amount of blood necessarily withdrawn from the 
body by removal of a tumour weighing 5 stones. 


The patient standing, showing 
the large tumour amputated 
from patient’s side and several 
smaller tumours on body and 
limbs. 


Remarks . 


A CASE OF 

RECKLINGHAUSEN’S DISEASE. 

By F. McG. Loughnane, F.R.C.S. Eng., 

HONORARY SURGEON, ST. MARY’S HOSPITAL, PLAISTOW. 


The patient, an Arab, I saw when in Mesopotamia. 
He had been found in a palm grove, where apparently 
he had been deserted ; he said his age vvas 25 years, 
but he appeared to be about 50. His history was 
difficult to interpret accurately, but as far as one 
could gather he had had lumps on his body for as 
long as he could remember ; no other member of his 
family or village had been similarly afflicted. 

All over his trunk, limbs, and head he was covered with 
multiple tumours of molluscum fibrosum, varying in size 
from a small pin’s head to a Victoria plum, with the exception 
of one exceedingly large tumour hanging from the right 
loin, which on removal weighed 70 lb. The skin covering 
the tumour was thick and corrugated, inflamed in some 
parts, ulcerated and septic in others. On palpation it felt 
more or less semi-solid, and a fluid thrill was present. 
The tumour was about the size of a small sheep, and when 
standing the patient carried it under his arm. The base 
of the pedicle, with the patient lying down and the tumour 
extended, was 14 inches broad. The general condition of 
the patient was poor : he had a temperature of 101° F., was 
very emaciated and obviously suffering from toxaemia. 
He was kept under treatment for a few days so that he 
might withstand an operation with greater safety, but as 
he show’ed no improvement I decided to operate at once, 
hoping his life would be saved by the removal of a great 
source of toxemia, and to tit him to earn a living instead 
of being dependent on the chance alms of a casual passer-by. 


The question of shock is an interesting one, for it 
well known that the nearer to the trunk a limb is 



The same patient in resting position. 

amputated the greater the shock, due to the fact 
that large nerve trunks and vessels are implicated. 
In this case an exceedingly large tumour was ampu¬ 
tated from the trunk itself, a tumour both very 
vascular and certainly containing a very large amount 
of nerve tissue. 

For the accompanying photographs I am indebted 
to Captain McDonnell for the negatives, and to 
Captain C. G. Whorlow for the prints. 
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ROYAL SOCIETY OF MEDICINE. 


SECTION OF LARYNGOLOGY. 

The summer meeting of this Section of the Royal 
Society of Medicine was held on June 2nd and 3rd, 
Dr. W. Jobson Horne occupying the chair. 

Complete Tonsillectomy as a Routine Operation . 

Mr. ^ Mark Ho yell read a paper on this subject. 
He said that during the last few years the practice 
had sprung up of systematically enucleating all 
tonsils which were found to be enlarged, quite irre¬ 
spective of the cause of such enlargement; hence the 
mere slicing of a portion of the redundant tonsil, 
leaving the remainder behind, had been largely 
criticised and regarded as an incomplete procedure. 
He reminded members that not every enlarged tonsil 
was diseased ; in children especially such hypertrophy 
w as a result of nasal obstruction, and when free 
nasal respiration had been restored the tonsillar 
tissue contracted again. Therefore, he contended 
that in such cases removal of the projecting portion 
of tonsil while exerting counter-pressure from outside 
and the application of astringents was all that was 
needed. He criticised the habit of rapid operating 
under nitrous oxide gas, no attempt being made to 
ascertain the condition of the posterior extremity 
of the inferior turbinate body. In deciding to stitch 
the pillars of the fauces it should be remembered 
that the movements of the soft palate were thereby 
curtailed. Haimorrhage, also, after complete enuclea¬ 
tion, might be.very serious, and he knew of several 
deaths from it, and the later singing voice was liable 
to be jeopardised by the radical procedure.—Dr. 
D. Aitken confirmed Mr. Hovelrs contentions, 
especially concerning the bad effect on the voice 
following the complete enucleation.—Mr. W. Rose 
took the opposite view to Mr. HovelPs, urging the 
complete operation. Not merely was the partial 
operation inadequate, in his opinion, but in some 
cases its performance had been the starting-point of 
repeated attacks of tonsillitis. He agreed that the 
scarring following tonsillectomy in some cases resulted 
in impairment of the voice. 

Mr. Jefferson Faulder did not agree that mere 
enlargement of tonsil had been regarded as an indica¬ 
tion for total removal. When there was mere enlarge¬ 
ment, with no other symptom, it sufficed to remove 
the enlargement. He quoted an intimate case in 
which partial procedures led to a long course of 
trouble and inconvenience.—Sir William Milligan 
said he regarded a hypertrophied tonsil as a diseased 
one, and septic tonsils should be subjected to complete 
tonsillectomy, to entirely get rid of the crypts. By 
mere tonsillotomy the crypts were all opened up and 
were the ready receptacles of septic and other foreign 
material from the mouth. Before any slicing pro¬ 
cedure, the condition of the mouth, especially the 
teeth, should be investigated. He deprecated hurry 
in the operation. He did not remember more than 
three of his cases in which suture had had to be per- j 
formed.—Mr. Wright (Bristol) said cases in which 
removal of tonsils was necessary could be divided into ! 
two classes: (1) those in which the tonsils were freely j 
movable on the pharyngeal wall, in which the com¬ 
plete removal could be done as easily and be as free 
from risk as taking away a portion ; (2) those in 

which the tonsil was adherent to the pharyngeal 
wall owing to recurring attacks of peritonsillar 
inflammation. Though more difficult in these, the 
complete operation was the only reasonable one.— 
Mr. W. Stuart- Low took the opposite view to Mr. 
Hovel!, and deprecated the public being led to believe 
that partial operation or medical measures sufficed.— 
Mr. F. II. Higgle agreed with what SirWilliam Milligan 
had said, lie* referred to his histological investiga¬ 
tions of removed tonsils, and said he found in 75 cases 


five were definitely tuberculous. He knew no means 
of distinguishing these from ordinary chronic enlarge¬ 
ments, for the five tuberculous cases had no enlarged 
glands. The tonsillar operation should be as thorough 
as any other surgical procedure.—Mr. J. F. O’Malley 
was also an advocate for complete removal, for none 
were called upon to operate on tonsils which were 
healthy. The larger number of cases of fatal or 
alarming haemorrhage in the last 60 years occurred 
in the period when tonsillotomy was the chief opera¬ 
tion ; haemorrhage was held by some to be more 
likely when a part of the tissue was left.—Dr. Burger 
(Amsterdam) said he had recommended and carried 
out tonsillectomy as the general operation for children. 
With regard to mortality, there was always a tendency 
for operators to report their best cases. For tonsil¬ 
lotomy he did not consider a general anaesthetic was 
needed in the case of children.—Mr. Douglas Guthrie 
referred to the class of case in which the enlargement 
wholly projected and there was no buried portion. 
For these not numerous cases tonsillotomy sufficed.— 
Mr. Herbert Tilley said he never used a guillotine 
for tonsils ; he always did enucleation and dissection, 
and he agreed with Sir William Milligan.—Mr. Horgan 
said he used the guillotine, and that the scarring left- 
after operations on the tonsil was due to over-instru¬ 
mentation. He referred to the valuable work on the 
pathology of the tonsils by Mitchell, of Edinburgh.— 
Mr. Syme agreed with Sir William Milligan, and said 
there was need for a more exact diagnosis of these 
conditions, to determine which should be removed and 
which could safely be left, hoping for a return to 
a normal size.—The President thought the trend of 
the discussion had shown that a tonsillar case should 
either be left alone or tonsillectomy carried out. 
There was much to be said for that. Mere size of 
tonsil was not an indication for operation; the 
largest tonsil he had ever seen was in a man who made 
no complaint about himself ; he had brought somebody 
else for treatment! If coincidently with enlarged 
tonsils cervical glands were palpable, that was an 
indication for removing the tonsil.—Mr. Hovell 
replied. 

Operations on the Frontal Sinus . 

Mr. Walter Howarth read a paper on this subject, 
remarking that only recently had thorough opera¬ 
tions on the sinus become established, hence no 
single operation had become stereotyped. He 
believed the experience of an individual, if his cases 
were numerous enough, was a more valuable criterion 
than that of a group of operators. He had dealt 
with over 200 frontal sinus cases. He regarded the 
ethmoid as the key to the frontal sinus. With regard 
to the intranasal operation, the fronto-nasal duct 
could be enlarged so that it would admit the passage 
of a No. 15 bougie, and it was effected by removing 
the spur of bone which projected from the nasal 
process of the frontal bone. The opening could be 
maintained long enough to ensure a permanent cure 
of the sinus suppuration in a large number of cases. 
The more acute the stage, the more was the intra¬ 
nasal operation likely to be successful. In reference 
to the external operation, he said the Killian—which 
he did not perform—was founded on the fallacy that 
it was possible to completely obliterate the frontal 
sinus. Complicated sinuses were common, and the 
Killian operation was apt to leave dead spaces 
behind the bridge, along the ethmoid and elsewhere, 
which prevented satisfactory healing and might be a 
source of future danger. But why try to obliterate the 
cavity when it could be drained ? The procedure he 
had adopted for eight years was to open the sinus 
just above the lacrymal groove and remove the floor, 
disturbing the mucous membrane as little as possible. 
He next dealt with the ethmoid, all the anterior cells 
being removed ; this cavity was then joined to the 
frontal sinus by cutting through the ascending 
process of the superior maxilla and the nasal process 
of the frontal bone. There was no alteration in 
contour as a result of this, and the scar was so fine 
as to be almost invisible. It was a safe operation, as 
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he had not lost a case, and he never regretted the 
day he had embarked on it.—Mr. Herbert Tilley said 
he had not done the Killian operation for six or seven 
years. Failure in so many operations on the frontal 
sinus was due to the fact that the operator so often 
overlooked the fact that an outlying orbito-ethmoidal 
cell was leaking into the floor of the frontal sinus, 
and what had been regarded as the floor of the sinus 
was really the roof of the orbito-ethmoidal cells.— 
Several other members took part in the discussion. 

Site of Origin of Intrinsic Laryngeal Cancer. 

Sir StClair Thomson read a contribution entitled 
“ The Usual Site of Origin of Intrinsic Cancer of the 
Larynx as demonstrated at 50 Laryngo-Fissures.” 
The series showed that malignant disease exhibited 
no preference for the posterior part of the vocal 
cord, although it had been so stated in text-books. 
The invasion of the neoplasm in the 50 cases was as 


follows :— 



Limited to anterior third of cord 

,. 

3 cases. 

,, middle third 

,. 

7 „ 

,, posterior cord 

.. 

0 „ 


,, anterior and middle together 16 ,, 

,, middle and posterior toget her 3 ,, 

Occupying the whole cord .. .. 21 ,, 

Expressed another way, the cancer invaded the 
anterior third in 39 cases, the middle third in 47 cases, 
the posterior third in 24. The growth was in the 
subglottic area in 13 of the cases, and more than 
50 per cent, of the subglottic cases had died of recur¬ 
rence. In every case, however limited the growth 
might be, the entire vocal cord should be excised.— 
The paper was discussed, and Sir StClair Thomson 
replied. 

Paralysis of Vocal Cords in Cases of Malignant 
Breast Tumours. 

Dr. Logan Turner (Edinburgh) submitted an 
interesting contribution on this subject, based upon 
six cases he had seen in the last 12 years. Three 
were married women, three unmarried, and they were 
first seen for hoarseness, which had developed at 
varying periods after breast amputation for malignant 
disease, the average period between the two events 
having been 3£ years. In none of the cases had there 
been operation on the cervical glands, the question 
of trauma did not therefore arise. Two of them were 
cases of contralateral paralysis—i.e., the cord on the 
opposite side to that of the breast cancer was para¬ 
lysed. By means of an epidiascopic demonstration 
he showed the mechanism of causation. 

Diathermy in Inoperable Cancer. 

Sir William Milltgan gave a contribution on 
diathermy in inoperable pharyngeal and epi-laryngeal 
malignancy, its objectives and limitations, with 
a review of cases. He said that during six years he 
had made use of diathermy in even inoperable cases 
of malignant disease in the floor of the mouth, the 
tongue, the faucial pillars, the sinus pyriformis, and 
even in the hypo-pharynx. He found that in inoperable 
cases diathermy placed the patient in a much more 
comfortable condition than would otherwise have been 
the case ; he did not suggest there was anything like 
lasting cure, but the destruction of the local lesion 
and the clearing up of sepsis rendered the patients’ 
last days infinitely more endurable than if nothing 
of the kind had been done. Sometimes a secondary 
deposit also was amenable to diathermy treatment. 
He proceeded to discuss the technique of the opera¬ 
tion in different conditions and the strength of current 
needed, and to give particulars of patients treated. 
The method was available for surgically operable 
cases also.—The contribution was fully discussed. 

Dr. Irwin Moore read a paper on Eversion of the 
Sacculus Laryngis, and showed a number of illus¬ 
trative slides. The matter has been before the Section 
on a previous occasion recently. 

The Ventricle-Stripping Operation for Cord Paralysis . 

Prof. F. Hobday read a paper setting forth his experi¬ 
ence in 2000 operations on horses with paralysis of the 
vocal cord—manifested in “ roaring ”—by stripping 


the membrane from the ventricle of Morgagni, and 
suggesting that the operation was applicable to the 
human subject suffering from similar paralysis. He 
exhibited specimens to support his thesis.—Mr. 
Tili.ey, Mr. M. E. Vlasto, Mr. S. B. Worthington, 
Mr. J. F. O’Malley, and the President discussed the 
paper and emphasised the differences between the 
human and equine larynges, and Prof. Hobday 
replied to the various criticisms. 

Bronchoscopy in the Treatment of Asthma. 

Mr. Syme submitted a contribution on the treat¬ 
ment of asthma by bronchoscopy and the use of a 
10 per cent, solution of silver nitrate when the correc¬ 
tion of nasal trouble or accessory sinus disease did 
not produce a lasting result on the asthma. He 
hesitated to use the word “ cure ” in severe cases, in 
wliich there were changes in the lung tissue, but in 
12 such the benefit had been so decided as to 
enable the patients to resume their usual life, and he 
thought the results justified his reporting the method 
to the Section.—The paper was discussed. 

In the afternoon Dr. Reginald Morton exhibited 
some recent developments in X ray treatment for 
laryngeal cases. Mr. G. T. Mullally showed the 
technique of blood transfusion, and Mr. T. B. Layton 
demonstrated some specimens from the recently 
acquired collection of the late Prof. Onodi, of Vienna. 

Later in the afternoon the usual clinical meeting 
was held, when about a dozen cases were exhibited 
and discussed. In the evening members and visitors 
dined together._ 

ROYAL SOCIETY OF TROPICAL 
MEDICINE AND HYGIENE. 

At a meeting of this society held on June 3rd, 
at 11, Chandos-street, and presided over by Prof. 
W. J. R. Simpson, a paper was read by Lieut.-Col. 
H. Kirkpatrick, I.M.S., entitled 

Some Points Concerning Trachoma. 

His subject called for little introduction, for the 
disease was well known as one of the chief causes 
of blindness in both Near and Far East, and for its 
association with bad hygiene and dirt. It was 
undoubtedly very infectious, and its spread was 
favoured by the harmful effects of dust and glare of 
the East, where among Mahomedans the use in 
common of the henna pot as a cosmetic was a fer¬ 
tile source of infection. Flies, though occasionally 
responsible for its conveyance, were not now regarded 
as an important factor. Following the Napoleonic 
wars England shared in the wave of infection which 
spread over Western Europe at the beginning of the 
last century, since when it had disappeared and 
was now rare in the British Isles, with the exception 
of parts of Ireland, where it still persisted, and 
when seen in England is chiefly confined to immigrants 
from the East. Colonel Kirkpatrick described 
trachoma as a specific and infectious inflammation 
of the conjunctiva, chronic in type and characterised 
by the formation in the membrane of follicles and 
papilla?, resulting in cicatrisation. He gave a 
detailed account of the structure of the conjunctival 
membrane and the anatomical relations of its three 
parts, the tarsal or palpebral, the fornical or tran¬ 
sitional, and the bulbar. Reference was made to the 
normal development of papillae in the tarsal portion 
and their inflammatory overgrowth in the early 
stage of trachoma. He described fully the patho¬ 
logy of the characteristic changes occurring in the 
conjunctiva—the general round-cell infiltration of 
the deeper layer and varying degree of vascular 
engorgement, together with the formation of pseudo¬ 
papillae, tubular depressions of epithelium, and occlu¬ 
sion cysts. In particular the growth of the follicle 
was regarded as the striking feature of trachoma, 
composed of central large connective-tissue, cells and 
peripheral zone of small lymphocytes in a stroma 
continuous with the connective tissue of the surround¬ 
ing conjunctiva. The later stages of the follicles 
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resulted in inflammatory cicatrisation and consequent 
deformity of the tarsus of the lid, leading to the 
sinuous outline of the free margin. Pannus due to 
cell invasion and vascularisation of the superficial 
layers of the cornea was of common occurrence. 
No organism had yet been discovered as the specific 
cause of trachoma, although many had been described. 

Signs and Symptoms . 

The lecturer proceeded to discuss in detail the 
symptoms and signs of the disease, which he divided 
into three stages: (1) An early or florid stage 
with formation of the characteristic follicles and 
papillae; (2) a middle or cicatricial stage; (3) a 

late stage in which advanced cicatrisation of the 
conjunctiva with marked changes in the tarsus 
and cornea became evident. All stages tended to 
merge into one another. Ptosis, owing to inflam¬ 
matory involvement of the insertion of the levator 
palpebrae, was commonly to be observed in the 
early stage. Vascularisation of the cornea, or 
pannus, generally developed during the middle stage, 
when all signs of the disease became more accen¬ 
tuated with the gradual network development of 
fibrous tissue in the conjunctival membrane, and 
the appearance of retention cysts. The formation 
of follicles in excess, giving rise to a pale yellow 
gelatinous mass on the tarsus, was known as Stell- 
way’s gelatinous trachoma. With continued cica¬ 
trisation and degeneration in the tarsal plate during 
the third stage, marked irregularity and deformity of 
the lids occurred and resulted in entropion, increasing 
pannus, and ulceration of the cornea, both much 
aggravated by trichiasis. Finally, following on the 
deposition of kerato-hyaline, the eye became dry, 
in the state known as xerophthalmia, the cornea 
more and more opaque, and total blindness eventually 
set in. The diagnosis of trachoma previous to the 
onset of the cicatricial stages was often a problem 
of great difficulty and called for differentiation 
particularly from follicular conjunctivitis, spring 
catarrh, and a chronic form of purulent conjunctivitis. 
During the early stages of trachoma the signs of most 
value were the presence of ptosis, the early occurrence 
of pannus in the upper part of the cornea, and, 
the situation of the trachoma follicles, best marked 
along the upper, or convex, margin of the superior 
tarsus, spreading upwards to the fold of the fornix 
and downwards on to the conjunctiva covering the 
tarsus, but much less evident in the lower fornix and 
conjunctiva of the lower lid. Colonel Kirkpatrick gave 
graphic details as to the differential diagnosis of the 
three conditions, above mentioned, for which trachoma 
was liable to be mistaken. In the treatment of the 
disease the first essential was the prevention of its 
spread by segregation of infected persons, the provision 
of separate basins and towels for each patient, the 
observance of proper precautions for cleansing the 
eyes, and the correct disposal of cloths soiled by con- 
junctival discharge. Treatmeni _ 

In regard to treatment, the lecturer observed that 
it should aim at promoting the disappearance of the 
follicles without causing an excessive amount of 
fibrous tissue ; the former was effected by Nature, 
in course of time, but by means of cicatrisation, which 
led to the serious complications and sequel®, and it 
was to overcome these that every effort, whether 
medicinal or operative, should be directed. In the 
treatment of the first stage nitrate of silver in solutions 
varying from 5 to 00 grains to the ounce, but pre¬ 
ferably 10 grains, or copper sulphate, applied in the 
form of a stick, were most in favour as medicinal 
applications to the affected areas of the conjunctiva ; 
and these were best exposed by ballooning the fornix 
with a subconjunctival injection of sterile normal 
saline, including 4 minims of 4 per cent, solution of 
cocaine and 4 minims of adrenalin. The obstinate 
character of trachoma necessitated treatment, even 
in the til’st stage, over a period of some months, 
if the danger of relapse was to be avoided. More 
radicul measures were occasionally advisable to 
afford more rapid relief, and for this purpose the I 


operation of excision of the transitional portion of 
the conjunctiva, after ballooning with a local anaes¬ 
thetic, was advocated and described in detail. In 
dealing with the second stage of the disease medicinal 
treatment was likely to be of little avail, and the 
adoption of operative measures was distinctly 
indicated, the most satisfactory being the combined 
excision of fornix and tarsus as described by Heisrath. 
A full and comprehensive account of this particular 
operation was given and illustrated by drawings 
thrown on the screen from the epidiascope. Following 
on the excision there was some reaction lasting 
about 30 hours, but it was possible to remove the 
stitches from the sutured conjunctiva and to com¬ 
mence painting with silver nitrate at the end of the 
first week. In the third stage of trachoma the 
membrane had undergone' so much shrinkage that- 
lit tie of the fornix remained, but much benefit was to 
be derived from excision of the diseased tarsus, the 
possible reservoir of infection. The treatment of such 
complications as trichiasis and pannus, the latter 
occasionally by peritomy, and corneal ulceration by 
the use of scarlet R, 2 per cent, in olive oil, were called 
for in the third stage. The use of dionine for pro¬ 
moting absorption of corneal opacities, and instillation 
of 5 per cent, infusion of crushed jequirity seeds 
for the relief of pannus were mentioned as *of con¬ 
siderable value. The trachomatous conjunctiva was 
especially liable to, and necessitated constant watch 
against, secondary infections—e.g., by the bacilli of 
Morax-Axenfeld and Koch-Weekes, calling for the 
use of sulphate of zinc drops and silver nitrate 
respectively. In gonococcal and particularly strepto¬ 
coccal infections, eye-baths of saturated magnesium 
sulphate solution were most useful remedies. 

In conclusibn, Colonel Kirkpatrick emphasised 
the following points: (1) that trachoma was not 
a single disease entity; (2) that the causes of the 
characteristic conjunctival changes might vary widely 
in different cases; (3) the importance of guarding 
against secondary infections; (4) the difficulty of 
diagnosis, as no causative organism had yet been 
established in trachoma. 

Experiences with Chinese Labourers in France. 

After opening remarks from the President, Dr. A. G . 
Bagshawe, the honorary secretary of the Society, 
read a letter from Dr. C. F. Harford, as the latter's 
contribution to the discussion. Dr. Harford quoted 
some of his experiences with Chinese labourers in 
France during 1917 and 1918 in order to show the 
great importance of trachoma from the epidemio¬ 
logical point of view*, and the difficulties of diagnosis 
owing to the absence of any definite pathological 
test which could be applied to the disease. On a 
great ammunition dump at Dannes, where he was 
in medical charge of South African natives, two 
companies of Chinese were brought in who had been 
classified on their entry to France as “ Trachoma 
Companies ” and “ Conjunctivitis Companies *’ 
respectively. Obviously, this was only a rough 
classification by which it was sought to segregate 
in the first- class all who were potentially trachomatous, 
doubtful cases being collected in the second class. 
He had been asked to see some of the more acute 
cases taken from these companies on their first 
arrival at Dannes. and found it difficult to distinguish 
well-marked cases of trachoma. The more severe 
appeared to be similar to cases of muco-purulent 
conjunctivitis as seen in England with a red velvety 
conjunctiva covering sometimes irregular nodules. 
Later on at Havre he was called upon to inspect 
Chinese companies which had been classified as 
clean from the point of view of trachoma ; even 
in these there was a distinct tendency to conjunctival 
irritation with a certain proportion of more serious 
cases. He attributed this to the lax eyelids of the 
Chinese and uncleanly habits. He contended tliat 
the object-lesson thus afforded during the w T ar of the 
prevalence of contagious eye disease, and the difficul¬ 
ties of diagnosis, should lead to renew’ed inquiries 
both by the administrative and medical authorities 
in countries where these conditions were prevalent. 
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Lieut.-Colonel R. H. Eluot stated his emphatic 
belief that trachoma was responsible for more 
blindness in India, Persia, Afghanistan, and China 
than all other eye conditions put together; and 
he maintained that nothing like enough was being 
done by the Government to realise the necessity 
of grappling with the problem, especially in the 
earlier stages. For trachoma, if treated properly 
from the start, should never cause blindness. He 
heartily agreed with Colonel Kirkpatrick on two 
important points he had discussed : firstly, as to the 
great value of magnesium sulphate treatment of the 
conjunctiva; secondly, as to the ballooning of the 
conjunctiva , which had proved a most useful manoeuvre 
both for diagnosis and treatment. 

Colonel S. P. James inquired if Colonel Kirkpatrick 
from his experience did not consider it important 
that trachoma should be made compulsorily notifiable 
in England.—Lieut.-Colonel Kirkpatrick agreed as 
to the necessity that the condition ought to be 
notifiable as an infectious disease ; and Lieut.-Colonel 
Elliot advocated a further step—namely, that all 
doubtful cases should be notified, whether definitely 
diagnosed as trachoma or not. 

An Early Portuguese Contribution to Tropical Medicine , 
by Dr. Carlos Franca, Collares, Portugal, which 
had been translated by Professor Clifford Dobell, 
was submitted in the translator’s absence by Dr. 
Bagshawe for publication in the Society’s Transac¬ 
tions. The subject was of considerable interest 
in the history of medicine, dealing as it did with the 
first mention of some of the tropical diseases, ascribed 
to certain Portuguese physicians in the sixteenth 
and seventeenth centuries. The references included 
an account of cholera, by Garcia da Orta (1583) ; 
of yellow fever, by Ferreira da Rosa (1694) ; also 
descriptions by travellers, who were not medical 
men; of scurvy, by Joao de Barros (1552); of 
the cholera epidemic of 1543, by Gaspar Correia; 
and of Dermatophilus penetrans , in the production of 
what is now commonly known as “ Chiggers,” 
by Gaspar Affonso (1596). Mention was also made of 
a work of the sixteenth century containing a clear 
account of the part played by insects in the trans¬ 
mission of framboesia tropica (yaws), written by 
Gabriel de Souza, a Portuguese colonist of Brazil, in 
1587. The account given by this shrewd observer 
of the sixteenth century had waited over three 
centuries for verification by the work of Castellani, 
who in 1907 demonstrated experimentally that the 
house fly ( Musca domestica) could transmit the 
spirillum. Treponema pertenue , of yaws. It was 
rightly claimed, therefore, that the n a m e oflGabriel 
de Souza was one which should henceforth figure in 
the history of Tropical Medicine. 


TUBERCULOSIS SOCIETY. 


A meeting of this Society was held on June 6th 
at the Margaret Street Hospital for Consumption, 
London, when a paper was read by Dr. Nathan 
Raw, M.P., President of the Society, on 

What toe do NOT Know regarding Tuberculosis . 

He said that in spite of an enormous amount of research 
work by many of the greatest clinicians and scientists 
of the day there still remained great uncertainty and 
lack of knowledge on several fundamental and crucial 
points. Tubercle bacilli were divided into three 
types, originally all of a common species—human, 
bovine, and avian. The avian did not infect man 
and so could be disregarded. Just as the bacilli of 
tetanus and dysentery selected special organs, so the 
human and bovine tubercle bacilli attacked different 
parts of the human body. Speaking generally, Dr. 
Raw said that the human bacilli attacked the lungs 
and larynx, whereas the bovine attacked the alimen¬ 
tary system and the lymphatic glands. How and at 
what exact time a person became infected with 
pulmonary tuberculosis was still a matter of uncer¬ 
tainty, and how long the bacilli had the power to 
remain latent before acute symptoms developedijwae 


still unknown. The period of adolescence was un¬ 
doubtedly a critical period and one in which the 
infection was stimulated to activity. Pulmonary 
tuberculosis was caused by the human bacillus in 
90 per cent, of cases and was always primary. The 
remaining 10 per cent, were secondary to a primary 
infection by the bovine bacillus and were either an 
extension from the cervical glands downwards to 
the apex or an extension upwards from the abdomen 
to the bronchial glands. The problem of the bronchial 
glands was still unsolved, and whether or not the 
bacilli live and flourish in the blood stream was still 
a matter of controversy. Diathesis played an im¬ 
portant part in predisposition to tuberculosis, and 
gouty people were much less susceptible than those 
of the diabetic diathesis. Tubercle bacilli varied 
greatly in virulence and to-day their virulence appeared 
to be much less than it was 50 years ago. The amount 
of individual resistance to attack and the degree of 
inherited tendency were still matters of uncertainty. 
Nomadic tribes were relatively free from tuberculosis, 
whereas civilised nations were more susceptible; and 
hence tuberculosis was really a disease of civilisation. 
Dr. Raw said that introduced into a primitive race 
it rapidly decimated the population, as this popula¬ 
tion had neither immunity nor resistance. How did 
civilised peoples become more or less immune to 
infection r Probably because the majority were 
infected with small doses which protect them against 
a more massive infection. Only a small proportion of 
married couples were infected, and this fact might be 
ascribed to the non-infected mate becoming immunised 
by contact with the infected mate. There was a 
strong antagonism between the human and bovine 
types of the tubercle bacillus, and it had never been 
found possible to distinguish the two types in the same 
body. If the body were attacked by the human type 
and* exposed afterwards to the bovine, the latter 
was incapable of causing infection. Calmette had 
shown also that it was possible to protect calves and 
other animals by using attenuated bacilli of the same 
type. How was infection produced and how long 
might it remain latent ? The difficulties which arose 
when we attempted to answer these and other ques¬ 
tions showed how little indeed we do know regarding 
tuberculosis, and how much yet remained for research 
to accomplish. Discussion. 

Dr. H. B. Gibbins remarked on the improvement 
shown by many women suffering from tuberculosis 
during pregnancy, for which improvement no ade¬ 
quate reason had been adduced, and on the fact that 
so few cases of the disease showed physical signs of 
excavitation. 

Dr. A. Sandison commented on the association 
of the colour of the hair with disease and noted that 
red hair was more commonly met with in the rheu¬ 
matic diathesis, and black hair in the tuberculous. 
Such association might be a matter of considerable 
importance in prognosis, to which aspect of the 
problem he thought too little attention was paid in 
general; the psychology of the patient, his suscepti¬ 
bility to the influence of suggestion in treatment, 
had also been unduly neglected. 

Dr. F. Hernaman-Johnson stated that, so far as 
the X rays showed, pulmonary tuberculosis always 
appeared to begin in the hilus glands and to spread 
therefrom, bandwise or fanwise, towards the apex, 
which might or might not show signs of being affected. 
A pure apical tuberculosis was never found without 
definite signs at the root, though the connexion 
between them might not, however, be very obvious. 

Dr. Henr'? A. Ellis called attention to the difference 
in prognosis between man and woman. The pro¬ 
portion of deaths in man grew greater as age increased, 
whereas the death-rate in woman was highest between 
the ages of 15 to 25. In regard to the question of 
immunity he pointed out that, if cases were injected 
with tuberculin in the pre-tuberculous stage, tuber¬ 
culosis would not develop in them. 

Dr. Campbell McClure considered that one of the 
most hopeful signs of the times was the tendency to 
leave theory alone and to concentrate on the tabula- 
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tion of large series of cases. Two most important 
questions were (1) diathesis ; and (2) the low death-rate 
from the disease compared with the high incidence-rate. 

Dr. John Sorley thought that some of those 
who held views on the production of immunity by 
small infecting doses did not always have the courage 
of their convictions and put these views into prac¬ 
tice. It might be possible to produce immunity by 
administering small doses of living bovine bacilli to 
children in milk, but one could not guarantee that 
disaster might not result, and parents were not 
likely to offer their children for experimentation in 
view of this uncertainty. 

Dr. Ellis showed the upper lobe of the lung of a 
lion which had died of pulmonary tuberculosis. The 
whole lobe was one large cavity. The specimen was 
obtained from the Zoological Gardens through the 
kindness of Dr. C. P. Sonntag. 


Jekiefos attb Jtatires of Jacks. 

Diathermy. 

Its Production and Uses in Medicine and Surgery. 

By Elkin P. Cumberbatch, M.A., B.M. Oxon., 

M.R.C.P. London : Wm. Heinemann (Medical 

Books), Ltd. 1921. 44 illustrations. Pp. 193. 21 s. 

Th author takes the trouble at the outset to 
explain the term diathermy, which means the 
“ through heating ” which occurs on the passage 
through the body of an electric current of special 
kind. A brief history of the way in which these 
currents came into use is followed by the technical 
features which distinguish both their production 
and their application to the body in conditions of 
disease. 

The subject is a comparatively new one ; the first 
diathermy machine for medical use was introduced 
into this country by the late Dr. Lewis Jones in 1909. 
Dr. Cumberbatch’s work on diathermy is well known 
to those conversant with the subject; the author’s 
particular studies on the rise in temperature of various 
parts of the body traversed by diathermic currents 
form the subject-matter of Chapter VI. ; they will 
repay careful perusal, for they are well-planned 
experiments. Further experimental work by Dr. 
Cumberbatch upon physiological lines—for example, 
the effect of diathermy upon blood pressure, pulse- 
rate, anil respiratory exchange—paves the way for an 
appreciation of the medical possibilities of this 
special form of electric current. One of the most 
striking features of electrical currents, which alternate 
with great frequency, is their inability to stimulate 
the excitable tissues. Until quite recently no 
explanation of this has been offered, but researches 
upon this phenomenon have now shown that the 
power of an electric current to stimulate the excitable 
tissues depends both upon the strength of the current 
and upon its duration ; if the latter falls below a 
certain critical value the current loses altogether 
the power of excitation. The diathermic currents 
flow for less than this critical period of time before 
they reverse and therefore have no stimulating action ; 
the sensation of warmth which is felt is due to the 
actual generation of heat within the 1 issues by 
these currents. The body can tolerate sufficiently 
large currents of this kind to allow” of a very con¬ 
siderable rise of temperature; herein lies the possi¬ 
bility of surgical applications of these currents, 
discussion of which forms the concluding chapter of 
the volume. 

The book is an excellent one. The subject is dealt 
with in a thoroughly scientific manner, the descrip¬ 
tions of the various types of diathermy machines 
at present in use are brief but lucid ; the author 
has a scrupulous regard for exactness in every 
detail of his subject. On p. lfi an inversion of 
sentences occurs which the author will doubtless 
correct in future editions. The book is illustrated 
with line drawings and plates which enhance but 
do not over-balance the letterpress. 


Obstetrical and Gynecological Monographs’. 
Pelvic Inflammation in Women . By John Osborn 
Polak, M.Sc., M.D., F.A.C.S., Professor of 
Obstetrics and Gynaecology, Long Island College 
Hospital, &c. London and New York: D. Apple- 
ton and Co. 1921. With 2 coloured plates and 
88 illustrations. Pp. 229. £1 la. 

This monograph deals with the large group of 
diseases peculiar to women which result from septic, 
gonorrhoeal, and tuberculous infections, and an 
attempt has been made to give the accepted pathology, 
a definite clinical picture, and the treatment. Dr. 
Polak uses the term pelvic inflammation in the wide 
sense, since he deals with this condition as it affects 
all parts of the genital tract. The book contains a 
great deal that is interesting. The author has a very 
profound belief in the prevalence of gonorrhoea in 
the female, and considers it a potent cause of 
pelvic inflammation and of one child sterility. He 
quotes the well-known figures of Noggerath, the 
accuracy of which we are inclined to doubt. However, 
as is well known, the proof is difficult to obtain 
owing to the rapid disappearance of the gonococcus 
in these cases. Dr. Polak maintains that pyogenic 
cocci not infrequently persist in the prostate of 
men who have had gonorrhoea, and that in some cases 
they are the cause of infection in their wives. Con¬ 
siderable stress is laid upon the frequency of 
gonorrhoeal infection of the mucosa of the cervix, 
and its treatment by a cone-shaped excision of the 
affected area is recommended in bad cases. 

The chapter dealing with gonorrhoeal infection is 
a very good one, and in the section on treatment 
great stress is laid on the importance of preventing 
the upward spread of the disease. In discussing the 
treatment of cases of puerperal infection the author 
strongly maintains that local interference is practi¬ 
cally always contra-indicated and entirely condemns 
manual manipulations within the uterus or the use 
of the curette. In dealing with cases of puerperal 
pyaemia and general puerperal infection, treatment 
by sunlight, food, fresh air, repeated small blood 
transfusions, and general supportive stimulation is 
advised. Dr. Polak believes that by the repeated 
transfusions of small quantities—300-500 c.cm.—of 
citrated blood it is possible to lessen the secondary 
anaemia, to increase the number of active leucocytes, 
and to raise the blood pressure. Reliance is also 
placed on postural drainage by Fowler’s position, 
proctoclysis, posterior colpotomy, and packing the 
pelvic cavity with gauze after the method introduced 
by Pryor. In the radical treatment of cases of 
salpingitis it is urged that no operative procedure 
should be undertaken until all acute symptoms have 
subsided. The case is tested by a blood count and 
a thorough bimanual pelvic examination. If after 
this the temperature and the leucocytes are not 
raised the operation may be performed with safety. 
Four very interesting cases are quoted in this chapter, 
in which the streptococcus lay latent in a parametria 1 
exudate for periods varying from five to 15 years, 
and then gave birth to a general infection. lu 
removing infected tubes Dr. Polak recommends the 
procedure by which a wedge-shaped portion of the 
fundus of the uterus, including the pars interstiti&lis, 
is resected. Resection of the ovary on general prin¬ 
ciples, in his opinion, should be discouraged. 

Dr. Polak’s book is interesting and valuable, and 
contains a great deal of information based on sound 
principles and on a wide experience. 

Cccsarean Section. By Franklin S. Newell, A.B., 
M.D., Professor of Clinical Obstetrics, Harvard 
University; Obstetrician, Massachusetts General 
Hospital. London and New York: D. Appleton 
and Co. 1921. With 53 illustrations. Pp. 210. 
£1 Is. 

The operation of Ctesarean section is occupying 
so large a place in the treatment of many com¬ 
plications of labour at the present time that a 
methodical review of the operation and its results, 
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such as this monograph contains, is of great interest 
and value. Professor Newell is an obstetrician of 
considerable experience, and it is refreshing to see 
that he, at any rate, is not so enamoured of the 
frequent performance of Caesarean sections as a 
means of overcoming many of the accidents of 
labour as are a number of the younger obstetricians 
at the present day. As he points out, the operation 
is undoubtedly abused, and “its true value can only 
be appreciated when it is applied to properly selected 
patients by competent operators.” On the whole 
lie declares himself in favour of the classical operation, 
and does not think that the various modifications 
introduced have any real advantages. At the 
same time he admits that the good results obtained 
by Kustner in his extraperitoneal method, namely 
112 cases with only two deaths, are very striking, 
and show the method to have good features. 

Professor Newell's teaching with regard to the 
treatment of contracted pelves by abdominal section 
is that generally recognised by* the majority of 
teachers. In dealing with ovarian tumours he 
favours Ca*sarean section followed by ovariotomy. 
He agrees in general with the dictum “ Once a 
Caesarean always a Caesarean.” In cases of eclampsia 
he believes the operation has a limited application, 
but on the whole he agrees with the conservative 
school, who prefer to treat the eclampsia rather than 
to terminate the pregnancy. In placenta praevia 
he is in favour of version or the use of a hydrostatic 
bag. and does not see any likelihood of the maternal 
or the foetal mortality being lowered by the more 
frequent performance of Caesarean section. In the 
worst cases of accidental haemorrhage he recommends 
delivery by the abdominal route. In performing the 
operation he follows the usual technique, and sees 
no special advantages either in the subumbilical 
incision or in opening the uterus through the lower 
uterine segment. As he points out, the performance 
of an ordinary classical Cajsarean section calls for 
much less skill or knowledge than the delivery of a 
patient in a difficult case of labour by the vagina, 
and this is one of the main reasons why the operation 
at the present time is so often performed on occasions 
when it is not certainly the best or the safest method 
of delivering the patient. 

The book is a very sound piece of work, and Dr. 
Newell’s views are in harmony with those of the 
majority of experienced teachers of the subject. 


Counsels and Ideals from the Writings of 
William Osler. 

Second edition. Selected and edited by C. N. B. 

Camac. London: Humphrey Milford, Oxford 

University Press. 1921. Pp. 355. 8a. 6d. 

Collections of extracts from any author are, as 
a rule, unsatisfactory, except in the case of poets, 
where whole short poems can be given. This 
collection is to our minds no exception to the rule, 
despite Dr. Camac's statement on p. xv. of his 
preface to this second edition, though we agree that 
a few of the extracts lose nothing by being divorced 
from their context. But for an anthology Dr. 
Camac’s selection is well made, and those who have 
neither the leisure nor the opportunity to read 
Osier’s works in their entirety will find fragments 
of gold dust which may well set them seeking in 
the matrix where lies the original metal. 

Osier was widely read and steeped in seventeenth- 
century literature. Sir Thomas Browne one may 
almost say he knew by heart, while the language 
of the Authorised Version and of the Prayer Book 
appears again and again in his writings ; and though 
he was eminently practical, and though there perhaps 
never lived a clearer teacher, yet in his writings we feel 
the vague detachment from the troubles of this world 
which we feel in reading Browne, or Vaughan, or 
Feltham, who wrote that wise book of “ Resolves ” 
when only 18. In these troublous times it is well for 
us to read Osier and to remember one of his rules 


of life—“ to do the day’s work well, and not to bother 
about to-morrow.” To no man more than to Osier 
does the dictum of St. Bernard apply, “ Tu qui in 
Congregatione es, bene vive, ordinabiliter, socia- 
biliter, et humiliter: Ordinabiliter tibi, sociabiliter 
proximo, humiliter Deo.” We must refer to an 
error which occurs on p. 24, where we find “ No¬ 
where in literature do we have such a charming 
picture ... as that given in Plato’s Dialogues of 
Eryximackus , himself the son of a physician, 
Acumenus.” Of course this should read, “ as that 
given in Plato’s Dialogues , of Eryximachus.” In 
a third edition this should be corrected. 


Internal Secretions, 

Die Innere Sehretion. By Dr. Arthur Weil, 

Privat Dozent der Physiologie an der Univer- 

sitiit Halle. Berlin: Julius Springer. 1921. 

Pp. 140. M.28. 

The author has compressed into a volume of 140 
pages a mass of scientific fact and theory. He 
gives a concise summary of our present knowledge 
of the internal secretions in regard to their functions* 
their influence on the growth and development of 
the body generally, and discusses the minute histology 
of the glands. He is no slave to the idea that the 
internal secretions alone reveal to us the secrets 
of life ; they do not, he says, rule over all, but share 
with the brain and nervous system the regulation 
of the course of life. The composition of the blood 
and the influence thereon of the secretions of the 
thyroid, thymus, and suprarenal are discussed fully 
by Dr. Weil, while special reference is made to the 
ferments of the plasma and the effect of the injections 
of gland extracts on coagulation-time. He explains 
that both factors in the circulation of the blood, 
the activity of the heart and the resistance of the 
peripheral circulation, are under the influence of the 
internal secretions, the thyroid and suprarenals 
increasing the excitability of the nerve endings, 
whilst the pituitary acts directly on the heart 
muscles. 

In discussing metabolism, he shows how in 
thyroidism the negative nitrogen balance can be 
lessened by full doses of fat and carbohydrate; 
as to heat production, he maintains that the thyroid 
and pituitary increase heat by stimulating cell 
oxidation, whilst the adrenals act physically by 
their action in contracting the peripheral vessels. 
Many authorities would disagree with Dr. Weil here, 
and would claim that the thyroid acts partly by 
increasing the electrical conductivity of the tissues, 
and that the suprarenal is directly concerned with 
cell oxidation. Dr. Weil considers that the kidney 
has its own internal secretion, on the grounds that 
experimental injections of kidney extract reduce the 
symptoms of uraemia after the removal of the kidneys. 
The relation of the pituitary to the kidney, and the 
action of cliolin on the intestinal contractions, are 
also discussed by Dr. Weil, who points out that there 
is more of this latter base in the adrenals and spleen 
than in the intestinal mucous membrane. In 
dealing with the theory of the vitamins, he suggests 
the possibility of their being antecedents of the 
internal secretions, and shows the similarity in 
the chemical formulee of tyrosin, tyramine, hordenin, 
and adrenalin, and further directs attention to 
the resemblance between pellagra and Addison’s 
disease, and to the degenerative changes in the 
ductless gland, especially the thymus, in beri-beri. 
The influence of the internal secretions, more 
especially those of the thyroid, parathyroid, 
thymus, sexual organs, and pituitary, on the rate 
of growth, relative development of the different 
parts of the body, and the variations in the two 
sexes form the subject-matter of another section 
of the book. Dr. Weil describes the development of 
the sexual organs and shows how the testicular and 
ovarian secretions influence the development of the 
sexual characteristics of the male and female. 
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Experimental change of sex Is illustrated by a photo¬ 
graph of some guinea-pigs, in whom transplantation 
of the glands of the opposite sex was effected. Dr. 
Weil recognises three ovarian secretions, one related 
to the development of form, another concerned with 
the function of menstruation, and the third, which 
he associates with the corpus luteum, connected 
with the development of the placenta. In hiberna¬ 
ting animals he has found atrophy of the sex organs 
in the autumn and asserts that the thyroid and 
pituitary are similarly atrophied. Recent work in 
America by Rasmussen on the woodchuck does not 
support this as regards the hypophysis. Mental 
conditions Dr. Weil regards as directly under the 
influence of the internal secretions. The nervous 
system regulates the ductless glands as well as other 
organs of the body ; on the other hand, these glands 
in their turn influence the nervous system. The 
chemistry of the internal secretions, as far as they 
have been investigated, is discussed, and formulae 
are given of adrenalin, cholin, thyroxin, and spermin ; 
the isolation by Hermann of a hormone from the 
ovary, and by Fiihner of a crystalline substance of 
chemical structure still undetermined from the hypo¬ 
physis, is mentioned. 

The illustrations in the book are excellent and the 
various tables instructive. .Altogether the volume 
can be recommended to those who desire a concise 
review of the present knowledge of the internal 
secretions. The clinical aspect is not dealt with. 


The Community Health Problem. 

By Athel Campbell Burnham, M.D., Health 
Service, Atlantic Division, American Red Cross, 
&c. London and New York: The Macmillan 
Company. 1920. Pp. 160. 8a. 6 d. 

The author’s preface tells us this book is intended 
to give welfare workers, public health nurses, and 
practising physicians an outline of the measures 
which are being suggested for the solution of the 
health problem as it exists in the United States. 
The problem as it exists in Great Britain does not 
differ in essentials, and for that reason we feel sure 
that Dr. Burnham’s book will be read with interest 
by a wide circle of readers in this country. In our 
issue of April 9th we commented at length on the 
recently issued Hospital and Health Survey in Cleve¬ 
land, Ohio, and it is justifiable to deduce that experi¬ 
ments have been carried further in this country 
than in the United States as a whole. No general 
system of school clinics, tuberculosis dispensaries, 
maternity and child welfare centres, free venereal 
disease ciinics, and medical treatment on the insurance 

F rinciple has as yet been established in the States. 

n this respect the Americans will be able to benefit 
by our experience and our failures. We well 
recognise, however, that w r e are only in the experi¬ 
mental stage, and that our own medical service is 
in the melting-pot. We have a long way to go before 
we secure for each family a family doctor with a 
public health point of view, who will be called upon 
when required (irrespective of the fear of a bill which 
may cripple the resources of the family perhaps for 
years), and who will be linked up with consulting 
physicians and surgeons, dentists, hospitals, con¬ 
valescent homes, midwives, district nurses, and 
mothers’ helps in such a way that his patients may 
have the benefit of these services in time of need. 
This is, in fact, something like the problem which 
Dr. Burnham puts before his readers. 

In Chapter I. the author endeavours to give some 
idea of the extent of sickness disability. He esti¬ 
mates that about 8 per cent, of an average community 
are always in need of medical treatment, and that 
sickness leads on an average to a loss of nine days 
wages per head per year. He lays stress upon the 
small amount of the public expenditure to prevent 
sickness, and instances the work of the Rockefeller 
Foundation as an example which should be followed 
by public bodies. The fact that the private physician 


has neither the experience nor the time to practise 
preventive medicine is emphasised. Chapter V. is 
devoted to the important part that must be played by 
public health nurses in any satisfactory “ programme 
for the betterment of community health.” In the 
next chapter the question of the rehabilitation of the 
disabled worker is discussed, and the methods are 
noted of the Ford Company, which can boast that a 
man is never discharged from their employ because 
of physical disability. “If he is unfit for his former 
occupation, he Is trained for another.” In a later 
chapter we learn from Dr. Burnham that the 
Federal Board was overwhelmed with the problem 
of training the men disabled through the war. This 
is somewhat surprising when we consider the immense 
financial resources available and the comparative size 
of the problem to be faced in the United States and 
in the other belligerent countries. 

Interesting experiments in industrial medicine, in 
the establishment of health centres and in social 
unit organisations are recorded in other chapters, 
and the (book ends with some account of endowed 
health demonstrations such as the Rockefeller and 
Russell Sage Foundations. 


War Diaries. 

The Diary of an Australian Soldier (Captain 
K. J. Barrett). Melbourne and Sydney: The 
Lothian Book Publishing Co. 1921. Pp. 222. 
7s. 0d. 

Books about the war are many, but it is right and 
natural that this should be so. The one before us is 
of particular interest as a simple record, kept for the 
information of his family, by a young Australian 
officer, who, like so many others, developed both in 
character and grasp of things under the strain of 
military necessity. 

Keith Barrett’s father, Lieut.-Col. Sir J. W. Barrett. 
A.A.M.C., who writes a preface to the diary, points 
out that his son was not distinguished as a boy by 
any scholastic ability, but that the training in the 
officers’ instruction school developed him in a remark¬ 
able manner. Moreover, he has left behind him 
various essays on discipline, on making men com¬ 
fortable, and on other branches of knowledge essential 
for an officer, which, if they are anything like the 
diary, would be well worth publishing. Barrel t 
received his training in Egypt in 1915, when he was 
given a commission in the Imperial Army, having 
on the outbreak of war volunteered as private in 
the 2nd Field Ambulance (Queensland). He served 
first in the Dardanelles and then in France, was 
twice mentioned in despatches during his life, and 
again after his death, tvhich occurred on April 16th, 
1917, from rounds received at Guemappe three 
days previously. For his work at the capture of 
“ The Harp ” on April 9th he was recommended for 
the D.S.O. The diary is a plain unvarnished record 
of the hard work, the failures, the successes, and the 
daily routine of warfare, but is full of little touches 
which show what manner of man was the young 
officer of the improvised armies, how earnestly he 
strove to do his duty, and how his whole thought was 
for his men. _ 

The Diary of a Yeomanry J/.O. By Captain O. 
Teichman, D.S.O., M.C., Croix de Guerre, Croce 
di Guerra, R.A.M.C. (T.F.). London: T. Fisher 
Unwin. Pp. 283. 12a. 6d. 

This book is remarkable for the self-effacement 
of the writer. We soe by the title-page that 
Captain Teichman gained most honourable distinc¬ 
tions, yet the reader would hardly gather from his 
pages that he was anything but an intelligent, observer 
who had accompanied the forces on various fronts : 
who had a certain amount of military knowledge and 
was rather interested in medical matters. He served 
in Fgypt, the Gallipoli Peninsula, Palestine, and on the 
Piave, and on at least two occasions was wounded. 
The greater part of his service was in the Palestine 
campaign, and he gives a graphic account of the 
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sufferings endured by both men and animate mainly 
on account of lack of water, but his own share of the 
work is mentioned only impersonally. 

Here and there he tells good stories. On p. 218 
we hear of a private in an Egyptian Labour Corps 
who was anxious to return to Egypt. He accordingly 
wrote the following moving appeal to his C.O.: 
4t Sir, my absence is impossible, some man has up¬ 
rooted my wife, my God I am annoyed ; yours 
faithfully.” Captain Teicboaan does not say whether 
the writer obtained his leave, but we think he 
did. Another incident occurred during his service 
in Italy when he was acting S.M.O. of Faenza, 
where there were two hospitals, British and Indian, 
fed by train from various F astern fronts. On p. 255 
he relates how “ on one occasion a train containing 
Indians suffering from mumps was held up for half 
a day near the station, being shunted on to a siding ; 
when it had continued its journey the local sanitary 
authorities disinfected the permanent way, but later 
it transpired that the engine which had drawn the 
train had been waiting on another siding, and 
accordingly the rails on which it had stood were also 
solemnly disinfected.” It is pleasing to think that 
so meticulous a regard for prevention has survived 
in Italy for some seven hundred years, for Ammianus 
Marcellinus, writing of the year 353 A.D., tells us 
in his account of Rome, Bk. XIV., cap. 0, that the 
fashionable Roman society of the day was so afraid 
of infection that not only did they decline to see a 
sick friend, but even when they sent a slave to inquire 
after him the slave was not permitted to re-enter the 
house with the answer until he had had a bath. 

We take leave of Captain Teieliman’s book, with 
a recommendation that it should be read, and add 
only that we wish he had told us a little more about 
bimself. 


Clinical Examination of Diseases of the Lungs. 

By E. M. Brockbank, M.D., F.R.C.P., and 

Albert Ramsbottom, M.D., F.R.C.P. London : 

H. K. Lewis and Co. 1921. Pp. 88. 4a. 0d. 

The title of this useful little book suggests that 
the authors examine diseases rather than the organs 
m which they occur, and this seems a topsy-turvy 
notion. In the covers of much standard information, 
the authors sandwich in many useful hints which 
are far too rare in text-books. Thus, in the case 
of a short, persistent, dry cough, they give the 
sensible but rather unusual advice that the physician 
should search for its cause in the external auditory 
meatus. Again, with regard to paracentesis abdo¬ 
minis in a case complicated by bronchitis they advise 
caution, pointing out that if the fluid be removed, 
the stretched abdominal muscles may no longer be 
able to help the diaphragm and thoracic muscles 
in their expulsive efforts in coughing. <( The result 
is that the patient cannot get rid of the bronchial 
secretion, and may easily be drowned in his own 
sputum.” The authors’ English is deplorably 
inelegant, but this is a matter of secondary importance 
in a handbook of this description. 


The Rhythmic Dance-Book. 

By Margaret Einert. London: Longmans, 
Green and Co. 1921. Pp. 96. 4s. 6d. 

Miss Margaret Einert, in her small and readable 
book, tells us that a sound mind in a sound body is 
not enough, there must also be a sound emotional 
nature. In order that this may be cultivated, she 
advocates that children should dance to express 
their joy in life. They must dance with body and 
head and arms as well as with feet. They must not 
move to the music ; they must be moved by it. 
“ Imagine,” she says, “ a fresh green lawn and a 
fiddler roaming about, playing as he walks from sheer 
happiness and love of his art. Imagine then a flock 
of loose-clad children dotted all about among the 
flowers and the sunshine.” Rhythmic dancing, 


according to the enthusiasts, makes for joyous 
health, for complete coordination and control, for 
imagination, for self-realisation. 

One delightful chapter in Miss Einert’s book deals 
with stories in movement. For instance, children are 
asked to dance as though they were on the sea-shore. 
At once they picture sands, surf, waves, storms, 
thunder, and mermaids, and mark on the grass a 
section for sand, one for surf, and one for deep sea. 
They listen quietly to the music played once through 
and then they dance. The storm and the waves 
have their appropriate musical passages, and six 
children dancing together are taught to represent 
the curling wave, the incoming tide, the break of 
the surf on the sand. The teacher unfolds the story 
a little. Calm sets in after the storm, the sun comes 
out, and to a gentle melody the children spring 
forward to the shallow water and at once become 
mermaids combing out their long hair in the sunshine. 
Another dance-story represents the spirit of Christ¬ 
mas—another “ The Wind and the Rose.” . Further 
chapters deal with verse-dancing, with plastic posing, 
and with suitable clothing to allow freedom of 
movement. 

A charming book with a strong eugenic side* 


Reports atrt> ^italgiital 


ETHANE8AL. 

(Savory and Moore, Ltd., 143, New Bond-street, 
London, W.) 

This anaesthetic apparently has the physical 
properties of ether. It is anhydrous, free from sulphur 
compounds, and has a neutral reaction. It contains 
a very small amount of a substance oxidised to 
acetaldehyde by chromic acid, which presumably is 
ethylic alcohol. Ethanesal commences to boil at 
33-9°C. When fractionated :— 

41 percent, distilled over between 33’9° and 35’0°C. 

13 „ ,, „ .. 35‘0 o .. 36-1° 


16 

28 

2 


361° „ 37‘8 C 

37*8° „ 40*2 e 
above 40'2 < 


SVhen ordinary B.P. ether is fractionally distilled 
jome 97-5 to 98-5 per cent, passes over at 34° to 30°C., 
lence it is obvious that ethanesal is a mixture of 
substances having a boiling-point not far removed 
ironi that of ether. According to the statements of 
Dr. R. L. Mackenzie Wallis and Dr. C. L. Hewer in 
rHE Lancet- of June 4th (p. 1173) it appears that the 
maesthetic properties of ether are due to the presence 
>f certain ketones. Ethanesal is a mixture of pure 
itlier and these ketones, and the introduction of this 
uieesthetic may be regarded as a distinct advance in 
inARsthetic Dractice. 


TUBERCLE VACCINE R. 

(Allen and Hanburys, Ltd., London.) 

We have received two sample boxes of this prepara¬ 
tion, introduced on personal trial by Dr. Nathan Raw, 
together with an explanatory pamphlet. According 
to the latter, this vaccine, which is designed for use 
both as a curative and prophylactic agent, is prepared 
from cultures of B . tuberculosis , subcultured without 
a break for 14 years. The vaccine is to be adminis¬ 
tered on the principle advocated by Dr. Raw, that 
the two types of disease, human and bovine tuber¬ 
culosis, are antagonistic to one another, and that 
a mild infection of the one protects against the other. 
It is suggested that doses should begin at 0 001 mg. 
and be continued for at least 12 injections in increasing 
doses at intervals of seven days up to 0 025 mg. The 
pamphlet does not state whether the bacilli have been 
killed by heat, and if so, at what temperature, or by 
the addition of antiseptics. The price of the vaccine 
is 5 8. per dose. 

Each box contained three ampoules of 0-001, 
0.002, and 0 003 mg. vaccine respectively, marked 
human strain. The contents of a 0-003 mg. ampoule 
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when centrifuged showed small numbers of intact 
acid-fast bacilli, morphologically resembling tubercle 
bacilli with no sign of disintegrated organisms. 
Cultures on glycerinated Dorset’s egg medium 
remained sterile. No secondary organisms were 
found either in films or on ordinary culture media 
(broth and agar). Two guinea-pigs were inoculated 
subcutaneously with the vaccine ; one was given 
0-003 mg. and the other 0 006 mg. No toxic symptoms 
were observed following inoculation and when killed 
three weeks later no signs of tuberculosis were observed 
macroscopically or microscopically. 

QUINOSAL. 

(S. H. M. Co., Ltd., Sutton, Heston, Middlesex.) 

This preparation is made from quinine ethyl 
carbonate, known as euquinine or tasteless quinine 
and salicylic acid. It is in the form of small crystals 
melting at 197 °C., and when analysed was found to 
consist of salicylic acid 25-2 per cent., and quinine 
ethyl carbonate 74*4 per cent., water nil, ash nil. 
Quinosal is therefore a definite chemical compound 
with the composition corresponding to the salicylate of 
quinine ethyl carbonate. Quinine salicylate has been 
recommended for diarrhoea and neuralgia, rheumatism 
and sciatica. Quinosal is intended as a tasteless 
substitute for this drug. It is satisfactory to see that 
English manufacturers are placing high-class synthetic 
drugs of this kind on the home market. We are 
informed that .the S. H. M. Co., are the sole makers of 
quinine ethyl carbonate in this country. 

HEMOSTYL. 

(Wilcox, Jozeau and Co., 49, Haymarket, 

London, S.W.) 

Three ten cubic centimetre flasks of this serum 
were received for examination. It is obtained from 
the horse by bleeding the animal during the regene¬ 
ration phase which follows a htemorrhage. This is 
done on the principle that the haemopoietic properties 
of the serum are increased during this period. On 
examination the serum was found to yield no growth 
on aerobic or anaerobic cultures. Injected subcu¬ 
taneously into a guinea-pig, the serum gave rise to 
no toxic symptoms and a second dose repeated three 
weeks later caused no anaphylaxis. The serum, 
therefore, is non-toxic and non-anaphylactic and is 
free from contaminating organisms. 

LYSOL WARD SOAP. 

(Lvsol, Ltd., 9 and 10, St. Mary-at-Hill, 

London, E.C.) 

On analysis we find this soap has the following 
percentage composition : Fatty anhydrides, 54-4 ; 
Na*0, combined as soap, 6-2 ; Na- 2 0, combined as 
NasCOs, 0-3 ; free alkali as NaOH, trace; and water, 
37-9 per cent. Resin acids are present, and thf claim 
that the soap contains 3 per cent, of cresols is sub¬ 
stantially correct, a content which confers definite 
antiseptic properties. It is stated that this soap is 
manufactured for hospital and household use and that 
it is particularly suitable for the washing of flannels. 
The retail price is about 8 d. per lb., but in comparing 
this with other domestic soaps the high percentage 
of water (37-9) should not be lost sight of. 

TURNWRIGHT’S TOFFEE DE-LIGHT. 

(Turner and Wainwiught, Ltd., Bkookfoot Mills, 
Bkiuhouse, Yorkshire.) 

On analysis this toffee was found to consist of sugar 
65-9, water 7-3, fat 18-7, proteins 2-5, sodium chloride 
0-0 per cent. These figures correspond to a mixture 
of sugars 05-9, dried milk 10, fat (other than that in 
the dried milk) 10-2, and moisture 7*3 per cent. The 
salt is probably added with a view to improving the 
flavour. The texture of this toffee, in common with 
many other popular modern brands, is soft and 
caramel-like in character and quite unlike the old- 
fashioned brittle preparations. The mixture is a well- 
proportioned one and furnishes a palatable and 
nutritious sweetmeat. 


IrMions. 

A NEW APPENDIX CLAMP. 

In appendicectomy the usual routine is to divide 
the appendix between two pairs of forceps. By this 
procedure the contents of the appendix are forced 
into the part between the two forceps, and, to prevent 
the spread of infection, the surgeon is compelled to 
resort to the inevitable “ drop of pure carbolic.*’ 
To avoid this troublesome procedure I have devised 



the instrument here illustrated, which is as easy to 
apply as a pair of forceps. The clamping part of 
the instrument is wide enough (9 mm.) to allow the 
base of the appendix to be ligatured and divided at 
the crushed part, the peritoneal surfaces of which 
are brought into apposition so that the appendix 
contents are forced away from the region of ligature 
and division. The crushing surfaces of the clamp 
bear fine transverse serrations which fix the appendix 
transversely. In my opinion clamps with smooth 
unserrated surfaces which act equally in all directions, 
unless they are narrow like Mr. Donald Armour’s 
ingenious instrument, tend to produce a longitudinal 
rupture of the appendix. The ratchet catch and 
spring are similar to those used in various forms of 
needle holders, and are locked and unlocked with 
the greatest ease. 

The clamp has been made in accordance with my 
suggestions by Messrs. Arnold and Sons. 

Welbeck-street, W. W. K. Irwin, F.R.C.S.Edin. 

A UROLOGICAL BASIN. 

The urological basin illustrated is of great assistance 
in the treatment of urethritis and cystitis when 
irrigation is required. It is specially designed to 
fit firmly between the thighs without causing undue 
pressure on the posterior urethra which sometimes 
occurs when other appliances of the same nature are 



used. The flanges cover the inner surface of the 
thighs, and it is so constructed that no splashing 
or leaking over the sides can occur, which makes it 
particularly useful when treatment is carried out with 
the patient in bed. It will hold more than three pints 
of fluid and therefore does not require to be emptied 
during treatment. Lastly it is made of enamel iron 
and therefore can be sterilised by boiling. Mr. J. H. 
Montague, 09, New Bond-street, W.l, is the maker. 

Welbeck-street, W. Walter J. Ronan, M.B. Dub. 
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LONDON: SATURDAY, JUNE 18, 1921. 


The Report of Lord Cave’s 
Committee. 

The anxiously expected report of Lord Cave’s 
Committee upon hospital finance has made its 
appearance. This Committee, it will be remembered, 
was appointed by Dr. Addison during the debates 
at the end of last year before a Standing Committee 
of the House of Commons u])on the Ministry of Health 
(Miscellaneous Provisions) Bill. This measure, which 
was afterwards rejected by the House of Lords, 
contained a clause around which important medical 
discussion centred, inasmuch as it sought to give 
powers to county councils to supply and maintain 
hospitals, to contribute to voluntary hospitals, and 
to undertake the maintenance of Poor-law hospitals 
and institutions. It was felt in many quarters 
that such legislation might prejudice the voluntary 
system of hospital support at a critical time, and 
Dr. Addison accordingly appointed a Committee 
“ to enquire into and report upon the financial 
position of the voluntary hospitals throughout 
the country.” This Committee, under the chairman¬ 
ship of Lord Cave, and consisting of five members 
only, none of them being medical men or connected 
with hospital arrangements in any way, issued an 
interim report at the end of March. The document, 
which was signed by all the members of the committee, 
confirmed the view that it is in the public interest 
to maintain the voluntary system of hospital manage¬ 
ment, and gave reasons for believing that from the 
Approved Societies, under the National Health 
Insurance Acts, a substantial part of the disposable 
surplus shown by the quinquennial valuation of 
the assets of the societies should be applied towards 
the cost of the maintenance of members of the 
societies while they are in hospital. There is no doubt 
that the voluntary hospitals are of enormous service 
to the Approved Societies, and the interim report of 
Lord Cave’s Committee had an excellent reception. 

Late last week the report of Lord Cave’s Com¬ 
mittee was published, and we were able to give the 
recommendations, which we repeat this week, together 
with an abstract of the report. It will be seen that 
as a main principle the Committee regard the coopera¬ 
tion of the National Health Insurance Commission 
as essential to their scheme for preserving the volun¬ 
tary system, which they state definitely to be 
temporarily in jeopardy. They are convinced that 
the system is worth saving, and the reasons which 
they give are practically the same as those that 
have been advanced over and over again in these 
columns, whenever the system has been challenged. 
Freedom in medicine is secured by the voluntary 
principle ; progress and medical research are fostered 
by it; and in no other way can the education of the 
medical profession be carried on so satisfactorily 
as at medical schools which are in close association 
with a large voluntary hospital. A system with 
testimonials of this character to its credit is not 
likely to die without a struggle, and though it may 
be temporarily open to criticism—the balance sheets 
at many of the great institutions supply justification 
for this—there is no reason to doubt, and we have 


never doubted, that the existing financial conditions 
are temporary. They are due partly to the circum¬ 
stances produced by the war, partly to the old- 
fashioned methods of collecting funds, which have 
become a stereotyped routine with many of the 
charities, and partly to faulty methods of spending 
money. Lord Cave’s Committee draws attention 
to procedures which can be undertaken by managers 
of voluntary hospitals to improve the financial 
position of their hospitals, and many of their sugges¬ 
tions have been made in these columns and elsewhere 
upon a good many occasions. 

The first clause recommends the formation of a Hos¬ 
pitals Commission, with the institution of Voluntary 
Hospitals Committees for the country, and we are cer¬ 
tain that the central organisation of the charities thus 
implied will lead both to efficiency and economy. In 
this way the best methods of administration can be 
ascertained by comparison and the lessons learnt 
made the common property of the hospitals And a 
further admirable suggestion in respect of such a 
Hospitals Commission closes the Report. The last 
clause states that the Hospitals Commission should 
be authorised during a period of two years to recom¬ 
mend grants for the extension and improvement of 
hospitals subject to like contributions being made 
from private sources. A previous recommendation 
would sanction an immediate grant to the Commission 
of £1,000,000, so that in the intent to make a joint 
scheme of benevolence between the public and the 
State it is left to the State to make the first move. 

i 


Treatment of Whooping-Cough. 

In few acute diseases have a larger number of 
supposed remedies been advocated than in the case 
of whooping-cough—a sure sign of their doubtful 
efficacy. The sceptic or nihilist in therapeutics will 
read with a more or less indulgent smile the descrip¬ 
tion given by Dr. J. D. Rolleston in the June 
number of Medical Science of the various forms of 
treatment which have been recommended for this 
disease within the last two years. The principal 
novelty first introduced by Audrain of Caen, and 
subsequently employed by Weill and Dufourt, 
Gletvod of Lyons, Cheinisse of Paris, and 
other French physicians, is the intramuscular 
injection of ether, which is given in the upper part 
of the buttock. The ether is supposed to act by 
combating the spasmodic element of the disease, 
and is not regarded as having a specific action on 
the infective agent of pertussis. The dose employed 
is 1 c.cm. up to the age of 7 or 8 months, 
and in older children 2 c.cm. repeated daily or on 
alternate days. Weill and Dufourt, who consider 
this method to be far superior to any other in the 
treatment of pertussis, regard it as specially indi¬ 
cated in cases with numerous and severe paroxysms, 
and claim that after a few injections the children 
have only abortive attacks unaccompanied by 
vomiting. Gleyvod, who reports eight cases in 
children aged from 2J months to 8 years, treated 
by intramuscular injections of ether in Weill’s 
ciinic, states that the first injections always 
have a more striking effect than subsequent 
ones, the system apparently becoming habituated 
to the drug. If a decided improvement occurs after 
the second or third injection no more need be given. 
As a general rule, however, six injections will bo 
equired to produce a permanent effect, and a greater 
number is unnecessary. Although it is dangerous 
to give ether in the large doses employed in anaesthesia 
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to patients suffering from chronic disease of the 
lungs or bronchi, such as asthma, emphysema, or 
tuberculosis, there is no contra-indication to its use 
in the small quantities required for intramuscular 
injection. On the contrary, Gleyvod maintains that 
it acts as an energetic cardiac stimulant in the febrile 
forms of pertussis, and those accompanied by much 
constitutional disturbance and severe pulmonary 
complications. 

In spite of the enthusiasm with which a large 
number of French writers speak of the method, intra¬ 
muscular injection of ether does not appear to have 
found general acceptance nor to be invariably 
successful, as so eminent an authority as Dr. Jules 
Comby, of Paris, states that he has had an equal 
number of failures and successes. In the United 
States benzyl benzoate, which has been used for 
a variety of spasmodic conditions, has received 
enthusiastic support as a remedy for pertussis. 
From its use in 115 cases, the great majority 
of which were in children, Dr. David Macht, 
of the Johns Hopkins Hospital, has found 1 that 
the administration of benzyl benzoate solution, 
either alone or preferably combined with small doses 
of benzaldehyde, had a palliative though not curative 
effect on the violence and number of the paroxysms. 
Five to 40 drops of a 20 per cent, solution were given 
three or four times a day and oftener, according to 
the age of the patient and the severity of the disease. 
The beneficial action of the drug, according to Dr. 
Macht, is due to a variety of factors, which include 
its antispasmodic effect on bronchial spasm, its 
sedative effect on skeletal muscle, its anaesthetic 
effect on the larynx, its expectorant properties, and 
its antiseptic action. Before the Societe de Th4ra- 
peut.ique de Paris, at the last session, Dr. L. Dumont 
read a paper on the value of adrenalin in whooping- 
cough,* and claimed constant success in relieving the 
symptoms and abbreviating the course of the disease 
with this drug. This treatment is not new, and has 
been advocated in this country, but we know of no 
recent reports on its utility. 

Vaccine treatment, which at one time enjoyed a con¬ 
siderable vogue, especially in the United States, has 
not fulfilled the expectations entertained. Dr. R. G. 
Freeman, a well-known paediatrist of New York, 
states that until lately he had been of opinion that 
vaccines did not modify the course of pertussis, and 
that he had never seen a case prevented by their 
use. Recently, however, he has observed good 
effects from the use of fresh vaccines in cases where 
vaccines three weeks old had no effect. In a 
disease so capricious as whooping-cough, especially 
when it attacks children of a nervous disposition, it 
is difficult to estimate how far the effect of a given 
treatment is due to suggestion alone. Lederer 
has recently treated 25 cases of pertussis by painting 
the throat every two days with a 2 per cent, solution 
of silver nitrate, a method previously recommended 
by Ociisenius. In the great majority of cases 
good results were obtained, the paroxysmal stage 
being considerably shortened, the frequency of 
nocturnal attacks diminished, and long-standing 
attacks frequently cured. Lederer attributes the 
success of this method to suggestion and not to a 
specific bactericidal action, and recommends that 
the treatment should be reserved for older children 
of a neuropathic disposition in whom the attacks 
have lasted a considerable time, but without any 
complications. In such cases his experience is 

* The Lancet, 1920, II., 6lo. 

•The Lancet, 1921, i-, 1214. 


that the method may produce an immediate cure. 
Kleinschmidt, however, thinks that suggestion 
can be excluded as an explanation of the success 
which he obtained from the use of diathermy in a 
large number of cases, among whom the youngest 
child was only 9 months old. The question as 
to how long a case of whooping-cough should be 
isolated is of considerable interest, especially to the 
medical officers of schools or children’s hospitals. 
Recent investigations have shown that the disease 
is most contagious in the catarrhal stage, and ceases 
to be contagious at all after the third week. Dr. 
Comby, therefore, is of opinion that isolation for 
pertussis may be reduced to a maximum period of 
a month, and that it is unnecessary to wait for the 
complete disappearance of the whoop, whioh may 
last for several months. But the persistence of the 
whoop, however harmless to other children, is 
damaging to mddical science. 


Panel Prescribing. 

An insurance practitioner was recently invited by 
his panel committee to show cause why he should not 
be surcharged under the excessive prescribing regu¬ 
lations for ordering resinol on various occasions in 
the course of two ihonths for a case of eczema rubrum 
in a patient who had been unable to work for two 
years. The bill ran into pounds ; it was regarded by 
the committee apparently as a glaring case. The practi¬ 
tioner appeared at the inquiry and stated that he had 
tried the B.P. preparation unguentum resinae without 
any effect, that the insured person had been treated at 
hospital for two years, and that he had cured him in 
two months. The panel committee thereupon decided 
that he had justified the use of an expensive prepara¬ 
tion. A second case has come to hand of an insurance 
practitioner who, on being asked to attend an inquiry, 
resented the criticisms of his formulae and declared 
his intention of giving his patients the cheapest drugs 
he could find. The result was that he had to attend 
an inquiry at a later date on the excessive number 
of prescriptions given to his patients and the high 
level of his total drug bill. A third case occurred in 
which the practitioner was written to because his 
individual prescriptions exceeded an artificial datum 
line arranged by his insurance and panel committees. 
When the whole quarter’s prescriptions were scruti¬ 
nised it was found that the total number of prescrip¬ 
tions was small, the average for each patient treated 
being less than two and the total drug bill well under 
the amount allowed for his list at an average of Is. fid. 
per insured person. These cases well illustrate the 
position with regard to the provision of drugs for the 
treatment of insured persons receiving medical benefit. 

The Insurance Act requires that the patient shall 
receive proper and sufficient medicines for the adequate 
treatment of his condition. The task of deciding 
what is proper and sufficient for the case is of 
course placed upon the prescribes and is subjected 
to the general opinion of the panel committee, should 
a prescription be criticised on account of its excep¬ 
tional cost. By his terms of service a practitioner is 
required to order such drugs and prescribed appliances 
as are requisite for the treatment of any patient. 
Here again the responsibility is placed upon the 
practitioner to decide what is requisite, and should 
his ordering be called in question by the panel com¬ 
mittee, he must be prepared to justify the decision 
he has made. Such an arrangement may appear 
irksome in some individual cases, but it does 
ultimately lead to a more careful consideration of 
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the needs of the ease before the prescription is written. 
Inasmuch as practitioners are required to order the 
medicines necessary for the treatment of their patients 
on official forms, and these also act as vouchers on 
which payment is made to the chemist, they are 
collectively responsible for the amount expended 
in each committee area in providing insured 
persons with the proper and sufficient medicine 
guaranteed by the Insurance Act. These accounts 
for drugs are paid in full, and the Treasury 
is directly interested in seeing that a proper control 
is exercised in the spending of the drug fund. 
Originally this fund was computed at 2*. a head for 
each insured person entitled to medical benefit, with 
certain additional funds for special grants in the event 
of epidemics or excessive sickness. With the great 
increase in the cost of drugs during the war—and 
only in the case of a few drugs has the high cost 
been relieved—and with additional charges for 
professional services on the part of pharmacists, it 
is increasingly difficult to provide adequate drugs for 
insured persons without exceeding the fund as origin¬ 
ally estimated. In many areas the allowance has been 
exceeded during the last two years. In London, for 
example, it is now approximately 2s. 6d. per insured 
person in the area. 

It is necessary that some machinery should exist 
for checking waste, and the present regulations on 
excessive prescribing appear to be a fair method of 
controlling expenditure. Possibly some practitioners 
do not fully appreciate the need to act up to their 
full responsibility under the terms of service, thus 
making it impossible for the charge to be brought 
against the Act that the medicines supplied are inade¬ 
quate and inferior either in quantity or quality. The 
charge, when made, reflects on insurance practitioners 
who are failing in their duty. In practice it is found 
that an exceptionally high drug bill connotes careless¬ 
ness in the frequency with which prescriptions are 
given and in the quantity of medicaments ordered. 
Instances are on record of an individual prescription 
supplying the needs of the rest of the family. More¬ 
over, free prescribing may lead on to vicious drug 
habits, and it is for practitioners generally to increase 
the estimation in which their advice is held and to 
reduce to a reasonable dimension the abject faith in 
drugs so common in neurotics and hypochondriacs. 
A careful, well-conceived prescription, however costly, 
means more effective treatment, with a resultant 
shortening of the term of the illness and material 
reduction of the quantity of drugs taken. The con¬ 
tention that there is no leisure in a busy practice for 
such thought and consideration is tantamount to an 
admission that the quality of the work is being sacri¬ 
ficed, and the time may soon come when the remun¬ 
eration will be based on the quality of the work done 
rather than on the quantity—as in the present scheme. 
If, however, the quality is improved—and there is 
good evidence to show that the service given to 
insured persons reaches a higher standard year by year, 
and if it is still found that the drug bill is generally 
exceeded, then the question of more adequate pro¬ 
vision will arise. On the other hand, the present 
arrangements are sufficiently elastic for special grants 
to be made to so-called necessitous areas. Practitioners 
have a responsibility in seeing that their patients get 
the proper and sufficient medicine specified in the 
Act. With the responsibility goes the burden of justi¬ 
fying their orders to a committee of their colleagues, 
who are probably the best tribunal for deciding the 
matter. An admirable memorandum published by 
the London Panel Committee throws much light on 
the whole question of the drug tariff. 


JitMtaiiflns. 


“Ne quid nimis.” 


THE THEORY OF RELATIVITY. 

The difficulties of travel successfully overcome by 
our distinguished visitor, Prof Albert Einstein, should 
stimulate those of us, who have hitherto been reluctant, 
to start our own journey into an unknown and difficult 
country full of dangerous curves, projections, and 
angles subtending monuments of even higher mathe- 
I matics. Dr. Einstein’s address at King’s College last 
Monday evening gave his hearers an attractive 
glimpse of what they might expect. To those 
who now decide to sally forth a useful guide 
is at hand in the shape of a book by Mr. 
E. Cunningham, who expounds the principle of 
relativity with great clearness. 1 When the first 
edition of this book appeared no experimental 
confirmation of the Theory of Relativity had been 
made. In the interval two out of three predictions 
have been verified, and spectroscopists are at present 
engaged upon the outstanding one. For a full 
comprehension of the general bearings of the principle 
of relativity a knowledge of mathematics is no doubt 
essential, and Mr. Cunningham’s book is not without 
mathematical expressions to which it is difficult 
always to ascribe a direct physical meaning ; but 
this implies only that his lucid exposition will appeal 
to a wider public than that for which it is primarily 
written. To the physician skilled in differential 
diagnosis the mental processes involved in this science, 
and the mode by which the Theory of Relativity 
has been developed, must appear to have a certain 
resemblance. When physicists invoked the aether 
as a medium for the transmission of light, all went 
well until experiments, designed to show the drift 
of this aether past the earth in its motion, all yielded 
negative results. A way out of the dilemma was 
suggested by Fitzgerald and developed independently 
by Lorentz ; this was that the length of a body was 
not an invariable quantity, but depended on the 
direction of its motion through the aether. The 
Electronic Theory of Matter bids one refer anything 
so fundamental in character back to the electrons 
themselves; this, however, as Mr. Cunningham 
reminds us, only throws the mystery one stage further 
back, for the final question remains as to why the 
electron should change its effective dimensions in 
just the required amount to account for the failure of 
all observations to show our motion through the 
aether. The theory here set forth is on a different 
plane from such physical laws as those embodied in 
Maxwell’s equations embracing the electro-magnetic 
theory of light; it is a general mode of thought , 
and many readers will share Mr. Cunningham’s 
surprise that the generalities of which he writes 
should suggest any precise experimental findings; 
that they explain outstanding discrepancies within 
the degree of accuracy possible by observation is 
sufficient reason for the value placed upon them. 
The Theory of Relativity, at any rate to some, has 
brought a different view-point to bear upon the 
general outlook of natural phenomena. In Mr. 
Cunningham’s words : “ The fact that we are able to 
make such an excellent guess at the form of the 
laws of nature by mere geometrical considerations 
leaves us with an uneasy feeling that we are looking 
at nature through coloured glasses, and are simply 
seeing those aspects of phenomena which are the 
easiest for us to appreciate. This, however, is the 
usual course of science, and it is something to feel 
that this most comprehensive of physical theories 
itself suggests that when our power of vision is greater 
we shall discover whole new realms of phenomena.” 


1 Relativity, the Electron Theory and Gravitation. By 
E. Cunningham, M.A. Second edition. With diagrams. 
London; Longmans, Green, and Co. Pp. 148. 10s. Od. net. 
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In conclusion, we may remind our readers of the 
admirable special number of Nature , which appeared 
on Feb. 17th, and was entirely devoted to brief 
expositions on Relativity by acknowledged experts. 


PNEUMONIA IN THE U.S. ARMY 
DURING 1917-18. 

During the winter and spring of 1917-18 an epi¬ 
demic of measles, occurring among the troops 
quartered in the United States Army Camps, was 
associated with a great epidemic of a peculiar form 
of pneumonia caused by a haemolytic streptococcus; 
the epidemic was characterised by indefinite physical 
signs, by dyspnoea of an extreme type, and by livid 
cyanosis. This type of pneumonia was easily 
recognised as distinct from that ordinarily indentified 
as lobar pneumonia, more particularly as certain 
other cases occurring simultaneously displayed 
definitely the usual features of this acute specific 
fever. In an historical survey 1 of the epidemic form 
of pneumonia, Professor W. G. MacCallum points out 
that there is nothing new in its manifestations. The 
relationship of measles to severe and fatal pulmonary 
inflammation has always been recognised. With a 
fair degree of probability such epidemics may be 
traced back to the 16th century; recognisable 
descriptions date from 1812 (James Low), and 
perfectly clear ones from Delafield in 1884. The 
condition studied by Professor MacCallum may be 
indentified with that familiar to British readers as 
m purulent bronchitis,” the first descriptions of which 
were published in The Lancet in 1917 by Hammond, 
Holland, and Shore * working in France, and by 
Abrahams, Hallows, Eyre, and French * who simul¬ 
taneously and quite independently were obtaining 
identical results at Aldershot. Professor MacCallum 
concludes, “ From the anatomical description which 
is given [in the articles on “ purulent bronchitis ” 
referred to], it seems evident that the lesion is 
practically the same as that which we are about to 
describe for the epidemic in this country.” He 
observes, however, that the prominence of the 
influenza bacillus, which the British writers emphasise, 
was not demonstrable to the same extent in America, 
and he prefers the term broncho-pneumonia to 
“purulent bronchitis” (or bronchiolitis), as he 
found “ the whole lung including the framework and 
pleura to be promptly affected.” Measles is, of 
course, not an indispensable antecedent; it lowers the 
resistance of the tissues to the secondary organisms, 
e.g., pneumococcus or streptococcus hsemolyticus, 
which are responsible for the serious complications, 
and its rdle may be fulfilled by micro-organisms 
recognised or at present unrecognised. Professor 
MacCallum, in the first fasciculus, deals exhaustively 
with the post-mortem appearances, and to a minor 
degree with the clinical manifestations, of the fatal 
cases encountered in this first epidemic, which 
occurred contemporaneously with the cases of “ puru¬ 
lent bronchitis” described by the British workers. 
At the conclusion he adds that since his paper was 
sent to press another and much greater epidemic has 
occurred, with appalling mortality, of pneumonia, 
and the investigation with special reference to the 
pandemic is elaborated in the second fasciculus. 
The original disease in this epidemic has, to use his 
own expression, been spoken of as influenza. He is 
clearly sceptical as to the rdle of the B. influenza 
in this epidemic, adding that it is found in pure 
culture associated with a form of pneumonia which 
is practically identical with the interstitial broncho¬ 
pneumonia described in connexion with measles, 
lie considers that the evidence to hand for incrimi¬ 
nating the B. influenza as responsible for the epidemic 
is inconclusive, and he relies upon the existence of 


1 The Johns Hopkins Hospital Reports, vol. xx., fasc. i. and ii. 
The Patholosry of the Pneumonia in the United States Army 
Camps during the Winter of 1917-18, and the Pathological 
Anatomy of Pneumonia associated with Influenza. Bv W. G. 
MacCallum, M.I). Baltimore : The Johns Hopkins Press. i920-21. 
• The Lancet, 1917, ii., 41. • Ibid., 377. 


some ultra-microscopic virus, an opinion in which 
he will not lack support in many circles. However, 
Dr. John Eyre, who was prominently associated 
with the original research at Aldershot, and with the 
investigation of many of the subsequent epidemics 
scattered throughout the country, is apparently 
satisfied that it is not necessary to invoke the presence 
of this hypothetical virus to explain the phenomena 
noted. 

Nevertheless, in whatever features the author 
diverges from workers in this country in his opinion 
of the relative r61es played by the B . influenza and 
other organisms, his papers are in the main confirma¬ 
tory of the chief results which havs emanated from 
them. Three features in his results call for special 
reference.. In the first place, we note the remark¬ 
able incidence of empyema. In the 49 autopsies 
enumerated in the first fasciculus, empyema figures 
in no fewer than 33. In this connexion it must be 
remembered that the term empyema is not used in 
the strictly surgical sense of thick pus, for which in 
life resection of a rib would be indicated. The 
author himself refers to this point in stating that in 
the majority of cases a thm watery turbid fluid 
occupied the pleural cavity and that the patient 
rarely survived long enough for thick pus to develop. 
More than one British worker has been struck by 
the relative frequency of this and other pathological 
features in epidemics occurring in certain areas, 
with relative infrequency or total absence of the 
same features in epidemics simultaneously occurring 
elsewhere. In other words, local peculiarities are 
prominent, and in all probability this empyema 
incidence may be explained as a special feature of 
the organisms in the epidemic here described. 
Secondly, only in the rarest instances was a positive 
blood culture obtained from a streptococcal infection, 
and in these cases only immediately antecedent to 
death, although in every case the heart's blood 
invariably yielded a positive result. Finally, as 
denoting the exhaustive character of the investigation, 
we note that the microscopical examination of the 
testes exhibited in many cases a cessation of sperma¬ 
togenesis, a peculiarity to which attention has not 
been directed in this country. 


IONISATION METHODS OF X RAY 
MEASUREMENT. 

In the year following the discovery of X rays 
the electrical effect produced by them upon a gas— 
namely, the ionisation—was shown to be one of their 
most striking manifestations. The light which a 
study of these electrical effects has shed upon atomic 
and molecular structure has illumined a splendid 
page in physical science ; it was these ionisation 
studies which led to the recognition and isolation 
of the fundamental unit of negative electricity—the 
electron—by Sir J. J. Thomson in 1897. Experimental 
investigations since this date upon the ionisation 
of different gases under various conditions have 
been of an elaborative character. The accuracy of 
the electrical method of measuring the intensity of 
a beam of X rays made such investigations possible, 
yet the use of this method for the many medical 
purposes where intensity considerations are of supreme 
importance has only come into effect during the 
last few years. 

Perhaps the main reason for this is that the type 
of electroscope used in ionisation work is only an 
intensimeter and not a quantimeter. It measures 
at any instant the intensity of the radiation in 
question ; it does not integrate this intensity over 
an interval of time and so give a quantity’which 
could serve as a basis for dosage. This is exactly 
what is required in X ray therapy, and it is probably 
due to the fact that the Sabouraud pastille acted 
as an integrator that it has had such an extensive 
application. Useful as these pastilles have proved 
for the purposes of surface therapy, their limits 
of utility are reached when any considerable degree 
of filtration of X rays is effected, for it happens that 
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they become less and less sensitive as the wave¬ 
length of the X rays is diminished, and so they fail 
tp serve even as accurate indicators of intensity 
once a certain wave-length is reached. This 
is not a limiting consideration in methods based 
upon the ionisation produced, say in air, by X rays 
of different wave-lengths. Generally speaking, we 
may say that the electrical effects are proportional 
to the amount of energy expended in the air by the 
beam in its passage through it, and do not depend 
dominantly upon selective processes. This being so, 
if some method were devised by which the electrical 
effects could be added up as time went on, then the 
whole electrification could serve as a basis of X ray 
dosage ; this has now been very largely accomplished 
and we may anticipate that the electrical method 
will come more generally into radiological use for 
therapeutic purposes. One of the first instruments 
constructed with this intent and suitable for direct 
medical use, was the ionto-quantimeter of Szilard 
in 1916. Since then various modifications and 
improvements have been effected, largely as a result 
of the requirements of deep therapy. Upon the 
basis of this type of instrument Seitz and Wintz 
have founded their method of estimating the dose of 
X rays reaching organs at a depth in the body ; in 
their treatment of cancer of the cervix by X rays a 
part of the ionto-quantimeter is actually introduced 
into the cervix and a measurement made of the 
intensity of X rays being applied. Two recent 
papers, one by Schiumpf-Pierron in Paris Medical 
of May 28th, the other by Iser Solomon in the May 
number of the Journal de Radiologic et d'Electro- 
logie give good accounts of the general utility and 
practicability of this mode of measuring the dose of 
X rays under various conditions of therapy. 

It is reasonable to anticipate that, when an 
electrical method has received the general sanction 
of approval, means will be taken to decide upon some 
unit of X ray energy which, while having a scientific 
basis for its determination, will be selected with 
some direct reference to the quantity used by 
radiologists in the treatment of disease. International 
recognition of such a unit would do much to coordinate 
the dosage determinations in X ray therapy 
throughout the world. _ 

MOLLUSCUM CONJUNCTIVITIS. 

Although it is well known that molluscum 
contagiosum may attack the skin of the lids, the 
occurrence of conjunctivitis due to this cause is 
not generally recognised. Dr. Harold Gifford and 
Dr. Sanford K. Gifford 1 of the Department of 
Ophthalmology of the University of Nebraska 
College of Medicine, state that during the last 15 
years they have seen about a dozen cases, six of 
which they describe in detail, in which persistent 
irritation of the conjunctiva has been kept up by 
one or two molluscum nodules at the edge of the lids. 
In none of the cases was there any other evidence 
of the disease in the uncovered portions of the body, 
and the patients did not know of any other nodules of 
the sort, but they were not stripped for examination. 
In some of the cases quite a marked conjunctivitis 
of the follicular type was set up, with thickening of 
the folds, and in one case there was ulceration of the 
cornea. The mode in which the nodules cause con¬ 
junctivitis is hard to determine. That it is not 
extension of the inflammation from the skin is shown 
by the usual absence of such inflammation about the 
nodule on the skin itself. The purely mechanical 
irritation of the nodule would appear to be almost 
negligible in the cases in which it is not situated on 
the lid border but back among the eyelashes. The 
writers suggest that itching causes the nodules to 
be rubbed and that in this way some irritating 
secretion is carried into the sac which sets up the 
conjunctivitis. Treatment consisted in incising the 
nodules in typical cases and thoroughly expressing 
their contents with a ring forceps. In three cases in 

1 Archives of Ophthalmology, May, 1921. 


which the characteristic central umbilication was 
not apparent, and there were no other typical lesions 
present, the nodules were removed and found to be 
definitely molluscous. Though the symptoms were 
usually relieved quite promptly, in some cases 
changes were set up in the conjunctiva, which 
persisted for some time after removal of the irritating 
agent. _ 

INDUSTRY AND CONTENTMENT. 

Economists, political and otherwise, sociologists, 
and psychologists are ever ready to reconstruct the 
State, but the social aspects of medical work are 
seldom appreciated even by our own profession. 
For the most part these self-appointed lay physicians 
forget that the health of the State is made up of the 
health of its constituent members and that no State 
can be healthy or think healthily unless its members 
are healthy. Only in one branch of medicine is there 
some inkling of this fundamental fact—namely, in 
industrial hygiene. A contribution to knowledge on 
the subject is contained in the latest report of the 
Industrial Fatigue Research Board, 1 which deals 
with labour turnover, a delicate barometer of 
industrial contentment or of unrest. This report 
should be read in conjunction with an earlier one 
written by Dr. M. Greenwood and issued* by the 
Medical Research Council before the Board was in 
existence. The findings, which deal with more 
ample data, are in close agreement with those of the 
previous investigations ; they are mainly based on 
records compiled during war time at national factories, 
but data gathered from peace-time factories are also 
laid under contribution. The authors, Miss Broughton 
and Miss New bold, point out the loss to a factory 
of a high rate of leaving among beginners due to the 
fact that on the simplest of operations workers do 
not reach a reasonable rate of output under six 
weeks, while for moderately simple repetition work 
three months is required. They are able to show 
that labour turnover is highest in these early weeks 
and months ; curves showing the rate of leaving 
distributed according to length of employment 
resemble in an exaggerated form the curve of infant 
mortality—indeed. Greenwood has aptly called labour 
turnover the infant mortality of industry. The 
medical aspect of this important social economic 
question becomes manifest when the connexion 
between labour turnover and sickness is investigated ; 
here the authors found that those who left with 
less than three months’ service had suffered a much 
higher rate of sickness than those who stayed longer, 
that those who stayed for three months but less 
than six had suffered throughout their period of 
employment more sickness than those who stayed 
longer, and similarly that those who stayed six 
months but less than nine had suffered more through¬ 
out than those who still remained in service. Ill- 
health and physical incapacity were only given as 
the reason for leaving by some 10 per cent, in war 
time and by 3-7 per cent, in peace time, but the 
above investigation showed that even though hardly 
appreciated by the workers, ill-being lay at the back 
of much labour wastage. 

Most of the records used refer to female employ¬ 
ment, and somewhat unexpected results emerge; 
thus domestic servants, shop assistants, and laundry 
workers stayed longer than workers from munitions 
and other factories. Apparently factory work has 
a definite adverse influence on the power of workers 
to withstand the strain a second time. Comparison 
is made between the rates of labour turnover which 
prevailed before, during, and after the war; for 
single women the average three-monthly rates of 
leaving were found to be 25*2 per cent., 27-8 per cent., 

1 A Statistical Study of Labour Turnover in Munitions and 
other Factories, by Miss G. M. Broughton and Miss E. M. 
Newbold. Report No. 13. Industrial Fatigue Research Board. 
1921. Pp. 92. H.M. Stationery Office. 3 s. 

* A Report on the Causes of Wastage of Labour in Munitions 
Factories employing Women, by Dr. M. Greenwood. Special 
Report Series No. 16. Medical Research Council. 1918. 
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and 18-8 per cent, respectively for the three periods. 
The rate of loss during the first three months was 
specially heavy, amounting to 45*3 per cent., 39-6 
per cent., and 22 0 per cent, in the three periods. 
The post-war period was favourably influenced so 
far as leaving is concerned by the fear of loss of work 
due to men returning from the colours and filling 
up vacancies. Some estimate can be made of what 
these rates of leaving mean from the fact that “ in the 
pre-war and post-war periods respectively, the number 
of survivors after 12 months from 1000 entrants in a 
biscuit factory were 322 and 441 respectively.” Great 
differences were found at different factories, the rate 
of loss at the end of the first three months varying 
from 89-2 per cent, to 37-5 per cent., but the influences 
causing these variations could not be accurately 
determined. Nevertheless the authors state that 
at the factory with the lowest labour turnover the 
conditions were good and the work light: while 
at one of the worst the high turnover was considered 
to be “ due undoubtedly to the arduous conditions, 
and in a large measure owing to night-shift working, 
the ordinary disadvantages as to broken rest being 
aggravated by the shops being built of corrugated 
iron with consequent extremes of temperature.” 

Great care is exercised throughout this excellent 
report in refraining from drawing any but fully 
substantiated deductions; hence even more than 
usual reliance can be placed on the following con¬ 
clusions :— 

(а) The high leaving-rate that is evident in the early 
months of service is not confined to munitions factories 
nor to the war period, but is also to be found in factories 
engaged in peace-time industries, and is a source of economic 
loss at the present time. 

(б) Married women are evidently a more fluctuating 
population than single women. 

(c) The data relating to previous occupations are also 
too scanty to justify drawing general conclusions, but 
they indicate that former factory or munition workers are 
more unstable than those drawn from other sources. 

( d) The loss for possibly avoidable reasons, such as ill- 
health, incompetence, and dissatisfaction, is very large. 

The authors justly consider a case made for 
periodical consideration by employers of the state of 
labour turnover in their factories ; and in order to 
assist the work, give in an appendix specimen forms 
for keeping records, and a simple exposition of the 
way in which they can be used. Special attention 
may be directed to the excellent form of medical 
certificate suggested in which the system of the body 
affected (rather than an exact diagnosis) is all that is 
asked for, as, indeed, it is all that could ever be usefully 
employed for statistical grouping. We agree with 
the Fatigue Board, who claim that “ the attempt made 
in this report to measure labour wastage upon a 
uniform system, essentially similar to that adopted 
in the valuation of the liabilities of life insurance 
offices, deserves consideration ” ; and we con¬ 
gratulate them and the authors on having in this 
report added something to knowledge. 


THREADWORMS AND APPENDICITIS. 

Various workers have ascribed a share in causing 
inflammation of the appendix to threadworms. 
Prof. L. Aschoff, 1 of Freiburg i.B., opposes the 
view advocated by Rheirulorf that oxyuris bear 
a frequent axiological relation to acute appendicitis. 
Aschoff holds that appendicitis begins nearly always 
as an acute disease in a previously'healthy appendix, 
passing after imperfect healing into a chronic com¬ 
plaint. The earliest lesion is commonly found in the 
deeper folds of the distal part of the appendix, and 
mechanical causes, by leading to undue delay of 
bacterium-infected material in contact with the 
mucous membrane, favour disease ; but direct injury 
of the mucous membrane by foreign bodies or 
parasites is uncommon. Worms may give rise to 
pseudo-appendicitis or appendicopathia oxyuriea — 

1 Berl. kiln. Wochenschr., November, 1920, p. 1041 


that is, a condition simulating appendicitis but 
without pyrexia or much quickening of the pulse- 
rate. They are found in healthy appendices more 
often than in diseased opes. Gmelin found that 
19 per cent, of 300 patients in a field hospital were 
infected with oxyuris, and 19 per cent, with 
trichoeephalus. Forty-four per cent, in all carried 
the eggs of some worm. Among these patients 1 s 
cases of appendicitis occurred, of which only five — 
that is, less than a third—were in the worm-infested. 
Encapsuled threadworms may occasionally be seen 
in the appendical wall ; but the histological appear¬ 
ances described by Rheindorf of channels in the 
mucous membrane made by worms boring into it 
and other epithelial defects are caused by the 
dehydration and other procedures connected with 
the preparation for the microscope. Such epithelial 
defects are found in sections of all appendices, healthy 
or diseased, made by the usual methods. If worms 
are present further artificial defects are caused by 
the pressing of their chitinous coats into the 
epithelium when cutting. Such appearances are not 
seen if the tissue is protected from shrinking by 
embedding and cutting in celloidin or gelatin. 
Further, a superficial catarrhal inflammation must 
not be assumed to be present unless there is 
migration of cells. Aschoff supports his thesis by 
statistical and histological detail, and with som** 
warmth. He has laid his material, including sections 
embedded in various ways, before a medical congress 
and challenges his opponent to do the same. 


THE INDIARUBBER-BALL COUGH SOUND. 

With a thoroughness which is characteristic of 
the medical school of Upsala, Dr. G. Bergmark 1 has 
recently investigated the conditions under which 
the indiarubber-ball cough sound arises. Thus 
named by Dr. J. Mitchell Bruce, this post-tussic 
suction sound has been interpreted by some authori¬ 
ties as a sign of a cavity, on the assumption that it is 
generated by the elastic recoil of the wall of a cavity. 
Dr. Bergmark found this sign in 20 out of 39 cases 
in which the diagnosis of cavitation was confirmed 
by a necropsy. He failed to find it once among the 
40 young and healthy persons whose chests be 
examined for it. In 35 cases of acute bronchitis, 
and in 52 of chronic bronchitis, he failed to find 
this sign, although in 18 cases the bronchitis was 
complicated by emphysema. The 12 cases of 
bronchial asthma examined for this sign, failed to 
show it. It was also negative in every case but one 
out of 42 in which the diagnosis of bronchial gland 
tuberculosis had been made by the X rays. In 
Turban’s first stage of pulmonary tuberculosis ii 
was never found, and only in 3 of 36 cases in 
the second stage was it demonstrable, whereas it 
was found in as many as 56 out of 130 cases in the 
third stage. Of a series of 25 cases of pulmonary 
tuberculosis associated with bronchophony or coarse 
rales, the sign was found in 16. In another seru > 
of 25 cases, in which the sign was positive. 
exhibited bronchophony or coarse rales. With 
regard to the post-mortem examinations, no corre¬ 
lation could be established between the size and 
distribution of cavities on the one hand and the 
presence of this sign on the other; in two case¬ 
in which there had been a suggestion of the india- 
rubber-ball sound, the necropsy showed no sign o: 
a cavity on the same side. But as there were cavities 
on the opposite side, this sound may have been 
conducted from one lung to the other. In view 
of the possibility that infiltration of the lung without 
cavitation might give rise to this sign, Dr. Bergmark 
sought it in 47 cases of croupous pneumonia, but 
found it only in one in which the pneumonia wjc 
complicated by pleurisy. In another series of ~~ 
cases of broncho-pneumonia, he found the sign only 
in one case, and here again it was complicated b> 
pleurisy. Thus, it appears that infiltration alon- 

1 Upsala Lakareforeninffs FOrhandlingar, Feb. 1st, 1921. 
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is not sufficient to give rise to the sign. It seemed, 
however, possible that pleurisy, by interfering with 
the elastic recoil of the lung, might give rise to the 
sign in the absence of cavitation ; in 47 cases of 
pleurisy 5 exhibited this sound. Dr. Bergmark 
comes to the conclusion that though cavitation is 
the chief factor in the genesis of this sign, its appear¬ 
ance may be determined by the presence of pleural 
adhesions over a cavity. If this is so, the absence 
of the sign over a cavity may be helpful as indicating 
the absence of adhesions in the neighbourhood, 
promoting the successful induction of an artificial 
pneumothorax. _ 

THE NERVOUS RESPONSE TO STIMULATION. 

In the course of a lecture at the Institute of 
Pathology and Research, St. Mary’s Hospital, on 
June 9th, Dr. Henry Head said that the thalamus 
was now definitely proved to be the seat of the 
affective side of consciousness, a sorting of stimuli 
taking place here before the final result reaches 
the cortex. This sorting, rearrangement, and elimina¬ 
tion took place not only in the thalamus, but at 
lower levels as well, the various centres of brain 
and cord forming as it were a jiervous heirarcliy. 
Only the dominant cortical centres are, he said, con¬ 
cerned in consciousness, the exact message they 
received depending on modification by the lower 
centres of the crude mixed stimuli arising from the 
end-organs. The selection of some messages and 
the suppression of others depends not only on the 
nature of the stimulus, but also on the condition 
of the receiving and transmitting mechanism, which 
may be profoundly moditied by previous stimuli or 
by alterations in the environment. The organic 
neurologist, said Dr. Head, regards the nervous 
system as a penny-in-the-slot machine, into which 
we could put a penny with the certainty that a box 
of matches would emerge ; but in the light of the new 
physiology it was obvious that one might equally 
well get chocolates, the result depending not so 
ipuch on where the penny was placed as on who had 
been there before. The doctrine of specific nerve 
energy still apparently holds good, if we remember 
that a given stimulus may lead to different results 
under different circumstances. For example, pain 
is a necessary ingredient of every cutaneous sensa¬ 
tion since it is a primitive protective factor 
and the organism cannot afford to eliminate it. 
If An object—say a test-tube containing warm water 
at 45° C.—is placed next to the skin the only sensation 
that is allowed to reach the higher centres is that 
of pleasant warmth. Heat, cold, and pain spots 
are severally stimulated, but the messages * are 
incompatible and the strongest wins. This degree 
of heat being beneficial and not harmful, the impulse 
of pain may safely be inhibited. Dr. Head compared 
the central nervous system to a telephone exchange 
where only certain calls are taken. Pain, except 
when necessary as a warning, receives no attention. 
That pain is always an ingredient is shown by an 
observation made by Dr. Head himself during a 
well-known experiment on his own radial nerve. At 
one period of its regeneration any stimulus applied 
to the base of the index finger was referred to the 
outer side of the thumb. If .the thumb was then 
stimulated with pleasant warmth and the index 
finger with icy cold the hot and the cold sensations 
neutralised each other and the net result was pain. 
In this case it was as if the favourite and the second 
favourite of a race came to grief, the rank outsider, 
pain, arriving first. This selection by suppression, 
repression, and facilitation of certain impulses 
depends for its final result on various factors, the 
chief being the nature of previous stimuli and the 
condition of the nervous system, and indeed of the 
body as a whole. For example, all normal persons 
become giddy if subjected to rapid rotation, but 
with repeated practice this tendency may be to a large 
extent overcome, only to return again in conditions 
of toxeemia, mental depression, worry, or fatigue. 


Dr. Head defined physical exhaustion as the loss 
of capacity to dominate impulses derived horn 
peripheral stimuli ; and he regarded as one of the 
most important landmarks in physiological research 
the discovery that even at the lower end of the spinal 
cord these same processes of facilitation and sup¬ 
pression could be demonstrated to occur. 

THE SCHICK TEST AND NATURAL DIPHTHERIA 
ANTITOXINS. 

The Schick test 1 has hitherto made a much wider 
appeal to clinicians and immunologists in America 
than it has in this country. In a paper recently read 
before the Pathological Section of the Royal Society 
of Medicine by Messrs. A. T. Glenny, K. Allen, and 
R. A. O’Brien, and published in The Lancet of 
June 11th, an appeal is made for a closer study of 
this reaction in Great Britain. The test is based upon 
the fact that small quantities of natural antitoxins 
appear to be present in the blood of normal persons. 
When one-fiftieth of a minimum lethal dose of 
diphtheria toxin is injected intradermically into a 
normal person it is neutralised by the natural anti¬ 
toxin present in the blood, and no reaction follows. 
If, however, a person possesses no such natural anti¬ 
toxin, the toxin injected will produce a reddened 
local reaction at the site of inoculation. This reaction 
is apparently purely an inflammatory one, and is not 
in any way related to the local reaction produced by 
Mantoux’s intradermic tuberculin test, which depends 
on hypersensitiveness or anaphylaxis. A negative 
test therefore indicates some degree of natural immu¬ 
nity to the Klebs-Loffler bacillus, whilst a positive 
result signifies susceptibility. The authors of the 
present paper have made a careful laboratory study 
of the reaction, and indicate its probable usefulness 
in controlling an outbreak of diphtheria in a school' 
or hospital. It would appear from the published 
results of Schick himself, and of Kolmer 2 and others 
in America, that it may be especially useful in young 
children in whom the question of immunisation is 
urgent. The authors also indicate certain issues 
which are of practical importance : (1) The prepara¬ 
tion and control of toxicity (m.r.d.) of the test serum, 
which is, of course, primarily a laboratory matter; 
and (2) the interpretation which must be placed upon 
certain “ pseudo-positive ” and “ combined ” positive 
results. The latter raises, as the authors point out, 
certain vefy interesting questions as to the toxicity 
of bacterial proteins which need to be worked out by 
clinicians and immunologists conjointly. They also 
go on to discuss the bearing of this reaction in relation 
to von Behring’s toxin and antitoxin (“ T-A ”) 
method of immunisation. 

In the number of the Bulletins et Memoires de la 
Societe Medic ale des Hopitaux of April 14th a series 
of articles on the Schick test by various authors 
give results of similar clinical observations on numbers 
of cases in a school and preventorium. The practical 
consequence of these various observations needs little 
emphasis. The use of the Schick test combined with 
von Behring’s T-A ” method of immunisation 
may yet revolutionise the treatment of diphtheria in 
school and hospital epidemics. If, in addition, it 
will help to clear up the hopeless confusion at present 
existing on the question of diphtheria carriers it will 
be no small blessing to civilised communities where 
overcrowding is bound to occur and infection com¬ 
monly results. The theoretical iasues from the point 
of view of the immunologists are no less arresting, 
and we shall watch with interest the study of this 
question, not only with the toxin of B. diphtherice , 
but with all those toxins which Ehrlich associated 
with the toxin-antitoxin phenomenon in his first order 
of side-chains. Whatever be the truth of the matter 
with regard to this theory the classification of certain 

1 MUuch. Med. Woch., 1913, lx., 2608. 

* Kolmer : Infection, Immunity, and Specific Therapy, second 
edition, 1917. 
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immunological phenomena into groups according to 
the different reactions of antigens and antibodies is 
doubtless of much significance. 

AN INSTITUTE OF APPLIED MEDICINE. 

The governing body of the Lister Institute pre¬ 
sented this week its twenty-seventh annual report to 
the annual meeting of subscribers. It is a fine record 
of applied medicine, rendered possible largely by the 
prophetic vision of Joseph Lister and the wise 
generosity of Lord Iveagh. In the department of 
bacteriology Prof. J. C. G. Ledingham has continued 
his investigations on the transmission of the virus of 
trench fever. Dr. J. A. Arkwright has concluded his 
work on bacterial variation, and Dr. H. L. Schutze 
has shown the possibility of determining the blood 
group of an individual from a dried sample of his 
blood, a matter of great importance in medico-legal 
practice. Dr. E. H. Lepper’s research on coliform 
infections of the urinary system may have a practical 
bearing on cystitis in the human subject. In the 
department of biochemistry Prof. A. Harden and 
Dr. 8. S. Zilva have continued their work on accessory 
food factors, some of the results of which have already 
been made public through our own columns ; and a 
group of investigators under the guidance of Dr. 
Harriette Chick are putting into practice the logical 
deductions from this work in Vienna, where the 
matter is of more than theoretic interest. The 
national collection of type cultures, placed at the 
service of bacteriologists throughout the Empire, 
continues to grow, and a catalogue of the cultures 
will shortly be published by the Medical Research 
Council. Sales of tuberculin and immune serums 
realised during the year a sum of £53,700, while the 
income and expenditure account for the financial 
year shows a substantial balance on the right side. 
This is the more satisfactory as the item of £19,600 
for staff salaries and wages suggests that those who 
have given their lives to research work for the 
benefit of their fellows are receiving more than the 
miserable pittance which is often their only material 
reward. _ 

TUBERCULOUS ANTIGENS IN URINE. 

It is two years since Dr. Hans Wildbolz of Berne 
first published 1 the interesting observation that 
urine from a tuberculous patient, evaporated to 
one-tenth of its volume and filtered, gives a typical 
allergic cutaneous reaction when injected intra- 
dermically, after the method of Mantoux, into another 
tuberculous patient. This original observation has 
been confirmed by Gramen, of Stockholm, 2 and 
others. Quite recently Dr. M. G. Ichok discusses 8 
the whole question of tuberculous antigens in the 
urine at some length, and gives also brief details of 
tests made in rabbits. He points out that though it 
has been left to Wildbolz to make use of the presence 
of tuberculous hntigens in the urine as a clinical test, 
isolated observations had been made by Marmorek 
as long ago as 1909 and by Biot in 1914. This test, 
in Switzerland at any rate, now appears to have 
acquired a position of clinical importance. 

Dr. Ichok’s article is suggestive. Apart from 
chemical questions involved, such as the effect of 
phosphates and oxalates on the skin reaction, there 
are at least four possibilities to be borne in mind 
from the point of view of immunity : (1) The presence 
of toxic substances excreted in varying amounts 
in the urine of all tuberculous subjects; (2) the 
excretion of special degeneration products of unknown 
composition in the urine of patients with lardaceous 
disease; (3) the elimination of living or dead tubercle 
bacilli in the urine of phthisis patients, which is 
know T n to occur from time to time apart from the 
presence of gross lesions in the kidneys; (4) the 

1 Correepondenzblatt fiir Schweizer Aerzte, May 31st, 1919. 

1 Hygiea, 1920, lxxxit., 673. 

' Annales de Mtdecine, 1921, lx.. No. 2, p. 97. 


presence of casts, cellular and bacterial elements 
(not only tubercle bacilli, but secondary organisms) 
in the urine of cases of genito-urinary disease. Even 
if we assume that the process of concentrating the 
urine to a small bulk by evaporation at 55°*(\ 
indirectly sterilises it, there are obvious reasons for 
only using for the test the urine of early tuberculous 
cases uncomplicated by genito-urinary disease. 
Dr. Ichok’s article seems to us to offer a fairly 
accurate method of estimation. After examining 
the urine microscopically in order to be sure that it 
contains no products of gross renal lesions, he 
inoculates the urine, concentrated in the usual way, 
subcutaneously into rabbits. These animals are 
found subsequently to develop tuberculous antibodies, 
which can be detected by fixation of complement. 


SECURITY OF TENURE FOR M.O.H.’S. 

The Public Health Officers Bill passed a third 
reading in the House of Commons on June 3rd. The 
original intention of the Bill was to give all full-time 
medical officers of health and sanitary inspectors 
security in the tenure of their office. The Bill was. 
however, amendecP in Committee, so that it is now 
limited in its application to those officers a portion 
of whose salary is paid by the Exchequer. There is 
a further limitation that it shall only apply to the 
senior sanitary inspector employed by a local autho¬ 
rity. The amendments will cut out from the benefits 
of the Bill a considerable number of medical officers 
and many sanitary inspectors. Sir Philip Magnus, 
the introducer of the Bill, agreed with the arguments 
of those who wished the Bill to apply to all whole¬ 
time officers, bpt had to make concessions to those 
authorities who had bought their freedom by refusing 
to accept Government grants, in order to get the Bill 
through. It was better, he said, to have four-fifths 
of a loaf than no bread. Considering the large 
number of sanitary inspectors employed by the 
county boroughs, we shall be surprised if the Bill 
applies to more than a tenth of the sanitary inspector? 
in the country. Theoretically, one cannot gainsay 
the argument that a medical officer of health or 
sanitary inspector ought to be in a position to carry 
out his w r ork for the protection of the public health 
without the fear of dismissal if his work happens to 
bring him in opposition to influential members of 
the local authority which employs him. In practice 
it may be true, as Sir Kingsley Wood stated during 
the discussion, that there have not been a great 
many cases where the medical officers have suffered 
at *the hands of the local authorities, but who i- 
to know in how many cases the medical officers 
have felt it advisable to give way ? A conscientious 
official who is keen on his job, and feels that he i? 
doing good work, may be pardoned for thinking that 
it is advisable to take the line of least resistance in 
a few of such cases, provided he is getting the support 
of his committee in the execution of the most impor¬ 
tant sanitary reforms which he has to bring beforv 
them. Medical officers of health are not all Don 
Quixotes, and some will take the line of least resistance 
more easily than others. To give an illustration, it is 
conceivable that the examples of the so-called con¬ 
servancy system, which still disgrace the sanitation 
of many of our county boroughs, would have disap¬ 
peared years ago if medical officers of health had had 
greater security of tenure. We can easily under¬ 
stand the attitude of the local authorities. The bulk 
of their members respect the advice of an efficient 
officer, and treat him fairly. They are genuinely 
interested in the sanitary improvement of their 
district. They feel that they are able to mamu: 
their own affairs without the interference of Govern¬ 
ment departments which has been so much in evidence 
lately. ‘ Timeo Whitehall et dona ferentem ” wa? 
fast becoming the attitude of the local authorities. 
We believe, however, there are signs of a change, and 
that the local authorities may safely trust the Ministry 
of Health in this matter of security of tenure ftv 
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S ublic health officers. Our only regret is that the 
ill does not, as originally intended, include all 
whole-time officers, and we hope that what Sir Philip 
Magnus calls the other fifth of the loaf will be forth¬ 
coming during an early session of Parliament. 


THE BRONCHOPNEUMONIA OF OLD 
PERSONS. 

The frequency of pneumonia and broncho-pneu¬ 
monia as a final cause of death in the aged is well 
known. Charcot has related how insidious the onset 
of pneumonia often was amongst the aged inmates 
of the Salp6tri£re Hospital at Paris. Drs. G. Roussy 
and R. Lerou 1 have recently published an anatomical- 
pathological investigation on the subject of broncho¬ 
pneumonia of the aged, founded on the material 
furnished by their department for old persons at 
the Hospice Paul Brousse at Yillejuif. Amongst 300 
post-mortem examinations (1919-21) they found 
lobar pneumonia in 4 cases and broncho-pneumonia 
in 102 cases. According to their elaborate macro¬ 
scopic and microscopic examination of the lungs, 
there are frequently basal lesions of the nature of 
chronic arteritis and pulmonary sclerosis playing 
an important part in the production of the broncho- 
pneumonic condition. The lesions in question lead 
to the occurrence of a complete or partial vascular 
thrombosis, with ischaemia and even necrosis, more 
or less complete, of the corresponding portion of the 
pulmonary parenchyma. A secondary microbic 
infection then takes place, and it is easy to under¬ 
stand that the secondary infection of an infarct in 
the lungs is more likely to occur than of one in the 
kidneys or brain. The authors claim that their 
aspect of the matter enables us to understand the 
frequency of fatal broncho-pneumonia among bed¬ 
ridden persons, suffering from cerebral arterio-sclerosis. 
According to them, the idea of hypostatic congestion 
of the lungs fails to explain why such patients can 
keep to their beds for years without suffering from 
pulmonary complications, suddenly to be carried off 
by fatal broncho-pneumonia. 


THE DRY METROPOLIS. 

The Metropolitan Water Board has intimated to 
the Ministry of Health that in consequence of the 
prolonged drought it is necessary at the present time 
to conserve the water-supplies of the metropolis, and 
a circular has been issued to sanitary authorities 
suggesting the restricted use of water for such pur¬ 
poses as flushing sewers or watering streets and 
recreation grounds. Drought does not strike like 
lightning and there has been ample warning that 
London will be short of water this summer. Thames 
water provides nearly 00 per cent, of the total supply, 
the Lee coming second with 23 per cent., well-water 
only yielding the small remainder of 17 per cent.; and 
during the month of March the average daily natural 
flow over Teddington Weir was, in round figures, 
890 million gallons, or 1230 million gallons below 
the daily average of the last 40 years. In the same 
month the rainfall of the whole Lee basin was under 
1 inch, and the months before and since have been 
equally dry. The river reservoirs with their immense 
storage capacity of nearly 13 thousand million 
gallons may seem inexhaustible, but with the normal 
demand they would give out in 50 days ; and the band 
of chalk under the Ixmdon clay, although full of water 
like a sponge, only yields what the pumps are capable 
of raising. Not since 1899 has there been any such 
drought. We are better off now than then, for the 
precious fluid is no longer vended to us by a number 
of competing companies with the interests of share¬ 
holders to consider, and timely notice of the shortage 
will have been given to the Ministry whose business 
it- is to decide in what directions economy may be 
practised without danger to the public health. Thirty- 
eight gallons per head, per day, the normal rate of con- 

1 Annates de M£dectne, Paris, 1921, ix. t pp. 161-196. 


sumption, leaves a wide margin for luxury and waste. 
The public would like some guidance on where and 
how to save water if and when the need arises. Drain¬ 
age by water carriage Is so automatic and fool-proof, 
street-cleaning by the sanitary authority so regular, 
that the average citizen develops little personal sense 
of responsibility for keeping his city clean and sweet. 
We confess to some misgiving, however, about the 
economies suggested for a start. The normal sewer 
flush may be excessive; the Ministry of Health doubt¬ 
less knows that it is. But to limit street watering just 
when the season of zymotic diarrhoea is beginning— 
that is open to question. In 1899 no one could 
define the effect of drought on the public health ; 
was it the heat, the dirt, or the dryness of the subsoil 
that was the potent factor ? We are not much wiser 
now ; the spectre of epidemic diarrhoea may again 
overshadow London should July be hot as well as dry. 
There may be the same spike on the infant mortality 
chart for 1921 as there was in the hot summer of 
1911. Until we have proved that watering the 
narrow crowded streets does not help to keep away 
summer diarrhoea we are* hardly justified in 
economising there, rather than on baths and leaky 
taps. The thoroughfares with a minimum of horse 
traffic and a top dressing of petrol and lubricating 
oil may probably be left safely to take care of 
themselves. _ 


PUBLIC HEALTH AT THE LABOUR 
CONFERENCE. 

The British Labour Party with its three million 
members, who for the most part are trade-unionists 
and voters, holds its annual conference on June 21st 
at Brighton. Though the conference sits for only 
four days, the agenda paper gives the text of no less 
than 248 resolutions and amendments, many of them 
dealing with world politics, diplomatic questions and 
recondite economic problems, which even the keenest 
intellects of the day might find it hard to grasp. 
Only towards the end of the agenda do we reach the 
question of education, when the Northampton 
Labour Party is to demand better treatment of 
school children’s teeth, and complains of the almost 
total lack of any provision for such serious physical 
defects as spinal curvature, pigeon chest, and of the 
insufficiency of nursery schools and open-air schools 
for delicate children. Twelve proposals on the 
drink problem all, in one form or another, condemn 
existing public houses. The Carlisle experiment 
seems to meet with most approval, the sale of drink 
only being tolerated where food is provided as well 
as facilities for social intercourse. Several reso¬ 
lutions demand local option and State control of the 
trade in alcohol. On the housing difficulty, the 
executive committee has a resolution denouncing 
the Govermnent for obstructing, during the last 
two and a half years, the erection of the half million 
new houses it had promised. The Government is 
admonished itself to supply the needed material 
and thus break up profiteering combinations. The 
Stepney Trades Council proposes the rationing of 
house accommodation and the stopping of superfluous 
house building—namely, luxurious dwellings—while 
others are forced to live in hovels unfit for human 
habitation. In regard to old age and other pensions, 
a number of resolutions are tabled to increase the 
amounts given, several Trades Councils endorsing 
a scheme for a State bonus to replace existing organisa¬ 
tions for providing subsistence in cases of distress 
by a national pool collected from the national 
income at its source. The Poor-law. we imagine, itself 
disappears in the pool. Demands for better organised 
and more extensive help to mothers and to widows 
who have the charge of families are perhaps more 
likely to find immediate acceptance. In fact, the 
endowment of mot herhood, on a more or less extended 
scale, has already entered the domain of practical 
politics. With regard to the Workman’s Compen¬ 
sation Acts, a resolution advocates compensation 
for accidents on the same basis as that upon which 
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war pensions are granted ; another urges that the 
schedule of industrial diseases should be extended 
so as to include coal miners’ asthma and other 
diseases caused or aggravated by the occupation on 
which workmen were engaged 12 months before 
they were disabled. Finally, we notice that the 
National Union of Ships Stewards, Cooks, Butchers 
and. Bakers have come forward with a demand to 
be included in the advantages already granted to 
seamen and firemen. One resolution winch deserves 
to be quoted, runs: “In view of the alarming increase 
of consumption among seamen, this Conference 
demands an inquiry into the living accommodation 
provided on board ships.” Such are the principal 
proposals affecting public health, unfortunately 
smothered in the midst of a political programme of 
appalling length and complexity. Laws are of 
little avail if they are not understood and approved 
by the community, and we rejoice that the Labour 
Party is turning to the study of health legislation. 
It is to be hoped that by next year the political 
situation will have so improved as to enable these 
matters to be more fully discussed than on the 
present occasion._ 

HEALTH OF TROOPS IN THE PALESTINE 
CAMPAIGN. 

General Liman von Sanders, in his apology 1 for the 
defeat in 1918 of the Turkish Army Group which he 
commanded in Palestine, urges in extenuation that 
“ there was a great epidemic of disease during the 
summer months, malaria and dysentery taking a 
heavy toll of the armies.” It was known this must 
have been so, but it is satisfactory to have it stated 
by authority, and it shows that in this, as in all 
wars, a medical service which is ineffective lowers 
the fighting efficiency of the troops it is supposed 
to serve. Further, the statement supports the 
opinion we have already expressed that Lord 
Allenby’s skilfully planned and magnificently suc¬ 
cessful operations on Sept. 19th, 1918, could 

not have been set going—there would not have been 
the troops to make them possible—but for the excellent 
work of the Royal Army Medical Corps, which planned 
the anti-malarial measures in the Auja Valley, and 
so kept the loss of strength from malarial fevers in 
Palestine, in the worst sector, down to 10 per cent, 
of the troops in the four months preceding the great 
attack. 


THE POSITION OF THE VOLUNTARY 
HOSPITALS. 

REPORT OF LORD CAVE’S COMMITTEE. 

The Report of the Committee on Hospital Finance 
(Lord Cave’s Committee) appeared last week, when 
we published the recommendations. We comment 
on these in a leading article. An official summary of 
the document runs as follows:— 

1. The present financial difficulties of the hospitals 
are due to the war. The receipts from voluntary 
subscriptions, donations, and legacies have not fallen 
off—on the contrary, they have risen by 67 per cent, 
since 1918. But during the war the cost of provisions, 
drugs, dressings, fuel, and labour has increased to 
such an extent that the expenditure of the hospitals 
has increased by 188 per cent, since 1918. The 
aggregate deficits of all the voluntary hospitals of 
Great Britain for the present year are estimated at 
*1.000,000 (para. 8). 

2. The voluntary system is, therefore, temporarily 
in jeopardy. The Committee ask, “ Is the voluntary 
system worth saving ? ” and their conclusion is. 
“ We are convinced that it is.” Apart from the 
immense sum of voluntary subscriptions and dona¬ 
tions (estimated at £3,000,000 a year), the voluntary 
system secures gratuitous and skilled service, both 
lay and medical, of inestimable value. It preserves 
freedom in medicine, and is of incalculable advantage 
to the welfare of the sick, the training of the medical 
profession, and the progress of medical research. The 
breakdown of the voluntary system would imperil 
these services and impose a constantly growing charge 
upon public funds (para. 15). 

3. The Committee are of opinion that if the volun¬ 
tary hospitals are to be saved immediate assistance 
must be given by the State, such assistance to be 
strictly limited to a definite period of two years, and 
to be given only to hospitals which show that they 
are taking all possible steps to re-establish their 
financial position. A grant so “limited and conditioned 
would re-establish the hospitals in the self-supporting 
position which they occupied before the war, and would 
not be inconsistent with the maintenance of the 
voluntary system (para. 16). 

4. The Committee draw attention to a number of 
steps which managers of voluntary hospitals can 
themselves take to improve the financial position of 
the hospitals under their charge—e.g., review of 


The Census, which was postponed last April, will 
be taken next Sunday, June 19th. The names of 
those dying before midnight on Sunday or born after 
midnight must be omitted. 


The William Gibson Research Scholarship (Second 
Award) for medical women has been awarded by the 
Council of the Royal Society of Medicine to Miss 
Gertrude M. A. Herzfeld, F.R.C.S. Edin. 


The first British Congress of Obstetrics and Gynae¬ 
cology, held in Birmingham on June 3rd and 4th, 
was attended by delegates from societies in Edinburgh, 
Glasgow, the Midlands, the North of England, as well 
as from the Royal Society of Medicine. We hope to 
give an extended notice of this very successful meeting. 


expenditure, particularly in the light of comparative 
costs which could be ascertained by the general 
adoption of a uniform system of accounts (paras. 
24 and 25) ; cooperative buying of drugs, apparatus, 
stores, and some kinds of provisions (para. 26) : 
removal of convalescent cases to auxiliary hospitals 
(para. 27) ; coordination of appeals for subscriptions 
(para. 28) ; further development of new T sources of 
income, such as subscriptions from w-age-earners and 
employers, and other contributory schemes, examples 
of which are quoted in the Report (paras. 29 to 40); 
contributions from Approved Societies (para. 43). 

5. To give effect to the temporary State assistance 
the Committee make the following recommenda¬ 
tions :— 

(1), (2) That a Hospitals Commission and Voluntary 
Hospitals Committees be formed for the country as a 
whole, the King Edward’s Hospital Fund for London 
continuing to perform the functions of the latter for the 
Metropolitan Police District. 


The annual general meeting of the Research I 
Defence Society will be held at the house of the 
Medical Society of London, 11, Chandos-street, 
Cavendish-square, London, on Wednesday, June 
29th, under the presidency of Lord Lamington. A 
short address will be given by Dr. H. H. Dale, C.B.E., 1 
F.R.S., on the Work of the National Institute for | 
Medical Research. i 


1 Journal of tho Royal United 
1921. p. :i27. 


.Service Institution, May, j 

i 


(3), (4) That Poor-law guardians be authorised to enter 
into arrangements as to the use of infirmaries, and that 
county councils be empowered to contribute to the expenses 
of voluntary hospitals committees. 

(5) That failing the provision in the National Health 
Insurance Acts of a “ hospital benefit,” the courts be 
authorised to award to hospitals compensation under 
the Employers’ Liability and Workmen’s Compensation 
Acts. 

(6) That local authorities be authorised to pay the cost 
of the treatment in hospitals of persons in their employ. 

(7) That the payment out of technical education funds 
of grants for the training of nurses be considered. 
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(8) That provision be made for obtaining and tabulating 
returns of cases treated in hospitals. 

(9) , (10), (11) That all contributions by employers to 
•hospital funds be allowed as deductions from profits for 
income-tax purposes, that where the payment to a 
hospital of a testamentary gift of residue is delayed for 
more than a year, the hospital be authorised to claim 
repayment of income-tax, and that legacy' and succession 
duty on testamentary gifts to hospitals be* remitted. 

(12) That Parliament be asked to sanction a temporary 
grant of £1,000,000 to be expended under the direction 
of the Hospitals Commission in the assistance of hospitals 
which require it. 

A last clause states that the Hospitals Commission 
should be authorised during a period of two years to 
recommend grants for the extension and improve¬ 
ment of hospitals subject to like contributions being 
made from private sources. 

These recommendations if adopted will require 
legislation or executive action. 


MEDICINE AND THE LAW. 


The Certification of Lunatics. 

In a recent action tried by Mr. Justice Bailhache, 
sitting with a special jury, J. R. Gore Brown sued Sir 
Maurice Craig and Dr. J. Pitcairn, medical officer 
of Wandsworth Prison, for damages for conspiracy, 
false imprisonment, and wrongfully certifying him as 
a criminal lunatic, in consequence of which he was 
confined in Berkshire County Asylum. After an 
adjournment for several days in order that witnesses 
might be called to prove the authorship of a letter 
produced by the plaintiff, and alleged by him to have 
been sent by' Sir Maurice Craig to the medical officer 
of the asylum in which the plaintiff was confined, 
the promised witnesses were not forthcoming, and the 
jury found for the defendants. The plaintiff’s account 
of a career in which he had been military governor 
of Sonora, a general in the Mexican forces, and 
military adviser to President Carranza, of his military 
services in the war and his adventures with a German 
spy, has been fully reported. He appears, according 
to his own account, to have been sentenced to im¬ 
prisonment upon a charge of dishonesty, and after¬ 
wards confined as a lunatic. The letter which, he 
alleged, was written by Sir Maurice Craig in connexion 
with this incident began with the sentence : “ Dear 
Sir, In reply to your letter of December 10th in refer¬ 
ence to the case of John Radleigh Gore-Brown, it 
is imperative that he should not be discharged from 
your asylum at the present time. There is no doubt 
of his sanity', but there is, as y r ou can undoubtedly' 
see, a very specific reason why he should not be set 
at liberty—he is a most dangerous man, and is a 
member of an Esoteric Eastern Order, which have as 
their object the downfall of the British Empire.” 
There was a good deal more in a similar strain, and in 
his summing up Mr. Justice Bailhache observed on 
the internal evidence pointing to it not having been 
written by Sir Maurice Craig, and suggested that if 
he had written it he would himself be a lit subject for 
a lunatic asylum. That the trial should have occupied 
a judge and a special jiuy for two days, with an interval 
of postponement for the plaintiff’s benefit, is no 
doubt creditable to our judicial sy r stem, as showing 
the impartial fairness of our courts, and the un¬ 
willingness of our judges to place the plaintiff in person 
at any r disadvantage. Such a case, however, inflicts 
great and undeserved hardship upon medical men who 
perform duties essential to the safety' of the public and 
of the individual whose sanity is questioned. Trials 
in which persons who have been confined in asylums 
seek for damages are, moreover, frequent. Such un¬ 
fortunate individuals deserve sympathy 7 rather than 
condemnation in their resentment at treatment, the 
necessity for which they do not understand. But the 
persons against whom they bring actions deserve 
sympathy still more. A measure of protection that 
could be afforded to them would be to enable the 
person confined to appeal within a certain time after 
his admission to an asylum to an official expert, 
whose pronouncement on his case should have the 


finality 7 and privilege enjoyed by a judge of the High 
Court trying a question of fact. If no action could 
be brought against such an authority in respect of 
anything done by him in the performance of his duty, 
or against any other medical man without his sanction, 
the medical man consulted in a case of alleged in¬ 
sanity would escape, not the liability 7 to pay damages 
if he was negligent or acted wrongfully, but the 
payment of heavy legal charges, in addition to 
enduring anxiety 7 and wasting time, through having 
to defend himself against undeserved attack, or such 
a ridiculous accusation as that brought against Sir 
Maurice Craig. 

Impotence Quoad Hanc . 

The bringing in of judges not usually employed 
in the Divorce Court to relieve the congestion of 
matrimonial causes awaiting trial has had as one 
of its results the delivery of a weighty judgment by 
the Lord Chancellor in a case of a very important 
class from the point of view of the medical profession. 
After nearly 10 years of married life, Mrs. Miriam 
Colman or Hankey 7 withdrew from cohabitation with 
her husband, and instituted a suit for a decree of nullity 
of marriage on the ground that there had been no 
consummation of the marriage and that he was 
incapable of consummating it. After a prolonged 
hearing, and after evidence had been given by the 
parties, by the wife’s mother, and by medical men 
who had examined one or other of the parties, Lord 
Birkenhead delivered a reserved judgment in which he 
reviewed the law and the facts. There was, as he 
described it, an acute contest of fact, as the respondent 
not only alleged that sexual intercourse had taken 
place, but also that he had taken steps at one time 
with regard to making a will in the belief that his 
wife w*as pregnant. It was, however, clear from the 
evidence on both sides that the relations between the 
parties w r ere not those of normal young married 
couples. The war accounted for the delay in the 
institution of proceedings. Lord Birkenhead in his 
judgment pointed out that the allegation was not 
that the respondent was generally impotent but that 
he w'as incapable of consummating this particular 
marriage. Doubts had been entertained as to whether 
impotence quoad hanc (that is to say, with regard to 
the particular woman in question) entitled a woman 
to a decree of nullity, but, clearly, before and after 
the Council of Trent, the Church had admitted, and 
indeed enjoined, nullity on that ground. Recent 
authority on the point w 7 as, however, scanty and he 
reviewed the various cases decided in the last century 
in which it had been discussed, referring to the 
difficulty arising from the parties being the only 
witnesses on the most important issues. As to this, 
and the responsibility attaching to the pronouncing 
of judgment upon the unsupported testimony of the 
petitioner, the court was not relieved from weighing 
the evidence, merely because both parties told 
different stories, one of which must be untrue. He 
referred to interviews between the petitioner, the 
respondent, and the petitioner’s mother, as to which 
divergent evidence had been given, as having at any 
rate taken place, and as showing that up to a certain 
time difficulties had attended consummation, such as 
were consistent with the allegation that it had not 
taken place. With regard to the medical evidence, 
which he reviewed at length, as to the physical 
conditions observable in petitioner and respondent, 
his lordship described it as consistent with the peti¬ 
tioner's evidence and not with that of the respondent. 
It thus gave him the necessary 7 guidance. Her story 
might be true. His story could not be true. His 
lordship, in conclusion, found that the petitioner’s 
story as to the material facts was true, that the 
marriage had never been consummated, and that over 
a period of y 7 ears the respondent had tried unsuccess¬ 
fully 7 to consummate it. It followed that he had 
been always incapable of consummating this particular 
union with this particular woman. There had been 
no allegation against her of frigidity, denied access, or 
physical malformation. There will, we think, be a feel¬ 
ing of doubt among medical men on this judgment. 
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CONTROL OF VENEREAL DISEASE. 


The Red Cross Regional Conference. 

The North European Red Cross Conference which 
was held at Copenhagen from May 20th to 25th, 
after considering the general measures adopted by 
the participating countries for the combating of 
venereal diseases, came unanimously to the following 
conclusions :— 

1. That the provision, by responsible health authorities, 
of adequate facilities for diagnosis and treatment on lines 
which insure that the greatest possible number of infected 
persons is rendered non-infective is a measure of prime 
importance to the reduction of venereal diseases. The 
urgent necessity of commencing treatment at the earliest 
possible moment should be raiphasisod. It i9 suggested 
that the above facilities should be provided free of cost 
to the patient where they are otherwise unlikely to be 
utilised to the fullest extent. 

2. That the questions of compulsory notification and of 
compulsory treatment, being dependent on the experience, 
resources, and psychology of the people concerned in each 
country, must be decided by individual nations. 

3. That instruction, theoretical and practical, in the 
recognition of venereal diseases, particularly in their earliest 
manifestations and in their treatment, should form a part 
of the curriculum of every medical student, and that satis¬ 
faction of a test of proficiency in this subject should be a 
condition of every medical qualification. 

4. That provision should be made, at suitable treatment 
centres, for such instruction of medical practitioners in 
the diagnosis and treatment of venereal diseases as will 
enable them to recognise these disabilities promptly and 
secure their adequate treatment. 

5. That regulation and official toleration of professional 
prostitution has been found to be medically useless as a 
check on the spread of venereal diseases and may even 
prove positively harmful, tending as they do to give official 
sanction to a vicious traffic. 

6. That the provision of “ hostels ” and rescue homes 
for the temporary care of girls suffering from venereal 
disease is a valuable means of preventing the spread of these 
diseases. 

7. That the provision of opportunities for wholesome 
entertainment and recreation is an important factor in 
reducing the temptation and exposure to venereal infections. 

8. That enlightenment of the general public on lines 
which are best calculated to minimise exposure to infection 
and emphasise the necessity of thorough treatment is an 
essential part of any scheme for the combating of venereal 
diseases. Instruction should particularly be addressed to 
parents and teachers in such a form as will enable them to 
give clear information on the reproduction of life and 
impress on adolescents the importance of individual responsi¬ 
bility to future generations. In the training of teachers 
special courses on these subjects should be provided. 

The Question of Self-Disinfeciion . 

The Secretary of the National Council for Combating 
Venereal Diseases, which was officially represented 
at the Conference, writes to us as follows : “A note¬ 
worthy point is the fact that the question of self- 
disinfection, which has appeared such an important 
and vexed factor in the campaign in England, pro¬ 
voked very little interest at this Conference of experts. 
Countries that have adopted self-disinfect ion as a part 
of their policy, stated, through their representatives, 
that it was not considered an all-important factor 
in the general campaign. This is the view taken by 
our own Ministry of Health according to the leaflet 
which they issued recently defining their policy. In 
Germany, where the self-disinfection policy has been 
pursued in a particularly vigorous manner, the results 
do not appear to be satisfactory, as venereal disease i 
is spreading amongst the youth of the country in an 
alarming way. One of the German delegates quoted 
the following figures for his clinic in a large German 
industrial town, which has energetically pushed a 
campaign of self-disinfection for live years. 


Stale-Controlled Prostitution. 

From the same source we learn that the unanimous 
opinion of the medical experts assembled at the 
Conference disposed of the fallacy that officially 
regulated prostitution is desirable for the purpose of 
reducing disease. Countries which have these so- 
called controlled establishments have analysed the 
results of this system since the publication of Flexner's 
“ Prostitution in Europe.” Not only is it proved 
that this system is medically useless as a check on 
the spread of venereal disease, but it is positively 
harmful as it gives official sanction t-o a vicious 
traffic. The provision of hostels and rescue homes for 
women and girls, and opportunities for entertainment 
and recreation, together with a general campaign 
tending to raise the standard of public morals, are 
the important means by which venereal diseases can 
be combated. 

Disease amongst Seamen . 

The campaign, initiated by the National Council for 
Combating Venereal Diseases at the first meeting of 
the League of Nations last year, to enable members of 
the mercantile marine of all countries to receive 
adequate treatment for venereal disease received 
active support at the Conference when the interests 
of seamen were particularly advocated by the British 
delegates, and the Conference approved of a detailed 
scheme providing for the free treatment of seafarers of 
all countries. 


EXTENSION OF MEDICAL SERVICES: 

INITIATION OF A COUNTY SCHEME. 


The scheme for extension of medical services in 
the county area of Gloucestershire was formally 
adopted in April of iast year and is now being put 
into effect. Dr. J. Middleton Martin, county medical 
officer of health and executive medical officer of the 
scheme, in a pamphlet of 10 pages issued by the 
County Council at Is., describes the essential features 
of the extension, the genesis of which may be of 
interest to other sanitary authorities. 

Provenance of the Gloucestershire Scheme . 

A scheme of out-stations in connexion with general 
hospitals in the Gloucestershire area was first pro¬ 
pounded in a communication made in April, 1918, 
to the Ministry of Pensions in response to a request 
for a survey of institutional accommodation. In 
December, 1918, the Gloucestershire War Disablement 
Subcommittee passed a resolution in favour of the 
principle of the scheme, and in the same month a 
scheme of out-stations in connexion with general 
hospitals was submitted to the Local Government 
Board. In January, 1919, a general hospital (Chelten¬ 
ham) accepted the principle of the scheme, which 
was about the same time submitted to the Board of 
Education. In February, 1919, the scheme secured 
the approval of the Gloucestershire Branch Council 
of the British Medical Association, and in March the 
Local Government Board signified approbation of the 
association of special work of local authorities with 
out-stations of general hospitals. On May 29th. 1919. 
the principle of the scheme was approved at a ma^ 
meeting of the medical profession in the county, 
and on the following July 7th it was formally adopted 
by the County Council. In September, 1919, a 
grant of £7000 towards capital expenditure wa* 
received from the Joint War Committee of the Red 
Cross. The detailed scheme was formally submit ted 
by the council to the Ministry of Health in October, 
1919, and formal approval obtained in April, 1920. 


1919 .. 14 boys .. 60 girls infecteil between the ages 

of 11 and 13 years 

1920 .. 105 , f .. 110 „ 

1921 . . 33 „ ..61 „ 

(first three months only). 

In Berlin the annual number of fresh infections was 
estimated by the other German medical delegate at 
25,000. 


Requirements of a County Area . 

The medical needs of a county area are, it is pointed 
out, much more difficult to meet than those of a 
large urban centre. Where Bristol has 13,100 persons 
to the square mile, the county of Gloucestershire has 
only 208. In a sparsely populated area it is im¬ 
practicable to establish centres for each cla-s of 
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case; and while there are administrative advantages 
in working a scheme by whole-time special officers, 
it is needful to secure the attendance of specialists 
for examination and treatment of special groups only. 
Specialist services are required for consultation rather 
than routine examination. Based on these principles, 
the Gloucestershire scheme consists in the opening of 
out-patient departments at 11 cottage hospitals and 
41 new out-stations of the general hospitals (somewhat 
on the lines of existing tuberculosis dispensaries with 
consulting room, waiting room, and dressing rooms), 
so that one will be accessible within a radius of about 
every three miles of the county. At these out-patient 
treatment of all the special classes of persons, for 
whom provision has at present been made at the 

g ublic expense or may be made in the future, will 
e available. The usual medical attendants will be 
the local practitioners, and the specialist staff of the 
general hospitals will attend periodically for con¬ 
sultation and for the examination of cases reserved 
for them. An ambulance service will be available 
for general hospital cases, the out-stations being 
primarily intended for the special groups of cases 
whose treatment will be such as can be given in an 
out-patient department. 

Utilisation of Existing Machinery, 

In the large general hospitals are to be found the 
most complete equipment for medical and surgical 
treatment, and the most highly trained medical, 
surgical, and specialist services ; of these there are 
four in or bordering on the county. There are also 



dotted about the county 11 cottage hospitals and, 
distributed over the same area, 240 medical prac¬ 
titioners. In the general hospitals will be the 
consultant services, and through the agency of the 
smaller hospitals and the medical practitioners, 
working closely in cooperation with the general 
hospitals, complete medical services available for the 
whole area of the county can be provided. Dr. Martin 
uses a familiar but convenient diagram to express the 
inter-relations of these various units. 


Provisional Scheme of Working. 

Openings of Out-stations .—At present each of the 12 
out-stations is to be open one day weekly for the attendance 
of the medical officer at a time to be fixed to suit his con¬ 
venience and that of the neighbourhood ; on other days, at 
times convenient to the neighbourhood, for intermediate 
treatment (ordered by the medical officer) by the nurse ; 
periodically, for consultations, at times to be arranged 
between the medical officer and the parent hospital; at 


convenient times as a maternity and child welfare centre ; 
at other times as may be arranged by the Board of Manage¬ 
ment for the convenience of the medical officer in seeing 
general hospital cases or other groups of patients, or for 
dental treatment, &c. 

Persons eligible for Treatment. —The following classes are 
eligible for treatment under the scheme : (a) school children 
referred from the school by the medical inspector, the head 
teacher or the nurse, after reference to their usual medical 
attendants, who will either provide treatment or advise 
attendance at an out-station ; (b) persons with symptoms of, 
or suspected to be suffering from, tuberculosis and contacts ; 
(c) persons liable to be suffering from venereal diseases ; 
(ft) ex-Service men referred by pensions committees ; 
(e) mothers and infants under the maternity and child 
welfare scheme ; (/) other groups of patients by agreement 
between the medical officer and the board of management, 
on the recommendation of the medical advisory committee. 
Patients in groups (a), (/>), (c), and ( d ) will attend at the 
times of the regular openings ; those in group (e) when the 
out-station is opened as the maternity and child welfare 
centre, and other groups as arranged in the future. 

Duties of Medical Officers. —The medical officer will 
examine all new cases and either treat them himself or give 
instructions to the nurse for their treatment ; by arrangement 
with the hospital he will reserve groups for consultation 
with the special officer ; he will keep such simple notes of 
each case as may be necessary to preserve the records of 
the various patients. 

Duties of Nurse. —The nurse will attend at the out-station 
with, and assist, the medical office** ; she will give such 
intermediate treatment as he may prescribe : she will keep 
the register of attendances : and ensure that the out-station 
is kept in proper order. 

Preliminary List of Out-stations. 

The out-stations which are or soon will be open for inter¬ 
mediate treatment and for consultations are as follows :— 

Bristol Hospital Area.- -Almondsbury Memorial Hospital 
(Monday), Chipping Sodbury Cottage Hospital (Friday), 
Thornbury Out-Station (John Street) (Monday). 

Cheltenham General Hospital Area. —Cheltenham General 
Hospital (Friday), Chipping Campden Out-Station (Back 
Ends Road) (available shortly), Cirencester Hospital 
(Wednesday), Tewkesbury Rural Hospital (Tuesday). 

Gloucestershire Royal Infirmary Area. —Berkeley Hospital 
(Wednesday), Cinderford Out-Station (The Institute) 
(Tuesday), Gloucestershire Royal Infirmary (Wednesday), 
Tidenham Out-Station (available shortly). 

Stroud Area, —Stroud General Hospital (Tuesday). 

The medical officers in each case are the local practitioners ; 
where there is more than one, they take duty for six months 
in turn. 

Tuberculosis Disjiensaries are open at Cheltenham General 
Hospital (Wednesday), Cinderford Institute (Tuesday), 
Cirencester Hospital (by appointment), Gloucester Provident 
Dispensary (Tuesday' and Thursday), Stroud General Hos¬ 
pital (Monday), Thornbury Out-Station (Friday), Warmley 
District Council Offices (Friday). 

Venereal Disease Clinics are available at Bristol General 
Hospital, Bristol Royal Infirmary, Cheltenham General 
Hospital, Gloucester Royal Infirmary, Stroud General 
Hospital : in each case on two or more day's of the week. 

Dr. W. Arnott Dickson, to w'hose practical suggestions 
the scheme owes much, has been appointed its clinical 
medical officer. 

Consultants Attached to the Scheme. 

The following is a list of the consultants attached to the 
scheme, arranged under the general hospitals to which they 
belong :— 

Bristol Hospitals. —Physicians : R. C. Clarke, Cecil Clarke, 

C. E. K. Herapath. Surgeons : A. W. Adams, H. Chitty, 

D. Wood, C. A. Moore, A. R. Short. Ophthalmic surgeons : 
A. E. lies, E. H. E. Stack. Ear, nose, and throat: J. P. I. 
Harty, A. J. M. Wright. G vnoecologists : W. C. Swayne, 
R. 8.* S. Statham. 

Cheltenham General Hospital. —Physicians: J. F. Johns, 
J. R. Collins, S. M. Hebblethwaite. Surgeons : J. Howell, 
J. C. R. Braine-Hartnell, T. Holmes. Ophthalmic surgeon 
(ear, nose, and throat) : N. H. Pike. Maternity and child 
welfare: H. F. Powell. Radiologist: H. M. Meyrick-Jones. 
Dentist: G. A. Peake. 

Gloucestershire Royal Infirmary. —Physicians: W. W. 
Grosvenor, D. E. Finlay, H. Cairns Terry. Surgeons: W. 
Washbourn, C. V. Knight, A. Alcock, R. L. Haines. 
Ophthalmic surgeon: W. Niccol. Ear, nose, and throat: 
H. Smurthwaite. Radiologist: J. C. Webb. 

Stroud General Hospital. —Surgeons : A. Barnes Davies, 
A. W. Waller, C. L. Coode, J. C. Marklove. 
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The estimated cost of maintenance for the year 
1921-22 is below £5000. The Ministry of Pensions pays 
the whole cost for ex-Service men, and the Ministry of 
Health will make grants of 75 per cent, for venereal 
diseases and 50 per cent, for other services. 

THE CLINICAL UNIT IN OBSTETRICS AND 
GYNAECOLOGY AT THE ROYAL FREE 
HOSPITAL. 

The staff of this unit at the Royal Free Hospital* 
which is at present the only teaching hospital which | 
has a clinical unit in these subjects, is as follows, all j 
the officers being whole-time :—Director : ProL A. 
Louise Mcllroy; Senior Assistant : Dr. Gertrude 
Dearnley ; Second Assistant: Dr. Charlotte Iloulton ; 
Clinical Pathologist and Registrar: Dr. Dorothea 
Taylor; Resident Obstetric Officers, three. The beds j 
in the unit number 63. of which 12 obstetrical and I 

25 gynaecological are in the Royal Free Hospital, and 

26 in the Marlborough Maternity Block in Endslei^h- 
street; of the last a few are allocated to private paying 
patients. Similarly, a certain number of beds are 
reserved at the Royal Free Hospital in the 
gynaecological department for paying patients who 
cannot afford a nursing home. This does not involve 
any loss of beds for teaching purposes, since practi¬ 
cally all patients pay varying amounts, and all enter 
the hospital on the understanding that students 
have access to the wards and may examine patients. 
Students are not allowed to make vaginal examinations 
in the wards, but only in a special examination room 
under the direct supervision of the ^irector or an 
assistant. One student only examines apy case. 
This applies to all patients, paying or non-paying, 
and to obstetric as well as gynaecological cases. 

Clinical Work. —All students serve as clinical 
clerks in the obstetrical department of the unit for 
three months. A certain number of students are 
appointed as gynaecological clerks for three months 
under the unit, the remainder of the students serving 
as gynaecological clerks for another firm, the selection 
of students being made by a committee consisting 
of the dean, the warden of the Medical School, the 
director of the unit, and a senior student. These 
clerks take the records of the cases and examine the 
patients under the direct supervision of one of the 
assistants in small rooms fitted up for the purpose. 
They also conduct the cases of normal labour under 
the supervision of the resident obstetric officers. 
There is a district attached to the hospital where 
the students attend maternity cases under the 
supervision of the resident district officer. Students 
engaged in obstetrics are on duty for 12 hours either 
night or day. There is therefore no necessity to 
have special quarters for them for sleeping, but 
rest quarters are provided, and meals, both for night 
and day students. Antenatal clinics are hold twice j 
weekly for out-patients at the Royal Free Hospital j 
and at Endsleigh-street. Gynaecological operations 
are performed by the director and her assistants with 
the help of a theatre nursing staff, working together | 
as a team. Students assist at minor gynaecological ' 
operations. Gynaecological out-patients are seen 
on Saturday mornings at the Royal Free Hospital. j 
Oases specially referred to the director are seen in | 
the out-patients department on Wednesday and 
Saturday mornings at 10 o'clock. The case records 
are kept on the general index system instituted by 
the hospital and are stored centrally, a precis of ! 
the case-sheet being kept in the unit for reference i 
when required. The clinical pathologist undertakes 
the treatment of cases of sepsis occurring in the ! 
wards of the unit in order to minimise the risk of | 
carrying infection to other patients, and to free the j 
director and her assistants from contact with septic i 
cases. These cases are isolated in a special depart- I 
ment and are not examined by students, who are 
however, allowed to see the treatment carried out. i 
Gases in the puerperium who have a temperature 
of 100° F. for more than 24 hours are isolated and 
treated as septic. 


A course of preparatory lectures in obstetrics and 
gynaecology for junior students ls given twice a 
week by the director. The clinical clerks receive 
instruction on every case in the unit, and in the 
out-patients department. The final year students 
I have a tutorial class daily, and a demonstration of 
operative obstetrics once a week. Special courses 
of lectures and demonstrations will be given in the 
winter term for students, and classes for post¬ 
graduates will also be held. A course of lectures 
on the Physiology and Psychology of Repro¬ 
duction will be held by the director for post¬ 
graduates and senior students once a week, beginning 
in October, 1921. 

Pathology .—There is a laboratory attached to the 
unit for the use of the medical staff for purposes of 
research ; the main routine pathological work is 
done in the general pathological department. Special 
demonstrations in gynaecological pathology are given 
by the director of the pathological department of 
the hospital and by the clinical pathologist of the unit. 


JJnMfr Jealtjj jforbfos. 

London County Council Estimates. 

The London County Council has passed a series 
of estimates totalling £645,711 in respect of the 
public health services of the metropolis. From the 
details given below it will be seen that by far the 
heaviest individual items were those for treatment 
of tuberculosis (£349,000), and diagnosis and treatment 


of venereal diseases (£115,100). The full details are 
as follows :— 

£ 

Public vaccinators .. .. .. 2,500 

Sanitary officers .. .. .. .. 82,127 

Registrars of births and deaths .. 509 

Poor-law medical expenses .. .. 85,000 

Treatment of tuberculosis (residential) 331,500 

„ „ (dispensary) 17,500 

Diagnosis and treatment of venereal 

diseases .. .. .. .. 115,100 

Milk-supply (tuberculosis) .. .. 2,965 

Infant life protection .. . . .. 6,540 

Precautionary measures against spread 

of epidemic diseases .. .. 20 

Lying-in homes .. .. .. . . 60 

Public health administration .. .. 100 

•Special county public health adminis¬ 
tration, including enforcement of 
Dairies, Cowsheds, and Milkshops 
Orders .. .. .. .. 665 

Common lodging-houses and seamen’s 

lodging houses .. . . .. 750 

Miscellaneous expenses .. .. .. 75 


SCHOOL MEDICAL INSPECTION. 

Reading . 

The first report issued since October, 1920, when the 
school work was undertaken by whole-time instead 
of part-time officers, deals mostly with the work 
under the part-time system. Dr. H. J. Milligan 
now combines the work of the public health and 
school medical departments with the help of two 
whole-time assistant school medical officers, and of 
Dr. J. A. P. Price, who still gives part of his time to 
the work. There are 14,752 children in attendance, 
and of these 4290 underwent routine medical inspec¬ 
tion ; 64, or 1*5 per cent., were found to be suffering 
from malnutrition; 139,or 3*2 per cent.,from defective 
vision ; and 158, or 3-7 per cent., from enlarged tonsils 
or adenoids. 19 children suffered from defective 
hearing, and 25 from otitis media. 154, or 3*0 per 
cent., were found to be unclean either in head or body. 
238 children attended the ophthalmic clinic through¬ 
out the year, and for 167 of these Dr. Price pre¬ 
scribed glasses ; the Education Authority provided 
glasses for 144, a considerable proportion of the 
expense being recovered from the parents. Play¬ 
ground classes are held in practically all the schools 
while two schools arrange school journeys of a fort- 
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night’s duration. The open-air school is solely for 
children who suffer from tuberculosis in one form or 
another, but the cases are mainly pulmonary. There 
is an interesting table showing the after careers of 
children who have attended the physically defective, 
the open-air, and the mentally defective schools. Of 
the 77 girls attending the continuation school 7 were 
unclean, 1 suffered from spinal curvature, and 5 from 
flat foot. 

Eastbourne, 

In Eastbourne the public health school and 
infant welfare work are well coordinated. The 
school medical officers are also public health officers, 
and three out of the four nurses employed devote 
part of their time to infant welfare work. In addi¬ 
tion, there are eight part-time medical officers. The 
adaptation into an open-air school of six army huts, 
with accommodation for 50 children, surrounded 
by a large area of open ground, is the outstanding 
feature of the year, and was foreshadowed in Dr. 
W. G. Willoughby’s previous report. The results 
have already been so good that Dr. Willoughby 
suggests an extension to the school. Dinner is 
provided for all the children in attendance, and 
certain of them have milk in the morning. This 
school is a valuable asset to the tuberculosis and 
malnutrition clinic, where 92 children made 263 
attendances throughout the year. The results of 
medical inspection in the continuation schools are 
interesting. The percentage of defects is high (41 per 
cent.), the number requiring treatment and observa¬ 
tion being about equal. Dr. Willoughby writes : “I 
attribute the large number of deformities, many of 
them slight but still interfering with the perfect 
health of the individual, to the lack of systematic 
physical training in the elementary schools curri¬ 
culum. It is obvious, I think, that the children do 
not get sufficient physical exercises. If they did there 
could not have been the number of misshapen spines 
and flat feet.” Dr. T. Turner reports that having 
examined every boy in the secondary school, and 
four months’ later having re-examined the cases 
noted for observation, he finds the general physique 
of the school good. He was struck by the almost 
complete absence of spinal curvature. Among 
the boys of the continuation school he finds the 
physique poor, especially among errand boys, and 
a large number of the latter suffered from fiat foot. 
He attributes these physical defects to the fact that 
these boys attend school only twice a week, and 
therefore get no systematic training and spend little 
time in organised games. 

Dewsbury . 

2376 children underwent routine examination 
during 1920. 161 of these were found to be suffering 

from defective vision, 42 from defective teeth, 51 
from defective conditions of nose and throat, 1 from 
speech defect, and 3 from pulmonary tuberculosis. 
Dr. Oscar Holden reports that if pulmonary tuber¬ 
culosis looms largely in the returns of a school medical 
officer doing routine school inspections one must 
perforce believe that officer to have a bias, and not 
necessarily believe that tuberculosis is rife in any 
particular school. The report contains the interest¬ 
ing statement that the condition of teeth in the 
industrial towns of Yorkshire and Lancashire is con¬ 
siderably inferior to that seen in the agricultural 
classes of the south. “ W r hether the softness of the 
water, or the general hygienic surroundings, or the 
character of the food plays the most important part 
it is very difficult to say. An investigation carried 
out by me in regard to the dietaries of children with 
sound and unsound teeth revealed no difference. 
Bad teeth seem to be a family characteristic, an 
inherent tendency rather than a circumstance of 
environment.” Glasses were prescribed for 110 
children and obtained by 98. Provision is being 
made for carrying out remedial exercises at the new 
clinic. This will be undertaken by the organiser of 
physical culture under the direction of the school 
medical officer. 


BUDAPEST. 

(From our own Correspondent.) 


Warning to Would-be Medical Students . 

Students who have just completed their middle 
school course, having passed the “ maturity ” 
examinations, are being circularised with an appeal 
not to enter upon the study of medicine. The chief 
reason offered is the unfavourable financial condition 
of an exceedingly large percentage of physicians, 
consequent on the loss of two-thirds of the territory 
of Hungary by the Trianon peace treaty. Formerly 
patients poured into Budapest in vast numbers from 
the provinces. From every corner of the land 
doctors sent their patients for special treatment 
and consultation. But now patients from the 
occupied territories are prevented from coming to 
Budapest by technical obstacles. First of all there 
is the compulsory passport system ; to procure a 
passport and necessary visa takes much time and 
expense. In fact a journey to Budapest from 
the occupied territories must be regarded as 
a luxury; for instance, the journey from 
Oradea Mare (late Nagyvarad), altogether 200 
kilometres (about 130 miles) . from Budapest, 
which took four hours by fast train before the war, 
with a service of seven to eight trains a day, now 
takes 24 hours. From Oradea Mare one has to go 
either by carriage or by automobile to Bors, 
the Roumanian custom station; thence by foot to 
the Hungarian boundary; thence by carriage to 
Kerentes; and thence by railway to Budapest. 
This roundabout journey has to be made because 
the direct railway line cannot be used for lack of 
interchange of railway engines and cars. The 
facts commented on in the circular are : (1) the 

surplus of medical men beyond the demand; (2) the 
abrogation of the laws against practice by the incom¬ 
petent; (3) the legislation for the various sick clubs. 
The number of phvsicians in Budapest alone amounts 
to 2000, while in 1913 the number was slightly over 
1000. Thus the number has more than doubled in 
eight vears, and the prospects are that it will grow 
still larger. A further reason for avoiding the 
study of medicine given by the circular letter is the 
addition to the course of a “ practical year,” whereby 
the expenses of preparation for the profession, already 
very costly, are still further increased. 

A Case of Boric Acid Poisoning . 

The popular fallacy that boric acid is innocuous 
to the system is contradicted in a case which occurred 
two weeks ago in a Hungarian village. The patient, 
a man aged 23, suffered from bilateral inguinal 
adenitis, which had been incised, by a suigeon in the 
next town, and the patient went home with instructions 
how to dress his wounds. However, the patient, 
who had been in the sanitary service during the war, 
remembered that boric acid powder was adminis¬ 
tered in cases of suppurative mastoiditis. This 
recollection induced him to pack the cavities of his 
buboes with boric acid powder. He used for this 
purpose about 150 g. Soon afterwards the man 
developed the typical signs of boric acid poisoning, 
profuse vomiting, a papular rash over the face, 
neck, and chest, and a weak irregular pulse. The 
onset was rapid and the fatal issue came on within 
four days. There was also delirium and slight 
rise of temperature. Post-mortem examination 
showed congestion of the liver, spleen, and gastro¬ 
intestinal tract, and cloudy swelling and granular 
degeneration of the liver and kidney cells. There 
were also subpericardial haemorrhages, together with 
discoloration and maceration of the tissues about 
the cavity in which the boric acid was placed. These 
findings limit the cause of death to a toxaemia 
resulting either from the abscess in the groin, 
or from the medicinal agent employed, as other 
recognisable causes were not present. Its resem- 
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blance to other cases previously reported (the last 
one described by Dr. C. I. Best in America), together 
with the demonstrated over-use of the drug, was 
sufficient for the diagnosis. The clinical features and 
the lack of success in cultivating pathogenic bacteria 
from the blood eliminate septicaemia, which is the 
condition most likely to be simulated in such a case. 

Serum Treatment of Articular Rheumatism . 

Dr. Radvanyi (Transylvania) states that bette r 
results in the treatment of acute and chronic 
articular rheumatism have been obtained from the 
use of antistreptococcus serum than from any other 
medicine. Chronic cases, if not cured, are materially 
improved, and in acute cases an endocarditis will 
heal more rapidly. As proof of the latter fact 
a case is cited which presented well-marked increase 
in cardiac dullness with presystolic murmurs at the 
apex during an acute attack ; two years after treat¬ 
ment there were no longer any definite signs of endo¬ 
carditis. Since the serum may render acute a 
chronic inflammatory process. Dr. Radvanyi says 
it should be used with caution in pericarditis, marked 
pleurisy, or advanced mitral stenosis. In acute 
cases single doses of 5 c.cm. should be employed 
(strength of the serum according to the severity of 
the symptoms), while if chronic, several periods of 
treatment are necessary. The other measures 
employed for rheumatism are also in place, but 
salicylates need not be given while serum treatment 
is being employed. 

May 28th. _ 



JOHN MATTHEW FORTESCUE-BRICKDALE, 
M.D., B.Ch. Oxon., M.R.C.P. Lond., 

PHYSICIAN TO CLIFTON COLLEGE AND TO THE BRISTOL 
ROYAL INFIRMARY. 

We briefly recorded last week the death at an 
early age of Dr. J. M. Fortescue-Brickdale, in whom 
medicine as an art and medicine as a science were 
well blended. Born in London in 1869, son of the 
late Mr. Matthew Inglett Fortescue-Brickdale, con¬ 
veyancing counsel to the Court of Chancery, he was 
educated at Dulwich College—where his literary 
bent already found expression in a school paper of 
a satirical character entitled “ The Oulex ”—and at 
Christ Church, Oxford, receiving his medical education 
at Guy’s Hospital. Of this period of his life one of 
his friends relates :— 

J. M. Fortescue-Brickdale came up to Guy’s from Oxford 
in 1892, and for seven years was one of the most popular 
men in the hospital. His personality was effective ; his 
smooth Mack hair, short-sighted eyes, and precise, rather 
drawling speech, marked him at once as a man out of the 
common rut of his fellows. Of wide education and interests, 
musical, artistic, and Athenian in his pursuit of all new 
things, whether in medicine or the humanities, he was an 
amusing companion and a keen and critical worker. He 
took a prominent part in the social life of the hospital, and 
was a brilliant and frequent speaker at the hospital debating 
society, where he would champion any cause which, by 
verbal sophistry, could be made to appear unpleasing to 
the Philistine. Brickdale was one of that small group who 
founded a short-lived but famous publication “ The Guyo- 
scope,” which in its day satirized the staff and school of 
Guvs, and contained witty articles on men and medicine, 
highly appreciated by thos<> who knew the sly allusions. 
.At any reunion of Guy’s men it was always a scramble to 
get near “ Forty ” when he made one of his rare appearances, 
for age and work did not diminish hi* charm or lessen the 
affection with which he was regarded by his old hospital 
contemporaries. 

Graduating M.B., B.Uh. at Oxford in 1898, he 
became clinical assistant, and afterwards hotuse 
physician, at Guy’s Hospital, leading on to his 
selection as school doctor at Uppingham. Upon 
resigning this appointment in 1903 he settled in 
Ulifton. Soon after his arrival there he became 
assistant physician to the Royal Hospital for Women 


and Children. Later his interest in pharmacology, 
particularly in relation to organic compounds, 
obtained for him the distinction of being madt 
lecturer in pharmacology at Oxford while residene 
in Bristol, where he directed the public health 
laboratory attached to University College, and 
demonstrated physiology. 

In 1908, Dr. Fortescue-Brickdale was elected 
assistant physician to the Bristol Royal Infirmary, 
a further link in the connexion between his family 
and the infirmary. As long ago as 1766 Matthew 
Brickdale, by virtue of his uncle’s legacy of £200, 
obtained for himself and his heirs the “ power and 
privelage ” of perpetual subscribers. In 1840 Dr. 
Fortescue-Brickdale’s grandfather successfully claimed 
this right, and in 1867 his father’s name was entered 
on the list of life trustees. A family interest in the 
institution whicli had thus existed for more than a 
century and a half was thus cemented when Dr. 
Fortescue-Brickdale became a member of the honorary 
staff. His devotion to the Royal Infirmary amply 
upheld the tradition of his forbears; for a number of 
years he was lecturer and examiner to the nursing 
staff, and his experience in this capacity bore good 
fruit in the last book he published before his death, 
“ A Text-book of Pharmacology and Medical Nursing 
for Nurses.” 

Fortescue-Brickdale served in the war as a Captain, 
R.A.M.C. (T.), first at the 2nd Southern General 
Hospital in Bristol and later for about two years in 
France, where he was for some time in medical charge 
at the Michelham Home at Cap Martin. Whilst in 
France he contracted a severe illness, the effects of 
which, it is believed, shortened his life. On his return 
to home service he had charge of a special centre for 
chest wound cases, on which he published a report 
in the Quarterly Journal of Medicine in 1918. Apart 
from this and some work on children’s diseases, his 
writings were chiefly devoted to the chemistry and 
therapeutic actions of drugs. Collaborating first 
with Prof. Francis in a “ Chemical Basis of Pharma¬ 
cology,” he brought out in 1910 a “ Practical Guide 
to Newer Remedies,” and later (jointly with Mr. H. G. 
Armstrong) a book on “ Infectious Diseases in 
Schools.” He contributed a number of therapeutic 
articles to the “ Practitioner’s Encyclopaedia of 
Medical Treatment.” 

For the past seven or eight years Dr. Fortescue- 
Brickdale acted as physicain to Clifton College, and 
found there most congenial work. He watched over 
the health of several hundreds of boarders with the 
mast particular care ; again and again, by taking 
suitable measures at the first beginning of an illness, 
he was able to avert serious consequences. His 
surgical colleague on the staff writes of him as very 
sane in his diagnosis and treatment. “ He made 
lots of friends and no enemies, although he was one 
of those men who have not the gift of advertisement, 
and few knew how good he really was. During 
the weary months of his last illness the true qualities 
of the man shone out nobly; none of those about 
him are likely soon to forget his uncomplaining 
patience and Christian courage.” 

Fortescue-Brickdale was a man of many interests, 
widely read and endowed with considerable literary 
gifts. He was an active member of the editorial 
committee of the Bristol Medico-Chirurgical Journal, 
where his colleagues found his eclectic taste of singular 
value. There are few charming little bits of verse 
from his pen. He loved music and played the violin 
well for an amateur, regularly taking part at Oxford 
in the quartets at the medical reunions held in the 
rooms of the late' Dr. Mee. As a colleague he won 
universal esteem, total absence of self-seeking 
endearing him to all with whom he worked or came 
in contact. One note of appreciation which we have' 
received ends: “He was an upright, staunch man. 
whose untimely death leaves his colleagues with a 
sense of intimate and personal loss.” 

Dr. Fortescue-Brickdale leaves a widow and two 
sons. 
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“ Audi alteram partem." 

THE SALE OF DISINFECTANTS. 

To the Editor of The Lancet. 

Sir, —May I supplement the most useful article 
on the subject of the sale of disinfectants in your 
issue of May 14th by a fact which may not be known 
to many of your readers ? Under the Poisons and 
Pharmacy Act, 1908, all of those disinfectants which 
contain over 3 per cent, of carbolic acid and its 
homologues have to be labelled “ poisonous,” 
and so may not be sold except by chemists. But 
comparatively useless material of feeble disinfect ant- 
value, with not more than 3 per cent, of carbolic 
acid and its homologues, need not be so labelled, and 
may be sold at oil and grocery shops and stores. 
The Act therefore tends to favour the sale of these 
low-class disinfectants, for the public buys more 
disinfecting material from oil and grcrcery shops and 
stores than from chemists. It is not generally 
realised that when such disinfectants are bought 
at oil shops, &c., the purchase under present con¬ 
ditions must be of a low-grade article, wluch, 
if it disinfects at all in the circumstances of its use, 
is an uneconomical purchase having regard to the 
large amount which must be employed. 

If these handicapping circumstances are not to 
operate against the sale of the most efficient (and 
cheapest) disinfectants, the above facts must be kept 
in view by those who advise the public in the use 
of these articles. The resolution referred to by the 
writer of the article, as proposed by me and carried 
at the Birmingham Congress of the Royal Sanitary 
Institute last year, was designed to protect the 
public against the sale of useless material and mis¬ 
representation, so far as disinfectants are concerned. 
The resolution has been endorsed by a majority 
of all county borough councils—to whose verdict it 
has been submitted; and not a single council has 
had anything to say in disapproval. 

I am, Sir, yours faithfully, 

Henry Kenwood. 

University College, London, June 11th, 1921. 

CHRONIC TROPICAL ULCERATION IN 
EUROPEANS. 

To ike Editor of The Lancet. 

Sir,—I n certain tropical areas a chronic ulceration 
of the lower limbs has been observed which gives rise 
to considerable trouble in treatment, and to a some¬ 
what important point medico-legally. My experience 
of this trouble is confined to two areas : Cocos, in 
the Indian Ocean, and Perim, in the Red Sea. In 
both these places the lesion is exactly similar in onset, 
course, and result, and is known locally as Cocos or 
Perim sore. The ulceration is confined to the lower 
limbs, and commences either as some small skin 
abrasion or by a small vesicle. The course is rapid, 
the ulceration spreads quickly, the surrounding skin 
becomes inflamed, and a dark crust forms over the 
necrosed skin. On removal of this crust a deep 
punched-out ulcer is found, the bottom of clean pink 
granulations with piled up skin surrounding it. This 
is very sluggish in healing and is liable to break down 
on the slightest provocation. On healing there is 
left a dark-coloured cicatrix, very lasting, that is 
almost identical with a syphilitic scar. No pyogenic 
organisms are found, and self-inoculation was negative 
in result. Both Castellani and Stitt seem to look on 
these ulcerations as mostly syphilitic in origin ; but 
this seems to me too great a generalisation. In some 
marked cases this origin is practically impossible ; 
in others, extremely improbable. Rather does the 
lesion seem to come under the “ deficiency ” group. 
In support of this view, one deduces certain facts. 


An identical ulcer does not appear in the natives in 
these regions. A free supply of fresh vegetables and 
fish at Cocos reduced the trouble by at least 50 per 
cent. This ulceration in Europeans never occurs in 
areas except where the ordinary diet is unavoidably 
restricted. It is quite possible that, given the bodily 
condition for the development of the complaint, the 
local structure and conditions may aggravate it, as, 
in both these areas (coral and coral c. larva) un¬ 
doubtedly sea-bathing is an intense irritant. In 
both these places a similar small but very painful 
ulceration is often set up in the mucous membrane 
of the inner ear after contact with sea-water. 

The most effectual treatment of the complaint 
seems to be the packing of the ulcer with lot. rubra, 
with occasional application of hyd. perox. and ung. 
protargol, 7 per cent. The medico-legal point is that, 
from a life insurance point of view, the peculiar and 
persistent coppery-stained cicatrix is, by an unwarned 
observer, naturally taken for syphilitic. I am per¬ 
sonally aware of a case which was rejected as an 
ordinary risk, and considerable family unpleasantness 
caused, in a young man whom I myself treated for 
these sores, and who was, I am convinced, never 
infected syphilitically. It would be interesting to 
hear if any other observers in similar area can be 
induced to give their views. 

I am, Sir, yours faithfully, 

B. E. Edge, 

May 25th, 1921. Port Medical Officer, Perim. 


THE TREATMENT OF DIABETES. 

To the Editor of The Lancet. 

Sir, —In your issue of April 23rd there is a review 
on my book on “ Diabetes.” I cannot agree with 
the reviewer regarding the statement that sodium 
nitro-prusside is a better test for aceto-acetic acid 
than for acetone. It may be unfortunate that we 
may get a positive reaction with sodium nitro- 

E russide where diacetic acid or acetone is present, 
ut there are thousands of cases where we get a 
positive reaction for acetone and find no diacetic 
acid, either with Gebhardt test or ferric chloride, 
or whatever other test we may employ. Again, out 
of about one thousand cases I have come across 
three to four that gave a positive reaction for 
diacetic acid and no reaction with sodium nitro- 
prusside for acetone. 

I am. Sir, yours faithfully. 

New York, May 24th, 1921. PH. HOROWITZ, M.D. 


THE FEDERATION OF MEDICAL AND ALLIED 
SOCIETIES. 

To the Editor of The Lancet. 

Sir,—I n your issue of June 11th the General Secre¬ 
tary of this Federation draws attention to the fact 
that at their late dinner what he terms “ the right 
hand of fellowship ” was held out to the British 
Medical Association ; and he adds, with regard to 
these two organisations, that “ one is primarily 
concerned with the interests of the patients, and the 
other with those of the doctor.” So far as my know¬ 
ledge goes, the British Medical Association has 
repeatedly stated that the interests of the patients 
and the doctors are one, and that in safeguarding 
one it is acting similarly to the other. It would not 
admit any such division of interests as possible either 
in its central or local organisation ; no more than it 
would in the bedside association of the two concerned. 
May one venture to know why it has become necessary 
now to champion the patients’ interests by forming a 
federation ; and also how and to what extent these 
patients are directly represented on the councils of 
this new body ? The Association stated in 1919 that, 
if loyally supported by the medical profession, it is 
in a position to carry successfully into effect all the 
aims and objects of the Federation. It is a little 
difficult to appreciate how a group of societies, formed 
for the advance of scientific subjects alone, can be 
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expected to become suddenly capable of handling 
successfully medico-political questions, whether such 
questions relate to the doctor or patient or both. 
Would it not be far better for doctors to support 
on the one hand the Royal Society of Medicine for 
the science attainment, and the British Medical 
Association for the medico-political aspirations, 
rather than to butt in with a new and inexperienced 
conglomeration ? 

I am. Sir, yours faithfully, 

Hove, June 12th, 1921. E. ROWLAND FOTHERGILL. 

%* We publish Dr. Fothergill's letter with pleasure, 
but the societies allied to the Federation cannot be 
described as “ formed for the advance of scientific 
subjects alone,” and this fact interferes with his 
main argument.— Ed. L. 


THE DANGER OF ATHLETICS FOR GIRLS. 

To the Editor of The Lancet. 

Sir,—I have been much interested in the recent 
correspondence, both in the daily press and in The 
Lancet, on the subject of athletics for women. 
During the last five years I have had the opportunity 
of examining all the students at one of the largest 
physical training colleges for women, both on their 
entrance into the college and at the end of each 
term's work. 

Miss C. Cowdroy, in her letter to The Lancet of 
May 14th, makes the following statements with 
regard to physical experts, that “ they frequently 
suffer from heart trouble ... or from displacements 
of some kind. Sometimes the monthly disability 
stops for long periods.” I should like to say that 
I have never come across a single case of heart 
strain, or of displacement of an organ. The amenor- 
rhoea which occurs during term time, in about 1*5 
per cent, of the students, is never permanent, and 
has never to my knowledge produced any ill-effect, 
whereas the cases of dysmenorrhcea (which is very 
uncommon among this class of girl) have frequently 
been distinctly benefited. 

Miss Cowdroy further states “ that the attitude of 
these women to life is frequently not a normal one, 
their mentality is not healthy.” She also speaks of 
“ the curious influence exerted by some of these 
women on girls, neurotic girls seeming obsessed 
by them.” That such women do exist is certainly 
true, but to say that the condition is due to the 
practice of athletics seems to me to be making a 
very unfair assumption. The cause so far as it is 
possible to apprehend it at all is probably a very 
complex one, connected with the social conditions 
of the time, the excess of the female population over 
the male, and in particular to the conditions, of 
necessity, prevailing in boarding schools and resident 
colleges, in which numbers of women live together 
without any male society whatever. It is these 
circumstances which tend to make the teaching 
profession, but not any particular branch of it, 
especially prone to produce this type of woman. 
My experience with regard to the students at this 
physical training college has been that they are the 
most natural and normal girls that could be desired. 
I have on several occasions in conversation with 
members of the staff commented on the simplicity 
of the students and their youthful and healthy 
outlook, and they have invariably agreed with me. 
These girls certainly compare very favourably with 
the ordinary flapper and average college student. 

Miss Cowdroy says “ their marriages are often 
childless.” Such an observation is, of course, of no 
value. Owing to the diversity of factors involved 
it would require years of research and a multiplicity 
of data before any accurate statement on the effect 
on the birth-rate of any one particular class of training 
could be made. Everyone admits that excess in 
physical training is to be deprecated, especially 
in the case of growing girls and boys, but I do not 


think that there is at present any evidence that 
athletics are practised to excess in girls' schools. 

The question which, in my opinion, educationalists 
ought very seriously to consider is whether the 
daily school curriculum, particularly for girls of 
14 to 17 years of age, is not too strenuous, and whether 
more time ought not to be allowed for complete 
relaxation and recreation. The time-table in many 
schools consists of full morning and afternoon sessions, 
followed by 2 to 21 hours home-work. Even when 
2 to 3 hours a week are apportioned to gymnastics 
or games it seems to me that such a curriculum con¬ 
stitutes far too great a strain on the average girl, 
and that it is not conducive of the best results from 
a physical, intellectual, or even examination point 
of view.—I am, Sir, yours faithfully, 

Margaret G. Thackrah. 

New Cavendish-street, W., June 4th, 1921. 

THE VALUE OF SANATORIUM TREATMENT. 

To the Editor of The Lancet. 

Sir, —In your issue of June 4th Dr. J. M. Johnstone 
claims that sanatorium treatment holds the premier 
place in the treatment of tuberculosis and stigmatises 
as astonishing the conclusions, recently arrived at 
by a tuberculosis officer, that cases do better in 
their homes. One wonders whether his experience 
extends to the treatment of patients of the working 
classes. When an attempt is made to trace after¬ 
histories, dispensary practice shows that the results 
of sanatorium treatment are disappointing, and the 
final result in those who have had it is little better 
than in those who have not. It is a common occur¬ 
rence for patients to go downhill rapidly six months 
after discharge from a sanatorium as improved or 
much improved. This result is not the fault of 
the sanatorium, but rather of a system which tends 
to label that institution as the sheet-anchor in the 
treatment of the disease. 

It has been stated frequently that most of the 
treatment of a working-class patient with tuberculosis 
must be carried out at his own home, and in my 
experience some undoubtedly do better in their 
own homes, and do not need institutional treatment. 
Give him a short period of educational treatment at 
a sanatorium by all means, or send him because he 
believes in the “ cure,” but he cannot stop sufficiently 
long to bring about a cure. Modern opinion makes 
resistance the keynote to the treatment of the disease. 
Cannot our efforts be concentrated on raising resis¬ 
tance in the home ? Better food and adequate 
rest seem to be most important factors, and the 
working man is slowly getting both. There are other 
factors, of course, but I am not convinced that the 
sanatorium holds the premier place any more than 
housing does.—I am, Sir, yours faithfully, 

Metropolitan Borough of Wandsworth F. G. CALEY, 
Tuberculosis Dispensary, Tuberculosis Officer. 

June 7th, 1921. 

DIGITALIS AND THE PERIPHERAL 
CIRCULATION. 

To the Editor of The Lancet. 

Sir, —Your correspondent, Dr. W. J. Grant, whose 
letter appeared in The Lancet of June 4th, has not 
grasped the principles on which the conclusions 
arrived at in my paper have been based. In order 
to form a clear conception in regard to the phar¬ 
macology of digitalis it is necessary to have a clear 
idea as to the meaning of systolic, diastolic, and 
pulse pressure. Obviously, it is the increased pulse 
pressure which effects an increased volume of flow 
per unit of time at a time when both systolic and 
diastolic pressures are lower than normal. The 
more complete emptying of the veins near the heart 
which takes place owing to the greater systolic 
output may also affect the flow of the blood through 
the peripheral circulation to some extent. 
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I have already dealt in my paper with the problem 
of dilatation of capillaries, &c., to which I should like 
to refer your correspondent. Incidentally, I should 
like to state that already the old physicians observed 
an alteration in the character of the pulse after 
digitalis, doubtless due to the increase in pulse 
pressure which this drug effects. The observation 
was made by the simple method of feeling the pulse. 
Sir James Mackenzie, however, for whom sometimes 
facts do not exist which cannot be determined by 
his favoured methods, ridiculed the idea of a 
“ digitalis pulse.” 

I am, Sir, yours faithfully, 

Liverpool, June 10th, 1921. I- HARRIS. 


THE INHERITANCE OF ASTHMA. 

To the Editor of The Lancet. 

Sir, —In his lecture on asthma, reported in The 
Lancet of May 28th, Dr. A. F. Hurst shows clearly 
that this disorder is heritable, quoting Hyde Salter’s 
217 cases in which 39 per cent, were inherited. 
Before the modern researches as to the pathogenesis 
of asthma this fact of its inheritance could hardly 
attract the attention of the Neo-Lamarckian. But 
now that it is known that there are at least two 
factors which may operate in producing asthma, 
toxic idiopathy and an irritable bronchial centre, 
and that “ in half of Walker’s cases beginning after 
the age of 50 the patient was sensitive to a protein 
with which he came in contact as a result of his 
work ”—for example, bakers, ostlers, coffee-sifters, 
and chemists—there is strong presumptive evidence 
afforded of an acquired character being inherited. 
Mendelians may wish to analyse the transmission of 
an irritable bronchial centre and a toxic idiopathy 
by their special laws of genetics, but, even if they 
find an answer, it would still leave the initial variation 
in question unexplained, whereas the facts would 
be strictly in keeping with Neo-Lamarckism. If 
their Neo-Darwinian opponents cannot refute the 
facts stated they must allow this instance to the 
Neo-Lamarckians. 

I am, Sir, yours faithfully, 

Cheltenham, June 8th, 1921. WALTER KlDD. 


A DEVELOPMENTAL ANOMALY. 

To the Editor of The Lancet. 

Sir,—A n annotation which appeared in your 
issue of May 28th dealt with two anatomical freaks, 
but neither of them was quite such a freak as the 
normal foetus of your second note which thickened 
its ectoderm at the fourth month, and to which a 
lot of things happened at 13 months. 

I am, Sir, yours faithfully, 

St. Mary's Hospital, W., J• ERNEST FRAZER. 

June 7th, 1921. 

*** We plead guilty to a slip so obvious that it 
could hardly mislead the reader. Month should, of 
course, read millimetre. —Ed. L. 


A DISCLAIMER. 

To the Editor of The Lancet. 

Sir,—M y name was not mentioned in the Daily 
Mail of June 13th in the article “ Do Eyes Radiate 
Energy ? ” and I write to state that the information 
was given to the Daily Mail by someone amongst 
the manufacturers to whom the work had to be 
shown for the production of instruments. This was 
without my knowledge and against my wishes. The 
work is on the eve of announcement in the medical 
and scientific press, and is to be demonstrated at the 
Ophthalmological Congress at Oxford on July 7th. 
I must point out, as the author, I am annoyed at such 
a breach of confidence. 

I am, Sir, yours faithfully, 

Charles Russ, M.B., &c. 

Beaumont -street, W., June 13th, 1921. 
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University of Cambridge.— Third Examination 
for Medical and Surgical Degrees.— The Registrary desires 
to call the attention of the tutors and prselectors of colleges 
and of the deans of medical schools to the report of the 
Special Board for Medicine of May 4th, 1921 {Reporter, 
p. 953), recommending important alterations in the times 
for the sending in of the names of candidates for the third 
examination for medical and surgical degrees, and for the 
presenting of certificates for the third examination for 
medical and surgical degrees. All medical students should 
be instructed to substitute the words thirty-first for tenth 
or thirtv-onc for ten, and thirty-one days for three weeks 
on pages 11, 17, 35, 36 of the Regulations and Schedules for 
Medical and Surgical Degrees. The additional fee for 
late entry is £2. 

University of Oxford.— Dr. Ernest Mallam, 
Magdalen College, has been appointed Litchfield Lecturer in 
Medicine for two vears as from Oct. 5th, 1921.—Dr. Leonard 
Hill, F.R.S., has been reappointed Examiner in Animal 
Phvsiology in the Final Honour School of Natural Science.-— 
The following have been re-elected members of the Board 
of the Faculty of Medicine : Dr. E. W. Ainley Walker, 
Fellow of University College ; Dr. James H. Thursfield, 
Trinity College and St. Bartholomew’s Hospital; Dr. 
Claude G. Douglas, Fellow of St. John’s College. < 

Diploma in Public Health. —The following passed in 
Part I. : H. L. Coulthard. E. ff. Creed, S.-el-D. A. El Daab, 
A. Hunter, J. B. Kirk, N. B. Laughton, E. Newton, S. G. 
Overton, A. J. Partridge, E. G. Rawlinson, W. G. Southey, 
C. J. Todd, M. P. Wilson. The following passed in Part II., 
and received the diploma: H. L. Coulthard, T. J. Lloyd, 
G. W. Ronald son, C. W. Sharplev. 

University of Manchester.— Mr. D. N. S. 

Watson, M.Sc.. a former student of the University, has been 
appointed to the Jodrell Chair of Zoology and Comparative 
Anatomy in the University of London.—The following 
appointments have been made : Assistant Lecturer in 
Botany, Mr. Samuel Williams; Demonstrators in Pathology, 
Dr. P. I. C. Gibson and l)r. A. Haworth ; Demonstrators 
in Anatomy, Dr. Georgina May Duthie and Dr. R. C. 
Shaw.—The Turner Medical Prizes have been awarded to 
Mr. G. V. Ashcroft and Miss Margaret Single. 


University of Bristol. —Sir Isambard Owen is 
resigning his position as Vice-Chancellor of the University of 
Bristol, a position he has occupied with conspicuous success 
since the foundation of the University. His r<^ignation is 
due to the fact that he is approaching the age limit laid down 
by the Treasury rules. Sir Isambard Owen brought to the 
new University experience gained at St. George’s Hospital, 
at the University of Wales, and at Armstrong College, 
Newcastle-on-Tyne, of which he was Principal till he came 
to Bristol in 1909. Since that time the University has 
increased steadily, not only in numbers and material assets, 
but also in the width of its appeal to the surrounding counties, 
and it is this policy of broadening the basis of interest in 
its work for which the University is principally indebted to 
Sir Isambard Owen. 


Royal College of Surgeons of England.— A 
meeting of the Council was held on June 9th, Sir Anthony 
Bowlby, the President, in the chair. The Council passed 
a vote of congratulation to Sir Arthur Keith, Conservator 
of the Museum, on having received the honour of knight¬ 
hood.—A report was read from the Court of Examiners 
respecting candidates found qualified for the Diploma of 
Fellow, and the diploma was granted to the following 25 
candidates (including one woman) :— 

K. B. Bel!wood, Cambridge University and St Bart's Hosp.; 
E. C. Bowden, London IIosp.; G. N. Brandon, St. Thomas s 
Hosp. ; G. W. Carte, Oxford University and St. Bart, s Hosp. ; 
H. Cor*. R. Coyle, and S G. Dunn, St. Bart.’a Hosp.; J. A. W. 
Ebden, London and Westminster Hosps. ; Solanriva Ghosh. 
Calcutta and London Ho c p. ; J. B. Haycraff. Edinburgh and 
Universit v and St. Thomas’s Hosp. ; S. N. Haves, Mid(Hepex 
and London Hosps.; O S. Hillman, Middlesex Hosp. ; J. B. 
Hunter, Cambridge University and Umv. Coll. Bosp., , 
C. M. Jones, Westminster and St. Bart, s Hosps.; O. K. . M. 
Kelly, Loudon and Westminster Hosps. ; T. P. Kilner,Man¬ 
chester University and St. Bart.’s Hosp. ; C. Lambrinudi, 
Cambridge University and Guy’s Hosp. ; H. M. Livingston, 
Durham University and St. Mary’s Hosp.; B.P. S. Mason, 
Middlesex Hosp. ; H. L. Newell, Manchester ; H. C. W.I^uttall. 
Liverpool University ; K. G. Pandalaa, Madras Univereity and 
London Heap ; R. H. O. B. Robinson, Cambridge University 
and St. Thomas’s. Hosp.; F. W. Watkyn-Thomas, Cambridge 
University ar.d St. Bark's Hosp.; and H. W. Wookey, Toronto 
University. 
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Mr. James Sherren and Mr. J. Bathe Bawling were 
elected as members of the Court of Examiners.—The follow¬ 
ing were elected members of the Board of Examiners in 
Anatomy and Physiology for the Fellowship for the ensuing 
year :—Anatomy : Arthur Ralph Thompson, John Ernest 
Sullivan Frazer, Gordon Gordon-Taylor, and William 
Frederick Haslam. Physiology : Herbert Willoughby Lyle, 
Francis Arthur Bainbridge, Arthur Rcndle Short, and John 
Mellanby.—The following were elected examiners under 
the Examining Board for the ensuing year :—Elementary 
Biology: Thomas William Shore and James P. Hill, 
Anatomy: Arthur Thompson, Frederick Gymer Parsons, 
and David Hepburn. Physiology: George Alfred Buck- 
master and Herbert Eldon Roaf. Midwifery : George 
Frederick Darwall Smith, Cuthbert Lockyer, George Drum¬ 
mond Robinson, and Charles Hubert Roberts. Diploma 
in Public Health : Sir Frederick William Andrewes and 
Frederick Norton Kay Menzies. Tropical Medicine and 
Hygiene: H. B. G. Newham and G. Carmichael Low. 
Diploma in Ophthalmic Surgery: J. Herbert Parsons, 
H. Willoughby Lyle, and E. Treacher Collins. Diploma 
in Psychological Medicine: Sir Frederick Mott.—The 
following lecturers, professors, and demonstrators were 
elected for the ensuing year :—Hunterian Professors : Sir 
Arthur Keith, six lectures on the Comparative Osteology 
of Human Races ; Mr. Harold Burrows, two lectures on 
the Results and Treatment of Gunshot Wounds of the 
Blood-vessels ; Mr. A. G. Timbrell Fisher, one lecture on 
the Pathology of Chronic Arthritis with remarks on the 
Basal Principles of Treatment of Joint Diseases as indicated 
by Anatomical and Physiological Observations; Mr. C. A. 
Pannett, one lecture on Hydronephrosis ; Mr. A. H. Todd, 
one lecture on Orthopaedic Aspects of Rheumatoid Arthritis : 
Mr. K. Macfarlane Walker, one lecture on Enlargement of 
the Prostrate. Arris and Gale lecturers : Mr. V. Zachary 
Cope, one lecture on the Nerve-supply of the Parietal Peri¬ 
toneum and Superperitoneal Tissues ; Mr. F. W. Edridge- 
Green, one lecture on New Researches in Colour Vision ; 
Prof. Swale Vincent, one lecture on a Critical Examination 
of Current Views on Internal Secretion. Erasmus Wilson 
Lecturer: Prof. S. G. Shattock. Arnott Demonstrator: 
Sir Arthur Keith. Thomas Vicary Lecturer : Sir Charles 
A. Ballance.—The Committee recommended that the 
Primary Fellowship Examinations should be held in June 
and December, 1922, and until further notice. 

Royal Faculty of Physicians and Surgeons, 
Glasgow. —At the monthly meeting of the Faculty held 
on June 6th the following were admitted (after examination) 
as Fellows : Dr. John Hutcheson Fyfe, Dr. Archibald Mon- 
teath Laurie, Dr. Thomas Talmage Read, and Dr. James 
Douglas Wright. 

Royal College of Surgeons in Ireland.— The 
annual elections at the Royal College of Surgeons took place 
last week. The President and Vice-President, Mr. Edward 
Taylor and Sir W. I. de C. Wheeler, hold office without 
change. The vacancy in the post of honorary secretary 
left by the death of Sir Charles Cameron has been filled by 
the election of Sir Lambert Ormsby. There are two new 
members of Council, Mr. Louis A. Byrne and Mr. Seton 
Pringle. 

Conference on Infant Welfare.— The second 
English-speaking Conference on Infant Welfare will be 
held at the Central Hall, Westminster, London, S.W. 
(instead of as previously announced), on July 5th, 6th, 
and 7th, from 10 to 1 and from 2.30 to 4.30 each day. 
On Tuesday, July 5th, at 10 a.m., the President of the 
conference. Lord Astor, will deliver the inaugural address, 
followed by consideration, during the morning and afternoon 
sessions, of papers on Residential Provision for Mothers 
and Babies. Sir George Newman will take the chair at 
these sessions, and papers will be read by Dr. Janet Campbell, 
Miss E. Walker Finlay, Dr. C. J. Macalister, Mrs. Cyril 
Smithett, Miss M. E. Broadbent, Dr. H. B. Gladstone, 
and Miss J. Halford. On Wednesday, July 6th, 
Dr. Janet Lane-Claypon will preside at the morning, 
and Mr. Wilfred Buckley at the afternoon session. The 
subject for discussion will be The Supply of Milk : its 
Physiological and Economic Aspects, and papers will be 
read by Mr. Nathan Straus, Prof. Stenhouse Williams, Dr. 
E. W. Hope, Dr. Harold Waller, and Dr. S. G. Moore. 
From 5.30 to 0.30 p.m. a special medical session will 
be held, when a discussion on “ Uniformity of Method 
and Practice in the Conduct of Infant Welfare Centres ” 
will be introduced by Dr. Eric Pritchard. All members of 
the medical profession are invited to attend this session, and 
will be admitted free on presentation of visiting card. On 
Thursday, July 7th, Dr. G. F. Still will preside. A dis¬ 
cussion on Inheritance and Environment as Factors in Racial 
Health will be held, and papers will be read by Dr. Helen 
MacMurchy, Dr. Frederick Hoffman, Dr. C. W. Saleeby, and 


Dr. Gordon Ley. From 5.30 to 6.30 p.m. a meeting of 
the General Council of the Association of Infant Welfare 
and Maternity Centres will be held. The subject for d iscussion 
will be “ What are the Most Vital and Essential Forms of 
Child Welfare Work ? ” All interested are invited to 
attend, and will be admitted free. Evening lectures 
have been arranged aa follows : July 5th, 7 to 8 P.M., 
The Ideal Maternity and Child Welfare Centre, by Mrs. H. B. 
Irving ; 8 to 9 p.m.. Common Infections in Mother and 
Child, by Dr. Eric Pritchard. July 6th, 7 to 8 p.m.. The 
Accessory Factors in Infant Feeding; 8 to 9 p.m.. The 
Syphilitic Mother and her Infant, by Dr. John Adams. 
July 7th, 7 to 8 p.m.. The Psychology of the Mother and 
her Child, by Dr. Flora Shepherd ; 8 to 9 p.m., The Tuber¬ 
culous Mother and her Infant, by Dr. Geoffrey Marshall. 
A Child Welfare Exhibition will be open from July 5th to 
9th, from 11 a.m. to 9 P.M., in the Central nail, Westminster, 
where demonstrations on the care of the baby, including 
feeding, cookery, toilet, exercise, clothing, sleep, habits. 
&c., will be given. Child welfare doctors, dentists, and 
oculists will be in attendance daily to give free consultations 
and advice on the health of mothers and young children. The 
inclusive conference fee is £1 1*. per member, but tickets 
for various parts of the conference and for attendance 
without the right to printed matter issued in connexion 
therewith, as well as all further particulars, can be obtained 
from Miss Halford, Secretary, National Association for 
the Prevention of Infant Mortality, 4 and 5, Tavistock- 
square, London, W.C. 1. 

Dr. William Brown, M.D., D.Sc., Reader in 
Psychology in the University of London (King's College), 
has been appointed Wilde Reader in Mental Philosophy in 
the University of Oxford. 

Royal Sanitary Institute.—T he inaugural 
address at the Congress to be held at Folkestone from 
June 20th to 25th, to which we referred last week, will be 
given at 5 p.m. on June 20th by Lord Radnor, and a 
popular lecture, “ Vitamins and their Relation to Health,” 
will be given by Prof. Edward Mellanby on June 23nl 
at 8 p.m. Among the subjects on which discussions are 
being arranged are : Control of the Developmental and 
Wasting Diseases ; Overfeeding and Wasting in Children : 
Mentally and Physically Defective Children ; Adminis¬ 
tration of Maternity and Child Welfare Work ; Day Con¬ 
tinuation Schools and the Teaching of Hygiene and Child 
Welfare ; The Backward Class versus the Special School; 
Child Welfare Centres and Rickety School Entrants: 
Dental Clinic and Prevention of Physical Defects ; Legis¬ 
lative Reforms needed in the Interest of Child Life ; Egg 
Powders and Invalid Wines ; The Relation of Hospitals 
to Preventive Medicine ; The Hospital and the Primary 
Health Centre in relation to a Health Service; The 
Gloucestershire Scheme for the Extension of Medical 
Services; Costs and Results of various Public Health 
Activities; Tuberculosis; Diphtheria, Spread of Disease 
by Carriers ; Poor-law Relief, its Effect on Public Health ; 
Trained Nurses and Public Health Work ; Preservation 
and Restoration of Breast Milk ; Hygiene and Personal 
Efficiency ; Health Teaching of Mother and Child ; Common 
Sense Hygiene in the Home ; Industrial Fatigue ; Work of 
Research Board ; Industrial Welfare ; Miners^ Nystagmus ; 
Tuberculin Test in Cattle; Slaughtering of Animals 
intended for Human Food ; Milk, and Supervision of 
Cowsheds : Meat Inspection and Slaughter-houses ; Rats, 
Prevention and Destruction ; Smoke Abatement ; Housing 
and Town Planning; Rural Housing; Communal Hot 
Water and Heating ; Hospital and Sanatoria Construction : 
Utilisation of Sewage Sludge ; Refuse Salvage ; Roads— 
Heavy Motor Traffic and District Roads : Disinfection and 
Disinfectants. Arrangements for excursions are being made, 
and a Health Exhibition will be held in the Drill Hall from 
June 20th to 29th. The officers at the Conference 
to be held are as follows :—(1) Representatives of 
Sanitary Authorities; President: The Mayor of Folke¬ 
stone ; Recording Secretary : Dr. A. Wellesley Harris. 

(2) Medical Officers of Health ; President : Dr. j. Wright 
Mason ; Recording Secretary : Dr. Alfred Greenwood. 

(3) Engineers and Surveyors ; President : Mr. IT. Percy 
Boulnois ; Recording Secretary: Mr. Edward Willis. (U 
Veterinary Inspectors : President : Major-General Sir L. J. 
Blenkinsop ; Recording Secretary : Mr. .T. R. Havhurst. 
M.R.C.V.S. (5) Sanitary Inspectors ; President : Mr. 
G. M. Pettit ; Recording Secretary : Mr. J. IT. Clark** 
(6) Health Visitors ; President : Miss Gertrude Tuckwell ; 
Recording Secretary : Miss L. M. O’Kell. (7) Rat Officers : 
President : Dr. Nathan Raw, M.P. ; Recording Secretary : 
Mr. G. L. Moore. Congress tickets, at £1 11#. dd. each, 
can be obtained from the hon. secretaries. Royal Sanitary 
Institute Congress, Town Clerk’s Office, Folkestone. 
Ladies’ tickets (not including copies of the Proceedings 
10#. dd. each. 





The Lancet,] 


MEDICAL NEWS. 


[June 18, 1921 1331 


London Dermatological Society.— The annual 
general meeting of tliis Society will be held at 4.30 p.m. on 
Tuesday, June 21st, at St. John’s Hospital, 49, Leicester- 
square, London, W.C. At 5 p.m., the first annual address 
•n the Progress of Dermatology will be given by Dr. T. M. 
Legge, H.M. Chief Medical Inspector of Factories on 
Occupational Dermatoses and the State, Lord Chesterfield 
presiding. 

Donations and Bequests.— The late Mr. Ruther¬ 
ford John Pye-Smith, Professor of Surgery at Sheffield Uni¬ 
versity, who left estate of the gross value of £9596, bequeathed 
£1000 to Sheffield University for a Chair in Surgery ; £100 
to Sheffield Royal Hospital ; and £50 each to Broompark 
Mission, Daisy-walk, Sheffield, the Edinburgh Medical 
Mission, and the Pye-Smith Scholarship Fund, Waltham¬ 
stow Hall, Sevenoaks.—8t. Thomas’s Hospital has received 
£1000 from the trustees of Smiths Charities and £500 from 
Lloyds Bank. 

International Union against Tuberculosis.— 
An International Conference will be held in London on 
July 26th, 27th, and 28th under the auspices of the National 
Association for the Prevention of Tuberculosis. The 
annua] conference of the Association will be merged in the 
meeting. The International Union against Tuberculosis 
is the lineal continuation of the International Tuberculosis 
Conference which, up to 1913, assembled annually in one 
or other of the capitals of Europe or in America. The 
purpose of the International Union is to achieve an effective 
combination of the nations of the world against tuberculosis. 
Its President for the current year is Mr. L4on Bourgeois, 
President of the French Senate, who will be succeeded 
on the occasion of the impending Conference in London by 
Sir Robert Philip. The Conference is open to official dele¬ 
gates from countries within the League of Nations and 
from the United States of America, and from all authorities 
interested in the subject. It will be welcomed to London 
on behalf of the Government by Lord Curzon, and Sir 
Alfred Mond, the Minister of Health. Addresses will 
be given at the opening meeting bv Mr. I^on Bourgeois 
and Colonel George Bushnell, United States Army Medical 
Corps. A discussion on the Modes of Diffusion of Tuber¬ 
culosis throughout the Races of the World will be opened 
by Prof. A. Calmette, and the subject will be dealt with 
under the following headings : (a) Frequency of tuber¬ 
culosis among civilised people : its rarity among savage or 
nomadic races ; (6) number of persons infected at different 
ages of life in crowded centres and in rural areas ; ( c ) 

sources of tuberculous infection—expectoration, dis¬ 
charging tuberculous lesions, milk ; (d) contagiousness of 

latent lesions : discharge of bacilli by natural excretory 
channels (intestine, kidney, mammary gland) ; (e) dis¬ 

semination of tuberculous infection by apparently healthy 
T.B. carriers: preventive measures against the spread of 
infection. A discussion on the R61e of the Medical Pro- 
feosion in the Prevention of Tuberculosis will be opened 
by Sir Humphry Rolleston, followed by Sir George Newman. 
The Lord Mayor of London will give a reception in honour 
of the Union at the Mansion House on Tuesday, July 26th. 
Other social functions and visits to institutions of special 
interest are being arranged. A fee of one guinea per repre¬ 
sentative will be charged, to include copy of transactions. 

Society of Medical Officers of Health.— The 
annual provincial meeting of this Society was held on 
June 11th, at the Institute, Welwyn Garden City, Herts, 
Dr. F. E. Fremantle, M.P., the President, being in the chair. 
There was a large attendance of members, who first motored 
from London to Hatfield House, which was visited by 
permission of the Marquis of Salisbury. The members then 
proceeded to Welwyn Garden City, where thev were enter¬ 
tained at luncheon by the President of the Society. After 
luncheon a short address was given by Sir Theodore G. 
Chambers, chairman of Welwyn Garden Citv, on th# Garden* 
City project. He referred to the interest taken in the scheme 
by Dr. Fremantle, who is one of the directors of the company 
and has devoted a great deal of time to it. Sir Theodore 
Chambere emphasised the distinction between the proposed 
garden city on the one hand and garden suburbs or villages 
on the other. The fundamental idea of the scheme was the 
development, in accordance with a carefully devised plan, 
of a complete self-contained town, comprising within itself 
its own industries and having a full civic life. It was too 
much mixed up in the public mind with suburban develop¬ 
ment, to which it was the antithesis. Suburban develop¬ 
ment of large towns involved an excessive amount of trans¬ 
port and other sources of wear-and-tear, while the idea of 
the satellite town or garden city was a redisposition of 
population in rural surroundings. There was at present 
a scandalous amount of overcrowding in towns, and the 
motive of the new r development w r as to move into the 
country whole communities, rich and poor, together 
with their working conditions. Sir Theodore Chambers 


referred to the enormous difficulties inherent in any 
attempt to remedy the grave housing and allied evils 
in existing towns—evils due largely to vested interests. 
In the Welwyn Garden City development w'ould not 
be hampered by encumbrances of this kind, because 
(1) the Garden City Company owned in fee simple the 
whole of the land, comprising about four square miles 
(about the size of Luton or Bedford), and (2) the dividend 
on the capital was definitely limited, so that the whole of 
the excess profit could be used for development and 
improvement. The land was acquired 15 months ago, 
and there were now 150 houses completed. Already there 
were civic meetings, church services, a restaurant, a club, and 
facilities for tennis, cricket, croquet, &c. The Herts County 
Council, whose clerk. Sir Charles Longmore, had been a 
strong supporter of the garden city idea, both here and at 
Letchworth, had given great assistance by altering the 
local boundaries so that the Welwyn City now consisted 
of a single civil parish in one rural district and one Poor- 
law union. There would be a liaison between the parish 
council and the city company, the former electing some 
of the members of the latter. This would give all the 
citizens a share in the management of the city. Already 
sites had been taken for factories which would employ 
some thousands of hands. The city was situated at the 
junction of railway lines in four directions, and the Great 
Northern Railway has decided to constitute it a great 
railway centre, and to give excellent facilities for sidings, 
&c. The site was from 300 to 400 feet above the sea-level, 
and the city would have its own water-supply and sewage 
disposal. There was no large town within eight or nine 
miles, so that it would be centrally situated in a large tract 
of country. In conclusion. Sir Theodore Chambers claimed 
that the idea of the satellite towm offered a direction in 
which true progress might be made towards the elimination 
of the evils due to the agglomeration of population in large 
towns, the effects of which, he said, were wrell known to Ids 
hearers. Prof. H. R. Kenw'ood (M.O.H., Bedfordshire 
and Stoke Newington) proposed a vote of thanks to the 
President for his entertainment, which was passed wdth 
acclamation. He referred with regret to the fact that Dr. 
Fremantle’s year of office was drawing to a close and con¬ 
gratulated him on its success. The President briefly 
replied, and called attention to the pioneer work which had 
been done by Mr. Ebenezer Howard in the inception and 
development of the garden city idea and the acquisition 
of the Welwyn site : and also to the great services rendered 
by Sir Theodore Chambere. After the business meeting, 
at which w T ere elected 17 new Members and 115 new 
Associates, the party proceeded to Bedwell Park, where 
they were entertained to tea by Mrs. Fremantle. 

National Council for Combating Venereal 
Diseases. —The sixth annual meeting of the Council will 
be held in the Morley Hall, Y.W.C.A., 25 and 26, George- 
street, Hanover-square, London, W. 1, on Tuesday, 
June 28th, at 4.15 p.m.. Lord Gorell in the chair. 

Mr. Georg© E. Vincent, Ph.D., LL.D., director 
of the Rockefeller Foundation, and two of its members, 
were entertained to dinner by the Government at the 
Carlton Hotel on June 13th. Mr. Churchill, who presided, 
welcomed the guests on behalf of the Colonial Office w'hich, 
he said, would do everything possible to assist the work of 
the Foundation. The study of tropical diseases was a 
work of mercy and of urgency. Therein lay a line of 
defence in which all nations could join hands. 

College of Nursing, Birmingham.— For the ten 
days ending June 11th a considerable undertaking on 
behalf of the trained nurses of Birmingham and the three 
counties adjoining, in the form of a scenic fair in Bingley 
Hall, met with considerable success. The aim of the 
promoters was to obtain a sum of £10,000 and £21,000 
has so far been received. This sum will be allocated as 
follows : (1) 80 per cent, to found a club for nurses and to 
endow scholarships for the nurses of Birmingham and 
the three counties; (2) 10 per cent, to the College of Nursing; 
(3) 10 per cent, to the Nation’s Fund for Nursing. 

General Hospital, Birmingham.— On June 10th 
a presentation was made to Dr. Thomas Wilson on his 
retirement from the medical staff of the hospital after 
28 years’ service, of which 10 had been spent as assistant 
obstetric officer, and 18 as hon. obstetric officer. The 
Bishop of Birmingham presided over a large meeting 
of subscribers. At Dr. Wilson’s request the sum of money 
collected is to be devoted towards a fund for the purchase of 
apparatus for medical research and teaching under the 
guidance of the medical committee. Mrs. Wilson was 
presented w’ith a valuable necklace in appreciation of 
her services to the hospital on the Samaritan Committee 
and in other w r ays. Dr. Wilson is recommended to the 
governors for election to the post of consulting obstetric 
officer. 
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HOUSE OF COMMONS. 

Wednesday, June 8th. 

Medical Services in the Navy. 

The House considered on Report the Navy Estimates 
for 1921-22. 

On a vote of £720,500 for Medical Services, including the 
cost of medical establishments at home and abroad, 

Commander Bellairs said he understood that the repre¬ 
sentatives of the army and navy were meeting together 
under the presidency of the Lord President of the Council. 
He wanted, if possible, the Admiralty to meet the War Office 
and see whether they could not effect economy by amalga¬ 
mating the medical arrangements of the army and the navy. 
To give a concrete example, he found in the case of Hong- 
Kong that the military hospital there had accommodation 
for 166 patients, and the maximum number of patients 
accommodated was 64, showing a surplus accommodation 
of 102. The minimum number of patients accommodated 
was 20, or a surplus of 140. Similar figures were shown in 
connexion with the naval hospital, which had accommo¬ 
dation for 135, a maximum accommodated of 97, and a 
minim um of 55. The Yokohama Naval Hospital, also on 
that station, was closed all through the w r ar and right up to 
1920, and it had now been reopened. He urged that a 
great deal might be saved if there was a thoroughgoing 
inquiry, with the object of preventing overlapping between 
the two services. There was no difference between the 
body of a soldier and the body of a seaman so far as medicine 
was concerned. The House would be shocked if it were to 
investigate the number of medical men, say, on the China 
station, and the number of men for whom they had to cater. 
They had also convalescent barracks at Hong-Kong for the 
military, and if all these arrangements were considered 
together he thought they could bring about considerable 
economies. He suggested that a general stocktaking should 
be made in regard to the medical arrangements, because 
he did not believe that the medical service was doing its 
best in both services to cut down expenditure. 

Sir G. Collins said if the army and the navy could 
combine on hospital accommodation it would, he thought, 
be of advantage to the patients, and, incidentally, to the 
advantage of the taxpayer. He should like to ask w’hy the 
Admiralty had refused to adopt the recommendations of the 
Select Committee on National Expenditure, and present 
their accounts to the House of Commons in the modem 
method. The War Office had accepted that recommenda¬ 
tion, and a study of the War Office Estimates revealed the 
cost of patients in every hospital under the War Office, 
whereas from a study of the Navy Estimates it was quite 
impossible to find out if these medical establishments were 
efficiently managed. 

Mr. Amery (Parliamentary Secretary to the Admiralty) 
said that the suggestion of Commander Bellairs that they 
might secure economy by amalgamating the naval and 
military hospital work at certain stations abroad was one 
that naturally at first sight would appeal to the House, 
and he would certainly promise to look into it, but, at the 
same time, Members would realise that the conditions of 
naval and military service and discipline, and many of the 
aspects of their organisation, were so different as to make it 
not altogether an easy thing to carry out that amalgamation, 
though ho could imagine that there might be some stations 
where a military hospital could provide for a certain limited 
number of naval patients, and vice versa. With regard 
to the case of Yokohama, he had not only asked for a close 
investigation as to the cost of that establishment, but also 
as to the possibility of getting some military establishment 
elsewhere to deal with patients who at present went to 
Yokohama. As regarded the point raised by Sir G. Collins, 
the Admiralty were still considering the w r hole of their 
system of accounting. A committee was sitting on the 
subject, and he hoped that their deliberations would lead 
to a considerable simplification of their financial methods 
and accounts. 

The vote was agreed to. 

Medical Board's Decision Set Aside. 

Viscountess Astok asked the Minister of Pensions whether 
he was aware that James Stanley Fairbank, late officers’ 
steward, second class, II.N., who was demobilised on Feb. 27th 

1919, after having suffered severely from sleeplessness 
and nervous debility, and who subsequently developed 
neurasthenia, applied for a disability pension in September, 

1920, which was recommended by a medical board in 
December, 1920, but quashed by the regional committee 
without any further medical examination ; why was the 
opinion of the local medical hoard set aside by a body which 
had made no such personal investigation ; aud would he 


undertake that the case should be reconsidered on the basis 
of the original medical board.— Mr. Macpherson replied t 
Although the medical board which examined this man when 
he made a claim to pension more than one and a half years 
after discharge expressed the opinion that his disability was 
due to service, the Ministry were unable to accept that view, 
and pension was accordingly refused. The case has now 
been heard by the independent Pensions Appeal Tribunal, 
which ha s confirmed the finding of the Ministry ; and, as 
decisions of the tribunal are final, I regret that the case 
cannot* be reopened. 

Welsh Board of Health. 

Mr. Alfred T. Davies asked the Minister of Health 
whether, in view of the fact that under the National Health 
Insurance one of the Insurance Commissioners for Wales 
was a w oman, he intended to appoint a woman to the Welsh 
Board of Health.—Sir A. Mond replied: If a vacancy occurs 
• I shall be prepared to consider the appointment of a woman 
to the Welsh Board of Health. At present the Board, which 
consists of salaried administrative officers, is sufficient in 
number for the work to be done. 

Thursday, June 9th. 

Grants to University Colleges, 

Mr. Ernest Gardner asked the President of the Board of 
Education whether the University Grants Committee was 
precluded from allocating financial assistance to university 
colleges where support was not forthcoming from local sources 
or whether such assistance is to be proportioned to the 
amount of the support from local sources without regard 
to the proved educational value of the work of the institu¬ 
tion ; its increase, if any, in numbers ; its consequential 
legitimate requirements, and the strength or weakness 
of the financial resources available from which local support 
might be afforded.—Sir R. Horne (Chancellor of the 
Exchequer) replied : Local support is regarded as the primary 
factor in estimating the claims of the different institutions 
for additional grant aid, but the University Grants Committee 
are not precluded from making allowance for the other 
considerations referred to by the honourable Member in 
their grant recommendations. 

Insurance Benefit in Hospital. 

Mr. Ropert Young asked the Minister of Pensions 
whether a discharged soldier temporarily unfit for work, 
and receiving while in hospital 100 per cent, allowance, was 
entitled to any benefit under the National Insurance Acts 
while in hospital.— Mr. Parker (for Sir Alfred Mond) 
replied : Sic kn ess or disablement benefit is not payable to 
an insured person while he is an inmate of a hospital or 
similar institution, but the whole or part of the benefit 
is paid to his dependents, if any, or may be applied towards 
meeting anv expenses for which the insured person may be 
liable otherwise than to the hospital, or, with his consent, 
ni&y bo paid to tlio liospitai if it is not maintained out of 
public funds. So far as the money is not used in any of 
these ways, it becomes payable to the insured person on 
leaving the hospital. In the special case where the insured 
person is a discharged soldier in receipt of 100 per cent, 
allowance, the rate of sickness (or disablement) benefit is 
reduced by 7s. Qd. a week unless he has been employed for 
26 (or 101) weeks since discharge from the army. 

Closed Wards in the London Hospital. 

Mr. Charles Edwards asked the Minister of Health 
whether his attention had been called to the closing of 
certain wards and curtailment of the out-patient department 
of the London Hospital; and whether he proposes to take 
anv steps to provide adequate facilities for medical treatment 
for the people of East London.—Mr. Parker (Lord of the 
Treasury) replied : The answer to the first part of the 
question is in the affirmative. As regards the second part 
my right honourable friend can make no statement, until the 
Government have had an opportunity of considering the 
"Report of Lord Cave’s Committee which is now before them, 
but he would point out that there is accommodation for 
emergency cases available in the Whitechapel and other 
infirmaries in East London. 

Training Grants for Nurses. 

Mr. Hurd asked the Minister of labour whether any 
and, if so, how many of the women under training as nurses 
hod been rejected after trial as being unsuited to the nursing 
profession : and whether, in any of these cases, his Ministry 
had refused to accept this decision and was continuing the 
payment of training grants.—Dr. Macnamara replied: 
No’ women have been placed in training for the nursing 
profession by the Ministry of Labour. A number of women, 
however, are being trained to become qualified mid wives. 
It is the practice to discontinue training immediately if 
the trainee is reported by the responsible authorities to be 
unsuitable. If mv honourable friend has any particular 
case in mind, perhaps he would give me details, m order 
that I may have inquiry made. 
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Disabled Men in General Hospitals, 

Captain Viscount Curzon asked the Minister of Pensions 
whether the Ministry could occupy some of the vacant wards 
in hospitals for the accommodation of disabled men, and so 
release hut accommodation, such as Ruskin Park, and benefit 
the hospitals.—Mr. Macpherson replied: This hospital 
was transferred to the Ministry of Pensions by the War 
Office Authorities. It has been fitted with special ortho¬ 
paedic out-patient arrangements, and special sections for 
treatment of disabled officers and nurses. It has been found 
to provide the most convenient and, incidentally, the most 
economical centre for treating the large body of the disabled 
in that district. 

BeUahoualon Hospital. 

Mr. Nell Maclean asked the Minister of Pensions whether 
the inquiry into the administration of Bcllahouston hospital 
was a private one ; and whether, in view of the general 
interest in the matter, he would order the proceedings to be 
conducted in public.—Mr. Macpherson replied : The 
answer to the first part of the question is in the affirmative, 
and to the second part in the negative. 

Friday, June 10th. 

Coroners ( Remuneration ) Bill. 

The House considered the Coroners (Remuneration) Bill 
as amended in Standing Committee. 

On Clause 1, which deals with the increase of coroners* 
remuneration, Sir John Baird (Under Secretary for Home 
Affairs) moved to omit Subsection 1. He explained that 
the amendment was necessary to secure that a revision 
and not merely an increase of the salaries of coroners took 
place. Should' a decrease be found necessary, it could be 
made if this amendment was agreed to.—The amendment 
was carried. 

Sir F. Banbury moved to omit Subsection 2, which 
defines the duties of the authorities charged with the pay¬ 
ment of coroners’ salaries. He said he wished to draw the 
attention of the House to the fact that this Bill had been 
moved by an honourable Member who was a coroner himself, 
and would receive benefit from the Bill. Whether or not 
this was within the strict letter of the Orders of the House 
he contended it was utterly wrong.—The Deputy Speaker 
said this amendment would practically destroy the Bill. 

Sir F. Banbury then moved to substitute the word “ may ’* 
for “ shall ** in the subsection. 

Sir T. Bramsdon said he had asked Mr. Speaker about 
the matter, and he had told him that he was perfectly in 
order in bringing in the Bill and, according to Erskine May, 
a Member w T ho represented a class was quite in order in 
bringing in a Bill and voting upon it. He brought in the 
measure as Pa^t-President of the Coroners’ Society for 
England and Wales, and therefore he did represent the class 
of coroners.—Sir F. Banbury said the honourable Member 
was not returned to that House by the coroners, but by the 
electors of his constituency. Surely the people to judge 
whether coroners should receive increased remuneration 
were the local authorities and the ratepayers. They all 
knew how heavy was the burden of the rates, and he asked 
the House to support him in killing this Bill, which had no 
business to have been brought in.—Mr. Bartley Dknnirs 
said he hoped the Government did not support this Bill. 
He was astonished that it should be in order for a private 
Member to bring in a Bill which compelled local authorities 
to raise the fees of coroners by not less than 50 per cent. 
The House would lose its self-respect if it passed such a 
measure. No terms were too strong to condemn the Bill. 

Sir T. BramsdGN said that he assured the House that 
there w’us no necessity for heat The proposals were very 
just. Coroners for counties were paid by salary which was 
arranged according to the quinquennial valuation under 
the Act of 1800. Coroners for boroughs were paid by fees, 
and being a coroner himself he might say that they were 
the worst paid body of public servants in the whole Kingdom. 
Coroners for boroughs were paid £1 G.<*. 8 d. for every inquest 
which they held. The last increase in the fees took place 
In 1887. If a coroner did not hold an inquest he was entitled 
to no fee at all. They held a great number of inquiries 
and got nothing out of them. Moreover, if an inquest 
lasted three or four days the coroner only got £1 6a 8 d. 
Coroners and High Court judges were the only officials 
in the country who had not had an increase in their salary. 
The Bill was not a permanent, but a temporary one. The 
view taken by the Home Office was that these salaries 
should be revised.—Mr. S. Roberts said coroners were not 
overpaid at present, and they had not only to pay out 
of their fees a very much increased remuneration to their 
staff, but they had got to pay the cost of stationery and 
postage and increased rates on their offices, as well as 
increased cost of petrol or hire of conveyances. He sup¬ 
ported the Bill, but he must vote for the amendment to leave 
it to the local authorities to decide, as he objected to Parlia¬ 
ment forcing local authorities to make payments. 


Sir J. Baird said although coroners were paid by the 
local authorities they were judicial officials, and to that 
extent they were connected with the Home Office. They had 
come to the Department and pointed out that there had been 
no alteration in their fees since 1887. He did not think 
that it would be easy to substantiate the view that a payment 
which was adequate in 1887 was adequate for similar 
services to-day. Vet the fees could not be increased without 
the sanction of that House. Though the Government were 
not able, in view of the Parliamentary situation and the 
business to be got through, to bring in a Bill dealing with 
their case, it appeared to them that the coroners had a 
claim for consideration. If this amendment were not 
carried he would later move one to provide that any increase 
in salary which might have been granted should be taken 
into account in the revision under the Bill. The Govern¬ 
ment had made it clear that if a private Bill w T as brought 
in they would favourably consider it, provided that it was 
amended in such a way as to meet what they considered 
necessary conditions. He hoped the House would hesitate 
before refusing a reasonable opportunity for having these 
salaries revised.—On a division Sir F. Banbury’s amend¬ 
ment to make the Bill permissive was carried by 74 votes 
to 49. 

On the motion of Sir F. Banbury it was agreed to leave 
out in Subsection 2 the words : “ and if the authority and 
the coroner fail to agree as to the amount at which the 
salary or fees should be fixed the Secretary of State shall, 
on the application of the authority or the coroner, determine 
the amount, having regard to the increase and other circum¬ 
stances aforesaid.” 

Mr. Bartley Denniss moved to leave out from Sub¬ 
section 2 the words : “ Provided that, as respects fees, the 
amount thereof shall in every case be revised so as to be 
increased by not less than 50 per centum.” The amendment 
was agreed to. 

On the motion for the third reading of the Bill, 

Mr. G. Barker said he agreed that the principle of the 
Bill was in accordance with equity and justice, but if the 
House was to legislate it should do so righteously and 
equitably for all the people of the country. That which 
was proposed to be given to the coroners was to be taken 
away from all the workers in this country. The Bill was a 
piece of downright class legislation. 

The Bill was read a third time and passed. 

Sick Pay and Light Work . 

Mr. Thomas Davies asked the Minister of Health under 
what Act of Parliament the Ministry of Health had altered 
the words of the National Health Insurance Act, incapable 
of work to mean incapable of heavy work, which was the only 
interpretation that could be given to Model Rule 12 (4) (e) 
of Model Rules, a 1919 edition, which interpreted incapable 
of work to mean that a member in receipt of sick pay might 
do light work ; and what was the Ministry’s definition of 
light work.—Sir A. Mond replied : The rule referred to by 
the honourable Member does not modify in any way the 
statutory requirement that in order to be qualified for 
sickness or disablement benefit an insured person must be 
incapable of work. Under Section 14 (2) of the National 
Insurance Act, 1911, every approved society is required 
to have a rule as to the behaviour of members while incapable 
of work and in receipt of sickness or disablement benefit. 
The rule in question, which was drawm up with the concur¬ 
rence of the advisory committee composed of representatives 
of approved societies of all types, merely sets out the restric¬ 
tions which a society should impose on the activities of a 
member whom they have already decided to be incapable 
of work. The Ministry does not lay down any definition 
of light work as it rests with each society to interpret its 
own rules in applying them to any particular case which 
may arise. 

Monday, June 13th. 

Dentists Bill . 

The House considered the Dentists Bill on Report. 

Colonel Wedgwood moved an amendment to Subsection 
3 of Clause 1, excluding from the provisions of the Bill the 
extraction of teeth without fee or payment. Frequently 
in domestic life, he said, the mother of a family had to 
extract a loose tooth from a child’s mouth. He wanted it 
made perfectly clear that a mere domestic extraction of 
that kind should not be treated as a crime. 

Sir A. Mond said that he made it clear in Committee that 
they took out the words “ without fee or reward ” because 
they wished to prevent unqualified people starting practice 
by undertaking to extract teeth without fee or reward, on 
the understanding that they would be able to sell artificial 
teeth to those people, thus by some camouflage defeating 
the whole object of the Bill, which was to prevent unqualified 
people tampering with the teeth of the nation. Something 
in that direction was long overdue. A mother taking out 
the tooth of her child could not be held to be practising 
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dentistry, either directly or by implication.—The amendment 
was withdrawn. 

Colonel Wedgwood moved the adjournment of the debate. 
—Lieut.-Commander Kenworthy seconded the motion. He 
was not opposed to the Bill, but he had received many 
communications from dentists in his constituency asking 
for amendments, not wrecking amendments. Owing to 
the way in which the Bill had been brought in he had not 
had time to put them on the paper.—Sir A. Mond resisted 
the motion to adjourn the debate. Long negotiations had 
taken place between all the parties affected, and practically 
it was agreed that after the Bill passed through Committee 
the Report stage should be treated as agreed.—Colonel 
Wedgwood : Agreed by whom ?—Sir A. Mond : By repre¬ 
sentatives of the registered and unregistered dentists.— 
Colonel Wedgwood : What about the public ?—Sir A. 
Mond : The Minister represents the public, and it is in the 
interests of the public that the Bill should be passed.—Colonel 
Wedgwood said the Report of the Departmental Committee 
included a great deal more than the putting of the dentists 
in the same category as the doctors. It included also a 
free dental service. It also included some form of scholar¬ 
ship which would enable children of the working class to 
become practitioners. All that had been dropped. 
Dentistry had been made a close corporation, confined, like 
medicine, to the children of the middle and upper classes, 
and ruling out those who were dental mechanics.—Mr. 
Lawson asked what guarantee the public had got against 
monopoly prices for dentistry.—The motion to adjourn the 
debate was negatived. 

On Clause 3, v T hich deals with the right of certain persons 
to be admitted to the Register, Colonel Wedgwood 
moved an amendment to substitute for the words “ pre¬ 
scribed examination,” “ a modified examination.” His 
object, he said, w'as to ensure that, dental mechanics should 
not be called upon to pass a very stiff examination such as 
would be necessary for future aspirants.—Sir A. Mond 
resisted the amendment and urged that the word “ modified ” 
meant nothing.—The amendment was negatived. 

The Report stage of the Bill was completed. 

On the motion for the third reading of the Bill, Colonel 
Wedgwood moved the rejection of the measure.—Mr. 
Myers seconded.—Major Motion advocated the passing 
of the Bill in the interests of the public and not in the 
interests of any branch of the profession. As to the question 
of a monopoly, be thought Colonel Wedgwood seemed to 
forget that they were going to double the number of quali¬ 
fied dentists in the country, and if they increased the supply 
surely that was the best way of reducing the price. The 
quality would improve. 

The Bill was read a third time and passed. 

Tuesday, June 14th. 

Financial Position of the Hospitals. 

Colonel Mildmay asked the Minister of Health whether 
he could find it possible to take steps which would result 
in immediate action based on the recommendations of Lord 
Cave’s Report, with reference to the financial position of 
hospitals.—Sir Alfred Mond replied : The matter is now 
before the Cabinet, and I hope to make an announcement 
on the subject in the course of the next few days. 

Drunkenness Statistics. 

Sir J. D. Rees asked the Under Secretary of State for 
the Home Department, as Chairman of the Central 
Control Board (Liquor Traffic), the number of convictions 
for drunkenness in the scheduled areas of England and 
Wales during the post quarter of the current year ; and the 
decrease on the figures for the corresponding quarter of 
1920.—Sir J. Baird replied : The returns of the Central 
Control Board are com piled weekly. The most accurate 
information therefore which I can supply to my hon. friend 
is contained in the returns for the first complete 13 weeks 
of the year. They are as follows : 1920. 23,993 ; 1921, 
19,831—decrease in 1921 as compared with 1920, 4139. 


Strbices. 


OFFICERS’ ALTERNATIVE PENSIONS. 

The Ministry of Pensions announce that officers and 
nurses disabled by Service in the Great War who intend 
to claim alternative retired pay or pension, based on pre¬ 
war earnings and present earning capacity, must make 
application before July 2nd, 1921, or before a year has 
elapsed since the first award of disability, retired pay, or 
pension, whichever is the later date. Applications for 
alternative pensions by widows of officers whose deaths 
were due to service in the Great War must also be made 
before July 2nd, 1921. or within a year of the date 
of first award of the fiat-rate pension, A widow who 


may not be eligible at present owing to the receipt of 
allowances for children, but who may become eligible when 
these allowances cease must make application before 
July 2nd. 1921, in order to establish her future claim. 
A disabled officer is not eligible for alternative retired pay 
if his pre-war earnings did not exceed £132 a year (rather 
less for navy warrant officers), nor is a disabled nurse 
eligible for alternative pension if her pre-war earnings did 
not exceed £95 a year. In the case of officers’ widows 
there is no fixed limit. As the substitution of alternative 
retired pay or pension for the ordinary flat-rate pension 
represents in some cases a substantial addition to the 
amount of the pension, disabled officers and nurses, and 
officers’ widows who have not yet made application, should 
ascertain without loss of time whether they are entitled to 
the benefits of the alternative system. Applications and 
inquiries should be addressed to the Officers’ Branch, 
Ministry of Pensions, Cromwell House Annexe, Mi 11 bank, 
London, S.W. 1. _ 

ROYAL NAVAL MEDICAL SERVICE. 

Surg. Comdr. J. H. Pead has been placed on the retired 
list with rank of Surg. Capt. 

ROYAL ARMY MEDICAL CORPS. 

The undermentioned temp. Capts. to be temp. Majs. 
whilst specially empld: H. St. A. Agate and A. G. 
Higgins. 

The undermentioned relinquish their commna. :—Temp. 
Maj. J. F. O’Malley (and retains the rank of Maj.). Temp. 
Capts. (and retain the rank of Capt.) : R. J. Snider and 

R. A. Shekleton. - 

ARMY DENTAL CORPS. 

The undermentioned Dental Surgs. to be Majs : Temp. 
Maj. F. W. Shilton, from Spec. List; Flight Lt. (actg. Squad. 
Leader) C. L. Colbran, from R.A.F. 

Flight Lt. D. Blair, Dental Surg., from R.A.F., to be 
Capt. 

The undermentioned temp. Capts. to be Capts. : R. M. 
King, from Gen. List. 

Dental Surgs. from Gen. List: D. Clewer, A. E. Webb, 
R. J. Condie, H. J. Procter, and H. L. McCallum. 

Dental Surgs. from Spec. List: J. V. M. Byrne, F. H. W. 
Beer, A. T. Mad in, and W. R. Wotton. 

Lt. T. D. Corke, from Midd’x R., to be Lt. 

The undermentioned temp. Capts. to be Lts. (with the 
temp, rank of Capt., but without the pay or allowances of 
that rank) : J. Baillie and M. J. O’Reilly, Dental Surgs., 
from Gen. List. 

Dental Surgs., from Spec. List: H. E. Flavelle, H. J. 
Higgins, and A. B. H. Cole. 

TERRITORIAL FORCE. 

Maj. W. Bryce is granted the rank of Lt.-Col., with per¬ 
mission to wear the prescribed uniform. 

Capts. G. T. Willan and C. Corfield to be Majs. 

Capt. E. S. Stork, from T.F. Res., to be Capt. 

Capt. D. Stewart (late R.A.M.C., S.R.) to be Capt. 

A. G. Williams (late R.N.V.R.) to be Capt. 

D. M. Lindsay to be Lt. 

DEFENCE FORCE. 

C. I. Ellis to be temp. Col. 

H. G. L. Allford to be temp. Capt. 

2nd (Home Counties) Fd. Amb. (D.F.).—To be temp. Maj. : 
R. A. Freeman. 

lst(W. Lancs.) Fd. Amb. (D.F.).—R. R. Thompson (Capt. 
R.A.M.C.) is granted the rank of temp. Maj. 

1st (S. Midland) Fd. Amb. (D.F.).—To be temp. Capt. : 
J. H. Sheldon 

1st (Highland) Fd. Amb. (D.F.).—To be temp. Maj. : 
F. M. Rorie. 

1st (Welsh) Fd. Amb. (D.F.).—To be temp. Maj. : 
R. A. Beaver. 

53rd Divl. San. Sect. (D.F.).—To be temp. Capt. : P. W. 

Kent. - 

INDIAN MEDICAL SERVICE. 

The following relinquish their commissions:—Temp. 
Capts. Jitendra Mohan Ghosh (granted the rank of 
Capt.), Henry Richard Rishworth (granted the rank of 
Capt.), Chandr&giri Rangabhashyam N&idu, Vasant Rajanun 
Masurck&r, Kedar Nath Goyal, Teja Singh Uberoi, Justinian 
Anthony daCosta, Muq&tlal Damodardas Munim. Ardeshir 
Dadabhoy Shroff, Ram Singh Sharma, and Lieut. George 
Fredrick Andeen. 

Temp. Capt. Bantwal Shankar Rau is granted the rank 
of Capt. on relinquishing his temporary commission. 


Mr. F. E. Do B. Pim, L.R.C.P., L.R.C.S. Irol., lias 

been appointed a Knight of Grace, and Mr. R. D. Thom&>, 
L.R.C.P., L.R.C.S. Edin., an Esquire, of the Order of Si. 
John of Jerusalem in England. 






The Lancet,] APPOINTMENTS, VACANCIES, BIRTHS, MARRIAGES, AND DEATHS. [June 18, 1921 1335 



Chisholm, A. E. t M.B., F.R.C.S. Ed., has been appointed 
Obstetric Physician and Gynaecologist at the Royal 
Infirmary, Dundee. 

Fernando, H. M., M.D., B.Sc. Lond., a member of the Execu¬ 
tive Council of the Island of Ceylon, and an Unofficial 
Member of the Legislative Council of that Island. 

McArthur, J., L.R.C.P. & S. Edin., Medical Officer of Health to 
the Conisborough Urban District Council. 

Matthews, E. W., M.B., B.S. Lond., D.P.H., Medical Officer 
of Health for Kingston-on-Thames. 

Picken, R., M.B., C.M. Glasg., Medical Officer of Health for 
Cardiff. 

Rainy, H., M.D. Edin., Medical Adviser to the Prison Commis¬ 
sioners for Scotland. 

Certifying Surgeons under the Factory and Workshop Acts: 
Gibbon, J. G., M.D. Dub. (Mullingar); Crowley, T., 
L.R.C.P. & S., lrel. (Wath-on-Deame); Savery, W. M., 
L.R.C.P. Lond., M.R.C.S. (Evesham). 


©scaucits. 


For further information refer to the advertisement columns. 
Aberdeen Royal Asylum. —Temp. Jun. Asst. P. £250. 
Ashton-under-Lyne District Infirmary. —Asst. H.£. £200. 

Bedford County Hospital. —H.S. £200. Asst. H.S. £150. 
Birmingham General Hospital. —Asst. Obst. Officer. 

Birmingham and Midland Ear ami Throat Hospital. —H.R. £200. 
Birmingham. Queen's Hospital. —Obstet and Ophth. H.S. Cas. 
H.S. £90 each. 

Birmingham , Yardley-road Sanatorium and Municipal Anti- 
Tuberculosis Centre. —Asst. M.O. £500. 

Bootle Borough Hospital. —Sen. H.S. £200. Jon. H.S. £150. 

Hon. Phy«. Hon. Ophlh. Surg. 

Bradford Royal Infirmary. —H.S. £200. 

Bristol Education Committee. —Asst. Sch. Med. Officer. £600. 
Bristol Eue HospiUd. —H.S. £150. 

Burnley County Borough. —Tuberc. O. and Director ot Municipal 
Laboratory. £650. 

Burnley, Victoria Hospital. —H.S. £200. 

Cambridge , Addenbrooke's Hospital. —H.S. £130. 

Cancer Hospital , Fulham-road, S.W. —H.S. £150. 

Charing Cross Hospital, Agar street IV.C. —Phye. in charge of 
Children’s Dept. Med. Reg. £150. 

Chester , City of.— Asst. M.O.H. £500. 

Colchester, Essex County Hospital. —H.S. £200. 

Derby , Derbyshire Royal Infirmary .—H.S. H.P. Each £200. 
Doncaster Royal Infirmary and Dispensary. —Sen. H.S. £225. 
Jun. H.S. £200. 

Bday, Orkney. —M.O. £9 per week. 

Elisabeth Garrett Anderson Hospital , Euston-road. —Female Asst. 

Radiologist. £50. Female Asst. Pathologist. £275. 
Enfield Education Committee. —Sch. M.O. £500. 

Gloucester , Gloucestershire Royal Infirmary and Eye Institution .— 
Asst, H.S. £150. 

Leeds Public Disjtensary. —Sen. Res. M.O. £200. 

Liverrtool Royal Southern Hospital .—Two H.P.’s and three 
H.S.’s. Each £100. 

Liverpool, WeM Dertty TJniem, Mill-road Infirmary and Alder 
Hey Hospital. —Asst. Res. M.O’s. £400. 

London County Council. —Asst. M.O. for Mental Hosp. Service. 
£300. 

London (R.F.H.) School of Medicine for Women. —Part-time 
Demonstrators In Department of Anatomy. 

London Temperance Hospital , Hampstead-road, N.W. —Asst. 

Res. M.O. £120. Surg. Registrar. 10 guineas. 

London University. —Professor of Medicine and Director of the 
Medical Clinic at St. Mary’s Hospital Medical School. 
£2,000. 

Lucknow University, India. —Prof, of Pathology. Rs.1200 a 
month. Prof, of Physiology. Rs.1400 a month. 
Manchester, Ancofits Hospital. —Res. Surg. O. £250. 
Manchester Northern Hospital for Women and Children, Park- 
place, Chretham Hill-road. — H.S. 

Manchester Royal Infirmary, Central Branch , Roby-slreel .— 
Female Res. M.O. £200. 

Margate, Royal Sea-Bathing Hospital for Surgical Tuberculosis .— 
Female Surg. £200. 

Middlesbrough Education Committee. —Female Asst. School M.O. 
£50(). 

Neucastle-ufMii-Tyne Education Committer. —Dental Surg. £450 
Newport, Mon.. Royal Gwent Hosjntal. —H.S. £200. 

Nottingham, City of .—As«t. Pathologist. £ >00. 

Oswestry, Shropshire Orthopaedic Hospital. —H.S. £250. 

Poplar Hospital for Accidents, Poplar. E. —Asst. Res. S. £150. 
Preston and County of Lancaster Royal Infirmary. —Sen. H.S. 
£250. 

Royal Free Hospital , Grays Inn-road , W.C. —Two H.P.’s. £50. 

Royal Naval Medical Service. —Surg.-Lieuts. 26s. G«7. per diem. 
St. George's Hospital, S.IV. —Two Res. U.S.’s, Res. Obstet. O. 
Each €50. (’as. O. £200. 

St. Helens Hospital, Lancashire. —Res. M.O. £250. 

Saint Pancras Dispensary, Oakley-squate , A\iP.—Res. M.O. 
£225. 

Seamen's Hospital, Albert Dock, Connaught-road, E. —H.S. £150. 
Southampton Free Eye Hospital. —H.S. £200. 

Southampton, Royal South Hants and Southamqdon Hospital .— 
Jun. H.S. £150. 

South London Hospital for Women, South Side, Clapham Common, 
S.W. —Asst. Pathologist. £150. Temp. Ainvsth. 
Stamford, Rutland and General Infirmary. —H.S. £250. 


Sunderland Royal Infirmary. —H.P. £200. 

Sydney University, New South Wales , Australia. —Lecturer in 
Veterinary Anatomy and Surgery" (including Obstetrics). 
£500. 

Torquay, Torbay Hospital. —H.S. £200. 

Union of South Africa Government. —Asgt. p.’s in Mental Hospital 
Service. £400. 

West London Hospital, Hammersmith-road, If".—-Two H.P.’s. 

H.S. Each £50. P. Neurologist. 

Wigan Infirmary. —Hon. Asst. Surg. 

Worcester County and City Mental Hospital, Pouick. —Sen. 
Asst. M.O. £500. 


Carriages, an* giatjjs. 


BIRTHS. 

Jamieson. —On June 6th, at Stalheim, Mulgrave-road, Sutton, 
Surrey, the wife of R. Ilillhouse Jamieson, M.D., F.R.C.S. 
Ed., of a daughter. 

Langford-Jones. —On May 31st, at a nursing home, Croydon, 
the wife of R. P. Langford-Jones, M.B., B.S. Lond., of a son. 

McCarter. —On June 2nd, at Orsett-road, Grays, Essex, tho 
wife of Dr. W. H. R. McCarter, of a son. 

Marsh. —On Juno 11th, at Torbay r House, Stow Park-avenue, 
Newport, Mon., the wife of O. de B. Marsh, O.B.E., M.B., 
B.Ch. Cantab., of a son. 

Soden.— On June 9th, at Tudor House, Wincbcombo, Glos., 
to the wife ot W Scovil Soden, M.B., B.Ch. — a son. 


MARRIAGES. 

Cassidy—Eyan-Thomas. —On June 4th, at St. James’s Church, 
Piccadilly, Major Colin Cassidy, M.C., R.A.M.C., to Cara 
Averil, second daughter of Mr. and Mrs. Edmund Evan- 
Thomas, of Bramham-gardens, S.W..and Neath, Glamorgan. 

Marr — Petty. —On June 8th, at St. Marylebonc Parish Church, 
Lieut.-Colonel Colin Forbes Marr, I.M.S., to Alcthea Sey¬ 
mour Martin, eldest daughter of the late Rev. H. M. Petty, 
M.A., Milton Abbot, Devonshire, and of Mrs. Petty, Farn- 
ham. 

Trumper—Tirard.—O n Juno 11th, at All Saints’, Margaret- 
street, W., William Arthur Trumper, M.R.C.S., L.R.C.P., 
of Ivy bridge. South Devon, to Marigold Tirard, elder 
daughter of Sir Nestor and Lady Tirard, of 74, Harley - 
street, W. - 

DEATHS. 

Flood. —On June 5th, at Morehampton-road, Dublin, Frederick 
Leopold Flood, L.R.C.P., in his 64th year. 


BOOKS, ETC., RECEIVED. 

Churchill, J. and A., London. 

A Manual of Bacteriology, Clinical and Applied. By R. 
Tanner Hewlett, M.D. Pp. 808. 21s. 

Green, w., and Son, London and Edinburgh. 

Encyclopedia Medica. Under the general editorship of 
J. W. Ballantyne, M.D. Vol. VII., Intestines to Labour. 
Pp. 611. 

Lewis, H. K., and Co., London. 

The Heart: Old and New Views. By H. L. Flint, M.D. 
Pp. xii. Pp. 177. 15s. 

French-English Medical Dictionary. By Alfred Gordon, 
M.D. Pp. 161. 16s. 


Royal Earlswood Institution. —The seventy- 
fourth annual report (1921) of the Earlswood Board of 
Management conveys the welcome information that the 
residual estate of the late Mr. W. H. Ray has now been 
made available and £30,000 realised to extinguish bankers* 
loans and other outstanding liabilities. The largely 
enhanced current expenses still call for liberal support on 
the part of subscribers. The report of the medical superin¬ 
tendent, Dr. C. Caldecott, shows that during the year 1920 
the average number of jmtients resident w*as 442, 281 males 
and 1G1 females, 47 admissions, 37 discharges, and 14 deaths 
being recorded ; 23 w ere admitted by “ election and part 
payment,” 24 on “ payment,” and four were ** aided by 
local committees.” A few* of the new cases raise hopes 
of improvement from training, but there is also a con¬ 
siderable percentage of hospital cases. Twenty-six of those 
discharged were reported ” improved,” and a youth of 21 
was discharged by the Visiting Justices as “ recovered.” 
The death-rate was low—i.e., 3*1(1 per cent, to the average 
number resident. Pulmonary tuberculosis w*as responsible 
for four deaths (28 , .‘) per cent.), and there was also a case 
of intestinal tuberculosis. The number of epileptics in 
the institution represents the percentage of 13*34 to the 
average number resident, and the occurrence of no less 
than 9197 fits was recorded during 1920, three patients, 
accounting between them for 3137 of the above, having 
died in the “ status epilepticus.” Considerable reorganisa¬ 
tion seems to be in progress in tho educational departments 
of the establishment, including special instruction of an 
interesting character for low-grade and infant eases ; while 
the industrial and trade work, for which Earlswood has 
i so long been noted, is fully maintained. 
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Jjtaies, SJwri Comments, snfe Jitskrs 
to Cflrresjjonj&ents. 

THE CREATIVE FORCE AS A FACTOR IN 
THE ECONOMIC PROBLEMS OF 
WOMEN’S WORK. 

By Prop. A. Louise McIlroy, D.Sc., M.D. Glasg. 

Nowadays, when sex problems are so much a subject 
of discussion, we are inclined to take the view that sex is 
the dominant factor in almost all relationships of life. If we 
substitute the words “ creative force ” for sex, this is to 
a great extent true. The creative energy in the normal 
individual has as its main object the reproduction of the 
species, just as in the animal kingdom as a whole. When 
this creative force is not used for reproductive purposes, 
the question arises whether it can be employed in other 
directions beneficial to the community. 

Sex Instinct as a Motive Force. 

The world permits to men a sex instinct in the narrow 
sense, and condones its exercise as being the natural outlet 
for a physiological necessity. With women, on the other 
hand, it is held that sex is dormant and should only be 
called forth on marriage ; that at the best it is an instinct 
which should not only be controlled, but in the minds of 
many prudes, even to-day, should be completely denied or 
hidden. Why should the maternal instinct in a mother 
be so lauded and the sex instinct so despised ? Surely one 
is bound up with the other. Under modern conditions of 
so-called civilisation the natural outlet for sex instincts is 
not always to be obtained for every individual. That sex 
or creative energy must, therefore, be enlisted for the benefit 
of the community in other directions. It must be remem¬ 
bered that it is during the reproductive phase of life that 
all the greatest work of the world has been done. It is 
just the sex energy which has been deflected into the work 
which has given so much of its value. 

The solution of sex problems thus lies not in the perversion 
of sex instincts, but in the direction of sex energy into such 
channels as will make it the motive power for great work of 
invention and research. The sexual instinct is the ultimate 
force which gives the energy, the keenness, the enthusiasm 
to all work, although the individual may be perfectly 
unconscious of the source of his or her activities. 

Individuals suffering from neuroses or warped by unsatis¬ 
fied sex instincts are as a rule leading misdirected lives. 
Given work to do in w T hich they can use their creative 
energy, happiness and contentment is in most cases within 
their grasp. The physical satisfaction of sex is not an 
absolute physiological necessity for either men or women, 
but an outlet must be found in each individual for the 
creative force. In some individuals the sex instinct remains 
unsatisfied after mere union ; in women it is often the maternal 
instinct which calls loudly for satisfaction. Women who 
dwell upon sex problems—to their own great unhappiness— 
are not necessarily over-sexed individuals ; they are suffering 
from the exuberance of unemployed creative energy. The 
outlet to this energy may lie in original researches in art, 
science, or literature, or in w T ork of the utmost value to 
the State. The products of such work are the children of 
the brain, and although sometimes the worker may long 
for more tangible children, on the whole she will be content. 

Creative Work and Reproduction. 

An a result to a great extent of the war there has been an 
upheaval in the world’s attitude towards the more serious 
side of women’s work, and problems w’hich were formerly 
only of academic interest have now to be faced owing to 
the increasing numbers of women who have obtained the 
opportunity of engaging in work of a higher nature, entailing 
the expenditure of much energy in specialised directions. 
Women have proved that their work may equal that of men ; 
the problem is how such work is to fit in with that of mother¬ 
hood and care of a family. When we consider the training 
and education of girls for the higher branches of the profes¬ 
sions we are faced with the problem of the possible influence 
of her activities on her reproductive functions and con¬ 
versely of the possible influence of marriage and motherhood 
on her career. 

The problem is further complicated by the fact that it 
is not always possible for women to marry, owing to various 
domestic, economic, or other circumstances, nor have they 
always an opportunity of doing so. Man chooses his mate ; 
woman can only make a selection from possible candidates. 
In many cases, therefore, she is denied the opportunity of 
male companionship and the maternal joys which go to 
niake a home, which are the highest functions a woman 


1 can fulfil, both for her own individual happiness and for the 
prosperity of the race. Such an ideal existence is one which 
is approved by the best and most intellectual women of 
the day, but it mostly involves the sacrifice of independence 
and freedom, and retirement into comparative oblivion. 
This retirement has many compensations, but these do not 
necessarily appeal to every woman, and as a consequence 
much of the business of the State is carried on by the large 
number of voluntarily unmarried women, who by their 
contribution of work become more or less the mothers of 
this State. It is these women who, for example, are in a 
position to come forward at the time of a national crisis and 
offer help. Few would object to the praise and publicity 
which is their rew r ard, praise which only half makes up for the 
absence of home ties. 

The Clash of Interests. 

We cannot as yet judge of the results of the higher educa¬ 
tion of women as a whole, nor can we form opinions as to 
the capacity of women for special branches of work. 
Public opinion at present encourages men workers to 
marry but puts every difficulty in the way of the marriage 
of women workers. Some departments of the State even 
debar them from the continuance of their work after 
marriage. Celibacy, therefore, becomes voluntary for men, 
but for w’oinen workers in most fields it is more or less 
compulsory, at least so far as motherhood is concerned. 
One result is that among women workers who do marry 
the birth of children is often prevented by contraceptives, 
the use of which must offend at least the a»sthetic sense. 
Existence for a woman under such conditions is an abnormal 
one. Apart from the temporary dislocation of interests 
caused by a love episode, marriage brings gain to the work 
of a man, unless he is hampered by family or financial 
worries which cannot be put down to marriage per se. 
Man’s creative force as regards actual reproduction entails 
little strain upon his work ; it is often a thing apart; but 
with woman, at the time when it is being physiologically 
exercised, it is more or less her whole existence. Marriage 
may be said from the point of view of specialised work, such 
as research work, to be the handicap of a woman’s profes¬ 
sional career. The care of offspring before birth and for 
some years after entails the expenditure of much energy. 
I do not for a moment suggest that because this function 
is being exercised all married women should be debarred 
from work. That is entirely a matter for the decision of 
the individuals concerned ; and it must not be forgotten 
that the offspring of a mother who augments her husband’s 
income is often bettor off by the increased financial advan¬ 
tages. It is in higher and more specialised forms of work, 
where the individual counts so much, that the problem is 
the greatest. In such work, the mere time spent at research 
is not sufficient in itself, but original ideas must be 
given out, and the creative force used almost to the utter¬ 
most in its attempts to wrest from Nature the secrets so 
carefully stored and hidden from ns. If a woman engaged 
in such work endeavours at the same time to lead the life 
of a mother what will be the result ? In her work she is 
placed at a disadvantage in her competition with men 
working in the same branch ; she attempts to do the work 
they find nil-absorbing in addit ion to t he rearing of her 
family. Too great a strain is put upon her mentally and 
physically. Should she fail in either or both, the finger of 
scorn is at once raised and she is used as an example of the 
futility of women aspiring to do the work of men. In practice, 
with very few exceptions, it works out that one or other 
gets neglected. Even when domestic difficulties are got over, 
and home worries wiped out, the question whether a mother 
can give her whole-hearted attention to her research work 
still remains to be answered. If creative energy is directed 
or distributed in several directions, work must suffer. 

No Immediate Solution. 

Woman therefore must make a more or less definite choice 
between her heart and her head, or compromise by giving 
up her work while she is exercising her reproductive func¬ 
tions. Experience shows, however, that it is difficult to 
take up work again later, when fresh competitors may 
have entered the field. Yet it seems hardly just or fair 
that- a certain section of research workers should take the 
unspoken vows of celibacy, and sacrifice themselves to a 
life without the companionship which is just as desirable 
for a woman as for a man. Are the more attractive women 
to remain untrained for the higher careers just because of 
the possibility of marriage ? Should only the unattractive 
be chosen and urged onwards ? Who is to judge which 
is which ? There may be no solution to these problems, but 
we must remember that the widest sympathy and under¬ 
standing is only got by know ledge, and the educated woman 
may become singled out all the more readily as a fitting 
companion by a man. No one can foresee how many members 
of a school or college will survive the temptations and 
attractions of marriage and motherhood, nor whither we 
are tending in these matters. We can only work blindly 
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on, trying to develop character by training and letting 
the gods decide as to the ultimate best. All women should 
be given an equal chance of development and culture, and 
their subsequent choice between careers must be an indi¬ 
vidual one. Whatever a woman’s decision, the world will 
doubt its wisdom, and so, on occasion, will she herself. But 
that is no reason to deprive her of the opportunity for free 
choice, from which alone some measure of contentment 
after the conflict may be hers. 


COLONIAL HEALTH REPORTS. 

Cold Coast .—In a report prepared by Mr. G. C. B. Parish, 
Assistant Colonial Secretary, on the Blue-book for 1919, 
it is stated that at the census of 1911 the population of the 
Gold Coast and Dependencies was 1,503,386. The number 
of Europeans resident in the Colony during 1919 was 3182, 
as against 1823 in 1918, there having been an increase of 
nearly 200 per cent, in the mercantile community. A 
summary of the chief causes of death shows 22 per cent, 
due to the intestinal group of diseases, 12 per cent, to the 
pneumonia group, and 5 per cent, to tuberculosis (including 
phthisis), while senility and prematurity accounted for 
11 per cent. each. Registration not being general all over the 
colony no accurate statement of infant mortality can be 
given, but as in Accra 28 out of every 100 deaths registered 
are those of infants it must be presumed that the proportion 
of those born in the colony who fail to reach their first 
birthday must be high. The death-rate amongst Europeans 
resident in the colony during 1919 was 8*8 per 1000, as 
compared with 30*7 in 1918 (the year of the influenza 
epidemic); the invaliding rates per 1000 for the same periods 
were 23*27 and 55*4 respectively. Amongst European 
officials in 1919 1 death was due to influenza, 1 to yellow 
fever, 1 to blackwater fever, 1 to liver abscess, 1 to chronic 
gastritis, and 1 to accident. Of the 15 deaths of European 
non-officials, 7 were due to blackwater fever, 1 to thermic 
fever, and the others to miscellaneous diseases. Seven 
European non-officials were invalided with blackwater fever, 
1 with kala-azar, and 1 with yellow fever. Treatment was 
given in 3758 cases of malaria, 458 of dysentery, 9 of yellow 
fever, 277 of pneumonia, and 269 of tuberculosis. 16,913 
successful vaccinations were performed; 14 cases of sleeping 
sickness were treated. Of 20 cases of blackwater fever 
treated, 8 proved fatal, and of 9 cases of yellow fever, 5 
proved fatal. The special features of 1919 were the com¬ 
parative drought and a severe epidemic of cerebro-spinal 
fever in the north-western extremity of the colony, 91 per 
cent, of the cases being fatal. The rainfall in Accra was 
20 inches as compared with an average of 32 for the previous 
10 years. The climate, though hot and damp, is cooler 
than that of most tropical countries situated in the same 
latitude. It is not in itself unhealthy, but an evil reputation 
has been earned for it in the pa<t by the prevalence of 
raosquito-bome diseases, against which all possible pre¬ 
cautions have constantly to be taken. The Gold Coast 
is peculiarly free from many of the discomforts associated 
with tropical countries : hot nights and intense heat by day 
are the exception rather than the rule, while insects are 
comparatively unobtrusive. The efforts of the sanitary 
and medical authorities in promoting hygiene and treatment 
of disease continue to exercise a heneficial effect on the 
general health of Europeans. 

British Honduras. —Mr. Eyre Hutson, C.M.G., Governor 
of the Colony, reports that the estimated population in 1919 
was 43,586. The birth-rate for the year was 33*979 and the 
death-rate 27*555 per 1000. The proportion of illegitimate 
births was 42*40 per cent. Rain fell on 187 days in the 
year in Belize and amounted to 08*93 inches. The daily 
average number of patients under treatment and care in 
Belize Hospital was 45*63, in Coroza Hospital 8*64, in Orange 
Walk Hospital 6*11, in Stan Creek Hospital 0 32, in Toledo 
Hospital 7*14, and in the Lunatic Asylum 56*45. 

AN AMPHIBIOUS BOAT-TRAIN. 

The Economic Review for June 10th tells of experi¬ 
ments with a new system of waterway transport, 
d«*scribed alternatively as the “ amphibious boat ” or the 
“ amphibious train,” which have been successfully carried 
out on the Willebroeck Canal in Belgium. The object of 
the system is to overcome transport difficulties on un- 
navigable portions of rivers, such as rapids, by rendering 
craft easily transferable to land while loaded and conveying 
them by rail until their further transport by water again 
becomes possible. It also contemplates the conveyance of 
the craft overland from one river or waterway to another. 
The inventor is a Belgian, Mr. Robert B. Goldschmidt, and 
it is hoped to make use of the system mainly in the Belgian 
Congo. The amphibious “boat-train” is described as a 
series of twin-boat* or barges, the first of which is the tug, 
which can be driven by petroleum or palm oil. Each pair 
of boats is bound together laterally by a double yoke of 
steel, bearing a hanging device which runs on a mono-rail. 


The mono-rail is laid on a raised masonry or timber structure 
scribed so as to clear the hulls of the boats on either side. 
It is hoped that the boat-train will enable the great river 
system of the Congo, hitherto neglected, to be used regularly 
for transport, notwithstanding its frequent interruption by 
rapids. 

A QUICK REPLACEMENT. 

Whitest one of the members of the medical profession 
was attending to his duties his car was stolen. Within 
48 hours of this he received a cheque from Messrs. 
L. A. Aldridge and Co.. Ltd., of 23, Bucklersbury, E.C. 4, 
with whom he was insured, covering the full value of his car. 

THE FREMLIN-ROGERS (STEAM) HYGIENISER. 

The Fremlin-Rogers Milk Hygieniser shown in the 
illustration is designed for scalding milk in large or small 
quantities without the risks of burning, over-neating, or 
loss by boiling. The milk is poured into a basin-like 
receptacle, passing thence in a thin layer over a heated 
surface, the flow being regulated by moving a pointer over 
a graduated scale. In this process of scalding, bacteria 
are destroyed, the sudden rise and fall of temperature, it 



is alleged, ensuring this without damaging the nutriment 
or the chemical constituents of the milk, or lessening its 
vitamin content. The apparatus, which can be heated 
by gas, oil, or electricity, is made in various sizes, that 
depicted being a household hygieniser capable of dealing 
with one quart of milk in five minutes, or three gallons in 
an hour. It can be obtained from the proprietors. Milk 
Sterilisers, Ltd.. 24, Buckingham Street, London, W.C. 2. 

AN IMPOSTOR. 

To the Editor of The Lancet. 

Sir, —I should like to warn my colleagues in London hos¬ 
pitals of a person who describes himself as a gentleman. He 
called upon me on Saturday week whilst I was engaged in 
the out-patient department of the hospital to which I am 
attached, first of all asking the hospital beadle for the name 
of the “ officiating ” doctor. He then said he was urgently 
in need of the doctor and was admitted. When he con¬ 
fronted me it was to say that he was a member of a well- 
known Scotch family, the MacDougall’s, and that he had 
wired to his brother—a general in command of troops at 
Fermoy—for money, as he and his wife were stranded in 
London without a penny. Could I lend him two sovereigns 
till Monday morning at 11 ? Foolishly, I was struck 
by his knowledge of the MacDougall family, of whom I 
knew, and lent him the money. The loau has not been 
returned, so I wish to prevent others from being victimised. 

I am, Sir, yours faithfully, 

June 13th, 1921. “O. P.” 

The great sale of surplus Navy and Army medical 
stores is continuing at the Disposal [Board Depot, Wood 
Lane, Shepherd s Bush, London, W. 
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To-day gynaecology and obstetrics stand high 
among the developments of surgery along scientific 
and specialised lines; yet the more I think of this, 
the greater is my wonderment that it should be so. 
It seems such a short while since our specialties 
were struggling towards the light. When, therefore, 
I received your invitation to address this learned 
society, it occurred to me that it might not be 
inappropriate if I were to consider for a few moments 
the principal avenue through which approach may 
be made to the secrets still hidden from us, and the 
personnel and equipment required for the task. 

I do not think there can be any doubt that the 
collective status of the gynaecologists and obstet¬ 
ricians of the world in regal’d to clinical acumen and 
surgical technique is nearing the limit which must 
be set to human achievement, and that the same 
will soon obtain in regard to the bacteriological 
aspects of our special subjects. 

But in contradistinction to this must be placed 
the unsatisfactory character of our advancement—the 
slow progress we are making—in the more essentially 
biological, including biochemical, problems, connected 
not only with the normal morphology and physiology 
of the female genitalia, but also with the pathological 
developments that may be associated with the 
structure and function of the reproductive organs. 
Concerning the actual details of these problems I 
shall have but little to say, except by way of illus¬ 
tration. 

Educational Methods. 

First, let me consider how far our present methods 
of education are conducive to the correct mental 
attitude of the future investigator, whether they are 
methods that stimulate the powers of perception 
and make every student an interested observer from 
the beginning. 

It is a curious commentary on the value of the 
allied sciences to the surgeon of to-day that there 
is a growing tendency, at any rate in my own country, 
to minimise the importance of biology and to urge 
the superior—I might almost say “ exclusive ”— 
claims of the final hospital study; and the attitude 
is not confined to the student. This seems to me 
unfortunate, for it means that we are catering 
entirely for men of moderate intelligence and not 
at all for those on whom may fall the responsibility 
of sustaining progress in our science. As a result 
of our existing methods, the clinical aspects of 
gynaecology and obstetrics have been thoroughly 
illuminated, as I have said, while the more abstruse 
biological features are but very imperfectly under¬ 
stood and their claims hardly realised. It may be 
argued that there are many expert physiologists, 
biochemists, and comparative anatomists; and this 
is true, but alone they cannot help us because they 
do not yet know our difficulties, neither have they 
the clinical nor technical knowledge with which to 
guide their steps. Up to the present the teaching 
of elementary gynaecological anatomy and physiology 
has been conducted bv the clinical instructor, because 
these subjects have been almost invariably ignored 
by the physiologist and anatomist. This means, 
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generally speaking, that expert physiologists and 
anatomists have remained in more or less complete 
ignorance of these matters, and are, therefore, even 
now unaware of the hiatuses in our knowledge. 

There can be no doubt, I think, that the man 
who continually has to face difficulties in practice 
is the one most likely to find the means of circum¬ 
venting them, provided he have sufficient all-round 
knowledge and adequate facilities for his task. It 
is only natural, however, that each should turn his 
attention to those matters concerning which he 
is best informed. It is obvious, therefore, that 
if the many biological problems connected with 
gynaecology and obstetrics, which so far have baffled 
us, are to be elucidated we must modify the general 
plan of education in regard to those who may ^per¬ 
chance attempt to throw light on what is now obscure 
and indistinct. 

In attempting to indicate the direction in which 
educational improvement may be made, I shall 
doubtless merely give verbal form to what must 
already have taken shape in the minds of many. . In 
our educational methods we are too apt, I think, 
to set store on detail. We should, I believe, aim at 
encouraging a comprehensive and inclusive outlook. 
We destroy originality by overloading the young 
mind with so-called facts which often are the easily 
deducible results of observation. Again, it seems to 
me that the different subjects of the general curri¬ 
culum are taught in too disjointed and exclusive a 
manner. As gynaecologists and obstetricians we 
should have the right-—and the same applies to 
teachers in the other branches of final medical study 
—to define the subject-matter of the physiological 
and anatomical courses. The anatomist should be 
required to demonstrate and teach comparative 
and human anatomy on the lines we desire, 
and the physiologist should be obliged to lead, 
by experiment and demonstration in the labora¬ 
tory, more directly to what will be taught later 
in regard to the human subject. There must, in 
fact, be more coordination throughout. It would 
be better, for instance, if the key-subject biology 
were taught in such a way as to make the 
student realise that in it man is included in a wide 
generalisation with the lower animals, and that 
man is but the evolutionary physiological and 
morphological climax. The student should be more 
definitely impressed with the knowledge that in his 
biological and biochemical studies he is watching the 
evolution of man, that he is following the simple 
to the complex, and that what may be normal at one 
stage is pathological in a higher state of evolution— 
that hermaphroditism, for example, is normal in the 
earth-worm but abnormal in man. If the Student 
could be imbued with some conception of the ultimate 
value of all his biological work, and could be taught 
not to look upon it as a separate and isolated obstacle 
to arrest his onward course, not only would his 
hospital studies be more interesting and more rela¬ 
tively important, but his mental attitude and outlook 
would be as much fitted for the investigation of 
biological as for the study of purely clinical problems. 

The Wider Scientific Mentality. 

The present trend, then, of medical education in 
Great Britain has been towards the production of good 
clinicians, rather than of men with their minds alive 
to the biological—morphological and physiological, 
including biochemical—import of the phenomena 
they observe. I often wonder how far this question 
has been realised in America, this training, of the 
student towards a wider scientific mentality. In 
Great Britain, where general practitioners are now 
being urged to cooperate in an investigation con¬ 
cerning the beginnings of disease, it is clear that there 
is a need of reform in our methods of education if 
we are to expect results on the lines I have indi¬ 
cated. 

Supposing, however, that the student has been 
educated on these principles, in what circumstances 
and in what environment will he find inspiration, 
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and obtain, the best results ? The establishment 
and success of clinical units and of units for group- 
study in North America and Canada may provide 
the answer. Their foundation is, of course, open to 
the interpretation that these systems have been 
brought into existence because the brain of the 
average intelligent man is incapable of grasping 
and understanding all the side issues that go to make 
up the sum of medical knowledge ; and I have heard 
it stated by an advocate of them that this is their 
raison d’etre. Moreover, it is said that only in them 
can material properly be utilised and the one-line 
worker find an immediate use for his output. While 
the last part of this statement is true, I cannot agree 
entirely with the first. A properly educated man 
of "-wide perception is not necessarily a man of 
encyclopaedic knowledge, but, rather, one whose mind 
is so saturated with basic principles that the mosaic 
of detail falls into an orderly pattern under the 
influence of his prescient intelligence. A man with 
the index type of mind is rarely original, and is not, 
therefore, necessarily worthy of encouragement. I 
have already referred to this in regard to the edu¬ 
cation of the student. 

Pasteurs are, of course, bom not made, but I 
believe that useful imitations can be developed by 
proper education and training, imitations good 
enough in the helpful environment of which I have 
just spoken to obtain results. Because the great 
biological and medical discoveries in the past have 
emanated from the brains of men ploughing a lonely 
furrow, there is no inherent reason why men of 
similar intellect should not again arise and in the 
more perfect environment that can be assured to-day 
unravel the outstanding questions. Meanwhile it 
should be possible now for men of lesser ability 
with proper education and a perfect environment 
to surmount difficulties which the master-minds of 
the past, with their more limited opportunities, 
could not overcome. 

I would once more urge the importance, so well 
recognised in this country, of clinical work going 
hand in hand with scientific laboratory investigations. 
You have many wise foundations, whereas we are 
sadly handicapped for want of them. We in Great 
Britain who are interested in the scientific aspects 
of our subjects have not the same facilities. 

In this continent there is offered subsequently to 
the well-educated man every opportunity for attacking 
these problems at a living wage ; but in Great Britain 
we cannot always secure the best men for the service 
of science, for we cannot offer them a reasonable 
financial reward, a reward in any way commensurate 
with that to be obtained from practice. This is a 
matter that is exercising us greatly, for times are 
changing, and while clinical matters are so well 
established that they can take care of themselves, 
there is urgent need that further progress which, 
as I have stated is largely biological, should not be 
crippled and hampered for want of proper organisation 
in teaching and post-graduate researc h. 

If, then, the last ramparts of gynaecological and 
obstetrical diseases are to be captured we must 
modify to some extent our methods of education 
and we must bring correlation, breadth, and inspiration 
into the musty empiricism of the preliminary studies. 

I know the curriculum is overcrowded, but it is 
mostly with what could well be spared. We must, 
also, encourage scientific enterprise, and after edu¬ 
cating our students for their life-work give them 
the opportunity of utilising their talents and of 
advancing the science of obstetrics and gynaeco- 
logy. 

I shall now endeavour briefly to substantiate my 
statement that the great outstanding problems in 
gynaecology and obstetrics are biological in the 
narrowest sense of the word. 

Morphological Problems. 

The development of the human ovary can now be 
described with a considerable degree of certainty, 
but the same cannot be said iu regard to that of the 


genital passages. To what factors, for instance, is 
due the fusion of the Mullerian ducts in the genital 
cord ? This is of considerable importance in con¬ 
nexion with the common so-called malformations 
of the uterus and vagina. Prof. Wood Jones, who- 
has done so much excellent work on the comparative 
anatomy of the genital organs, believes that we 
should look upon these conditions of imperfect 
union as atavisms rather than malformations ; and 
in this light the comparative anatomy of the genitalia 
becomes both interesting and instructive. Indeed,, 
it is from this point of view alone that information 
can be obtained. If serial sections be cut of the 
divided and uniting uterine horns in various species 
of rodentia and carnivora, all the later stages in the 
development of the human uterus may be seen. More¬ 
over, it will be made clear that the human uterus 
has morphologically but two muscular coats and not 
three, as usually described. Nevertheless, we do- not 
yet know what* determines the final development of 
the human uterus, and we can hardly expect to know 
until we have decided definitely what are the varia¬ 
tions in the factors that lead to the different degrees 
of Mullerian union that are normal, constant phe¬ 
nomena in closely related animals. In rodents there 
may be seen the complete didelphic condition with 
double vagina (viscacha) and the gradual evolution 
to the single vagina and bicomute uterus (agouti). 

Again, can the peritoneal pouch that encloses the 
ovarian extremity of the tube and ovary itself, m 
structure seen in certain rodents, and, as I have 
found in a less complete form in hedgehogs, be passed 
over as a freak structure, in sprite of the fact that, 
as Bland-Sutton has shown, it may exist as an 
atavism in woman ? It seems to me that a structure 
so useful to fertilisation and conception is worthy 
of serious study, especially from the point of view 
of the state of peritoneal currents and other influences 
in the creatures concerned. An investigation con¬ 
cerning the nature of the secretion of these sacs 
wonld also bo of considerable interest. 

Let me take another matter which, p>ossibly, is 
of more clinical importance. How far are we 
familiar with the causes of the irregularities in the 
female bony pelvis, apart from those resulting from 
gross postnatal disease, such as rickets ? We talk 
about civilisation, athlet : cs and the re°t, but what 
cause 3 a generally contracted pelvis in a well- 
developed non-rachitic woman who has been guilty 
of none of the enterprises that militate against 
functional perfection ? 

The work of Whitridge Williams and others has 
demonstrated beyond reasonable doubt that the 
typical funnel-shaped pelvis is associated with high 
assimilation, but I do not think the cause of high 
assimilation is definitely known. Such an important 
matter, especially in this country, is deserving of 
extensive systematic investigation. Comparative 
racial studies, in which different races are examined 
in their natural environments, might throw consider¬ 
able light on this and on other pelvic abnormalities. 
There can be no doubt that civilisation may greatly 
affect structure as well as function. 

As a last morphological point of interest—albeit 
there are many others that will occur to all—let me 
say that I look forward to the day when some 
gynaecologist or obstetrician will give us the clue 
to the mode of origin of pathological new growths. 
After all the gynaecologist and obstetrician has. time 
and again, given a lead to the rest of the profession ; 
and in the problem to which I refer he is on his own 
ground, for his work is chiefly concerned with the 
preservation of the structures and functions through 
the medium of which neoplastic developments 
normally occur. 

Physiological Problems. 

It is within the last 20 years that practically all 
the recognised facts concerning the female functions 
have been discovered. We now know, if I may 
quote one of my own aphorisms, that a woman is 
a woman on account of all her internal secretions 
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-and not only because she possesses ovaries. But 
vre still lack certain evidence as to the nature of the 
controlling force that determines the primary sex- 
characteristics of the person concerned ; nor do 
we know how it comes about that even in the course 
of development a conjunction of sex-characteristics 
may occur, a condition of hermaphroditism. Even 
if it be that the masculinity or femininity balance of 
the internal secretions is disturbed, this is still an 
effect, not a cause. That this fascinating and intricate 
problem is capable of solution I am convinced. It 
may well be the life-work of someone capable of 
estimating the gradual changes through the numerous 
classes of creatures that indicate the evolutionary origin 
of man—of some comparative morphologist with all 
the histological technique of the present at his 
disposal on which to graft new methods of obser¬ 
vation ; and then, when the gross serial steps have 
been demonstrated, he may perchance gain an 
inkling of that on which they depend, an inkling of 
the force which imbues the fertilised ovum of man 
with maleness and femaleness. 

There are few, surely, who cannot recognise 
to-day the vast importance of femaleness as ppposed 
to maleness, and few, too, who are not conversant 
with the essential physiological—that is to say, 
biochemical—differences that influence the mind 
and body. We have, too, some knowledge of what 
constitutes puberty. It is, w r e believe, the time of 
life when the metabolism has met the claims of 
somatic growth. The potentiality of a girl’s meta¬ 
bolic resources at this time is such that it can support 
the strain of reproduction and all that this involves. 
But we do not know what happens at puberty to 
atari the new train of events. What is the hormone 
that makes the ovary aware of the situation ; is it 
then that the genital functions of the ductless glands 
come into being, and, if so, what leads to this 
awakening ? That it is not a habit of life is too 
obvious to need discussion ; it is due, rather, to a 
aeries of chemical events that may be altered and 
delayed by many circumstances of health and 
-environment. 

Nature of Menstruation . 

Then, again, have we established without the 
possibility of fallacy the nature of menstruation? 
My view. that it is an excretory process in regard 
to the principal elements required during pregnancy 
for the building up of the foetus, and during 
lactation for the formation of milk, as is made 
evident by the calcium metabolism, requires full 
confirmation and elaboration in regard to the 
exact part played by the ovaries and other internal 
secretions. 

To pass on, I would ask if there is general agreement 
concerning the factors involved in the production 
of the climacteric ? I myself, for instance, disagree 
with those who think that the normal menopause 
is the result of primary ovarian atrophy, although 
many of the phenomena of the menopause are due 
to this change. The fact that the artificial meno¬ 
pause is produced by oophorectomy has been a 
blind to all of us. If the ovaries are removed from 
a young woman with protracted amenorrhoea and 
ovarian destruction menopausal symptoms do not 
supervene. The artificial menopause is induced only 
when there has been pre-existing ovarian activity. 
At the commencement of the normal menopause the 
ovaries are normal and active, indeed, at the end 
of that. phenomenon the woman may be capable of 
conception. Why is it that ovarian substance or 
extract of any kind, and in any combination whatever 
and)however administered, does not produce specific 
results at the physiological menopause; whereas 
whole-gland ovarian substance, especially in associa¬ 
tion with thyroid substance, gives relief in case 
in which the menopause has been induced by operative 
procedures ? There are some, I know, who will 
dispute this; but I believe the facts, as I have 
-stated them, to be true. From this jumble—shall 
I say ?—of observations it appears justifiable to 


ask you to consider as a working hypothesis for 
further investigations the view that there is at the 
climacteric some substance circulating in the blood, 
some natural biochemical toxin, or something with¬ 
drawn! from it, which leads not only to ovarian atrophy 
but also to the other physiological and structural 
alterations that take place at the “ change of 
life.” 

Another group of important correlated functions 
about which we know but little is that concerned 
with fertilisation and conception. 

Selective Sterility . 

I think that light will soon be shed on that curious 
anomaly I call “selective sterility.” In view of 
recent additions to our knowledge in regard to the 
incompatibility of the blood of persons in different 
groups, it is not unlikely that selective sterility—as 
well as successful homoplastic, as opposed to auto¬ 
plastic, ovarian grafting—will be found to depend 
on a similar, if not identical phenomenon. So far 
we know that a difference in the blood-grouping of 
married couples has no obvious relation to the possi¬ 
bility, or otherwise, of conception. Again, the 
normal inter-relations that exist between the mother 
and her foetus in utero have been studied to some 
purpose ; but we are still ignorant of the way in 
which the growing embryo controls the development 
of the chorionic epithelium that sometimes takes 
on such disastrous activity when the control is 
removed. 

I do not think the theory that in such circumstances 
there is lutein over-growth is sufficient. It is common 
to see vesicular mole and chorion-epithelioma without 
abnormal lutein development. 

Toxaemias of Pregnancy . 

Moreover, how little we know concerning the 
toxaemias of pregnancy. It seems to me that before 
we can arrive at any proper idea of the disturbance 
produced we must know far more intimately the normal 
metabolic mechanism concerned and the maternal 
forces that are marshalled against the deleterious 
effects produced by what is, after all, a new growth 
in the uterus. If the recent work of Dold and Obata 
concerning eclampsia be correct, as seems possible, 
we shall be placed in possession of very interesting 
information concerning a biological phenomenon of 
vast importance, for I do not doubt that, if it be fully 
confirmed, we shall be able to test the blood of every 
pregnant woman before so serious a condition as 
eclampsia supervenes and to treat her with normal 
human serum. I have myself seen excellent results 
with blood-transfusion. 

Although hundreds of thousands of human beings 
are expelled from the uterus daily we have but a 
faint glimmering of the biochemical factors leading 
to the determination of parturition. And what of 
lactation ? Is the mechanism of the simple nature 
I have described in the Sex Complex ? If so, we are 
little in advance of the ancients who, owing to their 
powers of perception, have always been worthy of 
consideration in matters of priority. 

Such gynaecological and obstetrical problems seem 
to me almost infinite when I let my mind wander 
around the outposts of our small impregnable 
position of certain knowledge. I have, however, to-day 
the desire to emphasise not only the importance 
of those unsolved problems, which we all admit, but 
also the essential biological nature of them. I have 
attempted, too, to show that our education tends 
to drive us forward almost entirely along the deeply- 
trodden paths rather than along those barely to be 
seen or yet uncut through virgin country. I would 
plead, therefore, that our students and our post¬ 
graduates be more broadly educated at least in the 
great principles of biology, for I believe that only 
by way of physiological, especially biochemical 
research, and by the comparative study of simpler 
forms of structure shall we be able to bring our art 
towards scientific pefection. 
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IN FOUR SECTIONS—SECTION IV. 
Irregular Action of tiie Heart. 

Significance of Irregular Heart Action. 

The importance of irregularity of the heart’s 
action has not been sufficiently recognised. It is 
a matter seemingly so confused that few writers 
try to understand its real significance. Moreover 
medical knowledge had not until recently advanced 
far enough to enable physicians to differentiate its 
various forms. 

This state of affairs is unfortunate, because a clear 
understanding of irregularity throws light on many 
obscure features of cardiac action and gives informa¬ 
tion of the most valuable kind in diagnosis, prognosis, 
and treatment. Indeed, the neglect of this subject 
renders a great part of the writings of physicians of 
little or no use. I have referred to Macdonald’s 
description of cases of mitral regurgitation. In 
this description, as I pointed out, the incidental 
remark that the heart was irregular gives the clue to 
the real nature of the condition. An occasional 
reference such as this, if one is able to apply it, is 
often far more helpful than all the other details. 
Unfortunately, irregularity is usually considered so 
unimportant * that it is not mentioned. Even 
when it is mentioned, the reference is often so 
vague as to preclude an exact differentiation and 
diagnosis. 

But there is more than this. It is unhappily 
true that one can rarely trust a statement that the 
heart was irregular. I have often seen perfectly 
regular hearts described as irregular. Tracings of 
these showed beyond possibility of dispute that 
irregularity was not present. 

I go farther than that and say that even when 
a sphygmogram is given the statement that the 
heart is irregular cannot always be accepted. I 
have just been looking at some sphygmograms taken 
by a physician in a case of pregnancy. One of these 
is* described as “irregular.” Certainly a casual 
examination seeins to justify this description, for 
the pulse waves are of varying height. But when 
the length of each beat of the pulse is measured 
accurately, this first impression is disproved. The 
beats are of exactly the same length and are abso¬ 
lutely regular. Thus the apparent irregularity is 
artificial. 1 know from my experience in taking 
records, especially when there is laboured breathing, 
that the movements of the patient’s arm will cause a 
marked variation in the height and depth of the 
waves, which in this instance was mistaken for an 
irregularity. 

When, over thirty years ago, I began the study 
of irregular iieart action, I was told that the subject 
was so difficult and confused that it was a waste of 
time to attempt such an investigation, and that 
in any case little benefit would result even if I 
happened to be successful. Even to-day, few 
physicians, and evidently no obstetricians, have 
made themselves familiar with this subject. As a 
consequence the subject is still shrouded in mystery; 
ami where we get mystery we get fear, and 
we find people with irregularities treated like 
people with murmurs. We have, too, the same kind 
of prognosis—“ the sign may be of no significance, 
but, on the other hand, it may be serious.” As 


there is no clear differentiation, there is no certainty 
regarding the forms which are innocent and those 
which are of serious import. 

Mechanism of Heart Irregularities. 

The vast majority of irregularities can be classified 
in a manner which renders them easy of recognition 
by the unaided senses. This, I think, is of great 
importance, for it is obvious that if knowledge of 
this subject is to be utilised in practice, differentiation 
•must be accomplished without apparatus and in a 
reasonably short space of time. 

The manner in which the irregularities arise will 
be made clear by means of the diagram (Fig. &). 



Ventricle. 


This diagram represents certain structures concerned 
in the mechanism of the heart’s movements. The- 
heart’s contraction starts at a small collection of 
peculiar fibres, the so-called sino-auricular node 
{S.A.N.) situated at the mouth of the superior vena 
cava (S.V.C.). The stimulus from the S.A. node causes 
contraction of the auricle ( A.). From the auricle 
the stimulus passes to the auriculo-ventricular node 
(A.F.N.), the tissues of which resemble, in their 
structure, the fibres of the sino-auricular node. This 
A.V. node is situated in the wall of the right auricle 
near the opening of the coronary sinus ( C.S. ). The 
stimulus passes from the A.V. node along a bundle 
of peculiar cells, the auriculo-ventricular bundle 
(A.F.B.) to the ventricle (T 7 .), where it breaks up 
into innumerable branches distributed to different 
parts of the ventricle. 

While, in normal circumstances, the stimulus of 
contraction passes in this manner, i.e. from the sino- 
auricular node to the ventricle, yet each of the different 
parts, the auricle, the A.V. node, the A.V. bundle, 
and the ventricle, is capable itself of initiating a 
stimulus which can produce a contraction. The 
reason that the stimulus arises first in the S.A. node 
is that this tissue is most sensitive. After a stimulus 
of contraction has been discharged, no other stimulus 
can be discharged until a certain time has elapsed* 
This time is required in order that the tissue may 
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recover its excitability. The rate of 
recovery is most rapid in the S.A. 
node. Thus, other parts of the heart 
are again whipped to action before 
they are able to discharge a stimulus 
of their own manufacture. 

This is why, for instance, in com- 

E lete heart-block, when the connexion 
etween the ventricle and the upper 
parts of the heart is severed (as in 
damage of the A.V. bundle), the 
ventricle beats at a much slower 
rate than the auricle. In this con¬ 
dition the auricle may be con¬ 
tracting at the rate of 70* or 80 beats 
per minute, while the ventricle pur¬ 
sues an independent contraction at the rate of 30. 

In abnormal circumstances the parts below the 
S.A. node may become so excitable that the stimulus 
may arise in them and set up independent contrac¬ 
tions, which anticipate in point of time the stimulus 
for the S.A. node. This may occur occasionally in 
single beats, and so give rise to such irregularities 
as the extra-systole, w T hich is due to premature 
contraction of the auricle or of the ventricle (Fig. 11). 
In the former case the auricular contraction precedes 
the stimulus from the S.A. node ; in the latter case 
the ventricular con- _____ — . 
traction precedes 
the auricular or 
occurs at the same 
time. The prema- 
t u r e contraction 
of auricle and ven¬ 
tricle may be con- 
tinuous for a 
shorter or longer 
time, and so give 
rise to the various 
abnormal rhythms and 
and 21). 

Differentiation of Heart Irregularities. 

The places where the different irregularities arise 
are shown in the diagram (Fig. 8). 

In the course of an inquiry into irregular action 
of the heart, I found that there were several groups 
of cases, and that these could be clearly differentiated 
on two grounds : 

(1) On the ground of the mechanism by which 
they were produced ; and 

(2) On the ground of their clinical significance. 

While the first basis of differentiation has been 
the subject of much research, the second has received 
far too little attention. This is due, I think, to 
the fact that the method by which knowledge of 
the kind required can be obtained has not been 
understood. 

It is perfectly evident that, while an understand- 





Fig. 9.—Simultaneous tracings of the jugular and radial pulses, showing an 
irregular pulse. The waves c in the jugular tracing are due to the carotid 
beat, and correspond in time to the pulse beats in the radial tracing. The 
wave a is due to the auricular systole, and it is seen that in this form of 
irregularity the auricles and ventricles equally participate—as shown by 
the waves a and c. 

ing of the mechanism by which an irregularity is 
produced is of profound interest and of great value, 
so far as the patient is concerned at any rate, know¬ 
ledge of what is going to happen is of far more 
importance. To the doctor in charge of the patient 
such a knowledge is therefore essential to rational 
practice. This is particularly true in connexion with 
the problem of pregnancy, where an abnormal sign 
like irregular action of the heart may be present and 
must be interpreted. 

It will be found that in pregnancy we have to deal 
— chiefly with three 



Fig. 10.—Tracings of the movements of respiration, taken at the same time 
as the radial pulse, showing that in the respiratory irregularity the rate of 
the heart increases during inspiration and becomes slower during expiration. 

the tachycardias (Figs. 20 



Fig. 11.—The upper tracing is from the jugular, taken at the same time 
as the radial (lower tracing). The interpolated diagram explains the 
events that happened in the heart during the period of irregular action. 
The down strokes in the space Am represent the auricular systoles, and 
correspond with the a waves in the jugular tracing. The space a-c repre¬ 
sents the passage of the stimulus along the a-v bundle, while the down 
strokes in the space Vs represent the ventricular systoles; and each corre¬ 
sponds with a pulse wave in the radial tracing. It will be seen that with 
one exception the auricular beat is followed by a ventricular beat. This 
one exception shows a wavo c' in the jugular tracing, and a small wave r 
in the radial tracing, which occurs prematurely, i.e. before the auricular 
wave o'. These events represent what happens In the intermittent 
pulse, and show that the irregularity Is due to a premature contraction 
(or extra-systole) ot the ventnole. 


forms of irregu¬ 
larity : respiratory 
irregularity, extra¬ 
systoles, and auri¬ 
cular fibrillation. 

Respiratory Irregu¬ 
larity. 

In this irregu¬ 
larity, which is 
probably the most 
common of all, the pulse is continuously varying in 
its rate. Simultaneous records of the radial artery 
and jugular vein show that the auricles as well as the 
ventricles participate (Fig. 9). While the irregularity 
can be clearly demonstrated by graphic records, 
it is necessary that the doctor should recognise it 
by his unaided senses. Advantage is taken of the 
fact that the alterations of the pulse are dependent 
on the respiration (Fig. 10). The pulse rate increases 
during inspiration, and slows during expiration. 
Frequently, however, this relationship cannot be 
recognised in a patient who is breathing normally ; 
for a new stimulus has, in such cases, come into play 
before the effects of the previous one have passed off. 
Thus a confused sort of rhythm is encountered. 
W 7 hen, however, the patient is made to breathe 
slowly and deeply the relationship of the altering 
rhythm, with the different phases of respiration, can 
be easily determined (Fig. 10). I wish particularly to 
draw attention to this method of determining the 
type of irregularity, as a doctor can apply it without 
any mechanical assistance. The character 
of the irregularity is best made out by 
listening to the heart at the same 
time as the patient breathes slowly and 
deeply. 

The explanation of this irregularity 
is that a stimulus arises during expira¬ 
tion which affects the vagus ana so 
produces the temporary slowing. On 
account of this fact the irregularity is 
sometimes spoken of as a “ vagal irregu¬ 
larity,” while on account of its associa¬ 
tion with the breathing it is called a 
“ respiratory irregularity.” Again, as 
it arises from a stimulation of the motor 
centre of the heart in the remains of the 
sinus venosuB, it is called “ sinus irregu¬ 
larity,” to distinguish it from irregu¬ 
larities arising in other parts of the heart. 
There are, however, more than one form 
of sinus irregularity. I collected a large 
number of cases showing this irregu- 
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larity, and found that the vast majority occurred 
in young people. The next most prevalent form 
of irregularity (the extra-systole) I found, on , 
the contrary, to be most common in adults and ! 
elderly persons. So to make a distinction I called | 
this “respiratory irregularity” the “ youthful | 
type,” and the extra-systole the “ adult type.” I 
mention this differentiation as it has a distinct value 
in practice. 

“ Respiratory irregularity ” is common in healthy 
young women, and in some women of maturer years, 
especially when there is present in the case a nervous 
element. It is a physiological phenomenon, indi¬ 
cative neither of disease nor of impairment. In no 
case should it be a reason for treatment or a bar to 
pregnancy. 

The Extra-Systole, | 

This irregularity is due to a premature contrac- i 
tion of the ventricle, occurring independently of the i 
stimulus from the auricle. It occurs usually at the I 
same time as the auricular contraction or a little j 
before it. Sometimes the auricle also contracts j 
prematurely : this premature auricular beat is fol- j 
lowed by a small ventricular contraction. Premature 
beats can be recognised as small beats in the pulse j 
occurring too early and followed by a pause. Some- j 
times the small beat is not felt, and there seems to ; 
be a long pause in the pulse. The irregularity can ! 
thus be recognised without graphic record by feeling | 
the pulse and auscultating the heart at the same i 
time. When the pause in the pulse is felt the heart | 
will give two short sharp sounds or one muffled j 
sound, and this will be followed by a pause longer i 
than usual (Fig. 12). A glance at the tracings and j 

diagrams 

* 12 _ 99 * * will explain 

T" the mechan- 
11 ism. If the 

pulsation in 

Fio. 12.—Diagram representing the sounds the jugular 
of the heart during an extra-systole. b e observed 

during the pause of the pulse, a large wave may 
often be detected (Fig. 17). This is due to the 
fact that the auricular contraction is taking place 
at the same time as the premature ventricular con¬ 
traction. 

The auricle cannot send its blood forward into 
the contracted ventricle, and so sends it back into 
the jugular vein. 

Doctors should familiarise themselves with these 
clinical phenomena, as this form of irregularity and 
the “respiratory irregularity” constitute the great 
bulk of irregular heart actions. I repeat that both of 
them can, as a rule, be recognised by the unaided but 
trained senses. 

My inquiries into the significance of this form 
of irregularity, which were pursued by watching I 
large numbers of active people who showed it, 
revealed to me the fact that it is of no grave clinical I 
significance. If heart failure did occur in people ! 
with extra-systoles, there were always other con¬ 
ditions present to account for it. So that, when this 
irregularity is the only abnormal sign it can be 
ignored so far as the prognosis is concerned; if 
heart failure is present, then the prognosis should 
be based on the other signs and not on the extra- 
systole. 

So far as pregnant women are concerned I found 
extra-systoles present in 50 per cent, of healthy cases.* 
Usually they occurred at rare intervals and their 
detection was often accidental. Occasionally they 
were of frequent occurrence. In all cases the preg¬ 
nancy was completed and the confinement passed 
with no trouble. I have in addition followed many 
women for 20 and 30 years, and the results justify 
this view. 


* This was the percentage I found on examining 10U caset* 
about thirty years ago. 1 have looked for my data/but I have ! 
lost the references and the notes of most of my cases. Among 
those of which 1 do possess records the percentage is not so high. 
The matter is not, however, of much consequence. 


Auricular Fibrillation and Paroxysmal 
Tachycardia. 

The form of irregularity which is most commonly 
associated with heart failure in women at the child¬ 
bearing age is that due to fibrillation of the auricle. 
In this condition the muscle fibres do not contract 
in unison as in the normal beat, but each fibre 
twitches and contracts independently. The result 
is that the auricle is to all intents and purposes 
functionally inactive. 

The Discovery of Auricular Fibrillation, 

It was this inactivity which led to the dis¬ 
covery of the condition. I had recognised that 
in mitral stenosis of a progressive type changes 
slowly took place in the murmurs. 1 was 
therefore watching the course of the disease in 
a number of my patients whom I had attended 
many years earlier for rheumatic fever. In one 
case, a woman whom 1 had under observation 
for 17 years, there had for many years been 
present signs of auricular activity; for example, 
a presystolic murmur, and the wave in the jugular 
pulse, which I had come to associate with the 
beating of this chamber of the heart. There had 
also been present well-marked pulsation of the 
liver, due, mainly, to a wave caused by the 
auricle. 

The patient was suddenly seized with great breath¬ 
lessness on exertion, and developed a rapid and 
irregular heart (Fig. 5). When her heart had quiet¬ 
ened down under digitalis I was surprised to find 
that there was, now, no presystolic murmur, nor 
any waves due to the auricle in either jugular or 
liver pulse. In fact, at the time the heart had 
become irregular all signs of auricular activity had 
disappeared. I assumed that the auricle had 
become paralysed, and in my early writings 
I described the condition as paralysis of the 
auricle (see Figs. 13 and 14, and also Figs. 6 
and 7, The Lancet, June 18th, p. 1284). 

Relation of Auricular Fibrillation to Extreme 
Heart Failure, 

The light thrown by this case led me to search 
for other cases with this irregular action, and to 
watch other patients who suffered from mitral 
stenosis. As a result I found the irregularity to 
be far from infrequent, and I was so fortunate as 
to detect its onset in a number of instances. This 
led me to a study of heart failure in its relation to 
this condition. I worked also to discover the best 
means of combating the trouble. There followed 
the discovery that probably 80-90 per cent, of all 
cases of heart failure with dropsy and enlarged liver 
are due to auricular fibrillation. Further I convinced 
myself and others that the astonishingly good effects 
of digitalis are practically confined to patients 
with this irregularity. 

Effect of Fibrillation of the Auricle on the 
Ventricle. 

The normal rhythm of the heart (due to the 
production of a stimulus in the sino-auricular 
node at the mouth of the superior vena cava) 
has already been described. When the auricle 
passes into fibrillation it ceases to contract as 
a whole, and the orderly discharge of the 
stimulus to the ventricle is interrupted. The 
| twitching muscle pours forth a rapid series of 
I irregular stimuli, so that the auriculo-ventricular 
I node is assailed by a great number of weak 
demands. Only certain of these—the actual 
number would seem to depend on the suscepti- 
, bility of the auriculo-ventricular node and the 
bundle—pass through to the ventricle. The 
ventricular contraction is a normal one, but as 
a rule the rate of the ventricle becomes greatly 
increased, and the rhythm very irregular (see Fig. 6, 
The Lancet, June 11th, p. 1235). -There may, how¬ 
ever, be exceptions. 
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Thus, in a case in which for many years 
there had been a delay in the response of the 
ventricle to the auricle, due to a slight damage 
of the auriculo-ventricular bundle (“ partial 
heart-block ”) and in which the rhythm was 
regular and the rate about 00, the onset of 
auricular fibrillation did not quicken the 
pulse. It did produce the characteristic irregu¬ 
larity. This patient was not conscious of the 
onset of the abnormal rhythm, and his 
response to effort was not impaired. In the 
vast majority of cases, on the other hand, 

the onset is not only accompanied by a great diminishing the rate in a most^remarkable manner, 
increase in rate, but also by a great limitation of 
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Fio. 13.—Simultaneous tracings of the liver and radial pulses in 
a patient with mitral and tricuspid stenosis, before the onset 
of auricular fibrillation. There are two waves o and v during 
the cardiac cycle. (See Fig. 14.) 


the field of response to effort. Indeed, in eliciting 
the history of the condition one can often deter¬ 
mine the moment of onset with great accuracy, for 
the patient will state that he was quite well until 
some effort—for example, hurrying up a hill—induced 
marked breathlessness. From that time onwards he 
has been breathless on slight exertion. 


I have repeatedly seen patients in dire extremity 
from heart failure (dropsy, orthopnoea, Cheyne- 
Stokes respiration), with a pulse-rate of from 120 
to 150, lose all their distressful symptoms under 
digitalis, and that speedily. The rate would fall to 
60 or 70 beats. Relapses, too, which are apt to 
occur, could be warded off for years by the judicious 
administration of that amount of the drug which 
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From the fact that the heart beats are not only; maintained the rate at from 60 to 80 beats when at 
small and rapid, but also irregular, it can readily' rest, 
be understood how 
ineffective the cir¬ 
culation is bound to 
become (Fig. 5). 

Moreover, the rapid 
rate of the ventricle 
leads to exhaustion, 
so that heart failure 
speedily supervenes. 

This is in striking 
contrast to the 
absence of heart 
failure, when the rate 
is not increased as in 

the case just cited. A 

When, in addition, there is a damaged ventricle, the | (Fig 
rapid rate leads directly to a fatal issue. 

Principles of Treatment in Auricular Fibrillation. 

Recognition of the fact, then, that the rapid rate 
leads to exhaustion of the heart muscle, and so to an 
inefficient circulation, gives us the data for applying 
a rational treatment. We must slow the heart. For 
even with auricular fibrillation the circulation is 
efficiently maintained when the rate of contraction is 
slow. 

Study of the effects of digitalis and strophan- 
thus in these cases showed that those drugs act by 
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Radial 


Fio. 14.—Simultaneous tracings of the liver and radial pulses after 
the onset of auricular fibrillation. There is but one wave now in the 
liver pulse during the cardiac cycle, the wave a having disappeared, 
and the presystolic murmur has also disappeared, and the rhythm 
Is irregular. (Compare with Fig. 13.) 




The Recognition of 
Auricular Fibrilla¬ 
tion by the Unaided 
Senses. 

The symptom by 
which the clinical 
observer can most 
readily recognise 
auricular fibrillation 
is the character of 
the pulse. The pulse 
rhytnm is usually 
irregular, and this 
irregularity is of a 
very disorderly kind 
15, also Figs. 5, 7, and 14). In this respect 
it differs from most other arrhythmias. These, as we 
have seen, possess distinctive characters of their own. 
Thus, the irregularity in the heart of the young is 
marked by the fact that variations in rate coincide 
with phases of respiration ; the intermittent pulse, 
due to extra-systoles, by the fact that the irregu¬ 
larity breaks in on an otherwise regular rhythm. 
In auricular fibrillation the length of the pauses 
between the beats is, as a rule, continually changing, 
the pauses between two succeeding beats seldom 
being of the same duration ; moreover, succeeding 
beats are rarely of the same strength. The character 
IW of these phenomena will be made clear by the 
radial tracings in Fig. 15. These tracings were 
taken from five patients. 
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Fio. 15.—Tracings of the radial pulse, showing the disorderly 
irregularity characteristic of auricular fibrillation from five 
different patients. 


Murmurs of Mitral Stenosis in Auricular 
Fibrillation . 

I have already stated that, with the onset of 
auricular fibrillation, all evidences of auricular 
systole disappear. Thus in a patient with mitral 
stenosis, whose condition has been revealed by 
the presence of a presystolic murmur alone, or 
by a presystolic murmur accompanied by a 
diastolic murmur, auricular fibrillation causes 
the presystolic murmur to disappear. The 
diastolic murmur remains, for the reasons 
already given. When the heart is beating 
rapidly the diastolic murmur may fill up the 
interval between the second and first sounds, 
and physicians are then apt to assume that it is 

E resystolic in type. If, however, the heart 
e auscultated during one of the long pauses 
which frequently occur, or after the rate has 
decreased—for example, owing to the adminis¬ 
tration of digitalis—the murmur will be 
found to follow the second sound, and there 
will be noted an appreciable silence before the 
first sound occurring at the exact moment at 
which the presystolic murmur was wont to be 
heard (see Figs. 0 and 7). This is a feature 
which even experienced clinicians seldom detect 
unless they specially seek for it. 
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Bearing of Auricular Fibrillation on Pregnancy . 

My experience of pregnancy in women with 
auricular fibrillation is limited to half a dozen cases. 
This may seem a small number, yet if it be considered 
that these cases occurred at a time when I had a 
midwifery practice of 40 or 50 confinements a 
year, it will be seen that altogether 
there must be a considerable number. 

All my cases gave a history of rheu¬ 
matic fever; all had mitral stenosis. 

In each case the advance of pregnancy 
was accompanied by increasing signs of 
heart failure—limitation of effort and 
oedema of the lungs as already de¬ 
scribed. In all but one, premature labour 
set in between the sixth and seventh 
months. All lived through the confinement, but 
none ever recovered the same degree of health as 
was enjoyed before the pregnancy. I actually saw 
none patient in two pregnancies. She made a fair 
recovery. In the others heart failure increased 
gradually till they died within two years of the 
pregnancy. 

Judging by my own experience, I believe that 
though pregnancy does not produce an immediately 
fatal heart failure, it so weakens the organ that it 
hastens the fatal issue. In saying this, I recognise 
that my experience is limited. At the time at which 
five of these cases were under my care I hai not 
recognised the 
nature of auricular 
fibrillation, nor had 
I learned how to 
give digitalis in this 
condition. In the 
one case which 
occurred after I had 
acquired this know¬ 
ledge, I think I 
was able to help. 

The matter, how¬ 
ever, requires far 
more investigation 
than I have been 
able to undertake, 
others, fortified by 


that her heart is 44 running away ” at a great rate. 
This is accompanied by a sense of prostration. The 

? >aroxysm may last for a few minutes or a few hours. 

t subsides suddenly. A sudden onset and a sudden 
offset—the latter being followed by one or two 
forcible beats—are thus distinguishing features. 

This form of paroxysmal tachycardia may occur 



Fio. 16.—Simultaneous tracings of the jugular and radial pulses, 
jugular pulse u of the auricular form. 


The 




Fig. 17.—Simultaneous tracings of the jugular and radial pulses during 
irregular action of the heart. The auricle preserves its rhythm, there being 
a larger wave (a') during the pause in the radial pulse. At this time there 
is a premature contraction of the ventricle, so that the auricular and 
ventricular contractions occur at the same time, and the contents of 
the auricle, not being able to enter the ventricle, are thrust back into the 
jugular, causing the larger wave o'. 


I leave it here, trusting that 
the knowledge now available, 
will carry out a more thorough inquiry. 

In the meantime I would lay it down that auricular 
fibrillation is a bar to pregnancy. Should pregnancy 
have occurred, careful observation of the patient 
must be maintained. If the pulse rate exceeds 80 
when at rest, digitalis should be given and continued 
until the rate falls to between 00 and 70 per minute. 
If oedema of the lungs, orthopnoea, or enlarged liver 
supervenes, the pregnancy should be terminated 
forthwith. 

J* 


with different types of heart trouble. Its significance 
in pregnancy should, therefore, be considered in 
relation to the presence or absence of disease. When 
there are no signs of disease, and the patient is well 
and strong between the attacks, the condition is not 
one of much importance. This is likely to be the 
state of affairs in young subjects. In the elderly, 
beyond the child-bearing age, the arrhythmia is often 
associated with disease of the myocardium, and may 
then be of serious significance. We may note, 
however, that paroxysmal tachycardia is not infre¬ 
quently associated with mitral stenosis in quite young 
people. In such cases the physician should take 

into consideration 
what I have said 
in connexion with 
that form of disease. 
The presence of 
auricular flutter 
naturally adds to 
the gravity of the 
condition. 

I have had no 
experience of this 
abnormal rhythm 
as a complication 
of pregnancy. The 
opinion I have given 
heart failure in con- 
in a large number of 





Rad, 

Fig. 


17. 


Fig. 18.—Shows the same thing 
Paroxysmal Tachycardia . 

There are other abnormal rhythms which may 
have to be considered in relation to the pregnant 
state. The most common of these is a condition 
allied to auricular fibrillation and known as auricular 
flutter. In this condition the auricle does not con¬ 
tract in the usual manner, but beats ineffectively 
at. a very rapid rate—usually about 300 times a 
minute. The ventricle does not, as a rule, respond 
to every beat of the auricle ; it often responds only 
to every second beat, and sometimes to a varying 
number of beats, so that the pulse is slow and 
irregular. 

The condition usually arises in paroxysms. The 
patient is conscious of a sensation which suggests 


is the result of the study of 
nexion with auricular flutter 
cases, some of which I have watched for many years. 

Description of a Case of Abnormal Heart Action 
with Pregnancy . 

I have had one case of another and rarer form of 
abnormal rhythm. This woman went through her 
| pregnancy unscathed. It is partly on the infer¬ 
ences which I drew from her that I formed the views 
11 have just stated. 

> The woman (aged 35) was pregnant with 
her first child. For several years pre¬ 
viously she had suffered at times from 
breathlessness and irregular action of 
the heart. During the few weeks in 
she was under my care (at the 
month of pregnancy) the pulse 
usually irregular—the degree of 
irregularity varying very much. When 
the heart was irregular the venous 
pulse was always large, while w-hen 
the heart was regular it was barely perceptible, 
so much so that it was with difficulty that 1 
could get a tracing of it (Fig. 16). Figs. 17 
and 18 show the different characters of the irregu¬ 
larity. In Fig. 17 there are long pauses in the radial 
pulse (x x x ). During these the auricular wave a' 
becomes large, an evidence that at this time the 
auricle and ventricle contracted together. The 
ventricle, however, was in systole (an extra-systole), 
and so the contents of the auricle could not be sent 
into the ventricle. They were therefore throwm back 
into the jugular vein. Hence the large wave o'. 
The extra-systole does not appear in the radial 
pulse. It is a premature contraction of the ventricle 
(a ventricular extra-systole). This was so small 
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that it did not send any wave into the radial artery, j The condition, in short, is not due to disease of the 
Occasionally this heart would break into a series ! heart—though it may be associated with disease, 
of rapid beats as shown in Figs. 19, 20, and 21. Thus as, for example, mitral stenosis. It is due to some 
there was produced a form of tachycardia whose agent which increases the excitability of the whole 
origin is of the same nature as that of the premature j nervous mechanism of the heart. Pregnancy can 
ventricular beats in Figs. 17 and 18. I did not j safely be undertaken by these people. It often does 
attend this patient in confinement, but I heard that | them a great deal of good, 
she passed through it without trouble; 
some years after I heard that she was 
quite well. 

The Neurotic Heart. 

By this term I refer to a very distinct 
type of heart affection in which the 
symptoms are due mainly to disturb¬ 
ances of sensation. The patients com¬ 
plain of pain in the left chest, usually 
under the breast. The pain is of a 



Fig. 19.—Shows a number of normal beats, with the usual waves, a, c , r, 
in the Jugular, and a series of abnormal beats, small and rapid, with 
the waves v in the jugular. These abnormal beats are due to a series 
of independent ventricular contractions. 


dull aching cliaracer, accompanied sometimes by j 
“ stabs.” The aching varies in severity, slowly | 
increasing and decreasing. It may last for hours ; i 
or, again, the patient may be conscious of it for j 
days. It is not usually immediately aggravated by 
effort; but it may appear some hours afterwards, 
or, if present before, may become worse when effort 
is undertaken. Only occasionally is it provoked to 
a severe degree by effort. Attacks of great severity 
resembling attacks of angina pectoris sometimes i 
arise. In these instances doctors may alarm their 
patients and their patients’ friends by telling them 
that the condition is in fact angina pectoris. 

It should be recognised further that these attacks 


Conditions Predisposing to the Neurotic Heart . 

There are three conditions which induce this form 
of cardiac weakness: (1) toxic states; (2) over¬ 
work ; (3) sexual disturbances. 

Toxic States .—The source of poisoning is most 
frequently an intestinal trouble. In every case of 
this sort a careful inquiry should be made into the 
condition of the digestive organs. The abdomen 
should be examined for signs of cutaneous hyper¬ 
esthesia and muscular rigidity. The presence of 
these latter is a sure indication of some old-standing 
trouble in this region. Appendicitis, gastric ulcer, 
adhesions around the caecum or gall-bladder, and 


of pain may come 
on with great 
severity in the 
absence of any 
apparent provoking 
cause. 
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Site of Pain and 
Associated Phe¬ 
nomena. 

The distribution 


Fig. 20.—Shows two normal beats In the centre, all tho rest are inde¬ 
pendent ventrioular beats. 


intestinal stasis, are 
among the most 
common conditions 
found. Sometimes 
the source of infec¬ 
tion may be an 
abscess in some 
other part of the 
body, as, for 
example, 'in the 
antrum or at the 


of the pain, while 


roots of the teeth. 


mainly confined to the left chest-, may extend also Overwork .—Women who have too long hours of 
into the arms and up the side of the neck. The labour, with little sleep, are apt to develop nervous 
attacks are often preceded or followed by a hearts. The long nursing with disturbed nights of 
sense of chilliness, or cold. They are frequently an ailing parent, husband, or child by a woman who 
accompaniedby shivering resembling a rigor. There has to do her housework or earn her living 
is usually present hyperalgesia of the skin and is an illustration in point. Any form of fatiguing 
deeper tissues of the chest wall. This can be elicited work with mental worry is apt to induce the 
by lightly pinching or pressing the left breast. In condition. 

a less degree the right breast is also tender to Sexual disturbances. —When no apparent cause 
pressure. The aching of the breast and its tender- which would account for the condition can be found, 
ness may lead the patient to think that there is inquiry should be made into the sexual functions, 
some disease in this region. For it is a fact that this type of heart is apt to be 
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engendered in otherwise healthy young 
women who are married to impotent 
men or men who are only capable at 
long intervals. 

One of the most extreme cases of 
this type which I have seen was a 
woman of 26, who had been married 


Fig. 21.—Shows only one normal heat (E). 

These patients are liable to attacks of palpitation ; 
and the heart’s rate is sometimes unduly increased 
in response to effort or excitement. 

When asked what sensations stop them while 
walking on the level, they usually reply: “A 
feeling of exhaustion, with a desire to sit or lie 
down.” 

Relation of the Neurotic Heart to Physical Signs. 

The phenomena described above occur frequently 
in women; and the hearts of these women 
show, as a rule, no abnormal physical sign. In 
some, however, a systolic murmur may be detected, 
or an irregularity of the respiratory type or extra- 
svstoles. The size of the heart may be slightly 
increased. 

Those abnormal signs do not in any sense add to 
the gravity of the state ; they are merely incidental. 


for two years to an impotent 
old man. Another case was a young woman who 
had had no intercourse with her husband, with 
whom she slept, because her doctor, a maiden lady 
of mature years, had warned her that this would 
be dangerous on account of her weak heart. 
Complete recovery followed the assumption of 
normal relations with her husband, and pregnancy 
followed. 

The neurotic heart is also frequent among 
women, whether married or not, who indulge in 
masturbation. The worst case I have seen was 
a pretty young Jewess, whom I examined some 
weeks after the birth of her first baby. Not only 
were there present the signs of neurotic heart 
already described, but the heart rate was per¬ 
sistently increased to 130-150 beats per minute. 
She confessed to indulging in the habit six or eight 
times a day. 
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While dealing with this subject I may refer to 
another matter which bears a relation to it—the 
danger, or supposed danger, of coitus to women 
with damaged hearts. The domestic happiness of- 
married couples is often marred by the injudicious 
advice of doctors who have, on account of fears as j 
to the hearts of patients, forbidden intercourse. I 
have just cited an instance of the unwisdom of this ! 
advice ; I have found it given so frequently that I i 
wish to state that I know of no heart condition which I 
should act as a deterrent when the woman feels 
competent. It is a matter for the woman, and 
not the doctor, to decide. If she finds that it 
comforts her, as it often does, and if she experi¬ 
ences afterwards nothing but a passing exhaustion, 
there is no ground for objection, however affected 
her heart may be. 

Con genital Defects of the Heart and 
Pregnancy. 

I have not had much experience of the complica¬ 
tions of[pregnancy by congenital defects of the 
heart. The opinions which I express, therefore, 
are based only on a knowledge of general principles. 

I would suggest that in doubtful cases doctors should 
be guided by a recognition of the state of the heart’s 
efficiency. When the organ is enlarged, or when 
there is cyanosis or clubbing of the fingers, the 
response to effort will be so limited that it will readily 
be seen that pregnancy Is a danger and should be 
avoided. When, on the other hand, the heart is 
normal in size, or only slightly enlarged, the response 
to effort good, and no cyanosis present, then, not¬ 
withstanding any physical sign—such as a murmur— 
which may be found, marriage and pregnancy can 
be allowed. 

Types of Congenital Murmurs . 

There are two congenital murmurs which stand 
out prominently. The first, and most common, is a 
loud, roqgh, systolic murmur, heard all over the 
heart, the area of maximal intensity of which it is 
difficult to determine. I do not know for certain 
where this murmur arises, though I lean to the view 
that it has its source in a small communication between 
the ventricles. I have met it so frequently in the 
young, and so rarely in the adult, that I suspect 
that it disappears with growth. I have, how¬ 
ever, never been able to follow my cases long 
enough to see. 

Patent Ductus Arteriosus . 

The other murmur is due to a patent ductus 
arteriosus. It is a remarkable murmur, and when 
once recognised can always be identified easily. 
The tube connecting the aorta and pulmonary artery 
remains in these cases patent after birth. The 
pressure in the aorta being higher than that in the 
pulmonary artery, the blood passes through during 
the whole of the cardiac cycle and produces a 
continuous murmur, which is loudest at the 
beginning of systole, and which diminishes in loud¬ 
ness during diastole. It is always accompanied 
by a thrill over the second and third ribs on 
the left side. At this place the murmur is 
loudest. 

I have only seen one case of patent ductus arteriosus 
in a pregnant woman. In this instance I was called 
into consultation to decide whether the pregnancy 
should be allowed to proceed and whether the patient 
should take chloroform. I had no hesitation in 
recommending that the pregnancy should be allowed 
to go to full term, and that chloroform should be 
freely given. The woman came through her con¬ 
finement, and through a subsequent one, with no 
unfavourable incident. 

I have seen a considerable number of cases of 
patent ductus arteriosus in the young, but only 
three or four in persons over 20 years of age. 

I have not been able to follow up my cases ; but it 
occurs to me that this condition also may disappear 
in adult life. 


The Management of Cases of Pregnancy with 
Heart Disease. 

With an Efficient Heart . 

The first duty of the physician is to decide whether 
or not there is Any reason to expect heart failure if 
pregnancy occurs. The presence of abnormal signs 
gives no indication of the functional efficiency of 
the heart. That must always be estimated on the 
lines laid down above. If the functional efficiency 
is not impaired to an extent greater than that occur¬ 
ring in a normal pregnancy, no steps need be taken 
and no anxiety felt. 

When, however, a woman with undoubted heart 
disease, such as mitral stenosis, does become pregnant 
the pregnancy should be allowed to continue only 
so long as no marked signs of heart failure are present. 
Such exercise as can be undertaken in perfect com¬ 
fort may be permitted. But any distress, particu¬ 
larly breathlessness, is an indication that effort must 
cease. 

With an Inefficient Heart . 

The patient should be examined weekly for signs 
of heart failure, particularly for signs of OBdema of 
the lungs as already described. If crepitations at 
the bases of the lungs appear, persist, and tend to 
increase, they may be taken as evidences of the onset 
of heart failure. There will also, in such cases, be 
present a great limitation of the field of response 
to effort—-breathlessness being induced on slight 
exertion. The patient should be confined to bed or 
couch, and her activities reduced to a minimum. She 
should be encouraged to sit up or lie propped up in 
bed, since lying down, by restraining the movements 
of the ribs, tends to hamper the circulation in the 
bases of the lungs. At times, during the day, she 
should be made to breathe deeply, in order to assist 
the right heart in expediting the flow through the 
lungs. 

Management of the Labour . 

If heart failure is kept in check the pregnancy 
can be allowed to go to lull time. If often happens 
that labour sets in, in these cases, about the seventh 
month ; so that, as a rule, the birth is accomplished 
with little stress on the heart. It was my custom 
to give chloroform at an early stage of labour—light 
anaesthesia at first. My object was to restrain the 
“ bearing down,” which taxes the heart heavily. 
When the labour had advanced so far as to justify 
the use of forceps I pushed the chloroform to complete 
anaesthesia and delivered. In this way the straining 
of the last stage was avoided. 

I gave chloroform freely to my midwifery cases, 
and never had any trouble. It is possible that 
“ twilight sleep ” may be better than chloroform, 
but I have no experience of it. 

Indications for Shortening the Pregnancy . 

When the heart failure is so extreme as to threaten 
life, intervention is necessary. Premature labour or 
miscarraige should then be induced. 

Those patients in whom I induced miscarriage in 
the third or fifth month suffered from mitral stenosis. 
I had attended them in previous confinements which 
they had come through with difficulty—the heart 
failure being so extreme that it was manifest that 
another pregnancy would probably prove fatal. 
In nearly all my cases of mitral stenosis which carried 
to the later months premature labour set in spon¬ 
taneously. 

Medicinal Treatment. 

Medicinal treatment by drugs of the digitalis 
group is not satisfactory unless auricular fibrilla¬ 
tion is present. I have rarely found any benefit 
from these drugs in heart failure in mitral stenosis, 
so long as the rhythm remained normal. If the rate 
of the heart is much increased, however, digitalis 
may be given a trial, for sometimes it does slow the 
heart when the rhythm is normal. It is in auricular 
fibrillation that the good effects of the drug are 
obtained. Here heart failure is nearly always 
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associated with a rapid rate, many of the beats being 
ineffective. Digitalis slows the heart, and the 
individual beats become strong and effective. The 
circulation is thus at once greatiy Improved. When 
the heart responds to digitalis, and the rate falls to 
70 or 60, the drug should be suspended, and only 
resumed when the rate begins to increase. The 
quantity sufficient to keep the rate about 70 should 
be determined by giving and withholding the drug 
during a period of a few weeks. Thereafter the 
patient should continue for the rest of her life to 
take that quantity which keeps her heart beating 
at a moderate rate. 

I have found the tincture of digitalis so satis* 
factory that I rarely recommend any other form. 
The dose should be fifteen drops four times a day, 
and the effect should be looked for on the fourth 
to the seventh day. The symptoms of overdose 
are nausea or vomiting, or diarrhoea, or a tight 
feeling of distress across the chest or a great fall 
in the rate. When any of these symptoms appear 
the drug should be stopped at once. It should be 
cautiously resumed when they disappear. In this way 
digitalis can be given without fear of untoward 
result. 

General Management . 

It is needless to dwell upon the general manage* 
ment of such cases. Patients must, of course, avoid 
conditions which throw a strain upon the heart— 
as, for example, mental worry, straining at stool, 
and digestive troubles. In regard to digestion, 
flatulence is often a distressing complication. It can 
best be avoided by taking meals in a dry state so as 
to compel thorough mastication. Meals should also 
be small in quantity and frequent. 

Sleep must be obtained during the pregnancy. 
If it does not come naturally, then the milder hypno¬ 
tics should be given, beginning with the bromides. 
If these fail, some of the tar products should be tried. 
If, in spite of these, sleeplessness persists, chloral 
or opium, or one of its derivatives, may be cautiously 
administered. 

Summary. 

As the danger attending pregnancy in women with 
heart disease is the occurrence of heart failure, the 
hysician must keep clearly before him the symptoms 
y which this can be recognised. 

The absence of a clear conception of the nature 
of these symptoms has too often led to a misunder¬ 
standing of their significance. No sign manifested 
by the heart itself gives information as to the func¬ 
tional efficiency of the organ, and consequently the 
signs of heart failure must be looked for in other 
directions and more especially in those structures 
whose blood-supply is likely to be reduced by the 
weakening of the circulation. 

Extreme heart failure is shown by such signs 
as dropsy, enlargement of the liver, oedema of the 
bases of the lungs, or cyanosis. 

Early heart failure may be revealed by no sign 
when the body is at rest, and may only be discovered 
by distress evoked when some effort is made which 
the patient was wont formerly to perform in 
comfort. 

The signs of distress, so far as women in the child¬ 
bearing period are concerned, are breathlessness and 
palpitation. Pain on effort may be present in certain 
cases of mitral stenosis and aortic disease; but, as 
a rule, the pain of grave heart failure is a sign which 
occurs much later in life. 

From this it follows that no single sign shown by 
the heart itself, however abnormal it may seem, 
should be a bar to pregnancy. 

Systolic murmurs, no matter in which area they 
are loudest, should never be a cause of anxiety in 
pregnancy. If they occur in hearts which show no 
other abnormal sign, and if the patient’s response 
to effort is good, they should be ignored. If they 
are associated with other signs of heart disease, 
the prognosis should be based on these other signs 
and not on the systolic murmurs. 


The same rule applies to the irregular actions of 
the heart due to respiratory arrhythmia and extra- 
systoles. 

In women with easily excitable hearts, who suffer 
at times from pain of varying degrees of severity (the 
neurotic heart or the toxic heart ), when the organ is 
normal in size, or only slightly enlarged, the heart 
trouble constitutes no bar to pregnancy. This 
applies whether systolic murmurs are present or not. 

The form of heart disease which gives most occasion 
for anxiety in pregnant women is mitral stenosis. 
This usually has followed an attack of rheumatic 
fever. In such cases great care must be taken to 
differentiate between dangerous and not dangerous 
forms of the malady. The latter include instances 
in which the cicatrising process, which produces 
the stenosis, is stationary or is only progressing 
slowly. Such slow progress is shown by the character 
of the murmur. If there is present ten or fifteen 
years after the causative attack of rheumatic fever 
only a presystolic murmur, and if the heart’s size 
is normal, its rate regular, and the response of the 
patient to effort, good, then pregnancy may be 
undertaken with fair prospect of safety. 

If, on the other hand, there is present, within 
a few years of the causative attack of rheumatic 
fever, a diastolic murmur as well as a presystolic, 
there will be danger. This will be particularly 
the case when there is evidence also of the heart 
muscle being damaged—i.e., enlargement of the 
organ and much distress on effort. When in addition 
to the mitral stenosis there is fibrillation of the 
auricle, pregnancy should be forbidden. If preg¬ 
nane v has taken place, then the case should be 
watched ; and if grave signs of heart failure occur, 
the pregnancy should be terminated. 

In cases of aortic regurgitation, if the heart is 
normal in size and the response to effort is good, 
regnancy may be undertaken. If, on the other 
and, the ventricle is much hypertrophied, and 
there is a marked “ Corrigan ” pulse, the probability 
is that the heart will be so permanently impaired 
that it will cripple the patient severely if she gets 
over her confinement. 


THE EPIDEMIOLOGY OF MEASLES 
IN A RURAL AND RESIDENTIAL 
AREA.* 

By RALPH M. F. PICKEN, M.B., Ch.B., 
B.Sc. Gla8G., D.P.H. Came., 

ASSISTANT MEDICAL OFFICER, PUBLIC HEALTH DEPARTMENT. 

GLASGOW. 

Since February, 1902, measles has been com¬ 
pulsorily notifiable in the landward portion of 
Renfrewshire. This area is administered by one 
medical officer of health, working in two districts, 
first and second. The first district is largely suburban, 
residential and industrial, with rapidly increasing 
population, while the second district is mainly rural 
and the population has increased slowly. The 
circumstances have therefore been fairly suitable for 
studying not only the influence of notification and 
administrative measures on measles under different 
conditions of environment, but also any features of 
the epidemiology of measles which may be peculiar 
to populations of low density. The period of 20 
years, 1893 to 1912, has been selected for this purpose, 
and the writer is indebted to Dr. A. Campbell Munro, 
consulting county medical officer, for access to the 
records of these years and for guidance in their 
compilation. 

It may be said at the outset that measles has been 
seriously regarded in Renfrewshire. Notification has 
not been an end in itself, but only the beginning of 
concerted preventive measures and propaganda 

* Being the substance of a paper read before the Epidemio¬ 
logical Section of the Royal Society of Medicine on Feb. 25th, 
1921. 
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aiming at control of the disease. The writer is 
satisfied, from an intimate knowledge of the adminis¬ 
tration in Renfrewshire, that every practicable means 
of controlling measles recognised during the period 
under review was applied wholeheartedly. 

In a previous paper 1 an effort has been made, 
with limited success, to demonstrate the effect of 
notification in Renfrewshire, by comparing the 
deaths from measles there and in adjoining administra¬ 
tive areas. So far as they went the figures quoted 
indicated that notification was an advantage ; but 
the absence of the data which notification affords is 
an obstacle to any accurate comparison of the 
behaviour of measles in an area where it is not in 
force with one in which it is. In the course of the 
present inquiry any internal evidence for or against 
the value of notification has been sought. The main 
purpose, however, is to put on record the observed 
facts of the incidence and fatality of measles in an 
area of this character. No detailed information 
from a county area appears to be available in 
medical or epidemiological literature and the 
importance of obtaining it justifies notification, 
from the scientific point of view, even if no other 
benefit can be proved. 

Periodicity . 

If the monthly incidence of measles is traced in 
Renfrewshire throughout the years since 1891, the 
long and short waves, now recognised as character¬ 
istic features of the disease, are clearly seen. The 
long wave seems to have a period of about 20 
years, although the duration of the observations is 
not sufficient to make this certain. The biennial 
period is very pronounced at the summit of the long 
wave, but tends to be lost in its trough. The usual 
spring-summer incidence occurs. The form of the 
waves fits fairly well Brownlee’s theory of recurrent 
vitality of the virus at intervals of nearly, but not 
quite, two years.* 

The practical point, however, is that there is fair 
correspondence between the behaviour of measles in 
the two districts and in the adjacent city of Glasgow. 
There is therefore fair ground for assuming that a 
common strain or strains of measles virus inhabit 
these areas and that further comparison of the 
statistics of measles between them is permissible. 

Death-Rate 8. 

In Table I. the mean death-rates from measles in 
certain periods of ten years are shown. The mean 
death-rate from measles in Renfrewshire has not 


Table I. —Mean Annual Death-Rates from Measles 
per JO00 of the Population in Certain Decennia . 


—■ 

District I. 

District II. 

County. 

1881 1890 .. | 

0-20 1 

0*20 | 

0-24 

1893-1902 

0-27 

0-21 

0-25 

19031912 

019 

010 

016 


been high in any of these periods, and it is also 
apparent that notification was not followed imme¬ 
diately by any decline. But the marked fall in both 
districts during the last ten years is striking in view 
of the fact that several years of this period were 
included in the summit of a long wave when a high 
death-rate might have been expected. It remains 
to be seen whether this decline is attributable to 
change of incidence or of fatality. 

Case-1 ncidence. 

The mean case-rates in two periods of ten years 
during which notification was m vogue are shown 
in Table II. The case-rate has declined in both 
districts, but to a much less extent than the death- 
rate has fallen. The latter decline is therefore not 
explained by the former. The fact, however, that 
the case-rate has fallen at all is significant in view 


of the fact, already mentioned, that the second 
period was exceptionally favourable to high incidence. 


Table II. —Mean Annual Incidence of Measles 
per 1000 of the Population . 


_ ! 

District I. 

| District II. 

County. 

1893-1902 


22 13 

I 18-68 

20-73 

1903-1912 


20-24 

! 17-04 

i 

19-21 

1893-1912 

•• 

20-99 

| 17-83 

19-87 


It would seem to be fair to give at least some of the 
credit to notification and preventive measures. 


Fatality. 

For the same periods of years the mean case 
mortalities are shown in Table III. A marked 


Table III.— Mean Fatality per 100 Cases . 


— 

District I. 

District II. 

County. 

1893-1902 

1-23 

1 14 

1-20 

1903-1912 

0-92 

0-60 

0-83 

1893-1912 


0-88 

0-99 

•• • 


0-21 

0-12 


decline in fatality has occurred which appears to be 
of real significance so far as errors of chance are 
concerned and which accounts for the difference 
between the fall of the death-rate and of the case- 
rate. There may have been some failure of notifica¬ 
tion in the earlier years which would have the effect 
of exaggerating the difference of fatality and of 
diminishing the difference in the case-rates. In 
the opinion of the writer, this fallacy is not great in 
the Renfrewshire figures and the main feature of 
the period of notification, preventive measures, and 
propaganda has been great diminution of the fatality 
of measles. 

It will be observed that the fatality of measles is 
lower in the rural second district than in the first, 
which is more densely populated. The comparison 
may be carried beyond the county, as In Table IV. 

Table IV.— Fatality per 100 Cases of Measles 
in Several Districts . 


Urban District, 1892-4“. 61 

* Glasgow, 1908*. 5 1 

Edinburgh, 1880-1901 3-5 

Aberdeen, 1883-1902*. 3-3 

American States, 1914* .. .. .. 1*7 

Willesdcn* 1*3 

Renfrewshire, 1893-1912.. .. .. 1-0 


Roughly, the fatality falls as the density of population 
dimini shes. Many factors have to be considered 
such as age-distribution of the population, social 
status, higher resistance to disease of the rural child, 
immunity from complications and varying efficiency 
of administration, and some of these will be dealt 
with later. But some other explanation seems to 
be required to account for the variation of fatality 
not only between town and county but also of 
excessive fatality in isolated, epidemics occurring in 
institutions, in armies and in 44 unsalted ” popula¬ 
tions many of which are recorded in literature. 

As illustration, reference may be made to the 
behaviour of measles among the soldiers of the 
Highland Division at Bedford in 1914-15, a chart 
of which has been kindly lent .to the writer by 
Colonel Dewar. There is no evidence that measles 
was more than usually fatal to the civilian population 
at that time, but its mortality among these susceptible 
Highland soldiers was 12*4 per cent. The first cases 
were infected from civilians and the fatality in 
October (8 cases) and November (79 cases) was nil 
and 2*53 per cent, respectively. Later, however, 
when other soldiers were infected from these men 
the fatality rose to 13*82 per cent, in December and 
15*02 per cent, in January. It is not sufficient to 
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-Bay that the “ unsalted ” character of this Highland 
^population was the cause of the excessive fatality ; 
rthat is not the experience among similar immigrants 
dn Glasgow infected at random from the general 
population. Unhygienic conditions for the patients 
probably did exist but not more so in the later stages. 

It is suggested that the explanation tentatively 
-given by Whitelegge 8 is the correct one—-viz., that 
the virus of measles is intensified under circumstances 
which favour rapid transmission from person to 
person in a highly susceptible population. As the 
opportunity for rapid transmission is clearly greater 
in cities and towns than in rural districts, the 
difference of fatality in such areas may also be due 
tto this cause. 

Incidence and Fatality According to Age. 

dt has been shown that the fatality of measles, 
irrespective of age, has been higher in certain urban 
areas than in ;the county of Renfrew. This might 
be due partly ito a difference in age-incidence. The 
point is illustrated in Table V. If these readings are 


Table V. —Mean Annual Case-Bates per 1000 
of the Population Living at Several Ages . 



A«©. 


Renfrew¬ 

shire. 

Aberdeen. 

Glasgow 

(1908). 

-1 



4.1 

44 

73 

-2 



SI 

86 

14S 

-3 



04 

86 

174 

-4 



06 

79 

166 

-5 



90 

75 

165 

5-10 



76 

49 

} 49 

10-15 



13 

• 4 

15 and over 


10 

0 0 

0-6 


charted the contrast between incidence in town and 
county is well brought out. In the county the age 
of attack is delayed. Expressed otherwise, the 
proportion of all cases of measles which occurred at 
ages under 3 years (the most fatal) was 24*75 
per cent, in Renfrewshire, 33*32 per cent, in Aberdeen, 
and 34*50 per cent, in Glasgow. This, however, 
explains only partly the difference in fatality already 
■discussed. 

It should be noted that in Renfrewshire, as in 
Aberdeen, there is a sudden excess of incidence in 
the sixth and seventh years of life—i.e., at the age 
of entering school. This indicates the effect of 
schools in exposing susceptible children to measles 
and justifies the attention given to this mode of 
transmission in Renfrewshire, where closure of infant 
classes has been regularly applied whenever depart¬ 
mental inquiries have shown that such classes were 
likely to have been infected. 

If such methods were successful they should in 
■course of time delay the age-incidence of measles. 
Table VI. has been prepared to test the result in 


Table VI. — Mean Annual Case-Rates per 1000 
at Several Ages in Separate Decennia. 


Age. 

District I.* 

District II. 

1893-1902. 

1903-1912. 

1893-1902. 

1903-1912. 

-1. 

50 

53 

35 

39 

-2. 

85 

101 

84 

71 

-3 .. 

103 

105 

88 

78 

-4 . . 

101 

108 

91 

84 

—5 .. 

106 

114 

91 

86 

5-10 

86 

81 

70 

65 

10-15 . . 

13 

11 

15 

17 

15-20 . 

3 

2 

5 

3 

20 and over .. 

1 

i 

1 

1 


the two areas of Renfrewshire. In the first place, 
this table shows that the more rural district nas a 
lower incidence at all ages under 10 years but higher 
-above that age. In this district, too, there has been 
a decline in the case-rate at ages under 10 in 
the second decennium and a slight transference to 
-the age period 10-15. In the first district, however 


exactly the opposite movement has occurred, the 
younger children being more heavily attacked. The 
contrast may be expressed briefly in terms of the 
mean age of all cases under 20 years of age. In 
the first district the mean age fell from 5*35 years 
in 1893-1902 to 5*16 years in 1903-1912, while the 
corresponding figures for the second district were 
5*94 and 6*09. The conclusion may be drawn, 
therefore, that in this important respect the efforts 
of the Health Department have failed in the first 
district but have had some success in the second. 
The further inference can be drawn that the greatly 
reduced fatality in Renfrewshire has not been mainly 
due to more favourable age-incidence of the disease 
in. the second ten years. 

The fatality of measles at various ages of life in 
different places is shown in Table VII. The general 


Table VII.— Fatality per 100 Cases at 
Several Ages . 


Age. 

Renfrew* 

shire. 

Aberdeen. 

Glasgow. 

Willesden. 

-1 .. 

4-3 

13-9 

16*2 

2*8 

. «> 

4-6 

100 

18-5 

50 

-:! .. 

14 

3-4 

5*3 

30 

-4 . . 

0-5 

1-6 

25 

1-5 

-5 

0-2 

0-9 

1*3 

0-2 

5 and over 

0-2 

0-5 

0*7 

0*3 


trend is similar in the four places, but at each age 
fatality in the county is much lower than in the 
large cities, and is approached only by that in 
Willesden. It is evident that whatever influences 
in the less densely populated areas conduce to low 
fatality are exerted equally at each age of life, and 
the comparatively low mortality in Renfrewshire is 
not entirely, or even mainly, explained by favourable 
age-distribution of the cases. 

Influence of Social Condition. 

For want of a better measure of social condition 
the size of house occupied has been adopted as in 
other similar inquiries. 4 5 So far as incidence of 
the disease is concerned the population in small 
houses is most heavily attacked. For instance, for 
the years 1910, 1911, and 1912, the rates per 1000 
of the population were 28 in one-apartment houses, 
36 in two-apartment, 19 in three-apartment, and 
13 in houses over this size. The records of Glasgow, 
which are similar, show that the difference is not 
entirely due to the larger population at susceptible 
ages in small houses, but similar census information 
is not available to confirm this in Renfrewshire. 

That fatality is also connected with size of house 
is shown in Table VIII. The fatality falls consistently 


Table VIII.— Fatality per 100 Cases in Houses 
of Various Sizes. 


Size of house. 

Renfrewshire. 

Aberdeen. 

| Glasgow. 

1 apartment 

1 85 

6-8 

9 2 

2 apartments 

1-24 

3*0 

4-6 

3 apartments 

4 apartments and 

0*69 

1-8 

2*5 

over .. .. j 

0-31 

0*9 

1*5 


as the size of house increases. In Scotland, however, 
the occupants of one- and of two-apartment houses 
belong practically to the same social grade, and it is 
probable that the heavier mortality in one-apartment 
houses is mainly due to the larger proportion of 
young children among the occupants. This view is 
strengthened by examination of the fatality-rates 
among children in Renfrewshire under 3 years of age, 
which are 3*7 per cent, in one-apartment, 3*7 per 
cent, in two-apartment, 2*5 per cent, in three-apart¬ 
ment, and 1*1 per cent, in larger houses. The general 
rule, however, holds good even at these ages that 
fatality diminishes as social station improves. 
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Table VIII. also completes the demonstration that 
Renfrewshire’s low fatality is not due to better 
social conditions of the patients, just as it has been 
shown not to depend on favourable age-distribution. 

The Administrative Control of Measles. 

Any measures for this purpose must have regard 
to the channels of infection. Children are infected 
in their homes or at school or at random. The 
fact is that most children of school age, especially 
in rural districts, are infected at school, and it is 
through the school that any measures to control 
measles have usually been applied. 

The effect in Renfrewshire of domiciliary and of 
extra-domiciliary infection on the age-distribution 
of cases is shown in Table IX. Whereas, only 34*6 


Table IX. — Age - Distribution of 19,567 Cases , 
Showing Primary Cases in Families Separately 
from Secondary Cases . 


Age in 
years. 

1 

Primary. 

Secon¬ 

dary. 

Age in 
years. 

1 

Primary. 

Secon¬ 

dary. 

-1 

334 

513 

-7 .. 

2058 

| 419 

-2 

738 

1029 

—s 

1505 

! 306 

-3 

900 

1168 

-9 

955 

300 

-4 

1017 

1161 

-10 

536 

, 212 

-6 

1180 

1086 

10 and 



-6 

1740 

691 

over .. 

1067 

642 




Total .. 

12,030 

7537 


per cent, of the pri nary cases are under 6 years 
of age, 65*9 per cent, of the secondary cases occur at 
these ages—i.e., before entering school, and the 
sudden aggravation of incidence among primary cases 
in the sixth and seventh years is further evidence 
of the influence of schools. 

This influence is also illustrated by Charts ] and 2. 
which show for two typical districts the course of 
a measles epidemic as it involves the school popula¬ 
tion and the children under school age. Chart 1 
shows the course of an epidemic as it affected primary 
cases among school children, other primary cases and 

Chart 1. 


tofbarslflif-Aevsles^ 



secondary cases in a relatively isolated village. Id 
the first three weeks most of the cases were primary 
cases of school age, while secondary cases formed the 
bulk of those sickening in the last four weeks. 
Primary cases under school age formed a small 
proportion at any time. The epidemic burned itself 
out in eight weeks. Only half the cases were infected 
outside of their homes, and less than one-third of 


these were under school age. This form of epidemic 
is characteristic of the incidence of measles in isolated 
villages. 

In the other epidemic (Chart 2) a populous area 
on the outskirts of Glasgow was involved. Sporadic 

Chart 2. 

IpUtaric T» a populous district shovtao Hr weekly 
torifrwr of pnbery oases of school o£. safer school 
o ft and seeoiodagy cases, 

-Mary of school o^e W 

55 -Map safer scM age 2IT 

a . 3eam*& M. 



t SiMV Hi 111 ■ 


cases were occurring until the infant class of a school 
was infected on March 4th, an outburst of school 
primary cases following a fortnight later. In another 
fortnight a crop' of secondary cases occurred and, 
coincidentlv, the incidence of primary cases under 
school age increased. The fall of school primary 
cases was delayed by infection of a second school and 
the curve of secondary cases followed more or less 
the same course ; but the primary cases under school 
age continued to occur in increasing numbers and 
formed the bulk of the latter half of the epidemic. 
More than two-thirds of the cases were primary and 
two-thirds of these were under school age. ' This- 
chart is typical of the course of measles in populous 
places. 

Clearly, it would be difficult to control an epidemic 
of the latter type by efforts directed at the school. 
Random infection plays too large a part. On the 
other hand, the epidemic traced in Chart 1 indicates 
that control through schools may be possible. Dr. 
Campbell Munro® and others have cited many 
instances in which they were satisfied that school, 
closure had been effective in practice, and the 
statistics as to mean age, &c., quoted above suggest 
that such measures have been of value in the second 
district of Renfrewshire, where small isolated com¬ 
munities predominate. The results in Renfrewshire, 
however, which probably represent the best that can 
be obtained by school closure, indicate only partial* 
success. In any case such measures can only 
indirectly protect the young children who constitute 
the bulk of the secondary cases and among whom 
the fatality is high. 

The method suggested by Brownlee 10 of transfer¬ 
ring exposed susceptible^chool children from homes 
where there are younger susceptible children aims, 
at a solution of this problem. It presents serious 
administrative difficulties and would probably fail 
in populous districts, but an area such as the second 
district of Renfrewshire would be a suitable field for 
an experimental trial of the method. 

Hospital treatment and home nursing can provide 
effectively for only a limited proportion of the cases, 
lying ill at any one time during an explosive epidemic. 
In any case such methods can have little or no effect 
on the incidence and it has not been proved that 
they diminish the fatality to a greater extent than, 
continuous propaganda as practised in Renfrewshire. 

Conclusions, 

1. Notification of measles has been justified in 
Renfrewshire, not only by the epidemiological 
information it has furnished, but also by its effect, 
on mortality from the disease.- 
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2. It has not materially affected the case-incidence 
in the more populous districts, but there is evidence 
that the rural districts have benefited also in this 
respect. 

3. Apart from any administrative measures, age- 
incidence, or social conditions, there are factors 
Tendering measles a much less fatal disease in rural 
than in urban areas. 
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THE NECESSITY OF 

NOTIFICATION OF MEASLES. 

By REGINALD DUDFIELD, O.B.E., M.A., M.B. 


With our present knowledge of measles the only 
uses to which we can put any information of the occur¬ 
rence of the disease are: (1) The segregation of 
.susceptible contacts—the “ O.M.’s ”—attending the 
public elementary schools ; and (2) the bringing into 
operation of any provision for the nursing of patients 
in their homes, made by the local authorities. I do 
not wish to absolutely exclude such ancillary procedure 
-as removal to hospital, but I doubt whether such 
removal should not be considered as part of the 
nursing scheme referred to above rather than as a 
method of preventing the spread of infection. I pass 
over the desirableness of having complete informa¬ 
tion of the prevalence of the disease for the study of 
it6 epidemiology, &c. 

It is customary to decry compulsory notification 
-of measles partly on the score of expense and partly 
because it is alleged that notification in the past has 
failed to yield any useful results. The experience in 
Aberdeen is the stock argument brought forward 
Against proposals to make the disease notifiable. 

No one will question the importance of early 
.Information of cases reaching the officers responsible 
for dealing with the disease. I use the phrase “ dealing 
with ” rather than “ controlling,” but I do not wish 
it to be understood that I regard the disease as beyond 
control. I feet fairly confident that some method of 
more or less complete control will ultimately be 
^evolved, but that question I do not propose to take 
up on this occasion. If compulsory notification be 
ruled out the only source of information on which 
Any reliance can be placed is that obtainable through 
the schools. I shall show that that channel is unsatis¬ 
factory for two reasons. 1 In the first place, the cases 
reported form only a fraction of the full total, and 
in the second, the interval which occurs between the 
onset of the disease and the forwarding of the report 
of the case, is, with the present machinery, so long 
that the success of segregation is jeopardised and the 
efficiency of any provision of nursing seriously im¬ 
paired. As regards segregation, I am assuming that 
it must be put into operation at the latest eight days 
after the onset of original case, or, having regard to 
the uncertainty of the first day of infectivity, four 
days after the appearance of the rash. As to nursing, 
I think that any delay may be dangerous, but for 

* There is one incurable defect associated with a system based 
•on school reports. I refer to the Intervention of the holidays, 
when naturally, all such reports cease. 


argument’s sake I will assume that an average delay 
not exceeding six days from the onset, or two days 
after the appearance of the rash, may be hazarded 
with a certain degree of impunity. 

Dr. W. H. Hamer advocates school reports in pre¬ 
ference to notification, and the Ministry of Health took 
the same line in the circular letter of December, 1919. 

I have tried both systems and have come to the 
conclusion that notification is the only reliable source 
of information. Careful records of the prevalence of 
the disease in Paddington have been kept since 
1903—from 1903 to March, 1914—based on school 
reports (“ Form 84 ”) and from the latter date on 
notification. 

Notification was initiated in Paddington in March, 
1914, by an Order* made by the Borough Council under 
Section 50 of the Public Health (London) Act, 1891, 
the Order being in the first instance for three months, 
but subsequently made without time limit. When 
the Measles Regulations of 1915 came into operation 
the Council’s Order was rescinded (February, 1910) 
at the request of the Local Government Board. In 
December, 1919, the Ministry of Health announced 
that the Measles Regulations, 1915, would be re¬ 
scinded as from January, 1920. The Council thereupon 
obtained from the Ministry a new set of Regulations, 
the “ Measles (Paddington) Regulations, 1920.” 
Nominally there was no interruption in notification, 
actually the announcement in the daily and medical 
apers of the rescission of the Measles Regulations, 
915, caused considerable uncertainty in the mind of 
the profession, and a good deal of explanatory 
correspondence was necessary to clear up the 
ambiguity. 

The local records of the disease cover, therefore, 
18 years, those for 11 years (1903-13) being based 
on school reports, and those for the remaining 
seven years (1914-20) on notification—both sources 
of information being supplemented by inquiries made 
by the women inspectors. During the 18 years 27,280 
cases of measles have been known to me, or an average 
of 1525 per annum. During the first period—the 

II years of school reports—the cases totalled 
12,507, with an average of 1142 per annum. For 
the other seven years—notification (not uniformly 
complete) in force—the total number of cases was 
14,713 and the yearly average 2102, or 900 more than 
in the former period. Such figures suggest that 
something over 40 per cent, of the cases were not 
reported. I say “ suggest ” because I have reason 
to think that the disease was more prevalent during 
1914-20 than in 1903-13. 

A comparison of the rates of fatality recorded 
during the two periods is even more “ suggestive ” 
of the deficiencies of school reports. The deaths 
during 1903-13 averaged 43 per annum, those during 
1914-20, 40, and the fatalities for the two periods 
were 3*73 and 1-91 per cent. In other words, the 
average fatality during the years of school reports 
was 51 per cent, above that for the notification years. 
So far as I am aware there is no reason for assuming 
that the fatality during the former period was higher 
than that during the latter. I incline to think that it 
was, on the whole, lower. In any case fatalities of 
2*37, 2-08, and 2*15 per cent, were observed in 1915, 
1917, and 1918. 

Without giving a definite opinion as to the measure 
of the defect, I think it will be agreed that reliance 
on school reports entails a serious deficiency in the 
number of cases reported. Having regard to the fact 
that a double system of reporting—-viz., by school 
teachers and by doctors—has been in force since 

1914, it will be of interest to see to what extent the 
school teachers’ reports precede the doctors’. During 
the seven years in 1522 instances—11*9 per cent, of 
all known cases—the school reports were received 
before the notification certificates. The highest 

• The Order made in 1914 required all cases of measles to be 
notified, excluding German measles. The Measles Regulations, 

1915, called for notification of first cases only of measles and 
German measles, while the local Regulations, 1920, cover all 
cases of both diseasos. I have limited my statistics to measles 
(MorbiUi). 
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percentage in any year was 18*8 (1814, notification in 
vogue for some months only) and the lowest 7*7 
(1917). In 1920 the percentage rose to 14*4, but in that 
year notification was rendered less complete owing 
to the rescission of the Measles Regulations, 1915. 

Before considering the question of delay attaching 
to school reports it will be well to touch on that of 
the completeness of compulsory notification. It is 
frequently argued that many cases of measles receive 
no more than domestic treatment and that in 
consequence, even with compulsory notification, a 
fairly large number of cases will never be reported. 
In part that difficulty is met by the fact that parents 
are required to notify cases as well as medical prac¬ 
titioners. If a case be traced in which no doctor has 
been in attendance, and for which no notification 
has been received from the parent, a letter is addressed 
to the parent calling attention to the omission and 
warning him of the penalty to which he has rendered 
himself liable. 

During 1920, out of 1940 known cases there were 
141 (or 7*2 per cent.) which were not medically certi¬ 
fied, being reported by school teachers only.* I will 
not venture to say that those 141 cases give the full 
measure of failure of notification, but I can say that 
I believe that very few primary cases escaped my 
knowledge. The 141 instances referred to above have 
been analysed to show the intervals between the date 
of onset of the disease—determined by the appearance 
of the rash—and the date on which the school report 

Days after Appearance of Rash. 



■ 0 1 

2 

3 

4 

5 6 7 8 9 


(5) 

(6) 

(7) 

(8) 

(9) (10) (11) (12) (13) 

School forms 
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26 

13 
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(14) (15) (16) (17) (13) (21) (22) (23) (25> 

School forms .. 

4 

6 

2 

1 

4 2 2 1 — 

Notification .. 

.. — 

— 

— 

— 
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Totals : School forms, 141 ; notification, 347. 

* Limit for segregation of O.M.’s.” t Limit for nursing scheme. 

was received. The results are shown in the appended 
table. As a basis of comparison with compulsory 
notification the same facts have been taken out for 
340 cases occurring in the poorest localities in the 
borough, wliere action must be prompt to be effectual. 

As regards segregation of contacts, a delay extend¬ 
ing beyond the fourth day subsequent to the appear¬ 
ance of the rash has been postulated as rendering 
segregation useless. If that be granted, it means 
that 50 out of the 141 cases—39*7 per cent.—were 
reported too late to allow the “ first crop ” of secondary 
cases to be excluded from school before they became 
infectious. Compare that proportion with the pro¬ 
portion of notified cases. In the latter group only 
24 (0-9 per cent.) were reported too late, even with 
the inclusion of the odd case of 21 days. 4 For the 
school cases the average interval for the 141 cases 
was 4-31 days from the appearance of the rash, or 
over eight days from first infectivity, whereas for 
the notified cases the intervals were—from rash 2-3, 
or from first infectivity just over six days. 

As regards nursing, a delay of two days after the rash 
has been allowed for argument's sake. Such limit 
includes only 40 (32-0 per cent.) of the school cases, 
and 227 (05-fi per cent.) of the notified cases. Comment 
ap|x*ars to be unnecessary. 


* These 141 cases wore primary cases. There wore In addition 
341 necondarv cases which wore not medically certified, but were 
reported by the women inspectors. 

* As a matter of fact, the three oases reported 7, 9, and 21 
days after onset were accidents, the piuctitioners concerned 
usually reporting very promptly. 


Imm/.'Tkiai, VVklfaue Society.— A conference on 

the organisation of industrial canteens will be held to-day 
(Friday), at Cnxton Hall. Westminster. In the morning an 
address will be given by Mr. Arthur Agar, lute Chief Organi¬ 
sing Inspector of Munitions Canteens, and in the afternoon 
u discussion will be opened by Sir Francis Towle. 


A FURTHER CONSIDERATION OF 

SANATORIUM CONTROLS. 

By E. WARD, M.D. Game., F.R.C.S. Eng., 

TUBERCULOSIS OFFICER, SOUTH DEVON. 


The discussion following my recent paper, a 
Controlled Study of Sanatorium Results, calls for 
some reply. So far nothing has appeared in the 
correspondence which calls for a reconsideration of 
my views. Single cases prove nothing; any of 
the numerous special treatments for tuberculosis 
advocated in the past have been supported by cases, 
most of them genuine, which seem to uphold the 
originator’s contentions. 

Dr. Campbell Thompson tells us, “ Other treatment 
of pulmonary tuberculosis stands to sanatorium 
treatment somewhat in the relation that moonlight 
does to sunlight.” Allowing for poetic licence 
(sunlight is to moonlight as 000,000 to 1) he means 
presumably that sanatorium treatment must be 
regarded as several times more efficient than other 
forms of treatment. Dr. Noel Bardswell, investigating 
the mortality of pulmonary tuberculosis after treat¬ 
ment at Midhurst, finds that patients at the average 
age of 33, discharged from Midhurst with the disease 
“ arrested,” have the same expectation in life as an 
unselected individual aged 00, while patients at the 
same average age, discharged “ much improved,” 
have the same expectation as an unselected individual 
aged 74. This, says Dr. Thompson, is sunlight. 
It can hardly be denied that the treatment at 
Midhurst is as good as any in the country. Moreover, 
their patients are drawn from an intelligent class, 
and both come from, and return to. far better 
surroundings than the ordinary working-class 
sanatorium patient. We are driven, then, to conclude 
on Dr. Thompson’s basis, that patients at an average 
age of 33 who have not been t-o a sanatorium, but 
whose disease appears “ arrested,” will have the 
same expectation in life as an ordinary individual 
aged 130, and a patient aged 33 similarly “ ranch 
improved ” the same as an ordinary individual 
aged 212. An absurdity which suggests that Dr. 
Thompson’s conclusion may be erroneous. 

The only way to get light on this difficult matter 
is to control results from sanatorium treatment by 
other results, and this is what I have attempted 
to do. One critic accuses me of taking a gloomy 
view of tuberculosis, but I cannot accept this. If 
sanatorium results, as represented by the Midhurst 
figures, show the best that can be done for patients, 
and those that do not go there fare much worse, 
as my critics believe, the prospect for sufferers is 
gloomy indeed ; but if our sanatorium results can 
be greatly improved by altered methods, as I suggest, 
and if patients not going there may yet do quite 
well, the outlook is Surely less gloomy. 

Methods of Investigation. 

I am anxious not to overcall. My inquiry dealt 
with only one district, with patients drawn 
from the working classes, sent to sanatoriums 
for an average period of three and three-quarto* 
months, and treated by modern methods. It 
referred not to immediate results, but to those 
observed at the end of two or four years. I have 
no ground for contradicting those who say that 
three months is an insufficient period, and tlvat no 
results can be expected in so short a time, but this 
is the standard period of sanatorium treatment in 
this country for working-class patients. Dr. E. E. 
Prest may be quite right in stating tliafc modified 
methods give better results. I do know that he 
is a progressive thinker in these matters and would 
not hesitate to adopt any improvement which 
occurred to him, no matter how unconventional it 
might be. But compared with the reports of various 
sanatoriums published from time to tune, my 
sanatorium results, without the controls, scein 
favourable. 
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Dr. Thompson says, “ Dr. Ward writes sarcastically 
that if patients were kept at the institutions for a 
year or more we should nave our authorities urging 
for a period of three or five years instead of one." 
Yet Dr. J. Crocket the following week says exactly 
this, “ Many patients require three years, and not 
three months.” My figures do not disprove this, 
but if sanatorium treatment is to be used, and it 
becomes a question of three years 1 treatment to 
achieve arrest, it is certain that considerably under 
10 per cent, of the class of patient here considered 
would submit to it, possibly under 1 per cent., quite 
apart from the enormous expense involved. So we 
are driven to Dr. Noy Scott’s proposition, who 
“ cannot help thinking that if much of the money 
which has been spent on sanatoriums had been used 
to enforce by-laws regarding fresh air and sunlight 
in cottages we should have had better results.” 
I should prefer to utilise modified sanatoriums 
partly as hospitals and partly as preventoriums. 
There is a great deal in the suggestion made in 
The Lancet editorial of April 10th, 14 We would 
venture the prophecy that sanatorium treat¬ 
ment will more and more develop on the lines 
of prevention in the young, than 4 cure ’ in the 
adult.” 

To classify patients according to the intensity of 
the disease rather than the extent would be desirable ; 
for some time I considered how it might be done, 
but came to the conclusion that it was not possible 
in my series, for only observation in hospital could 
enable such a classification to be made. This does 
not tell unduly against the sanatorium, as acute 
and pyrexial cases were not sent there. Moreover, 
nearly all the published results of sanatorium treat¬ 
ment divide cases, with various modifications, as in 
my paper, into first, second, or third stages. 

Dr. Thompson complains that I have included 
in the sanatorium series patients who had been there 
just over a month. But the line had to be drawn 
somewhere, and after consideration 1 drew it at a 
month. Had I drawn the line at a full three months’ 
treatment, no doubt the accusation would have 
been made that among the controls many were 
included who had all the educational value of sana¬ 
torium treatment, though their stay was compara¬ 
tively short. Dr. Crocket cites a case in whom the 
disease became arrested only after three years’ 
sanatorium treatment. Dr. Thompson also cites a 
case of arrest of advanced disease after three years’ 
treatment. But a single case in this regard is of 
no value. Most practitioners of experience could 
cite parallel cases of patients who recovered after 
years of invalidism, and yet who never went to a 
sanatorium. The same may be said for all special 
methods of treating tuberculosis, orthodox and 
heterodox (although the advocates of these ask, as 
the sanatorium supporters, for early cases). 

To go further afield, I know of one case of extensive 
pulmonary disease, accompanied by laryngeal tuber¬ 
culosis, who, after sanatorium treatment for a year 
or more in different institutions was still quite unfit, 
and yet, after an interval of another year, recovered, 
and undertook an important municipal post during 
the war. The patient attributed his recovery to 
the abandonment of all medical treatment and the 
adoption of Christian Science. Then there is the 
case, much boomed a few years ago, of a girl who 
became 44 delicate ” at 12, was nine months in a 
sanatorium at 15, after which she continued an 
invalid, tubercle bacilli being present in the sputum. 
From 19 to 22 she was for the most part confined 
to bed, and then 44 miraculously ” recovered. I 
know two of the doctors who attended this girl, 
and who, while not ready to acknowledge the 
44 miracle,” admit that she recovered and was able 
to resume an active life after years of apparently 
hopeless illness. I have also read a paper published 
in the 1860’s which quoted some remarkable arrests 
of tuberculosis attributed by the author to the 
administration of cod-liver oil. I would also like 
to quote from my original paper, 44 Undeniably a 


few cases are definitely and permanently improved 
by sanatorium treatment, and it is worth considering 
if this number can be increased by improved 
methods.” 

Dr. Thompson asks how it is possible to tell that 
patients treated at a sanatorium often lose ground 
so rapidly, that after two years they have fallen 
below the level they would have reached if 
they had never been there. This conclusion was 
reached by comparing cases that seemed clinically 
similar, some of whom went to a sanatorium and 
some did not; also by comparing the results where 
one member of a tuberculous family was sent to 
a sanatorium and another not. It is not claimed 
that this is a mathematical proof, but one cannot 
get much nearer to. a proof when dealing with 
human material. When writing towards the end of 
the paper 44 a patient at a sanatorium would stay 
indefinitely, the longer the better,” I referred mainly 
to the use of sanatoriums as hospitals for isolation 
purposes, and presumed also that an attempt to 
improve sanatorium methods would be made. 

Major and Minor Tuberculosis . 

An editorial article in The Lancet of April 10th 
rightly considers that before discussing the subject 
it is necessary to define what we mean by 
sanatorium treatment. Perhaps even this should 
be preceded by defining what we mean by pulmonary 
tuberculosis. 

Dr. Crocket considers that my controls were 44 a 
doubtful collection.” This may well be true, but 
so also then were the cases sent by me to a sanatorium. 
In my cases all were included that might arguably 
be considered suitable for a sanatorium, and for 
this reason I added a large number of Stage III. 
cases to the controls, whom I, personally, would 
never have sent to a sanatorium. I have always 
tried to send early cases to a sanatorium, which is 
what they ask for ; this was so even when in practice, 
before the days of tuberculosis officers. The medical 
superintendent at our county sanatorium then 
considered the cases I sent were what he wanted ; 
so much so that although there was the usual 
pressure on his beds he would ring me up when a 
vacancy was about to occur, and ask if I had anyone 
to fill it, adding that he gave me first chance, because 
I never sent anyone unsuitable. 

The last paragraph of Dr. Crocket’s letter suggests 
that he regards as definitely tuberculous only the 
patients who do not improve with treatment other 
than at a sanatorium. If this reading is correct it is 
not far removed from the old conception of 44 con¬ 
sumption ” as a disease which never recovered, and 
that, if a patient did recover, the diagnosis was wrong, 
and he had never had consumption. Dr. Thompson 
also complains that I am suggesting tuberculosis is 
44 a comparatively benign disease,” although, later 
in his letter he paradoxically accuses me of pessi¬ 
mism, because I have observed that patients may 
get well without going to a sanatorium. There 
must be some misconception here. Pathological 
evidence indicates such a very wide prevalence of 
healed, or partially healed tuberculosis in patients 
dying from other causes, that the pathologist whose 
lectures I once attended spoke of tuberculosis as 
44 one of the most curable of all diseases,” and a 
letter which recently appeared in the press from a 
distinguished bacteriologist suggested, reasonably it 
seemed, that as the immunity caused by inoculation 
to tuberculosis was so short-lived the reason of such 
a large amount of apparently acquired immunity 
among the population at large was due to the 

resence of a slightly active lesion. In my paper 

pointed out the difficulties arising from the common 
existence of pathological as opposed to clinical tuber¬ 
culosis. The use of the words minor and major 
tuberculosis for these conditions seems more suitable, 
for it is almost certain that the great majority of 
patients showing pathological tuberculosis did, at 
some time or other, when the disease was active, 
suffer from a few symptoms. They were easily 
c c 2 
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tired perhaps, or got “ run down ” or thin, or 
developed an obstinate “ stomach ” cough, and at 
that time it is quite likely there were a few physical 
signs to be detected, such as dullness at one apex, 
a few crepitations, and diminished breath sounds. 
Such cases are met with often enough when examining 
contacts in the home, and present a serious difficulty 
in attempting any such comparison as I have made. 
Most of these get well within a short time (I have 
known this happen within a month or two even when 
tubercle bacilli were found in the sputum on the 
only occasion when any was procurable), but some 
go on to major tuberculosis, and this is where 
the preventorium should prove beneficial. Many 
such I have sent to a sanatorium. A comparison 
of Stage II. cases alone in each series seemed to 
me enough to eliminate minor cases. When collect¬ 
ing cases I had no bias beyond a moderate belief 
in the efficacy of sanatoriums, and did not know 
whither the inquiry would lead. 

In considering tuberculosis to-day one great 
difficulty is that the majority of those who give 
thought to the subject have been narcotised by 
sanatoriums. 

Treatment other than at a Sanatorium. 

Dr. Crocket suggests that if I am right “ the best 
thing that can be done for tuberculous patients 
would be to leave them alone.” If he will make 
this read “ for many tuberculous patients ” it is 
certainly correct. A number of patients do well if 
reassured and left alone under the normalising 
influence of their daily work, with possibly occasional 
observation by the physician, so that other methods 
may be tried if progress seems unsatisfactory. 
Minor tuberculosis in private practice is usually 
treated in this way, and on the whole successfully, 
with or without the addition of some medicine which 
enables the doctor to maintain the observation. 
When tuberculosis becomes more manifest, and has 
been definitely mentioned to the patient, “ advice 
only ” does not for a moment imply no treatment 
at all. It is here, indeed, that the skill and individu¬ 
ality of a fadless practitioner can be exercised 
most efficiently. First, to read between the lines 
of the patient’s history, then to put right what is 
wrong in his daily life. To substitute, for instance, 
something restful for a too vigorous recreation, or 
too many public activities in the patient’s spare time ; 
or to modify the despairing desire for a short life 
and a merry one, which so often arises when a 
patient, especially a young patient, does not feel as 
well as he did, and suspects that something serious 
is the matter. And in many patients the weekly 
encouragement by their doctor is a most important 
aid to recovery. 

Conclusions. 

I still hold the views set forth in the paper read 
on 'Jan. 31st last. On the one hand I have 
received severe criticism from some of those engaged 
in tuberculosis work, but on the other hand several 
practitioners of experience have informed me that, 
they agree whole-heartedly with my remarks ; and 
the experienced practitioner is generally able to 
ass very sound judgments on treatment other than 
is own. The most hopeful means that I can see of 
dealing with the tuberculosis problem is by adequate 
isolation of infective cases. This necessitates hos¬ 
pitals, of which there is a shortage, and the intro¬ 
duction of appropriate legal measures, of which 
there seems no prospect. The preventorium, 
especially for children, also seems promising, and 
by all means let us try to improve and coordinate 
the present sanatorium methods. A committee of 
experts to visit sanatoriums with the object of 
devising better treatment, and of standardising our 
methods, as advocated by the Association of Medical 
Superintendents, would be admirable if the members 
are not chosen solely from medical superintendents ; 
it should include a general practitioner, a surgeon 
(for sanatorium treatment is often beneficial to 
surgical cases), and an intelligent layman. 


Clinical Stotts: 

MEDICAL, SURGICAL, OBSTETRICAL, AND 
THERAPEUTICAL. 


A CASE OF 

DELAYED TETANUS TREATED WITH LARGE 
DOSES OP ANTI-TETANIC SERUM. 

By S.'E. Denyer, C.M.G., M.A., M.D., B.C. Camb., 
F.R.C.S. Eng., D.P.H. Lond., 

ACTING HON. PHYSICIAN, HULL ROYAL INFIRMARY; LATE 
EXAMINER IN ANATOMY, CAMBRIDGE UNIVERSITY, ETC. 


The following case is of sufficientjnterest to merit 
permanent record :— 

‘A. B., 24 vears, was admitted on April 28th, 1917, to 
Hull Royal infirmary, under my care, with inability to 
open his mouth. He had been wounded five months before 
and had sustained a gunshot wound of the face, right arm, 
and right leg. His right eye had been excised and anti-tetanic 
serum was stated to have been administered on the same 
dav, and again a few days later. After this he appeared 
to go on well, and the wounds healed up. On April 21th 
he found he could not open his mouth properly, and he 
had attacks of shivering. On the 25th he consulted Dr. 
Soutter, of Hedon, who diagnosed tetanus and sent him 
into the null Royal Infirmary. 

On admission he was able to walk into the ward. There 
was marked trismus, he being unable to open his mouth 
more than one-eighth of an inch ; back rigid, neck stiff, and 
any endeavour to sit up brought on a severe spasm of the 
jaw. No headache, temperature normal, pulse-rate 100 ; 
he complained of a cough and some pain over insertion of 
diaphragm. Slept well; no mental symptoms, tremors, 
or Kemig’s sign, but marked increase of the reflexes. No 
local pain in the wounds which were healed, but a local 
increase of reflex excitability in the muscles of the face. 
No sore-throat or difficulty in swallowing. There was 
considerable general muscular rigidity. 

Treatment. 

The patient was put on fluids ad lib. Milk, beef-tea, &c., 
and treated with intrathecal, intramuscular, and sub¬ 
cutaneous injections of anti-tetanic serum. 

The following amounts were given : the numbers represent 
hundreds of units :— 


Date 

in 

1917. 

! Intra¬ 
thecal. 

i Intra¬ 
muscu¬ 
lar. 

Sub¬ 

cuta¬ 

neous. 

Date 

in 

1917. 

Intra¬ 

thecal. 

Intra¬ 

muscu¬ 

lar. 

Sub¬ 

cuta¬ 

neous. 

28,4 

30 

i 15 

_ 

9 

— 

160 

— 

29 


15 

— 

10 

— 

160 

— 

30 

! 30 

15 

— 

11 

— 

80 

— 

1/5 

160 

1 15 

— 

12 

— 

80 

— 

2 

— 

80 

15 

13 

— 

30 

— 

3 

i 160 

160 

80 

14 

— 

30 

— 

4 

1 160 

80 

— 

15 

— 

80 

— 

5 


| 80 

30 

16 

— 

80 

— 

6 

160 

80 

30 





7 

1 _ 

80 

80 

17/5* 

— 

— 

— 

8 

| — 

j 80 

I 

— 

18 

“ _ 

30 



* No serum administered on this day. 


Total of units given, 2365 hundreds, or 236,500 units. 

The intrathecal injections were in every case given under 
chloroform, and owing to the patient’s weakness after 
chloroform it was considered advisable w'hen possible to 
miss a day. Twenty-one injections of 4 grain of morphia 
were given during the period for the flrsfc few days, two a 
day being given. On May 5th a serum rash appeared. On 
the 8th he was able to move himself much more in bed and 
was able to read ; on the 0th he was able to sit up in bed 
and had fish for dinner, but could not open his jaw very 
widedv. On May 10th he could open the mouth quite 
well, 'but not to ite full extent. There was no stiffness 
in the muscles of the face. I saw this patient in robust 
health a year ago, three years after the attack of tetanus. 

Remarks. 

This case illustrates the value of large doses of 
serum in the treatment of tetanus. I should point 
out that the serum was given intrathecally, after 
lumbar puncture, an equal quantity of cerebro¬ 
spinal fluid having been drawn off. This method 
acts on the nerve cells in a shorter time than the 
intramuscular injection (it is stated in about 12 
hours), the intramuscular injection taking 24 hours 
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And the subcutaneous a still longer time. Intravenous 
injection was not given on account of the danger 
of possible anaphylaxis. Medical Abstracts, Vol. I., 
p. 116, quoting Richet, Brodin and Saint-Girons, 
“ On the immunising action which chloride of sodium 
manifests on the determining anaphylactic dose,” 
states that if nine parts of saline 0 8 % are mixed with 
one part of plasma, the anaphylactic reaction does not 
occur. In the above case there was no sign of anaphy¬ 
laxis, although a large amount of serum was given by 
subcutaneous, intramuscular, and intrathecal routes. 

It is, I believe, difficult at the present time to 
obtain the highly concentrated serum suitable for 
intrathecal injection. In a case of tetanus which 
came under my care a few months ago, I was unable 
to obtain the highly concentrated serum ; the more 
dilute is not nearly so efficient for intrathecal injection, 
as only a small quantity can be injected into the 
spinal theca. 


A CASE OF 

DIVERTICULITIS WITH METASTATIC 
SUPPURATION. 

By W. E. Foggie, M.D. Edin., 

EXTRA PHY8ICIAN, DUNDEE ROYAL INFIRMARY ; LECTURER ON 
CLINICAL MEDICINE, ST. ANDREWS UNIVERSITY. 


The following is a record of the clinical history and 
post-mortem examination of a case of diverticulitis 
m which the rare sequela of metastatic suppuration 
was present. 

C. C., a woman aged 80, was admitted to hospital on 
August 20th, 1920, with a left-sided paralysis of 14 days’ 
duration. 

Family and Personal History. —Her father died of a 
44 stroke,” and her mother of pulmonary tubercle. Her 
only brother and her only sister died in infancy. She was 
a nurse for 30 years, mostly with private patients, and 
latterly she has been a prison wardress. Her home con¬ 
ditions are satisfactory. Erysipelas, chronic bronchitis, and 
neuritis make up her past ailments. 

Present Illness. —She has had threatenings of 44 shocks ” for 
a year or two and has on several occasions fallen down. 
Two weeks before admission she fell down and was unable 
to get up. She did not lose consciousness, but was confused. 
She was unable to stand, and could not move her left arm 
or her left leg. She has remained in this condition until 
her removal to hospital. 

Condition. —Patient is a very big, heavy, fat woman. 
She looks aged and helpless as she lies in bed. Her memory 
is poor unless she happens to be talking about old times. 
Her chief complaints have reference to pain in her paralysed 
left leg and left arm. The {mins are situated in back of 
leg and thigh ; in upper limb they are in the arm and pass 
into the neck. Sensation to light touch appears diminished 
over left side. Left arm is held rigidly in a flexed position 
close to the chest; there is slight power of movement in 
the fingers and at the elbow, and also in the leg, but any 
movement is attended by severe pain. The tongue on 
protrusion is deviated to the left. Muscles flaccid in the 
left lower extremity, but rigid in the upper. No obvious 
wasting. Examination of reflexes on left side shows knee- 
jerk difficult to elicit, a Babinski, and absence of an ankle 
clonus ; left abdominal reflex is present ; supinator and 
biceps reflexes are exaggerated. Pulse 72, regular ; artery 
wall thickened. Slight enlargement of heart to left; mitral 
first sound long; respiratory system appears normal. 
Tongue coated ; bowels constipated. Urine, which has a sp. gr. 
of 1010, is acid, dull-straw in colour, and contains albumin. 

Progress of Cose.—Patient showed no sign of improvement 
after admission. The condition was apparently stationary 
for the first week, but thereafter it got worse from day to 
day. The pains increased, a cough developed, the patient 
became sleepless, and the heart failed. The end came at 
the beginning of the fourth week with increasing weakness, 
Cheyne-Stokes breathing, and mild delirium. The tem¬ 
perature remained subnormal throughout. The pulse 
quickened a little after the first week, but was generally 
only between 100 and 108. The respirations remained 
quite quiet until the last day or two of life. After one week 
incontinence of urine set in and remained during the rest 
of her life. Constipation continued until a day or two 
before death. The patient died on Sept. 13th. The clinical 
diagnosis was cerebral haemorrhage. 

Post-Mortem Report, 

The post-mortem report by Prof. L. R. Sutherland was 
as follows. 


The body is markedly obese. The layer of adipose tissue 
over the abdomen measures fully 1$ inches in depth. The 
heart is soft and fatty', showing infiltration of the wall of the 
right ventricle. The aorta is atheromatous. The left lung 
shows several considerable abscesses having the character 
of embolic abscesses surrounded by condensed lung tissue 
The pleura covering several of these is necrosed. Branches 
of the pulmonary artery contain slightly adherent thrombus. 
The spleen, kidneys, and liver present nothing noteworthy. 
The sigmoid flexure, which has large appendices epiploicae, 
is the seat of multiple false diverticula. From one of these 
seen before disturbing the part a small amount of pus 
exuded. The mucous membrane of the lower bowel 
generally is hyporseinic. In the brain there is oedema of 
the soft membranes. The vessels at the base are athero¬ 
matous. On the right side in the region of the external 
capsule there is an area of evidently purulent softening. 
This is an ill-defined abscess measuring roughly 11 inches 
antero-posteriorly by § inch tranversely. It is regarded 
as an embolic abscess. These is no evidence of haemorrhage. 

Summary .—Multiple diverticula in large intestine— 
suppurative diverticulitis. Embolic abscesses in lung (throm¬ 
bosis in pulmonary artery). Embolic abscess in brain, Ac. 


Commentary. 


The entry of diverticulitis into general recognition 
as a clinical entity dates from the review of the 
subject by Telling 1 in 1908, when after an analysis 
of 105 cases the main lines of its pathology and its 
clinical manifestations were laid down. The disease 
received much attention after this more especially 
from surgeons, so that Lockhart-Mummery, in his 
treatise on diseases of the colon, 8 is able to give a 
detailed account of the condition and of its surgical 
treatment. In 1917 Telling and Gruner, * from a study 
based on 324 cases, were able to amplify and give 
more definition to their previous picture on both its 
pathological and clinical sides. Lastly, in 1920, in a 
discussion at the Royal Academy of Medicine, 4 
opinion was focussed from many sides on the whole 
subject especially as regards its aetiology, diagnosis 
by X ray, and surgical treatment. 

It is now recognised that the condition occurs 
generally in those at least of middle age, frequently 
in the obese, and often where there is a history of 
constipation with the added factor of increased 
pressure inside the bowel. The main site is the 
sigmoid flexure. The diverticula, generally multiple, 
allow the retention of faecal material which goes on 
to the formation of concretions. With subsequent 
bacterial invasion there results a diverticulitis which 
may lead on to perforation, or to adhesion to neigh¬ 
bouring organs—e.g., to the bladder, or to tumour 
formation and possible stricture. In short, the 
diverticulitis in an acute or in a chronic form has to 
be reckoned with in the diagnosis of the various 
surgical or gynaecological conditions occurring in the 
left lower quadrant of the abdomen. The present 
case is on a somewhat different footing. It happened 
in a weak old woman, and the diverticulitis had not 
proceeded so far as to develop those secondary results 
which bring the disease within the likely range of 
clinical recognition. It is sometimes possible at this 
stage of the disease to demonstrate the presence of 
the diverticula by the use of X ray with bismuth meals. 

In his review of 1908 Telling could only find one 
example of metastatic suppuration, that of Mackie 
Whyte, 5 who found in a patient ill with rigors and 
pyrexia, multiple abscesses of the liver, secondary to 
a diverticulitis in a cavity the size of a thrush’s egg 
in the sigmoid flexure. In p. 494 of his monograph 
of 1917 Telling still says “ so far only one example 
of this (i.e., metastatic suppuration) has been 
recorded.” I have not been able to find any other 
case, so that the above appears to be the second 
recorded one. It is regretted that the abscesses in 
the lung and the brain were not examined bacterio- 
logically so that their relation to the occult focus in 
the sigmoid might have been made more explicit. 


5R 
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EOYAL SOCIETY OF MEDICINE. 


THE PRIVATE CLINIC SYSTEM : 

An Important Discussion. 

At a general meeting of Fellows of the Royal 
Society of Medicine held on June 16th the President, 
Sir John Bland-Sutton, in the chair, an important 
discussion took place on private clinic systems in this 
country. 

The Problem op the Private Clinic System. 

Sir Thomas Horder opened the discussion. He 
said : If I interpret my function aright this evening, 
Mr. President, it is not to emphasise my own personal 
views upon the subject of our discussion, by particu¬ 
larising as to the actual form that I tliink the private 
clinic should take in order to meet vrhat many believe 
to be a growing demand, so much as to refer briefly 
to various aspects of the whole question, and thus 
test the opinion and collect the views of colleagues 
working in different branches of medicine. 

The "actual wording of the subject of discussion 
has itself been difficult. I shall assume that one of 
the things we have in mind this evening is a considera¬ 
tion of what is conveniently termed “ group diagnosis ” 
and “ group treatment,” since this idea, as I under¬ 
stand the matter, is the debatable factor in the 
conception of the modern “ private clinic.” 

Group Diagnosis and Group Therapy . 

There is, of course, nothing new in the conception 
of group medicine. 

1. The principle is in daily operation in most of 
our general hospitals, where each of us has the great 
advantage of the opinions and special technique of our 
colleagues in the investigation and treatment of our 
patients. In these institutions, again, patients are 
“ transferred ” frequently from one ward to another, 
and from one out-patient department to another, so as 
to secure for them the benefit of the service most 
nearly adapted to the nature of their diseases. That 
the principle can operate under the same roof, as it 
were, and that we can meet in consultation about cases 
of mutual interest without loss of time either to the 

atient or to ourselves, are two great assets in our 

ospital practice the value of which can be scarcely 
over-estimated. 

2. In our private work the principle of group 
medicine is also being acted upon constantly. We all 
know where to get reliable expert help in regard to 
investigations which we judge to be likely to yield 
important facts supplementary to our own examina¬ 
tion of the patient. If the nature of the case is, in 
the main, outside our province, we pass the patient 
over to the colleague most likely to help. As for 
diagnosis, so also for treatment. 

But in private practice all this desirable collabora¬ 
tion does not go on under the same roof, nor are 
there means of securing the colleague one wants 
without much loss of time both to the patient and to 
his advisers ; there are no days and hours which are 
fixed for attendance at a known place where the 
expert is available for consultation. 

Now it W’ill scarcely be denied that the facilities 
for group practice afforded by general hospital con¬ 
ditions lead to increased efficiency so far as the 
patient is concerned, and also contribute more to the 
advance of medical knowledge. This fact is recognised 
by the public as well as by the profession. It seems 
but a natural corollary that some adaptation of the 
same method to private practice is desirable, and 
should be seriously considered. It is a question 
whether such a development is not already overdue. 
It is also a question whether, if the profession does 
not itself arrange facilities for group medicine, and 
itself control the form in which the principle be 
exploited, the public may not force the doctors’ hands 


by efforts of its own, probably destined to yield less 
efficient results, and almost certainly many more 
professional complications. That extraordinary ven¬ 
ture in New York, calling itself “ The Life Extension 
Institute,” to which many of the best known and most 
reputable members of our profession in the States 
and even a few in our own country are acting as 
medical advisers, is really a reflection upon the 
rsistence of the idea that one man can any longer 
considered capable of coping with the whole gamut 
of medical knowledge as it exists to-day. 

Bound up with the principle of group diagnosis 
and group therapy is the problem of the nursing home. 
The “ patient of moderate means ”—a type that has 
increased greatly since the war—wonders why little 
or nothing is still being done to improve in radical 
fashion the present unsatisfactory conditions in this 
connexion. If the development of group clinics 
hastens the arrival of large institutions properly 
equipped and administered, which shall replace the 
innumerable small converted private houses in which 
most of our nursing-home patients are'at present 
being treated, it would probably be welcomed for this 
achievement alone. 

Before any clinic system, whether it embody the 
notion of group medicine or not, can prove itself 
an advance upon our present methods, I suggest that 
it must be so planned as to ensure two advantages :— 

(1) It must supplement the ordinary routine 
physical examination of the patient by providing 
facilities for expert investigations and thus rendering 
the diagnosis fuller and more accurate. 

(2) It must offer facilities for more thorough and 
therefore more beneficial treatment than can be 
undertaken by the individual practitioner. 

The Aims of a Group System. 

Aside from these two advantages a successful 
group system should aim at two other benefits 

(3) It should save time for both doctor and patient, 
but without sacrifice of efficiency. 

(4) It should save money for the patient, again 
without sacrifice of efficiency. 

If I may assume that the first two desiderata 
must be fulfilled, it is clear that certain private 
groups and clinics now existing, or under consideration, 
are out of court. I will mention two of these in order 
to define the subject more nearly :— 

(1) A practitioner, ^working with a number of 
juniors, who are in effect his assistants, who are 
paid by him, and who have no special knowledge or 
training. 

(2) A number of practitioners or consultants of 
equal status and experience, working together, but 
not chosen so as to be representative of various 
branches of medicine. 

With the first of these we are, of course, familiar. 
Even supposing that the senior man sees all the 
patients, which he rarely does, such an arrangement 
does but multiply his own individual activities, it 
adds no extra value to them. I am not sure if the 
second of these groups exists in this country. In 
U.8.A. there are several such groups, sometimes 
miscalled “ diagnostic clinics.” 

On the other hand, there are two forms of the private 
clinic which, on reflection, would appear to operate 
so as to fulfil the desiderata mentioned. 

(1) A number of practitioners or consultants of 
equal professional status, working together, chosen 
carefully so as to be representative of various branches 
of medicine ( 4i hand-picked,” as our American cousins 
term it). This constitutes a true group. 

(2) A practitioner or consultant of great experience 
and balanced judgment who, after taking a careful 
history and making a thorough routine examination, 
refers the patient to one or more specialists for expert 
investigation and report. This does not constitute 
a true group. 

Considerable reflection and some experience lead me 
to believe that both of these systems are practicable 
and that both of them should be encouraged. I 
propose briefly to compare them, and to consider 
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the difficulties that beset them, as well as the benefits 
to be expected from them. For convenience I shall 
term the first the “ group clinic ” and the second the 
“ personal clinic .” 

The Group Clinic . 

The group clinic has certain advantages over the 
personal clinic. It caters for patients having a much 
greater variety of diseases because its staff represents 
several different branches, whereas the personal clinic 
is likely to attract mainly (or only) those patients 
whose ailments are known to be of special interest 
to the chief. Again, the group clinic will naturally 
have some arrangement by which the constituent 
members are readily available for the expert examina¬ 
tion of any patient—their hours of attendance at 
the clinic would be known, and it would therefore not 
be difficult to have all the consultations going on under 
the same roof, though this is not, of course, essential. 
The chief of the personal clinic must make his special 
arrangements with his experts, entailing loss of time 
and much secretarial work. Meetings of all the 
members of the group clinic would take place at a 
settled time, and general discussions about difficult 
cases would be possible. The chief of a personal 
clinic would rarely, if ever, meet all his experts 
together. And again, the group clinic can undoubtedly 
add more valuable, and more authoritative, knowledge 
to medical progress than can the smaller institution ; 
its records must necessarily deal with larger numbers 
and must reflect a wider range of opinion. This is 
an important consideration. 

The Personal Clinic . 

On the other hand, the personal clinic has certain 
advantages. The chief is brought into close touch 
with each patient, a very valuable factor in practice ; 
in the group, although this is possible for each 
member and each patient originally sent to him, 
it would tend to lapse in respect of the patient whose 
main trouble is found to concern another man more 
than the man who first sees him. And the personal 
clinic scores heavily by possessing someone who can 
act as responsible agent at all of the three critical 
points in every group system ; the point where 
sound judgment is needed to decide what expert 
examinations, if any, are desirable to supplement 
the general survey of the patient; the point where 
the various expert reports are coordinated or inte¬ 
grated so as to arrive at a full diagnosis; and the 
point where the programme of treatment is decided 
upon. It is true that the group clinic might choose 
one of its number to act as assessor in this manner, 
but this would almost certainly lead to serious 
difficulties, and would probably strain the friendly 
relations of the group not a little. 

It seems certain that these three crucial points 
must be borne in mind and carefully provided for; 
upon them depend the main success of any form of 
group medicine. I think it is generally agreed that 
to send a patient the round of a number of exjjerte 
quite indiscriminately, or to fail in the proper integra- 
t ion of the expert reports, or to be either scrappy on 
the one hand, or over-elaborate on the other, in 
formulating the therapeutics indicated by a study 
of the case, is to bring the whole position of group 
medicine into disrepute. 

Finance. 

Then in the very pertinent question of finance, 
there are obviously much greater difficulties facing 
the group clinic than the personal clinic. In the 
group clinic it is hard to see at present how a flat 
rate fee can be arranged for the patient without 
considering the members of the group to be, in the 
legal sense, partners. And if they be partners, is 
a Member or a Fellow of the College of Physicians 
eligible to work in such a group ? In the case of 
the personal clinic a flat-rate fee may be charged by 
the chief to cover his own survey, certain ciinico- 
pat hological and other investigations, and his “ inte¬ 
gral icm ” of expert; reports, and the specialists may 
be paid their customary consultation fees as extras. 


Certain Difficulties , 

As- already suggested, the formation and the 
operation of the personal clinic are. fraught with 
fewer difficulties than is the case with the group 
clinic. And yet there are many who think that 
the group clinic, once the initial obstacles are over¬ 
come, and the idea has ceased to seem strange, is 
destined to do more for patient, doctor, and 
medical science than the one man clinic can possibly 
do. Let us look more closely at some of the difficulties 
facing the group clinic, and also at some of the reasons 
alleged against the system. 

1. The Preservation of Personal Contact. —Can the 
personal contact between doctor and patient, which 
most of us consider to be so important, be preserved ? 
The answer seems to be that it can, but that there 
is a definite tendency for it to lapse. This lapse 
can be prevented, either by the group being no 
larger than is absolutely necessary to cover the main 
branches of practice, and by each member of this 
compact group recognising the importance of himself 
guarding the personal relationship with all the 
patients who come originally to him, or by each 
group having a member detailed for this purpose ; 
this member would rather naturally be the general 
physician of the group. 

2. The Difficulty of Finance. —This has to be 
considered as it affects the patient and as it affects 
the group. It is perhaps a better scheme to charge 
a relatively small flat-rate to cover the general 
survey and preliminary clinico-pathological investi¬ 
gations, and to surcharge for whatever expert 
examinations are decided upon, than to fix a rela¬ 
tively higher flat-rate to cover examinations by 
all the experts if these are necessary. In this way 
the group system escapes the criticism of exploiting 
the patient by superfluous examinations which 
increase his expenses unnecessarily. Financial 
arrangements between the members of the group 
probably represent the most difficult question of 
all. Should the distribution be upon equal terms, 
or based upon the number of patients introduced 
to the group by each member respectively, or upon 
the number of hours spent at the work of the clinic ? 
A group clinic doing successful work in the States 
adopted the somewhat bold and decidedly candid 
plan of sharing fees in proportion to their incomes 
on entering the clinic, with an agreement to take 
equal shares at the end of three years. I hope 
that some speakers following me may have other 
concrete suggestions to offer. 

3. Legal Relations between Members .—The question 
of finance as it affects the group is bound up with 
the legal relations existing between its members. 
Here, again, are matters needing discussion. Is a 
deed of partnership the best form of relationship 
between the workers ? Or would an incorporated 
body give them a better basis for good work and 
amity ? Shall they be whole-time or part-time 
men? It is highly probable that quite successful 
groups may be established without uniformity in 
these matters. 

4. Possible Disturbance of Cordial Relations.— Will 
the advent of the group clinic tend to disturb those 
cordial relations between members of the profession 
which we all strive to preserve ? This is, of course, 
one of those fears which only care on the part 
of the men in the group can dissipate. There are 
certain privileges which it will be well to guard in 
order more surely to avoid the growth of undesirable 
cliques ; the right of any patient to avail himself 
of the opinion of a specialist outside the group 
should be unalienable, and it will perhaps be 
equally important to permit overlapping of groups, 
assuming that the organisation of the group admits 
of this. 

Conclusion. 

There are oilier points which call for discussion ; 
but I have already said enough by way of intro- 
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duction. It would seem that the private clinic, 
supervised by one man, who is fitted by nature, by 
training, and by experience for such work, has up 
till now been more easy to set going in this country 
than the group clinic. And we must remember 
that Great Britain is not the United States, and 
British patients are not Americans. All the same, 
it seems highly probable that the group clinic will 
soon become a successful British institution, though 
its constitution and its mode of operation will 
remain British. Initial experiments will doubtless 
be looked at very critically, and early efforts will 
reflect the courage of the men who embark upon 
the scheme. Group medicine is obviously much 
better adapted to urban than to rural conditions. 
Not all men are qualified by temperament to act 
with others in a group ; this fact will be patent to all 
of us. But given due recognition of this fact, a 
sense of loyalty within the group, and a desire to 
make the patients’ welfare the paramount considera¬ 
tion in all aspects of the work—given these things, 
there is probably a much greater future for the 
group clinic than for the personal clinic. Our 
present forms of practice are satisfactory up to a 
point, and they are typical of British individualism. 
But they often lack cohesion, they are not infre¬ 
quently extravagant both of time and of money, 
and it can scarcely be claimed that in the case of 
many complex, obscure, and chronic disease-processes 
the patient is getting all the help that present-day 
medical knowledge and technique can supply. The 
words of Dr. L. F. Barker, an ardent apostle of group 
medicine, are not exaggerated, when he says: 
“ No single person can, any longer, hope to attain 
tojequal skill in the use of the many instruments 
and procedures of diagnosis. And the same may 
be said of the complexity of modern therapeutic 
technique. No general practitioner, no surgeon, 
no physician can any longer, unaided, give 
to patients the benefits that they can, in the 
more obscure cases derive, and have a right to 
expect, from his efforts when combined with the 
properly coordinated (and subordinated) activities 
of a group of adequately trained medical and 
surgical specialists.” 

Team Work Organisation. 

Sir Humphry Rolleston said: The expression 
“ Team Work ” first became familiar in connexion 
with research into problems necessitating collabora¬ 
tion between experts in various branches of medicine 
—for example, the clinician, the physiological chemist, 
the bacteriologist, and the pathologist. On the 
advantages of such schemes of work there is no 
question, and to-night’s discussion is directed to the 
consideration of team work in the diagnosis and 
treatment of individual patients rather than in the 
advance of clinical medicine as a whole. As this 
method constitutes that employed in ordinary well- 
equipped general hospitals, the issue before us is 
narrowed down to its adoption in private prac¬ 
tice. In. other words, to place within the reach 
of the rest of the population tin? same complete 
investigation and varied treatment that the necessitous 
>oor have in the large general hospitals or, more 
>rietly, to provide collective instead of individual 
medical attendance. This, again, is not a novel 
notion ; firms of medical practitioners often con¬ 
stitute themselves with the view of covering more or 
less completely the large field of medicine and its 
special branches. Thus in choosing a junior partner 
preference is given to a young man with a special 
surgical bent and experience; and from time to 
time the various partners take special courses to 
qualify themselves as local authorities in eye, throat, 
X my work, and so forth. But what is compara¬ 
tively recent is the further development of this idea 
into the organisation of combined expert medical 
and surgical diagnosis and treatment such as has 
been carried to its logical conclusion bv the phe- 
romenal success of the brothers W. J. 'and C. II. 


Mayo at Rochester, Minnesota. This institution, 
which slowly grew up under the guidance of 
exceptional organising ability, has recently by its 
endowment as the Mayo Foundation become a 
permanent educational and research body, and so 
has undergone a further development. In its previous 
stages it show r ed the way for a complete surgical 
clinic on the team work lines, and the example thus 
set lias aroused the sincerest form of flattery. 
Naturally, the rest of America has not been back¬ 
ward, and the practice of what is called “ Group 
Medicine ” has spread widely in the smaller tow ns. 
In large centres the paving wards attached to teaching 
hospitals have long supplied this need ; and it is 
noteworthy that the attending physicians and 
surgeons in many hospitals in America have their con¬ 
sulting rooms in the hospital, much to the patients’, 
their own, and the hospital’s advantage. The method 
of thorough examination of a patient by experts of 
all the specialties and the final assembling of the 
accumulated data by the supervising medical man 
or general diagnostician, who is the head of the team, 
or what Sir Thomas Horder called “ the personal 
clinic,” has been described in detail by Prof. Lewellys 
Barker, 1 of the Johns Hopkins Hospital, who has 
elaborated the system from the physician’s stand¬ 
point. 

As to the personnel and arrangements of a team 
work organisation, there is room for much variation 
according to the aims of those concerned in directing 
it. It might consist in miniature of an up-to-date 
hospital with beds for observation, laboratories, 
rooms for X ray and other examinations, and an 
operating theatre ; the staff would consist of a 
physician or physicians, a surgeon or surgeons with 
assistants or colleagues with special knowledge in 
particular departments, bacteriologist and pathologist, 
radiologist, and so forth, with a resident secretary 
w r ho should combine these duties with those of 
resident medical officer. Or this team work might 
be confined to cases of a medical or surgical character 
—for example, those of obscure illness requiring meta¬ 
bolic and chemical examination, and patients with 
nervous or gastro-mtestinal disorders. 

As to the clientele of such a unit, the patieuts 
might be merely those of members of the team 
who have united their forces and practices so as to 
economise time and obtain more satisfactory results ; 
or such a team w'ork organisation might receive 
patients from outside practitioners for purposes of 
diagnosis, and return the patients with a report 
much in the same way as the Clinical Research 
Association reports on blood and other examinations. 
In large cities there w T ould be room for both these 
forms of institutions ; the private arrangement 
would perhaps be better suited for large than for 
.small tow r ns ; for in a small towm a private team 
might act injuriously on practitioners not members 
of the team and tend to freeze them out, thereby 
damping down healthy competition and engendering 
cliqueism. 

Team work in an organised form is certain to corue, 
if indeed it has not already arrived, but in this 
discussion its uses and possible abuses should be 
considered, and these may be briefly referred to under 
the following heads :— 

1. From the patient’s point of view, there can be no 
doubt that a systematic examination by all available 
methods of the laboratory, X rays, and so forth, will be a 
great advantage and will economise time. Financially, 
although the initial outlay may appear considerable, the 
ultimate gain may compensate ; it is perhaps reasonable 
to believe that with the arrangements concentrated in one 
establishment the inclusive charge would be less than the 
amount of the fees now necessitated by examinations made 
as occasions seems to demand. It might be suggested 
that, although more extensively analysed, the patient might 
suffer from a multitude of counsellors, inasmuch as h> 
would be regarded more as a machine out of order than as 
a human being who is out of health. 


‘Barker, L.: New York Med. Jour., 1918, cviii., 489-493. 
577-382. 




Thr Lancet,] 


ROYAL SOCIETY OF MEDICINE: PRIVATE CLINIC SYSTEM. [June 25, 1921 1361 


2. From the point of view of the medical profession it 
is obvious that by having the facilities of an up-to-date 
hospital and of expert advice from his fellow team workers, 
the medical man would get through his work in a much 
more satisfactory fashion and with a minimum loss of 
time. Medical men who are not attached to a team, on the 
other hand, would be left out in the cold unless the team 
work was so far available to them that they could send 
their patients there for expert opinion and if necessary 
treatment; and even then they would to some extent suffer 
in prestige. 

The financial aspects of team work will require 
careful consideration both as regards the relations 
of the individual members of the teams and as 
regards the reputation of the profession as a whole. 
The question whether an individual shall be, so to 
speak, a whole or part-time member of a team is a 
matter of private arrangement, but obviously of 
considerable importance from the point of view 
of a consultant in active practice who joins a firm. 
If he be a whole-time member all the fees that he 
earns—e.g., for long journeys—would go into the 
common fund, and this would be justified on the 
assumption that his reputation may be derived from 
the team of which he is known to be a member. 

From a financial aspect a team of consultants and 
experts would be in the same position as a firm of 
general practitioners, and the members of the team 
might be regarded as shareholders in a company 
trading in medicine for profit. 

Point of View of the General Practitioner. 

Dr. Drury Pennington said: I have spent nearly 
two years trying to discover why there should be any 
objection to any body of men grouping themselves 
together for their mutual benefit both financially 
and scientifically. Individually, men of all branches 
of medical work will agree readily enough that some 
scheme is needed whereby their work should be 
better coordinated with that of others. Collec¬ 
tively, the various medical bodies have seemed 
curiously shy, and the most concrete objection that 
I have thus far been able to extract is that “ the 
time is not yet ripe.” 

In my view the late world-war has ripened a good 
many fruits, at least it has forced mere flowery 
speculation into fruitful action in many walks of life. 
Politicians at the end of 1918 were preaching a new 
heaven and a new earth ! Look around for the fulfil¬ 
ment of this flippant prophecy and you find only 
one outstanding change from the days before the war. 
This change is summed up in the word “ combina¬ 
tion.” Banks have grouped themselves into a few 
huge machines. Trade in all directions is seeking 
larger and larger combinations in order to exist 
at all, and by no means least, labour has so grouped 
itself that at present we are experiencing the worst 
economic crisis within living memory—an instance 
perhaps of faulty organisation due to false ideals. 

Can we alone as a profession smugly continue to 
plough our lonely little furrows, and say, ‘‘Thank 
God we are not as these others.” If such complacency 
ever really existed in fact, the last three months in 
Harley-street must have brought an unpleasant 
awakening. 

Therefore I say with all the emphasis at my 
command: The time is over-ripe. We need a fresh 
adjustment to new conditions and for two main 
reasons:— 

(1) The rapidly decreasing power of the public to 
pay the old dues, and 

(2) The formidable increase in the cost of diagnosis 
during the last 15 years. 

These two considerations alone would justify such 
a meeting as we are holding to-night, but there is yet 
another aspect, one of even greater importance, 
and that is the scientific rather than the merely 
commercial development of our craft. 

Now thus far I have doubtless merely paraphrased 
the opinions of previous speakers this evening, but 
I am anxious to focus attention more especially on 
the position and needs of the general practitioner in 
relation to present-day difficulties- 


Speaking as a general practitioner myself I have 
found the following main problems arising in the course 
of a fairly varied practice. Time and again I am 
confronted with the chronic case with a multiplicity 
of symptoms which in the nature of things probably 
arise from some fundamental cause or causes, and 
before I can assure either my patient or myself of the 
accuracy of my diagnosis, I find it necessary to apply 
to a bacteriologist or radiologist—often both—to give 
me some of the missing links in the chain of evidence. 
This course may be exhaustive and thus scientifi¬ 
cally desirable, but what of the patient’s pocket? 
Here we arrive at my second frequently encountered 
difficulty; often only surmounted by my either going 
round begging for gratuitous service or, as often, of 
converting my fee into a payment on account for 
the patient. t 

More strictly on the scientific side I am faced with 
a difficulty of a rather different order. When as a 
country practitioner I was in the habit of regularly 
reading medical journals in an endeavour to keep 
abreast of affairs, I often found a most plausible 
article dealing with a problem that concerned me at 
the time. The writer was an entire stranger to me, and 
despite the usual advertisement of degrees in the 
superscription, I was wholly unable to estimate the 
accuracy of a single statement made. The only 
practical solution lay in the empirical application of 
the advice to the next likely patient—a wholly unmoral 
proceeding unless the patient is told that he is being 
subjected to a clinical experiment, and that if no 
success attends the effort no charge will be made. 

I do not t hink my experience in this respect is in any 
way unique. I may say it is a common practice among 
others similarly situated. 

Surely it would be of infinitely greater value to all 
concerned were it known that an article written by 
John Smith had been submitted to the scrutiny and 
criticism of several colleagues who had seen the 
same cases upon which the article had been based. 
And here let me add from a general practitioner s 
point of view it is not enough that a number of 
surgeons should pronounce favourably upon a sug¬ 
gested panacea; we are quite as concerned to. know 
what the psychologists have to say in opposition or 
agreement on the same subject. 

The Practitioner as Assessor . 

No one could more appreciate the value of 
the advice and technique of the specialist than 
myself, but while I am a convinced advocate 
of all forms of specialism, it is my concern to get 
results in the individual rather than in the mass, so 
that I become very conscious that specialism tends 
sooner or later to mental myopia and that the whole 
is apt to be lost in the part. It is therefore not wholly 
surprising that I find myself more and more being 
forced out of the position of being the mere hack of 
consultant autocracy into the far more difficult role 
of arbiter betw r een the oft-times conflicting opinions 
of rival specialists. I conceive it to be my duty to 
keep a watchful eye upon the whole individuality of 
the patient in regard to any advice that may be 
offered as to any one portion of his anatomy in 
short, I find difficulty in adequately discharging the 
office of assessor to opinions of consultants as they 
are now given. _. , 

You may argue that my difficulty m this respect 
is of my own making, that it serves me right for 
arrogating to mvself functions for which I was never 
intended, and that I should have been content with 
the subordinate rOle of a general practitioner. I submit 
in reply that the status of the general practitioner has 
changed very considerably during the last 20 years. 
He can now actually be trusted to make an accurate 
diagnosis of an acute appendix or pneumonia 1 And 
I venture to add with all deference that while there 
has been a perceptible rise in the general level of 
intelligence among the hack workers in medicme, 
there has been a corresponding falling off of the need 
for the general consultant physician for the purposes 
of diagnosis and therefore also of treatment. 
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And here I may perhaps indulge a human weakness 
and prophesy that before many years pass the general 
consultant physician will cease to exist but will find 
his regeneration in the role of an assessor to a team, 
to his very great content and profit. 

What, then, of the general practitioner in this scheme 
of things ? As I see it, the success of any group will 
largely depend upon the acumen and personality of the 
assessor. I use the word acumen designedly because 
it does,not exclude the man with experience of men, 
the man of common-sense and therefore the type not 
always found among the ranks of academic successes. 
In less veiled language, a man’s diplomas qr degrees 
will cease to be the only criterion. For that matter 
the public is realising more and more that the man of 
many degrees is by no means deified by reason of such 
degrees, and until the time arises when someone 
invents a system whereby personality and common- 
sense may be estimated in terms of marks, 
degrees per se will be less and less the hall-marks of 
efficiency. 

Thus team-work by no means excludes the employ¬ 
ment of the general practitioner in the role of assessor, 
for it is certain that unless the general practitioner 
is up to his work his colleagues will find reason not 
to collaborate with him. 

Conclusion . 

To sum up my various points:— 

1. The time is ripe for the adaptation of medical 
practice to the needs of modem science and modern 
economics. 

2. The formation of teams all over the country— 
each adapted to meet local requirements—should 
supersede the present system of individualism. 

3. Evils which exist here and there in private 
practice would tend to disappear when the individual 
has no longer only himself to consider. 

4. Any evils which team-work might be thought 
to engender would be far more easily detected and 
corrected than is the case now. 

Professional Feeling in the Matter of Private 
Clinics. 

Mr. Bishop Harman said that as chairman of the 
Hospitals Committee of the B.M.A. he felt honoured 
in being asked to contribute to this discussion, but 
he wished to make it clear that he had no authoritative 
information to give. There were certain points, 
however, that might throw light on professional 
feeling in the matter of these private clinics. The 
idea of professional combinations was not new. 
During the war the Central Medical War Committee 
urged private practitioners to combine (a) to foster 
subdivision of their work, to promote economy, and 
to achieve higher attainment in special branches of 
the profession; (b) to facilitate continuity during 
periods of illness, holidays, and study. The recom¬ 
mendation was well received and had been acted upon 
with success. A similar combination for in-patient 
work in a private hospital in the provinces had also 
been under review and no exception had been taken 
to the idea. Mr. Harman thought that in general 
no objection could be made to the principle of combi¬ 
nation, either for domiciliary treatment or clinic work. 
It was the necessary outcome of the growing com¬ 
plexity of medicine, and the logical corollary of the 
established principle of hospital practice. It was now 
desired to extend those benefits which patients at a 
charity obtained as a matter of course, to private 
patients who were able to pay their way. 

In practice certain difficulties might arise. The 
cost of establishing an efficient private clinic might 
be so high as to prevent a combine of capable doctors 
from establishing a clinic on their own resources. 
They might be tempted to accept lay finance, which 
might mean lay control or direction ; the lay element 
would desire financial success, and the temptation 
to some form of advertising would be difficult to 
combat. Some difficulties akin to this had arisen 
with regard to establishments, originally founded as 
quasi-medical institutions, which now combined 


medical work with facilities for legitimate entertain¬ 
ment. A risk such as this could be guarded against by 
a proper legal deed of constitution for each clinic 
before it was set up. Again, if powerful combinations 
became numerous they might exert an inhibitory 
influence on the careers of younger members of the 
profession, who could not or would not seek admission 
into existing combinations. Existing combinations 
might become powerful enough to prevent the 
establishment of new combinations and thereby act 
detrimentally on the development of professional 
knowledge and skill. Possibilities such as thes* 
foreshadowed a risk of professional competition far 
more serious than anything now existing between 
individual practitioners or partnerships, and it was 
difficult to see how these dangers could be guarded 
against. Lastly, there was a thought of risk in some 
minds that the commercial aspect which a costly 
clinic would introduce might lead to patients being 
exploited for profit to the combine and not treated 
primarily for the benefit of the patient. This was a risk 
present in any form of practice, individual or combined, 
and there was no safeguard against it other than that 
of the high standard of integrity of the several 
members of the profession. So long as that standard 
was as high as it is to-day the risk was minimal, 
and there was no reason why we should fail to maintain 
that standard. In conclusion, Mr. Harman cited 
some actual expressions of experience made to him 
by intelligent patients, which showed with what 
favour these patients viewed such arrangements as 
were suggested for their benefit. 

The Surgeon'8 Point of View. 

Mr. W. H. Clayton-Greene said that as the main 
subject had been exhaustively dealt with by previous 
speakers he proposed to touch only on that aspect 
which affected him as a surgeon. In a discussion on 
any proposals for change the adequacy or inadequacy 
of the present system must not escape consideration. 
To Mr. Clayton-Greene the existing system appeared 
most unsatisfactory. Before coming to the meeting 
he had looked up the distance between London and 
Banff and had ascertained that the distance between 
London and the only resident establishment where 
diseases of the alimentary tract could be thoroughly 
investigated was 587 £ miles ! In trying to estimate 
the advantage of the private clinic system, the sur¬ 
geon had to consider what help he would be likely 
to receive from close association with his colleagues 
(1) in diagnosis ; (2) from an operative point of view. 
Mistakes in diagnosis were made by every surgeon, 
and radiologists, bacteriologists, and pathologists were 
at least as fallible when working without clinical 
evidence, but in Mr. Clayton-Greene’s opinion mistakes 
would be less likely to occur if patients were consulted 
over by surgeons and physicians jointly with the 
additional help of the specialists. The system of 
sending the patient to the specialist was wrong, and 
the habit of sending a piece of the patient still more 
reprehensible. The dangers of this latter method were 
exemplified in a case in which Mr. Clayton-Greene had 
recently been associated. A digital tumour had been 
sent to a pathological laboratory as ? sarcoma, and 
since the tumour showed numerous round cells, the 
suggested diagnosis was confirmed. The true nature 
of the condition—a granuloma due to syphilis— 
was elicited in a consultation which, had it 
taken place earlier, might have saved the patient 
from the loss of a useful part of his arm. This was the 
diagnostic aspect of the question. As to the operative 
side, the work done in most nursing homes con¬ 
trasted unfavourably with that done in hospitals, 
which was essentially team-work. Even in the best 
nursing homes the same standard of efficiency would 
hardly be reached. Operations in private houses were 
even more difficult to arrange. For all these reason* 
private clinics appeared desirable. It had been said 
that the clinic system was foreign to British idea*, 
but if this system did its job well the British publi-- 
would march to the door of the clinic, even if to 
reach it they had to travel 587 miles. 
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The Business Side. 

Mr. W. S. Dickie said that the problem had to be 
considered from the point of view of the patient, of 
the medical practitioner—using the term in its widest 
sense—and of the credit and reputation of British 
medicine. With regard to the patient, his interest 
consisted in getting the best possible treatment, atten¬ 
tion, and environment at the lowest reasonable cost. 
The general public was becoming much more critical 
than formerly with regard to the accommodation 
available, and comparisons between British and 
foreign provision for the treatment of private patients 
were much to our disadvantage. As to the medical 
practitioner, it was obviously to his interest to have 
at his command facilities for examination, diagnosis, 
and treatment of his private patients at least equal 
to those existing in well-equipped general hospitals. 

If we assumed that existing conditions were 
unsatisfactory, how were they to be remedied ? 
Provision might be made at existing voluntary 
institutions for receiving a certain proportion of paying 
patients, and this plan, on a limited scale, was already 
in operation in various places. The plan had certain 
obvious advantages. There was no need for any 
initial capital expenditure ; existing buildings and 
administrative machinery were utilised, and already 
installed technical plant—probably not running at 
full capacity—was available. The disadvantages 
were that (1) in some, perhaps in many institutions, 
any such provision would be outside the scope of the 
original trust foundation and the present constitution ; 
(2) without important structural alterations or 
extensions any provision made by existing institutions 
would be insufficient to meet the needs ; (3) provision 
made by a voluntary hospital could hardly be made 
available for the use of medical men other than the 
members of the honorary staff of the institution ; 
(4) a bureaucratic and institutional element between 
the practitioner and his private patient would almost 
inevitably be introduced ; (5) evidence from America 
and the continent of Europe showed that the combina¬ 
tion of paying and non-paying patients in the same 
institution worked badly. 

Another suggestion was that the necessary provision 
might be made in or additional to existing rate-sup¬ 
ported institutions, but in Mr. Dickie’s opinion all 
the arguments against the provision of the desired 
accommodation in voluntary institutions applied 
here even more strongly. Again, special provision 
might be made by local authorities for building and 
equipping hospitals for private patients, these 
institutions being available to the general public at 
rates to be fixed on an economic basis, so that the 
hospital should not only pay its way but provide a 
fund for redemption. The professional service might 
be open to all registered practitioners, fees being 
a matter of private arrangement between doctor and 
patient. Mr. Dickie said that though this plan 
at first sight appeared to provide a reasonable solution 
of the problem, the ultimate development would be 
uncertain, and it might lead to rate control not only 
of the hospital, but also of the financial and other 
relations between doctor and patient. Mr. Dickie 
believed the best solution would be reached by private 
enterprise, working on business lines untrammelled 
by association with existing charitable or voluntary 
or other public bodies. The question arose whether 
the income could be expected to meet current working 
expenses, pay reasonable interest on invested capital, 
and provide adequate sums for upkeep and deprecia¬ 
tion. As regards capital cost, no institution for the 
treatment of private patients could be considered 
satisfactory if it had not been specially designed, built, 
and equipped for the work in view. The converted 
building was difficult to work and costly in upkeep. 
Capital expenditure was commonly expressed in 
terms of cost per bed (though this was not in all 
respects a satisfactory basis), and Mr. Dickie had 
calculated that the cost of a complete private hospital 
need not exceed £500 per bed, and in some districts 
could be less. He uttered a strong protest against 
elaboration and luxury, which were no more necessary 


in the treatment of the wealthy than of the poor, 
and gave his grounds for believing that an adequate 
private clinic could be constructed at about Is. 6d. 
per cubic foot. As to running expenses, Mr. Dickie 
claimed that the housekeeping costs need not be 
greater than those of general hospitals. The medical 
and surgical expenses were also comparable, since the 
private patient used no more drugs and dressings 
than the patient in a public institution; surgical 
instruments, catgut, and gloves, would be provided 
by the surgeon, and though wages and salaries might 
be a proportionately larger item in the private institu¬ 
tion, Mr. Dickie expressed his confidence that the 
running costs of an efficient private hospital need not 
exceed, and ought not to exceed, the comparable 
expenses of the voluntary hospital, especially as the 
private hospital had no costly out-patient department. 
He therefore used the figures of voluntary hospitals 
as the basis of calculations. Running costs of 
voluntary hospitals were at the present time about 
£3 per patient per week, and he estimated that an 
income of £7 a week per bed would keep a hospital of, 
say, 50 beds on a sound financial basis. As to the 
source of the capital required, Mr. Dickie deprecated 
the old idea that it was improper and unprofessional 
for a medical man to have a financial interest in the 
institution to which he sent his patients. Conditions 
had changed, and nowadays it was the duty of the 
practitioner—medical, surgical, obstetrical or general 
—to be financially interested in the establishment to 
which he sent his patient if he wished to safeguard that 
patient’s interests. The professional man’s active 
interest would be the element which would lift an 
institution from the level of a dividend-producing 
factory to that of an actively beneficent social factor. 

Mr. Dickie considered that the medical man should 
be financially interested in such an institution openly 
and in association with non-medical shareholders. 
If a score of medical men combined, put down £500 
to £1000 each, and then went to their business friends 
with a scheme there would be no difficulty in raising 
an equivalent sum from these friends, who would 
recognise the need for an institution and its prospects 
of success. Mr. Dickie warned his colleagues that 
if they did not themselves proceed to the organisation 
of a private clinic system it would be done for them 
by cosmopolitan financiers, who would do it well 
but would be concerned only with the fees they could 
obtain and the dividends they could draw. 

Some Practical Suggestions . 

Dr. G. C. Anderson said that he was sure that 
any move on the lines of the private clinic system 
would be welcomed by the general practitioner. A 
general practitioner, anxious to have a second opinion 
upon a particular case, might be doubtful whether 
the opinion ought to be that of a physician, a surgeon, 
or a specialist in some other branch. If the case 
belonged to the poorer class and could be sent to a 
hospital it would not matter to whom the patient 
were directed in the first instance. If, however, the 
patient could afford to pay, the general practitioner 
might direct the patient to a surgeon, only to be told 
that the case was purely a medical one or that an X ray 
was required before a surgical opinion could be 
expressed. From a private clinic he could obtain a 
comprehensive report, most probably accompanied 
by a clinical diagnosis confirmed by X rays and 
bacteriological examinations. From the point of 
view of the public, also, the advantages were apparent. 
Modern diagnosis was now growing so formidable 
that very often patients had not sufficient means left 
for treatment after an accurate diagnosis had been 
established. The fees charged at a private clinic 
could be made more moderate than the present fees 
charged by individual consultants, because by 
combination the expenses would be materially 
decreased, and in this way also the receipts of the 
medical men associated with the clinic would tend to 
be increased. The general practitioner would be able 
to attend with his patient, and in this way he would 
tend to become more proficient in his own work. 
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There were several ways in which a private clinic 
might be worked. The team should consist of a 
number of practitioners or consultants of equal 
status, chosen in such a way as to represent all the 
different brandies of medicine, with the possible 
addition of a medical assessor. A possible scheme 
of work might be that each member of the team 
would carry on all his own private work at the clinic. 
The second opinion available in an adjacent room 
would be an obvious advantage, both to the practi¬ 
tioner and to the patient. Entire freedom of choice 
could be left to the patient, by providing that if 
desired he might equally well consult for a second 
opinion a doctor who did not form part of the team. 
Each member of the team would draw his own fees 
from private patients seen at the clinic, but fees from 
patients sent by outside practitioners to the clinic 
for general diagnosis only would go into a central 
pool, upon which w r ould fall the burden of the upkeep 
of the establishment. The expenses necessary for 
the conduct of the clinic W’ould be met out of the 
central fund, the practitioners being thereby enabled 
to carry on their private practice without any expense 
at all, and any surplus from the pool could be divided 
annually. The team of practitioners would not get 
individual payment for general diagnostic work, but 
would gain indirectly owing to the diminution of their 
private expenses. The general practitioner who 
sent up the case for diagnosis would receive a compre¬ 
hensive report, and would be free to adopt any line of 
treatment within his own competence that seemed best. 

Arrangements for treatment at such a clinic might 
be provided, but the privilege of a patient to choose 
his own specialist should be preserved. The charges 
of a nursing home attached to the clinic would go 
towards the upkeep of the home, whilst professional 
fees would be paid direct to the surgeon or physician 
who had undertaken the treatment. All patients, 
other than those who wished to see a particular 
member of the team, would in the first instance be 
directed to a medical assessor, who should be a practi¬ 
tioner or consultant of great experience, who would 
make a thorough routine examination before referring 
the patient to any specialist. A pooling system for 
fees could only be made applicable to diagnostic work, 
fees for treatment being arranged privately between 
the practitioner concerned and the patient. Dr. 
Anderson did not think it would be in the interests of 
either the patients or of those practitioners if dia¬ 
gnostic work alone w r ere done at the clinic. Observa¬ 
tion w'ards woidd anyhow be necessary, and additional 
beds for treatment would probably follow as a matter 
of course. However, arrangements for treatment 
would lead to greater difficulties in connexion with 
finance. The expenses of establishing a diagnostic 
clinic could be provided by the team of medical men, 
but it w r as doubtful whether sufficient money would 
be forthcoming from this source for a nursing home as 
well. Once outside financial help was contemplated 
difficulties arise. From his experience as an official 
of the British Medical Association, Dr. Anderson 
realised that once the public was asked to aid in any 
way the financing of a nursing home the question of 
advertising would sooner or later be raised, and it w r as 
for this reason that he felt strongly that the control 
of private clinics, whether for diagnostic or treatment 
purposes, should be entirely in the hands of the 
medical profession. 

Financial Benefit to the Paiient. 

Dr. A. F. Htkst said that he had long felt that his 
work at Guy’s Hospital was more thorough than his 
private work, and so, within the last few’ months, he had 
started a private clinic about 20 miles from London. 
Already he had found it infinitely more pleasant 
and satisfactory to work in private with a team. In 
his opinion the financial aspect of such a clinic ought 
to be entirely independent of the medical officers, 
w’ho should, however, have control, and should not 
allow’ advertising. His ow r n clinic was entirely 
removed from the idea of financial gain. It was 
financed by two members of the lay public. The 


services of an old regular R.A.M.C. quartermaster 
had been secured to do the administrative side of the 
work. From the patient’s point of view there was a 
distinct gain, since the total fees he often had to pay 
to one specialist after another w r ould be much bigger 
than the fee payable to the clinic. This fee was the 
same, however many investigations were done, save 
where the patient’s means suggested some reduction. 
In private practice it was often doubtful whether an 
additional test would throw r light on the condition, 
and the patient’s means had to be considered ; at a 
clinic this question did not arise, an exhaustive 
investigation was made as a matter of routine, and 
unexpected diagnoses not infrequently ensued. As 
to patients of moderate means, in Dr. Hurst’s opinion 
these should benefit at the expense of those better 
off, and therefore some cases were admitted to his 
clinic at greatly reduced fees. The clinic should be 
regarded as a place where a prolonged consultation 
takes place. The saving of time to the medical 
officers was enormous, and, from the patient’s point 
of view, though diagnosis might take a week, it was 
then probably as definite as it ever could be. A 
resident medical officer was an enormous help in 
relieving the senior men of routine Vork, and also in 
getting the initial history typed ready for his visit. 
Dr. Hurst gave a few examples of difficult cases which 
had recently been diagnosed at his clinic. The 
resident medical officer w r as in a position to examine 
a patient at any time of day or night when an attack 
of pain or other symptom manifested itself, and this 
fact alone was of incalculable diagnostic advantage. 
As to treatment, Dr. Hurst mentioned gastric cases as 
exemplifying the advantages of a consultation between 
surgeon and physician. In his experience twice as 
many patients presented themselves suffering from 
after-effects of gastro-enterostomy as from primary 
gastric symptoms. He did not suggest that this was 
not a good operation, but most people w r ould agree 
that it is done too often, and with adequate medical 
treatment the patients would often recover without 
such drastic measures being resorted to. 

On the motion of Dr. A. Lapthorn Smith, seconded 
by Sir Thomas Horder, the discussion was adjourned 
to a day which wdll be announced later. 


Jjttfo $nbeittwns. 



ALL-GLASS INHALER. 

The inhaler shown in the illustration is so con¬ 
structed that on nasal or oral inspiration air is drawn 
into the main body of the 
bottle-like apparatus through a 
small opening in the “ neck,” 
passes down the central tube, 
bubbles tlirough the inhalant, 
and becomes saturated. The 
medicated air then, through a 
by-pass, enters into the upper 
chamber or nozzle, and thence 
^ ' through the nose or mouth. 

The apparatus gives a highly saturated 
vapour with volatile drugs. It has been 
found beneficial in phthisis, laryngeal 
tuberculosis, nasal catarrh, and as a 
preventive of influenza ; in rhinitis and 
suppuration of accessory sinuses— 
antrum or frontal—various forms of 
naso-pharyngeal catarrh, asthma, and 
bronchial trouble. The inhaler can be 
sterilised by boiling, and by a quarter 
turn of the stopper it can be safely 
sealed and packed for travelling with 
inhalant in it, ready for instant use. It 
can be obtained for nasal or oral inhala¬ 
tion or the nasal appliance can be used 
for either. Messrs. Allen and Ilanburys, 
Ltd., 48, Wigmore-street, London, W., are the makers. 
Inverness. R. C. MACDONALD, M.D. Aberd. 
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•Hhimtos anb Stotfos of JUoks. 


Annals of the Middlesex Hospital at Clacton- 

on-Sea during the Great War, 1914-1919. 

By Comyns Berkeley and Victor Bonne y. 

London: W. J. Clark and Co. 1921. Pp. 128. 

10s. 6d. 

The branch of the Middlesex Hospital at Clacton- 
on-Sea was offered to the War Office on the outbreak 
of war as a complete surgical unit for 115 men and 
15 officers. The offer was accepted and the hospital 
was employed as a First Clearing Hospital throughout 
the war. Owing to the fact that all the other members of 
the surgical staff ware already employed on war work, 
the two gynaecological surgeons, Mr. Comvns Berkeley 
and Mr. Victor Bonney, volunteered to do the work 
at Clacton as resident surgeons, each living there and 
carrying out the whole work of the hospital for part 
of the week. The book before us gives a readable 
and interesting account of the work at Clacton. 
During the 4J years, 9242 patients passed through 
the wards and were thus under the care of the 
two surgeons, who were personally responsible 
for all the medical and surgical work of the 
hospital except that some assistance was given in 
the matter of anaesthetics. The analysis of the 
cases given in Chapter IV. shows how varied they 
were and gives some idea of the labour involved. No 
less than 874 operations were performed, and all the 
X ray examinations wore carried out by the two 
surgeons themselves, after a little coaching from the 
late Mr. Cecil Lyster. It is impossible to withhold 
a tribute of admiration for the patience, resource, 
and versatility shown by Mr. Berkeley and Mr. 
Bonney in the work here recorded. Many hospitals 
with an equal or smaller number of beds had a 
large staff to carry out the work, which was here 
done with high efficiency by tw T o men. They have 
the satisfaction of knowing that the personal sacrifices 
they made in a time of national need set free other 
men for work abroad. The proceeds of the sale of 
the book are to be devoted to the funds of the hospital. 
The book is well written and contains humorous 
details of life in a war hospital. It is illustrated 
by photographs and a few sketches and caricatures, 
and we feel sure that it will appeal to a wide circle of 
readers. 


Dictionary of Applied Chemistry. 

Vol. I. By Sir Edward Thorpe, C.B., LL.D., 
F.R.S. London: Longmans, Green and Co. 
1921. Pp. 752. 60s. 

It is rightly pointed out in the preface to this 
volume that the war has exercised a great influence 
on applied chemistry, for it has led to an enormous 
expansion, more or less permanent, of certain branches 
both in this country and abroad. As there now appears 
to be some likelihood of a really stable chemical 
industry being established in Great Britain, the 
appearance of a revised and enlarged edition of this 
well-known work is opportune. The chemical manu¬ 
facturer who proposes to make high-grade products, 
involving large capital outlay and technical skill, 
naturally hopes to sell his goods at a reasonable 
profit, 'in many, if not in most cases he cannot do 
so at the present time and, if the industry is to be kept 
going, some assistance, such as has been outlined by 
the Government, is an absolute necessity. The 
interdependence of chemical warfare and chemical 
industry is so well known that it would appear that 
Government aid to the industry is at least prudent 
from a national insurance standpoint. 

The arrangement of the work is alphabetical. Vol. I. 
starts at A and ends with Calcium. Special articles 
are contributed by experts whose professional stand¬ 
ing shows that Sir Edward Thorpe has done his 
best to make the Dictionary a true record of the 
present relations of chemistry to the arts and sciences 


The medical man will find much which is interesting 
in this volume. Professor Barger writes on alkaloids, 
aconitine, adrenaline, and aloes, Professor Halliburton 
on bile, blood, and bone, and Dr. H. Robinson on 
anaesthetics. There appears to be little room 
for constructive criticism in the compilation and 
mistakes and misprints are rare. References to the 
literature are numerous, but some contributors adopt 
the rather irritating fashion of quoting the number 
of the volume and page but not the year; in the 
forthcoming volumes the year of the references 
should be added. 


Anatomy. 

Anatomy of the Nervous System. By Stephen W« 

Ranson. London and Philadelphia: W. B. 

Saunders Company. 1921. Pp. 395. 32$. 6 d. 

Professor Ranson has produced a work intended 
for the use of the student of medicine, and has written 
with this object ever in mind. He begins with a short 
but clear exposition of the nervous system in inverte¬ 
brates and lower vertebrates, and thus leads on to 
the study of the mammalian and human system. 
The descriptions of the various parts w T hich make up 
the whole complicated system are good and excellently 
clear, but we confess to being left with an indefinite 
feeling of confusion, which is probably connected with 
the arrangement of the descriptions. The illustra¬ 
tions are instructive, but we would recommend more 
careful editing of the figures in future editions : for 
example, the trochlear nerve is wrongly labelled in 
Fig. 8, and a similar fault appears to affect the mesen¬ 
cephalon in Fig. 11. Such inaccuracies are the more 
regrettable as the author makes such good use of his 
figures in his text. The book contains also a short 
outline of a laboratory course for students of neurology, 
and ends with a full and excellent bibliography. 


Manual of Surgical Anatomy. Third edition. By 

C. R. Whittaker. Edinburgh: E. and S. 

IJvingstone. 1921. Pp. 429. 15$. 

This third edition of a hook which has a considerable 
vogue among students shows some enlargement 
and several new figures. Mr. Whittaker purports 
only to give outlines of the subject, and his book is 
a good example of a student’s handbook of its kind. 
The diagrams serve their purpose, and we especially 
note one or two of the skiagrams as unusually good. 
Fig. 46, however, would perhaps give a more natural 
colour to the retina with better registering, and there 
is an evident gap in Fig. 2, which ought to contain 
lines indicating the contributory fibres to the outer 
cord. The text is readable and clear, but we think 
it would be as well to omit developmental descrip¬ 
tions where no direct reference is made to their 
bearing on pathological or clinical problems. We are 
glad to see that this is one of the few English books 
wherein Professor Marie’s objections to the conven¬ 
tional teaching of the schools regarding aphasia 
receives mention, although no further details are given. 
A short appendix, giving Macewen’s results in study 
of bone formation, epiphyseal junctions, and pelvic 
measurements, closes a good little manual. 


Electrical Methods in Urology. 

Notions Pratiques d ’ K lectrolherap i e Appliquee d 
VUrologie. Second edition. By Dr. Denis 
Oourtade. With a Preface by Prof. Legueu. 
Paris: E. Le Francois. 1921. Pp. 244. Fr. 18. 

As it title implies, this book deals with the uses of 
electrical methods for the treatment of diseases of 
the urinary tract. In addition, the physiology and 
pathology of the tract are described in so far as they 
are relevant, and also the properties and means of 
production of the various currents used for treatment. 
The subject is presented in the form of a series of 
lessons. The first four of these are devoted to physics 
and electro-technics and the remaining six to those 
diseases of the urinary tract which can be successfully 
treated by electrical methods These diseases are 
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divided into two classes, of which one includes dis¬ 
orders of function, unattended by organic change, and 
the other those in which organic changes are present. 
In the fifth lesson the connexions of the urinary 
tract with the nervous system are described, and then 
the various neuralgias—renal, vesical, urethral, pro¬ 
static, and testicular—with their symptoms, diagnosis, 
and appropriate electrical treatment. In the sixth and 
seventh lessons functional disorders of the urethral and 
vesical muscle, such as paralysis and spasm, are 
considered, also nocturnal incontinence, sperma¬ 
torrhoea, and a condition termed “ pollakiurie ” 
(frequency of micturition without increase of the total 
daily quantity). The remaining three lessons deal 
with diseases of the urinary tract accompanied 
by organic changes. These include inflammation 
and new growths of the bladder and prostate, 
urethritis, stricture, and polypi of the urethra. The 
author speaks of the value of ionisation, and 
1 3 pages are occupied by a description of this method 
and its advantages. By means of ionisation drugs 
can be made to penetrate the mucosa of the bladder 
and urethra, while the epithelium of these passages 
is impenetrable by the process of simple diffusion. 
The treatment of strictures by electrolysis is described, 
and the method termed “electrolytic dilatation” (a 
combination of simple dilatation and electrolysis) is 
recommended by Dr. Courtade, who claims that it 
acts more quickly than simple dilatation, and that 
the benefits are permanent. If the stricture is com¬ 
posed of very dense scar-tissue, the method is slow, 
but good results are finally obtained. 

The book is a clear exposition of the powers of 
electricity for the treatment of diseases of the urinary 
tract, and is based on the experience gained by Dr. 
Courtade at the Hopital Necker during the past 
30 years. He insists on the importance of knowledge 
of physiology and pathology for successful treatment, 
as well as familiarity with physics and electro¬ 
technics. The first 99 pages contain an account of 
these subjects that can be clearly understood by 
anyone who is acquainted with the commonest electrical 
terms. 

The English reader is left in some doubt regarding 
the method of action- of high-frequency currents— 
other than by the production of heat, and elsewhere 
when more than one method of treatment is described, 
the reader is not always given sufficient indication of 
their relative values. The book is attractively written 
and is a valuable addition to the literature of medical 
electrology. 

Sidelights on the Evolution of Man. 

By Karl Pearson, F.R.S. University of London 
Eugenics Lecture Series, XIII. Cambridge Uni¬ 
versity Press. 1921. Pp. 27+7 plate3. 3s. 

The intention of tliis lecture is to set forth what 
evidence can be adduced from the study of a single 
bone—the femur—to support the contention that the 
line of man's evolution followed that of the fiercer of 
the Primate series, rather than that of the arboreal or 
more timorous group ; that he is more nearly related 
to ancestors which produced the modern anthropoid 
apes than to those from which the gibbons have 
arisen. The point on the evolutionary tree from which 
the gibbons started, and certain alleged resemblances 
between Trinil femur and those of Dryopithecus, a 
fossil gibbon of great size, have for years been in 
dispute. Professor Karl Pearson is in agreement 
with Sir Arthur Keith in believing that the modern 
anthropoids—the chimpanzee, orang, and gorilla— 
left the direct simio-human stem at a more recent 
date than the gibbons. He regards the features of 
the Trinil femur as substantially those of modern 
man, and dismisses Dubois’s view r that the convexity 
of the popliteal space is evidence of near relationship 
to the gibbons, by showing that the same condition 
is not uncommon in modern human femora. 

The author discusses in particular certain anomalies 
or deviations from the accepted anatomical description 
of this bone, the lateral protrusion, the degree of 
bowing, the hypotrochanteric fossa, “ pilasters,” and I 


the third trochanter. He gives statistics and measure¬ 
ments of these features which strongly support his 
contention, although those relating to the third 
trochanter are not convincing. The significance of 
pilasters—occurring chiefly in bones showing excessive 
bowing—seems to be questionable. Professor Pearson 
says, “ I doubt very much whether man ever stood 
upright until he had developed a pilaster,” and the 
same might be said of the possessors of the rickety 
bones with which all are familiar. The causation of 
the pilaster in both cases must lie in the nature of 
the muscular pull in a curved bone. 

So far as the femur alone is concerned the case is a 
strong one, and the use made of the numerous indices 
deserves further study. When applied to a single bone 
in this manner physical anthropology recalls the 
methods employed by Mr. Sherlock Holmes, in a case 
in which his client had left his hat behind him, to 
deduce the type of man he was. 

Perspective : The Old and the New Method. 
By A. S. Percival. London : Longmans, Green 
and Co. 1921. Pp. 42. 4s. 6d. 

Mr. Percival, well known for his work as Ophthalmo¬ 
logist and mathematician, has essayed the difficult 
task of writing a book on perspective that shall be 
both brief and lucid. The medical interest of the book 
is slight, and Mr. Percival has not thought it necessary 
to include the preliminary remarks on optics which, 
in other treatises, have mystified many art students. 
He comes straight to his subject and he sets out the 
rules of perspective dogmatically and compre¬ 
hensively. What teachers at drawing classes, as 
well as their pupils, may thank the author in par¬ 
ticular for is the opening section in which the field of 
view is explained. It is quite usual in books on 
perspective of far greater ambition than this treatise 
for the authors to make such muddling remarks 
on “ distance,” “ station,” “ point of view,” and 
“ vanishing points,” that the whole subject of artistic 
perspective, which requires a clear mind for its 
understanding, becomes involved in mystery from 
the start. So much information has never before 
been given in so small a compass, but knowledge 
packed closely by an author has always to be 
unpacked slowly by a reader. An art student to 
benefit by this small book must read slowly, pencil 
in hand, and be resolved not to read one line ahead 
of perfect understanding. 

There are several misprints, which should be 
corrected in any future issues. 

JOURNALS. 

In the Military Surgeon for May, Colonel A. X. 
Stark, who was medical officer at headquarters of 
the American Army in the St. Mihiel and Argonne 
operations (“Army "Surgeon ”), discusses the prepara¬ 
tion by the surgeon of an army for the medical 
service of a battle. He stresses the need for full 
information of what is intended, observing that it 
is only relatively inexpert staffs which fail to give 
the senior medical officer information as soon as a 
movement is decided upon. The same thought is. 
by apt coincidence, expressed in the May R.A.M.C. 
Journal , where Major A. C. Osburn mentions it was 
only “ after 1916, when brigade staffs became more 
inexperienced,” that he had to find out for himself 
what his field ambulance was wanted to do. Colonel 
Stark goes on to say that after the chief surgeon 
has prepared the perfect battle scheme and has 
arranged therein for everything that can be foreseen, 
emergencies will still arise that can only be met 
by what he terms “ esprit,” developed in a spirit 
of mutual confidence and in friendly rivalry.— 
Major A. Parker Hichens, of the U.8. Army Medical 
School at Washington, speaking of anaphylactic 
collapse, recommends small doses of epinephrin and 
of atropin, though his 1100 gr. of atropin sulphate 
seems rather a large dose, 0*5 mgm. being the suggested 
metric alternative. He also recommends epinephrin 
for the urticaria which may arise after serum injection-. 
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Notification of Measles. 

Measles is a potent cause of preventable infant 
mortality. Usually the annual deaths from this disease 
are, roughly, equal to the total deaths from all other 
notifiable infectious diseases. Two articles in the 
present issue of The Lancet, by responsible public 
health officers, discuss some aspects of the compulsory 
notification of measles, Dr. R. Dudfield, repre¬ 
senting an essentially urban community and Dr. 
R. M. F. Picken, a suburban and rural area. In the 
light of these articles it may be well in the first 
instance to review the history of notification. Up 
to Jan. 1st, 1916, measles was compulsorily notifiable 
in the areas of a few sanitary authorities only who had 
obtained the permission of the Local Government 
Board to add it to the list of diseases notifiable under 
the Act of 1889. During the war serious outbreaks 
of the disease occurred among troops, which, as 
noted by Dr. Picken in the case of the Highland 
Regiment at Bedford, were sometimes accompanied 
by a very heavy mortality. It was therefore 
important that troops should not be billeted upon 
or located near, a population among which measles 
existed. An Order was therefore made by the Local 
Government Board requiring compulsory notification 
of the disease all over England and Wales from 
Jan. 1st, 1916. At the same time an attempt was 
made to induce sanitary authorities to take steps 
to reduce mortality from this disease among the 
civilian population by the provision of home visiting 
and nursing, and by medical assistance for cases of 
measles. Grants were promised to assist expenditure 
for this purpose. In 1918 an account of the adminis¬ 
trative measures taken against measles by Dr. S. W. 
Wheaton, and a report on the prevention of mortality 
and disablement due to measles and pneumonia by 
Dr. A. S. MacNalty, were published by the Local 
Government Board. 1 In the four years 1916 to 1919, 
1,565,380 cases of measles had been notified, and 
29,567 deaths had occurred from measles. On the 
termination of the war the position had to be reviewed. 
It was found that the country as a whole was not 
ready for action for the prevention of mortality 
from measles ; and the Ministry of Health, which 
had succeeded the Local Government Board, decided 
that the continuance of the Order was not the best 
method of dealing with the problem. Accordingly 
the Order was rescinded, and from Dec. 31st, 1919, 
measles was no longer compulsorily notifiable through¬ 
out England and Wales. 

The reasons that influenced the Ministry in taking 
this course are set out in the report of the Chief 
Medical Officer for the year 1919-20, p. 50. It 
is there stated that (1) notification of the first case in 
a house attended by a medical practitioner, and of 
each case in a household by the parents of the patient’, 
is not an essential factor in a practical scheme for 
reducing mortality from measles ; (2) that the sanitary 
authorities most active in this work have still to rely 
in large measure on other means than notification 
for finding out cases of the disease—e.g., through 

1 Reports by the Local Government Board on Public Health 
amd Medical Subjects. (New Series, No. 115.) 


reports of health visitors and from schools, with the 
result that notification was redundant; (3) that on 
the other hand, in certain districts nothing followed 
notification, and it was difficult to justify the expen¬ 
diture on notification fees. Grants in aid of measles 
prevention work were continued. The Ministry were 
willing, in any case where the sanitary authority 
had made suitable arrangements for reducing the 
mortality from measles, to make an Order on the lines 
of the rescinded Order of 1915 to apply to their district. 
This course was followed at Paddington, as related 
by Dr. Dudfield, where compulsory notification 
has been continued up to the present time without a 
break. The absence of compulsory notification need 
not prevent any sanitary authority from taking 
action for reducing the mortality from measles. All 
other available machinery must be called upon for 
reporting cases of the disease in children, such as 
inquiries by health visitors and school nurses in the 
course of their ordinary duties, the reporting of cases 
by school teachers, school attendance officers, and by 
parents. Measures should be devised for speeding 
up this information, so that it may reach the medical 
officer of health promptly, and the delay in receipt 
of the information, referred to by Dr. Dudfield, 
must be removed, that nursing assistance can come 
into operation sufficiently early in the course of the 
disease. It is noteworthy that the Registrar-General 
states the mortality from measles for the year 1919, 
the fourth year of general compulsory notification, 
to be 326 per million, which is by far the lowest ever 
recorded. It is to bo hoped that all medical officers 
of health will give details of measures taken for 
preventing mortality from measles in their annual 
reports, and for securing notification without com¬ 
pulsion. 


Antimalarial Measures in India. 

All who read on page 1393 of this issue of 
The Lancet our review of the Report of the 
Sanitary Commissioner with the Government of 
India for 1918, the most recent Report yet issued, 
will feel that the well worn tag—“ If preventable, 
why not prevented,” has a special application to 
the incidence of many diseases, and in particular of 
malaria, in the Empire. In 1918 the death-rate 
from all causes in the general population of India 
w r as no less than 62*42 per mille. Much of the excess 
over the average rates in previous years was due to 
a huge influenza epidemic, and it must be admitted 
that preventive medicine was as powerless elsewhere 
as in India to deal with the scourge. No less than 
11,134,441 deaths were registered as due to “ fevers,” 
against a decennial mean of 4,308,356. But in 
each 4J million deaths registered under this term 
in India, it has long been officially conceded that 
not less than one million are due to malaria, and 
that the cases of sickness from this cause which do 
not end fatally amount to one hundred millions per 
annum. Were malaria contracted solely by the 
families of the labouring classes, and without taking 
into account capital vested in the producer, such 
figures would imply annually an unproductive 
expenditure of from £17,000,000 to £20,000,000, by 
reason of loss of wages, expenditure during sick¬ 
ness, and concomitant circumstances. The calcula¬ 
tion, though a rough one, enables us to see how much 
money and how many lives are wasted and to what an 
extent industrial production is handicapped, because 
the preventable disease of malaria is not prevented. 
The carrying out of measures must fall to local 
governments, but the responsibility for legislation 
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rests with the Government of India,, whose rarely- 
exercised right of suggesting sanitary measures has 
been abrogated ; and it is to the Government of 
India that the medical profession looks for active 
remedy. The principles which have guided the 
Government hitherto, in respect of the incidence of 
malaria, account for the lack of success in making 
a reduction of the disease in any area sufficiently 
large to appreciably diminish the loss of lives. As 
man after man has succeeded to office in the 
Government, he has inherited files from his prede¬ 
cessor which have taught that, in dealing with a 
tropical people, possessed of, or obsessed by, caste 
and religious prejudices, to go slowly is the only 
sound procedure. It would be well that some more 
active policy were adopted, although, broadly 
speaking, when dealing with 450 millions of people 
we cannot go faster than they want. It is first 
needful to create the demand for better things. 

At the instance of the Royal Commission on 
the Sanitary State of the Army in India, which 
issued its Report nearly 60 years ago, namely, 
in 1863, there was established in each Presidency 
a Sanitary Commission in direct communication 
with the local government concerned—that of 
Bengal being also the advising body of the 
Government of India. During the short period 
these Commissions were allowed to exist, they 
gave an earnest of excellent work. But they were 
too far in advance of medical knowledge, and slowly 
but surely their functions were whittled away ; first 
the members, then the president, and lastly the 
secretary, were got rid of. A single Sanitary Com¬ 
missioner with the rank and pay of a Deputy 
Surgeon-General, corresponding to the rank of 
Colonel at the present day, then represented what 
had been a powerful body, supported by the 
Secretary of State, with which the Government 
of India had to reckon. But even this solitary 
officer was found to be an awkward factor if he 
ignored the time-honoured habits of procrastination 
or inertia in sanitary affairs, so reduction in pay 
and rank followed. In 1864-65 the Sanitary 
Commission of Bengal urged the appointment of 
municipal and sanitary services in all districts. 
Later the Secretary of State required the attention of 
the Government of India to the same subject for 
India generally. Successive Sanitary Commissioners 
of the other Provinces have urged similar reforms. 
But 1921 finds necessary action far from com¬ 
plete. Nor has the Government of India exhibited 
any more virile attitude in respect to measures 
more directly connected with malaria. Ross com¬ 
menced his efforts to solve the malaria carrier 
problem in May, 1895. In December, 1896, the 
Government of Madras, recognising the import¬ 
ance of this research, urged the Government of 
India to place him on “ special duty,” so that full 
time might be at his disposal. This meant the 
grant of an acting allowance for the medical officer 
of a regiment to supply the vacancy, and a small 
percentage on the normal pay of the incumbent 
of the appointment. The Government of India, 
however, pleaded financial inability to meet the 
expenditure till February, 1898, and we seem to 
have heard that Ross personally received no thanks 
or recognition of any description for the work he 
had done in this connexion. The heritage of 
files in the offices of the Government of India 
still dictates that it is cheaper to place quinine 
on sale than to inaugurate with a whole heart 
large antimalarial measures in fever-stricken areas. 
The Government of India would seem still to regard 


drainage as of dubious utility, yet, and without 
the knowledge that we now possess of the causation 
of malaria, the members of the Royal Commission 
were able in 1863 to give the following definite 
opinion :—“ One of the earliest discoveries of these 
facts was that intermittent fevers disappeared from 
places which were formerly ravaged after drainage 
of the soil and improved cultivation.” In 1921 
the effect of drainage is a matter of experiment in 
India with the aid of the Research Fund. Are con¬ 
ditions as to soil and water so very different to 
those found in other countries as to demand a waiting 
policy t It may be admitted that agricultural drainage 
may often be a better antimalarial measure than a 
more ad hoc scheme. The prosperous and well-fed 
native becomes remarkably tolerant of the malarial 
virus. The problem, too, is different in every 
Presidency and often in every district. In Lower 
Bengal, where certain land is slowly rising above 
flood level, it is a geological-agricultural problem; 
in the cities the wells and water cisterns are to 
blame ; in the Terai it is usually clear streams that 
drain the country perfectly; in some places it is 
railway borrowpits ; in others dense jungle ; in others 
again salt pools along the edge of the sea. 

In view of all this it is satisfactory to find from 
the Sanitary Commissioner’s last Report that at 
Secunderabad, as a result of abolition of wet cultiva¬ 
tion and drainage of a tank, commenced in 1917 , a 
decrease in malaria prevalence has occurred. This is the 
result of advice which has been offered by successive 
medical officers concerned since and probably before 
1882, but with no result. And retrospect takes us 
back much further than 1882. Advice was tendered 
by a Special Committee on which Dempster, of spleen 
fame, sat in 1845 in respect to Peshawar which was, 
and is, exactly to the point, but it remains, if not lost 
sight of, still “under consideration.” This advice was 
as follows : “ According to almost universal experi¬ 

ence, there is no more ready way of generating 
malaria in such a climate as this than by profusely 
irrigating a stiff retentive soil, and therefore we 
believe it imperative not only to prohibit all canal 
irrigation within one mile of the Cantonment 
Pillars, but to take steps for securing the perfect 
drainage of the space included within this line.” 
That important sanitary works have been completed 
in India none would wish to deny, but the fact 
remains that, notably in sanitary organisation and 
in major antimalaria efforts, the Government of India 
has failed to adapt its policy with changing times. 
Of this fact the annual recurrence of one million 
deaths from the preventable disease of malaria is 
evidence in the light of recent knowledge. 

■ - 

Haemoglobin. 

Interesting letters in Nature from Sir Rat 
Lank ester have raised again some curious questions 
with regard to the occurrence of haemoglobin in the 
animal series. For the original statements he was 
himself mostly responsible, nearly 50 years ago, and 
qot much has been added since to the facts which he 
gave in the Proceedings of the Royal Society in 1872. 
All vertebrates have acquired the trick of having 
a rapidly moving circulating fluid carrying large 
quantities of haemoglobin which is packed inside 
special corpuscles. It may be presumed that this 
method of arranging the supply of oxygen has been 
developed in adaptation to the increasing com¬ 
plexities of a delicate nervous system, and, in warm- 
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blooded animals, to the immense rise in the activi¬ 
ties of the tissues generally. The plan used by insects, 
which alone among invertebrates show a rate of 
metabolism comparable to that of mammals, of a 
system of air-tubes conveying air, as such, directly to 
the tissues, has not been pursued further in evolution. 

Scattered about among invertebrates there are a 
number of instances of the occurrence of haemoglobin, 
either inside cells or free in the body fluids. There are 
considerable quantities of it in such familiar objects 
as the blood of the larva of the fly Chironomus and 
the flat pond snail Planorbis , in the muscles about the 
tongue in the pointed pond snail Limncea , in the 
nervous system of the sea-mouse Aphrodite, in the 
blood of earth-worms, and so forth. It seems to have 
developed in a haphazard way in species or genera in 
a variety of groups, and it is difficult to indicate 
precisely its utility. It is certainly not necessary for 
life, since the whole of it may be put out of action by 
carbon monoxide without any immediate ill-effects. 
The various species of Planorbis and Limnaa live 
together in the same ponds and rivers ; both normally 
obtain their oxygen by coming to the surface and 
gulping in air; yet in the former haemoglobin occurs in 
large quantities in the blood, while in the latter there 
is merely a trace in its masticatory muscles. It has 
been shown that the haemoglobin of Planorbis is of 
advantage when the oxygen supply is very deficient, 
but the animal must seldom find itself in such 
situations, and its near relations and neighbours get 
on quite well without. Such advantage as haemo¬ 
globin must carry with it would seem to be a very 
small one. Of the remote origin of haemoglobin we 
have no information beyond a chemical relationship 
to chlorophyll and the pigments of red and blue-green 
algae. The blue copper-containing proteid found in 
the blood of the larger mollusca and Crustacea indicates 
another line of development but not a promising one, 
for the oxygen-carrying powers of this haemocyanin 
are small compared to those of haemoglobin. The odd 
cases where invertebrates are known to accumulate 
lead, zinc, and manganese are also perhaps worth con¬ 
sideration. The chemical intermediates which evolu¬ 
tion theory postulates are as unknown as their 
morphological analogues: perhaps because they 
are colourless and have not been looked for very 
thoroughly. 

For there is no doubt that “ haemoglobin ” connotes 
to everyone its gorgeous colour : whole arterial blood 
is decorative enough, and when it is laked it is 
magnificent. As Richard Owen remarks in one of his 
profounder moments. “ Man is naked, and is the only 
terrestrial mammal in that predicament,” which has 
incited him to exercise his aesthetic instincts amd make 
that singular secondary decorative use of his respira¬ 
tory pigment which could serve as an introduction 
to a consideration of the best part of human conduct. 
It is an accident that haemoglobin is red, but it is an 
accident on which is founded the homoeopathic magic 
of the virtues of red wine and pink pills and all sorts 
of curious beliefs and practices. Is it possible after 
all that some of the invertebrates are more emotional 
than we suppose T 


Conference on Physically Defective Children. 

A Conference under *he joint auspices of the Central Com¬ 
mittee for the Caro of Cripples, 19, Berkcley-street, London, 
W. 1, and the Newcastle Invalid Children’s Aid Association, 
17, Ellison-place, Newcastle-upon-Tyne, will be held at 
Newcastle on July 19th. The subjects for discussion will 
be the treatment and education of physically defective 
children and the best methods of administration and 
coordination to procure the same. Programmes will be 
issued shortly. 


JitMtafnrns. 


“Ne quid nimis.” 


“BACK-PRESSURE" AND HEART FAILURE. 

In this issue of The Lancet we print the concluding 
section of Sir James Mackenzie’s important disserta¬ 
tion upon the whole subject of Heart Disease and 
Pregnancy. These chapters will, we feel sure, have 
appealed to a wide circle of readers, coming as 
they do from the pen of one who writes with the 
authority derived from a lifetime of careful observa¬ 
tion at the bedside. For many years Sir James 
Mackenzie has taken every opportunity of insisting, 
both by written and spoken words, that the heart 
muscle is the vital factor in the production of the 
henomena of heart failure. The same notion can 
e found here and there in the writings of an earlier 
generation, but it appears only sporadically and with¬ 
out insistence. In the main, until recent years, there 
had been a tendency to ignore the heart muscle, 
and to focus attention on the heart valves. This 
undoubtedly resulted from the introduction of 
the stethoscope—an instrument which Sir James 
Mackenzie regards as a not unmixed blessing so far 
as the heart is concerned—for the discovery of cardiac 
murmurs, and their relation to valves found damaged 
at the post-mortem examination, led to the conclusion 
that the embarrassment of the circulation was due to 
the damaged valves. There followed the gradual 
evolvement of the back-pressure theory to explain 
heart failure. It was assumed that the damming back 
of the blood in the chamber behind the damaged valve 
—for instance, in the left auricle when the mitral valve 
is stenosed, caused that chamber to dilate and fail; 
the consequent congestion of the lungs led to failure 
of the right ventricle, which in turn brought about 
failure of the right auricle, tricuspid incompetence, 
general oedema, and finally failure of the left ventricle. 

In his book on “ Diseases of the Heart ” (third 
edition, p. 0), Sir James Mackenzie points out 
that the back-pressure theory did not arise from 
the careful observation of individual cases passing 
through the different stages of failure, but from 
attempts to describe the process by arguing bank- 
wards from the evidence present in advanced 
conditions of failure. He further states that the 
theory has done much harm to individual patients 
and has hampered the advance of medical science. 
It is interesting to note in this connexion that 
in the second section of the present article, Sir James 
Mackenzie now considers that back-pressure does 
play some part in the production of heart failure 
in certain cases, especially in mitral stenosis. But 
the theory fails to account for a very large number of 
cases, and conspicuously in that common group in 
which, with the onset of an abnormal rhythm such as 
auricular fibrillation, failure with general congestion is 
abrupt in its origin. Nor is the new and abnormal 
rhythm in these cases itself the cause of the failure, 
for it is by no means uncommon to meet with cases 
of auricular fibrillation with little evidence of circula¬ 
tory embarrassment. We are led to the conclusion that 
the determining factor is the degree of integrity of 
the heart muscle. The complete story of heart failure 
is not yet unfolded. The remaining chapters will 
assuredly be written, and much may be hoped in the 
future from that method of accurate clinical observa¬ 
tion of which Sir James Mackenzie is a past master. 


THE DENTISTS BILL. 

The Bill, as amended, remedies the failure of the 
Dentists Act of 1878 in many directions, though it 
does not give general satisfaction. We think that 
the Dentists’ Committee may be congratulated 
on the general moderation of their demands. And 
having conceded the major claims of the Bill, 
is it really of much value to have a “ special list,” 
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-or a special term such as “ Dental Practitioner,’ ’ 
to distinguish the new-comers from the men 
at present registered ? After all, it is not the 
profession who have to select the dentist but 
the general public, and when we allow the 4000 
men carrying on practice under the protection of 
the present Register to be watered by the inrush 
of some 10,000 unqualified practitioners, how can 
we expect the public to recognise the distinction 
afforded by a duplicate list? After all, it is to the 
Dental Directory rather than to the Register that the 
small proportion of the public who makes inquiry as 
to the qualifications of a dentist will go, and there 
a man’s professional record will be fully set out. And 
even now the 14,000 dentists of the new official list 
will not suffice for the great mass of the public. Of 
dentistry more than of any other calling may it be 
said “ the harvest truly is plenteous, but t he labourers 
are few.” It is, therefore, to be regretted that 
the Bill omits or waters down important recom¬ 
mendations such as the provision of maintenance 
scholarships for one-half of the entrants to the profes¬ 
sion in the next five years ; a complete scheme of 
dental inspection and treatment of school children, 
and children under 5 years, and expectant and 
nursing mothers ; the setting up of a public dental 
service in populous areas ; and finally, the granting 
to public health authorities of powers in regard to 
dental disease similar to those contained in regard 
to tuberculosis in Section 3 of the Public Health 
(Prevention and Treatment of Disease) Act, 1913. 
These measures are the positive steps which must 
be taken if we wish to destroy quack practice. Pro¬ 
hibitions are well as far as they go, but provision is 
better, and in this respect the Bill before Parliament 
is lamentably wanting. The Bill has passed the second 
reading in the House of Lords, and if various interests 
are affected it is well for all parties to remember that 
we are living in an age of great reconstruction, and 
patience as well as boldness is required of us all. 


NO NECK. 

It is a constant feature of mammalian anatomy 
to have seven vertebras in the neck and seven only ; 
the constancy is almost comic, for the supply is 
more than adequate for the walrus or dolphin, 
and much less than adequate for the giraffe. Man 
may well be content with seven. In a recent issue 
of La Presse Medicate is a description by Dubreuil- 
Ohambardel of a rare condition associated with a 
developmental defect of the cervical vertebra*. 
Although medical literature contains many references 
to an analogous defect in the lumbar region, variations 
in the number of the cervical vertebrae are much more 
rarely met with, and have received correspondingly 
scanty attention. The writer in the paper under 
notice has collected the published observations 
relating to 12 cases of ” les homines sans cou ” 
with the idea of presenting a complete clinical picture, 
the symptoms of which he designates as the syndrome 
of Klippel-Feil after the two men who first described 
it in 1912. From the anatomical standpoint the main 
characteristic of the syndrome is the partial or 
complete fusion of the cervical vertebra?. It is difficult 
to distinguish clearly the vertebral bodies in this 
fused mass—although usually the rudiments of three 
or four deformed . vertebrae may be made out— 
the atlas and the axis often being so small and 
indistinguishable in the mass as to appear to be 
absent altogether. Another characteristic is the 
presence of a triangular opening on the posterior 
a*spect of the vertebra? which may reach from the 
cranium to the thoracic region, constituting a true 
spina bifida. This condition, although not constant, 
was present in eight of the 12 cited cases. The 
third anatomical characteristic to which the author 
draws attention is the displacement upwards of the 
chest—the “ cervical thorax ”—owing to atrophy of 
the cervical column and elevation of the thoracic 
vertebra? and ribs. The three main clinical signs of 
the condition are: the absence of the neck, more 


noticeable from the posterior view ; the limitation 
of head movements, more especially rotary and lateral 
movements; and the level of the base of the liairy 
scalp, usually below the biacromial line. To these 
signs may be added an associated scoliosis, with or 
without kyphosis, and the lowering of the mammary 
areolae together with the elevation of the scapulae. 
The aetiology of the dystrophy is obscure, the author 
preferring not to commit himself to an opinion as 
to w T hether the association of spina bifida is post hoc 
or propter hoc. Finally, the writer discusses the 
differential diagnosis of the condition, which was 
mistaken for Pott’s disease in five out of the series 
of 12 cases, and for a simple torticollis in several 
other cases, in two of which section of the sterno¬ 
cleidomastoid was done, without, of course, any 
effect. The ' diagnosis rests mainly on the con¬ 
genital character of the deformity, the absence of 
pain and swelling, the persistence and painlessness 
of nodding movements, while lateral and rotary 
movement is limited or absent, and the abnormally 
low level of hair growth posteriorly. An X ray 
photograph, however, settles the diagnosis con¬ 
clusively. The deformity, which is not incompatible 
with a long life, appears to be commoner in men than 
in women, the proportion in the cases cited being 
9 to 3. 


POST-GRADUATE MEDICAL EDUCATION. 

In January last a Committee was appointed by 
Dr. Addison, as Minister of Health, to investigate 
the needs of medical practitioners and other graduates 
for further education in medicine in London, and to 
submit proposals for a practicable scheme of post¬ 
graduate medical education. The Committee, composed 
of the follou-ing members, Dr. H. J. Cardale, Sir 
Wilmot llerringham. Sir George Makins, Sir George 
Newman, Sir Robert Newman, M.P., Sir Edward 
Penton, Sir E. Cooper Perry, Mr. J. Dill Russell, and 
Dr. T. W. Shore, with Lord Athlone as chairman, 
has just issued its report. 1 The chief recommendation 
made is the establishment of a Central Post-Graduate 
Hospital and School to be devoted solely to post¬ 
graduate w r ork. The hospital should contain at least 
300 beds and its equipment should be complete and 
modern, and a fully developed out-patient depart¬ 
ment would be an essential. The allotment of beds 
is suggested as follows: medical 100, surgical 100, 
ophthalmology 12, skin diseases 12, gynaecology 24, 
children’s diseases 12, venereal diseases 6, neuro¬ 
logy 12, laryngo-oto-rhinology 12, observation and 
septic cases 12. Associated wdth this Central Hospital 
and School would be the great special hospitals of 
the metropolis. It is suggested that one of the 
existing under-graduate schools might be converted 
into such a centre, and the building of a new hospital 
for this special purpose is not recommended. The 
institution of a central office to link up post-graduate 
study in the United Kingdom with that of the continent 
of Europe and America is suggested. This central 
office should be in the charge of a whole-time principal 
officer and its committee of management should be 
responsible for the organisation of the system as a 
whole. Social facilities in the shape of reading rooms, 
a restaurant, and a library of periodicals should Ik? 
attached to this central office, and a hostel for the 
convenience of doctors attending the courses from 
a distance w*ould also, in the opinion of the Committee, 
be a desirable addition. 

Another important recommendation is the establish¬ 
ment of an institute of State medicine W'hereat public 
health post-graduate work should be concentrated. 
Such an institute might be under the administration 
of the University of London, in a position analogous 
to that held by the Institute of Historical Research, 
and would provide instruction in public health, 
forensic medicine, toxicology, and industrial medicine 
to students from the United Kingdom, from overseas, 
and from foreign countries. The whole scheme as out- 

‘ Report of the Post-Graduate Medical Committee. II.M. 
Stationery Otlitv. 
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lined in the report would involve an annual charge of 
approximately £28,000. As constituent parts of the 
University of London, the school and institute would 
be eligible for inclusion in the list of institutions 
subsidised by the Treasury through the University 
Grants Committee. Fees from students would raise 
a certain amount, and from whatever source the 
balance, if any, is to be procured, it is not proposed 
to ask for support from local rates. These are the 
main conclusions of the Committee, which includes 
in its report some account of the history of the attempts 
to procure post-graduate facilities in London, with 
special reference to the efforts of Sir Jonathan 
Hutchinson and, more recently, of the Fellowship of 
Medicine. We trust that prompt action will be taken 
on the lines suggested by the Committee. 


INJECTION OF ANTITOXIC SERUM AND 
SUDDEN DEATH. 

From time to time cases of sudden death following 
the injection of antitoxic serum are recorded, some¬ 
times even in healthy persons to whom the serum 
is given for prophylaxis. The prevalent view is that 
these distressing tragedies are due to anaphylaxis. 
In the Journal of the American Medical Association 
Dr. J. H. Lewis has advanced very cogently a new 
explanation. He points out that it should be impos¬ 
sible to produce death by subcutaneous injection of 
serum in ordinary doses. To produce acute anaphy¬ 
lactic death experimentally the antigen must get 
into the circulation rapidly. Paul Lewis found that 
from 0 to 10 c.cm. of serum injected into a sensitised 
guinea-pig (the most sensitive animal to anaphylaxis 
known) did not kill; from 12 to 20 c.cm. w’ere necessary. 
But taking 0 c.cm. as the dose that will kill a 250 gm. 
guinea-pig, nearly two litres would be necessary to 
kill a 70 kg. man, if he were as sensitive as the guinea- 
pig, which he is believed not to be. Practically all 
the fatal cases are similar. A few minutes after 
injection the patient is seized with intense dyspnoea, 
followed by oedema and urticaria. The respiration 
ceases, but the heart continues to beat and death 
occurs within ten minutes. The sooner the reaction 
appears the more intense it is. These cases are 
inconsistent with the rate of absorption of serum 
from the subcutaneous tissue. This has been shown 
experimentally to be very slow by testing by comple¬ 
ment-fixation the time of appearance in the circulation 
of horse serum in an animal subcutaneously injected. 
In a dog, injected with 10 c.cm., serum was first detected 
in the circulation 11 hours after injection and was 
found present for 24 hours. To account for the 
presence in the circulation of serum in sufficient 
quantity to prove fatal in a few minutes, Dr. Lewis 
suggests that the injection was accidentally made into 
a vein. The subcutaneous tissue contains numerous 
vessels of good size and it is possible for the point 
of the needle to enter one. Then only a small amount 
of serum could be fatal to a sensitised person. A 
case of fatal intravenous injection of only one minim 
of horse serum into a man the subject of horse asthma 
has been recorded. The possibility of accidental 
intravenous injection is supported by experience of 
subcutaneous injection of oils and fat. Moller 
reported fat embolism 43 times in 315 patients 
injected subcutaneously with oily substances 3835 
times. Febriger recorded a death following subcu¬ 
taneous injections of olive oil in a patient suffering 
from stricture of the oesophagus. He developed 
hemiplegia and the necropsy showed fat emboli all 
over the body. Embolism after paraffin injections has 
also been described. A point which Dr. Lewis does not 
make is that the danger of injecting into a vein in 
the case of hypodermic injection of drugs has long 
been recognised. To avoid the danger of intravenous 
injection, Dr. Lewis recommends care before injecting 
to ascertain whether a blood-vessel has been injured. 
Aspiration should be performed to see whether blood 
can be drawn into the syringe. Another way in 
which serum may rapidly enter the circulation after 


hypodermic injection is on massaging the swelling 
produced, which Dr. Lewis says is a common 
ractice; but whatever be done in America we 
ave not heard of the practice in this country. 
He found that a dose of serum not big enough to 
kill a sensitised guinea-pig quickly proved fatal 
when the site of injection was massaged. This 
should be warning against the practice. 


THE CORONERS (REMUNERATION) BILL. 

A Bill has been amended in Standing Committee 
and read a third time in the House of Commons 
which has for its object the raising of the emoluments 
of coroners, who are now paid at a rate not changed 
since 1887. In view of present conditions, and of the 
importance and responsibility of the coroner’s office, 
it would appear to be in the public interest that the 
remuneration offered should be such as to attract well- 
qualified men, and the qualifications necessary for 
a coroner are a knowledge of medicine and of law. In 
other words, the ideal coroner should have undergone 
the training and seen something of the practice of two 
learned professions. Nevertheless there were several 
members of the House of Commons who were evidently 
opposed to the Bill. One of these expressed disapproval 
of the fact that it was moved by a Member of Parlia¬ 
ment, Sir T. Bramsdon, who was himself a coroner, 
and he contended that whether this was within the 
strict letter of the orders of the House, or not, it was 
utterly wrong. As a matter of fact, the Speaker had 
been consulted by Sir T. Bramsdon, and had ruled 
that his association with the Bill was perfectly in 
order. We fail to see that it can be “ utterly 
wrong,” as a matter of general principle, for a Member 
of Parliament, who has in some sense a personal 
interest in a particular piece of legislation, to abstain 
from furthering it or from impeding it. It is true 
that Members of Parliament are returned by their 
constituencies and that they have to consider the 
interests of their constituencies as well as those of 
the country at large. They are, however, if they are 
members of a particular profession or trade, experts 
with regal'd to it, and if without any concealment they 
take part in legislation directly or indirectly affecting 
it, their fellow members are well able to determine 
whether they act honestly in the general interest, 
or whether professional feeling is corrupting their 
judgments in a matter of public policy. There were 
members of the bar among the adverse critics of Sir 
T. Bramsdon, but it has never been urged that 
barristers should have nothing to do with legislation 
which provides remunerative posts for their profession. 
Nor has any consideration of the fact of their being 
personally interested prevented members of the House 
of Commons from providing themselves with salaries. 


CHANCRE OF THE GUM. 

In a review of the literature of the subject, including 
the description of a personal case. Dr. Joseph Victor 
Klauder, 1 Assistant Professor of Dermatology and 
Syphilology in the Graduate School of the University 
of Pennsylvania, remarks that chancre of the gum 
is one of the rarest of extragenital chancres. Scheuer * 
in his work on “ Syphilis of the Innocent,” published 
in 1910, out of a total of 14,590 extragenital chancres 
recorded up to that date, states that only 97, or 0’66 per 
cent., were gum chancres. Since the appearance of 
Scheuer’s book 15 cases of chancre of the gum have 
been reported up to 1919, making a total of 112 cases. 
The greater frequency of buccal chancres in some 
countries than in others is attributed by Dr. Klauder 
to the manner of eating and customs of different 
races and to racial customs of nursing and feeding 
children, and not, as might be supposed, to perversion 
of the sexual act. The chief sounee of infection is 
accidental contamination by various objects, especially* 


1 Archives of Dermatology and Syphilology, May, 1921. 
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toothbrushes, toothpicks, and dental instruments. In 
all the reported cases the lesion on the gum has been 
single, though in one of Fournier’s cases there was an 
associated chancre of the hard palate, and in Frossard’s 
case a lingual chancre as well. The anterior part 
of the gum is involved almost exclusively, and the 
upper gum is more frequently affected than the 
lower, the usual site of the chancre being opposite 
one or more incisor teeth, sometimes the median 
incisors but more frequently the left lateral. There 
are usually two types of chancre of the gums. The 
first or erosive type varies in size from that of a split 
pea to that of an almond, and is sharply demarcated 
from the surrounding tissue. The surface Is smooth 
and of a carmine colour. Although in exceptional 
cases the lesion may remain unchanged, it usually 
becomes infected, the surface being covered 
with a false membrane and the centre showing 
ulceration and necrosis. The second type of gum 
chancre appears from the first as a sharply circum¬ 
scribed ulcer of variable size and shape. Infection 
of the periosteum not infrequently occurs, the sym¬ 
ptoms of which make the diagnosis more difficult. 
The conditions from which chancre of the gum is 
to be distinguished are inflammation and ulceration 
due to various causes, as well as tumours such as 
fibroma, epithelioma, and sarcoma. The early appear¬ 
ance and extreme degree of the adenopathy are 
characteristic of chancre, and the diagnosis is con¬ 
firmed by the Wassermann reaction and dark-field 
examination. 


THE EXAMINATION OF GASTRIC AND 
DUODENAL CONTENTS. 

The introduction of fractional methods of gastric 
analysis has given a fresh impetus to the study of 
the secretions of the alimentary canal. Few gastro¬ 
enterologists are now content with the information 
given by analysis of a test-meal which has been 
withdrawn after an hour’s gastric digestion. The 
main shortcoming of the old method was the indefinite 
indication which it supplied as to the actual degree 
of pyloric obstruction and gastric stasis present 
in any particular case. At the same time the technical 
difficulties of fractional analysis have delayed its 
universal adoption, and it is accordingly of interest 
to find the original devisers of the fractional technique 
now devoting especial attention to the examination 
of the “ resting-juice,” or “gastric residuum,” as 
a means of clinical diagnosis. This has been the 
form of gastric analysis advocated for a considerable 
time by many of the French physicians, notably 
by Loeper, Pron, and Labb£, and there can be little 
doubt that it frequently yields information of 
the utmost value. In their latest communication, 1 
Rehfuss and his co-workers in Philadelphia draw 
special attention to the conclusions which may be 
derived from knowledge of the volume of the fasting 
stomach content, and to the significance of the presence 
of food retention, altered acidity, pus, blood, and 
mucus. Especially do they point out- the importance 
of septic conditions of the nose and throat as sources 
of the muco-pus frequently found in the stomach. 
The extraction and analysis of duodenal contents 
must necessarily present far greater difficulties than 
those attending gastric investigation; but in this 
field also advances continue to be made. Following 
the technique of Einhorn, an inquiry into the whole 
subject has recently been made by Mauban, of 
Vichy; his work * deals chiefly with technical methods 
for the passage of the duodenal tube, the quantitative 
estimation of the ferments and other constituents 
of the duodenal secretions, &c. It is to be expected 
that these and similar methods will, during the 
coming decade, yield information which will help 
to dispel the obscurity which at present veils so 
many of the problems of gastro-intestinal disease. 


1 W. W. Lormann, M. K. Itehfuss, and P. B. Hawk : Journ. 
Amer. Med. Ahsoc., May 14th, 1921, p. 1310. 

* II. Mauban, Ilev. de Medecinc, 1921, No. 3, p. 116. 


INDUSTRIAL CATARACT. 

Important evidence as to the causation of certain 
forms of cataract will be found in the May i&sue of 
the British Journal of Ophthalmology . The observa¬ 
tion that glass-workers in this country were especially 
prone to the disease was first made by Mr. W. Robinson, 
of Sunderland, who published papers on the subject 
in 1903 and 1907. Afterwards bottle-makers’ cataract 
was placed by the Home Office upon the schedule of 
diseases under the Workmen’s Compensation Act. At 
the same time a committee of the Royal Society was 
appointed to investigate the causation of the disease, 
and researches were conducted upon the absorption 
of various radiations by the media of the eye. In 
1915 a paper was published in the Proceedings of the 
Royal Society by Prof. A. V. Hill and Dr. G. Hart- 
ridge tending to prove that the heat factor was of 
primary importance, but up till that date, with the 
exception of cases occurring among the glass-makers, 
there was a lack of clinical evidence to support that 
view. This evidence, however, has since been forth¬ 
coming. Some cases have been published by Mr. B. 
Cridland, of Wolverhampton, in which men who work 
at iron-smelting furnaces have developed a form of 
cataract identical with that observed among the glass- 
workers. Mr. St. Clair Roberts, of Dudley, has 
collected 25 similar cases among the chain-makers, 
men who spend the whole of the working day 
either gazing into the fire to judge when the links are 
hot enough to weld, or at the white hot metal while 
hammering it on the anvil. Still more remarkable 
evidence is supplied by Mr. James J. Healy, who, 
after having had the opportunity of seeing the cases 
among the bottle-makers of Sunderland, has made 
special investigations among the tinplate millmen of 
Llanelly. “ The work is unusually heavy,” he says, 
“ and the heat is very great, so much so that a person 
unaccustomed to the work could not stand in the 
centre of a mill for longer than about five minutes 
without feeling somewhat overcome.” ‘'All the men 
in the mills are exposed to infra-red rays from the red 
hot tinplates . . . the ultra-violet rays are negli¬ 
gible.” Cases occurring in men who had been working 
under 15 years in the mill were rare, but of 354 men 
of 35 years or over, who had been at work in the mill 
for as much as 15 years, 144 were found to have 
lenticular opacities, which could be detected without 
dilatation of the pupils. On the face of it the evidence 
appears to be irrefutable that continuous exposure 
to excessive heat over a long period is an efficient 
cause of cataract. Prevention is not easy, for although, 
as Mr. Healy remarks, the wearing of suitably pre¬ 
pared triplex standardised goggles would keep back 
the heat rays from entering the eyes, some additional 
preparation would have to be found to prevent the 
otherwise inevitable collection of moisture and dust 
on the glasses. It is to be hoped that this may be 
done before long. Meantime it seems very unfair 
that although glass-workers are entitled to receive 
compensation by law for the development of cataract, 
other workers whose eyes are exposed to excessive 
heat are not. To quote from the British Journal of 
Ophthalmology: “The evidence adduced by Messrs. 
Cridland, Roberts, and Healy is so conclusive that 
there is every reason to hope that- the Home Office 
will take steps to remove this anomaly.” The Glass- 
workers’ Cataract Committee of the Royal Society, 
we understand, are taking steps to this end. 


CONGENITAL ATRESIA OF THE OESOPHAGUS. 

According to Dr. I. Seth Hirsch. 1 director of the 
Roentgen Ray Department, Bellevue Hospital, New 
York, who reports two illustrative cases, 146 verified 
cases of congenital atresia of the oesophagus have 
been reported up to July 1 st, 1920, the first having been 
observed by Thomas Gibson in 1090. The commonest 
type wliieh is met with in 70 per cent, of the cases 

1 Journal of the American Medical Association. May 2Slh, 1921. 
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is a blind upper sac measuring from 1 to 9 cm. in 
length with a lower sac opening into the trachea at 
or above the bifurcation. The two portions may or may 
not be connected by a thin strand of tissue composed 
of muscle fibre or fibrous tissue. Associated anomalies 
are frequent, being present in 59 out of 94 cases. The 
commonest is atresia ani, which was present in 24 cases. 
The period of survival which was noted in 120 cases 
has ranged from 1 to 14 days, five of the infants being 
stillborn and 15 dying on the first day of life. As 
regards the pathogenesis it is now generally conceded 
that the anomaly is due to a developmental error 
rather than to an inflammatory process as was once 
supposed, the condition being due to failure of closure 
of the tracheo-cesophageal septum. 


THE I.M.S. DINNER. 

The annual dinner of the Indian Medical Service, 
held on June 15th at the Trocadero Restaurant, is 
a domestic gathering at which the Editor of the 
British Medical Journal and the Editor of The Lancet, 
and they alone, are invited to share the salt. Leave 
is scarce in the Service at present and passages still 
scarcer, and it therefore comes about that the dinner 
is representative of those who have seen ten years 
or more of the official practice of medicine in a country 
which contains a sprinkling of Europeans and 450 
millions of other races. In the nature of things there 
is no possibility of a similar gathering in India itself. 
Hence the occasion is one of unique importance and 
the time that might have been wasted upon formal 
toasts and set speeches is free for the informal dis¬ 
cussion of domestic policy. No one present asserted 
that the Medical Service is now a great reconciling 
influence in Indian life, for no one doubted it ; nor was 
any hesitation felt in mentioning the colour difficulty, 
for senior native officers were present as an integral part 
of the Service. All agreed t hat as long as Britain was 
charged with the Government of India, so long would 
British medicine find a worthy place there and nothing 
but the best possible service could be offered. Sir 
Dawson Williams in a few wise words spoke of the 
support given to the Indian Medical Service in the past 
by the medical press of this country and of their com¬ 
munity of interest for the future. To say more might 
be to transgress the sacred law of hospitality. But 
we should like to commend the Dinner Fund to those 
members of the Service who do not yet subscribe to it. 


SIR THOMAS WRIGHT SON. 

The death of Sir Thomas Wrightson, at the age 
of 82, removes a figure notable alike in science and 
industry. Bom near Darlington in 1839, Wrightson 
completed his education at King’s College, London, 
and took up engineering as his profession, serving his 
articles with his cousin, Lord Armstrong, at Elswick. 
After a period of civil engineering work at Westminster, 
he took employment at the Teesdale Ironworks of 
Messrs. Head, Ashby and Co., later joining the firm, 
which then became Head, Wrightson and Co., Ltd. 
For many years he was vice-chairman, and later 
chairman, of this great business, being also a director 
of other companies and a prominent figure in the 
public life of the Stockton district. His political 
career was not marked with the uniform success which 
attended him in other directions, but his services won 
him a baronetcy in 1900. Wrightson’s great contri¬ 
bution to physiology and physics, his “ Enquiry into 
the Analytical Mechanism of the Internal Ear,” was 
published in 1918, 1 when he was in his 78th year. In 
this work were combined the results of many years of 
study of aerial wave-form, with an engineer’s survey 
of the cochlea considered as a machine. The com¬ 
parative anatomy of the cochlea formed the subject 
of a luminous appendix by Prof. Arthur Keith ; by 
means of his own ingenious “ ohmograph ” Wrightson 

1 See Review in The Lancet, 1918, ii., 40. 


had recorded a large number of compound sound 
curves of varying complexity, which he analysed by 
application of the “ four stimulus ” theory—i.e., the 
theory that a sound wave is a pressure variation 
implying a stimulus in hearing of four phases of the 
curve at maximum and minimum, and at the crossing 
of the zero lines, at each of which points the direc¬ 
tion of change is reversed. Briefly, the authors 
showed the cochlea to be a mechanism capable of 
registering every complexity of the compounded wave 
and of passing it on to the sensorium in accurate 
record as nerve impulses, the final process of appre¬ 
ciation of these impulses (simple or compound) being, 
of course, central. Wrightson’s work therefore gave 
to science an intelligible account of the genesis ami 
nature of the peripheral stimulus concerned in the 
sense of hearing. _ 


CONGRESS OF MEDICAL HISTORY. 

A congress on the history of medicine, initiated 
by Prof. Domenico Baduzzi of Siena, was held at 
Rome from Oct. llth-14th, 1912, when the agenda 
paper included addresses on prehistoric medicine and 
mediaeval anatomy. Last year a congress was sum¬ 
moned at Antwerp and next week, from July 1st to 
0th, the Second Congr^s d’Histoire de la M6decine 
will be held in Paris under the patronage of the 
Minister of Public Instruction and on the initiative of 
the Soci6t6 Frangaise d’Histoire de la M6decine. Prof. 
E. Jeanselme and Prof. W. Menetrier will preside 
at the meetings, which begin at 9 a.m. on July 1st 
in the historical museum of the Faculty of Medicine. 
An “ exposition retrospective m^dicale ” is being put 
together to include books, manuscripts, engravings, 
statuettes, instruments, or other objects of historical 
value. A number of visits and excursions have been 
arranged to places of historical interest. The general 
secretary of the Congress is Dr. Laignel-Lavastine, 
12 bis, place de Laborde, Paris. 


The annual meeting of the National Council for 
Combating Venereal Diseases will be held next Tuesday. 
June 28th, in the Morley Hall, Hanover-square, at 
4.15 p.m. The annual report, the draft of which 
is now being settled, brings the proceedings up to 
May 31st. _ 


We are glad to print in full on page 1377 an 
interim report of the X Ray and Radium Protection 
Committee, for it is well that safeguards and precau¬ 
tions, wherever they have been found useful, should 
receive immediate and wide publicity. London is 
fortunate in having a sufficient number of recognised 
experts to constitute a' representative committee 
which can meet frequently to confer and compare 
notes. Distance alone has stood in the way of choosing 
the committee from other centres of radiology. 
Liverpool and Manchester have been well to the fore 
in precautionary measures, and the London committee 
has profited by their experience. 


The last of the series of lectures delivered by 
authorities on different aspects of pathological research 
in its relation to medicine at the Institute of Pathology 
and Research, St. Mary’s Hospital, was given on 
June 16th by Prof. W. Bulloch, F.R.S. His subject 
was the Use and Abuse of Scientific Medical Litera¬ 
ture, and among entertaining anecdotes and criticism, 
destructive and constructive, of current medical 
journals Prof. Bulloch found opportunities to plead 
for a reduction in the mass of work published and an 
improvement in itf quality. The course of lectures 
has been much appreciated by large and representative 
audiences. 


The Semon Lecture.— The Seinon Lecture, a 
foundation of the University of London, will be delivered 
on Tuesday, July 5th, at 5 p.m., by Dr. Jobson Home, Presi¬ 
dent of the Laryngological Section of the Royal Society of 
Medicine, in the house of the Society. 
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MODERN ARTIFICIAL LIMBS. 

THE WORK OF THE ARM-TRAINING CENTRE 
AT ROEHAMPTON. 

By C. Jennings Marshall, M.D., M.S. Lond., 

ASSISTANT SURGEON AND JUNIOR ORTHOPAEDIC SURGEON TO 
KING’S COLLEGE HOSPITAL. 


While the function of a lost lower limb has for 
centuries been capable of replacement with a fair 
degree of success, the achievements with the arm 
have remained on a very much less satisfactory 
basis—occasionally, as with the immortal Captain 
Cuttle, a lost hand has been replaced by some ele¬ 
mentary instrument, but any instance in which 
even the simplest function has been restored has 
appeared as something remarkable. The rule has 
been that a lost arm has meant a sleeve as empty 
as Nelson’s. 

The recent advances in the structure of the artificial 
limb—advances confined to a mere score of years— 
have attracted a great deal of attention of late, 
particularly in the lay press. The publicity thus 
gained has, of course, had some beneficial effects, 
notably in inspiring confidence, both among the 
general public and those directly or indirectly con¬ 
cerned, in the means that are being taken to repair 
the most distressing wreckage of the war. One fact, 
however, does not seem to have emerged in its true 
perspective ; some accounts read almost as if the 
limb were in itself endowed with a mysterious motive 
power, readily attached and placed under the control 
of the amputee. Jt would appear as if the fitting 
of the limb in itself restored the function that had 
been lost. The results must have been particularly 
deplorable in cases where the sufferer acquired such 
ideas, was fitted with the limb (perhaps not quite 
so efficient as the most modern, but still capable of 
very good work), and has gone forth expecting the 
advertised miracle. Disillusionment must come, 
demoralisation, despair, and resentment, the suspicion 
that the best limb has not been given and that there 
has been shabby, parsimonious dealing. The limb 
has been discarded and the man who should once more 
have become a self-reliant, self-supporting member 
of the community, turns into a drifting, discontented, 
and demoralised unit. This is history in hundreds 
of instances—history that happily is not only no 
longer being made, but is also being unmade. 

It is history that need never have been made at 
all, for fairly obvious reasons. Comparatively little 
trouble is necessary to attain a decent degree of 
ease and function in the case of the lower limb 
prosthesis, for weight-bearing and locomotion are 
relatively simple questions ; but to attach to a stump 
something that will handle, hold, swing, lift, and 
half a hundred other things is very different. The 
importance of instruction in the use of the new 
complicated appliance must be clear. 

Necessity of Education in Use of Artificial Arm. 

The fact that up to. about three veal’s ago some 
three-quarters of the men who had lost arms in 
the war had discarded their prosthesis as useless 
or as too much trouble cannot be more than slightly 
attributable to the defects of the limbs themselves, 
although considerable progress has been made since 
then in the construction of artificial limbs. 

The small classes of case may first be eliminated— 
those of surgical unfitness to wear a limb, and the 
somewhat larger number of those with inefficient 
and unsuitable limbs. The remedies here are obvious. 
The remainder, the great majority, are cases where 
a man. physically capable, has simply not been 
educated in the use of a mechanically efficient limb. 
It is particularly necessary to note that such education 
must not be merely technical. The recovery of loss 
of function depends to a very great degree on the 
mentality of the patient, and the old admonition to 
‘ treat the patient as well as the disease ” is nowhere 


more applicable than in the case we have under 
consideration ; there is a liability to neglect the 
mental make-up of organic disease^—(apart from; 
which fact one has the suspicion that the phrase is 
made responsible for a great deal of humbug !) 

In war injuries we have to deal with three kinds 
of mental attitude. First comes what can be termed 
the sympathetic or cooperative type—those in this 
class will actively aid and participate in the attempts 
at restoration. Next is the antagonistic—those who 
do not wish for recovery, do not believe that it can 
be attained, and suspect and resist the treatment 
given (this attitude may be conscious, subconscious, 
or both). The third and worst group is that of 
entire indifference to recovery or non-recovery— 
the apathetic. 

It will be obvious that to obtain results in the first 
group will be a comparatively simple matter if 
reasonable attention is given and the physical dis¬ 
ability is at all capable of being surmounted. In the 
second there will be the necessity for the most open, 
frank treatment, the willingness to examine all 
alleged grievances, to reason, and to persuade. In 
the third direct argument and persuasion may 
be of use, but the best stimulant by far of the desired 
interest is the atmosphere of recovery.” 

The work of the arm-training centre at Roe- 
hampton is an object-lesson in successful methods 
of overcoming such problems. 

The Modern Artificial Limb. 

Before giving a description of this work it will 
be useful to interpose a brief account of the modern 
artificial arm, although naturally it will be impossible 
to go into the details of the various types. This 
is all the easier inasmuch as, while there is a wide 
range of arms officially sanctioned by the Ministry 
for fitting, it may be said that there is a tendency 
to standardisation of principles of construction. 
It must not be thought that this means that the 
official policy is towards the stereotyped—on the 
contrary, it is strongly progressive. Suggestions for 
improvements are welcomed, and are sure to receive 
the fullest possible consideration ; every facility is 
given to inventors, and inventions are constantly 
being brought forward by armless men—who, indeed, 
have been almost entirely responsible for the efficiency 
of the modem arm. New improvements are con¬ 
stantly and promptly added to the official list, and 
become available to all armless pensioners. One 
actually witnessed the encouraging reception given 
to an inventor by the Chief Instructor, himself an 
armless ex-officer and inventor; the appliance was 
appraised, suggestions were offered for further slight 
improvements, and a full account of the procedure 
to obtain recognition was given. The manufacture 
of limbs entirely by private firms further prevents 
stagnation (it is to be noted that the industry 
provides constant employment for a large number 
of limbless men). 

Function of the Artificial Arm. 

The complex functions of the upper limb can, of 
course, be reproduced only to a limited extent by any 
prosthesis. In particular, it is only the simpler of 
the hand movements that can be replaced. The 
joints will be considered seriatim ; joints suripcally 
preserved wall obviously retain their function if 
adequate leverage and articulating stump be pro¬ 
vided beyond them for the artificial limb. 

1. Shoulder-joint. —The artificial shoulder remains passive 
and may permit abduction, flexion, and extension, or all of 
these. Rotation is not needed, being supplied at the 
“ wrist.” The limb swings at this joint actuated by power 
transmitted through the objects gripped from the other 
limb, which is holding the object at the same time. 
Nevertheless, anterior and posterior movements are to 
some extent produced when the elbow is actively moved 
by transmission cords. 

2. Elbow-joint. —A variety of possibilities exist for the 
elbow-joint. It may be simply adjustable mechanically 
by the other hand ; there are numerous forms of hinges 
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and catches permitting fixation at any desired angle. In 
other cases an active movement of flexion terminates in 
an automatic lock released either by another transmitted 
movement or by the sound hand. Again it is permitted in 
other instances to let the elbow swing freely by grip- 
transmitted power, as at the shoulder. 

3. Pronation and Supination .—In no artiticial limb does 
the forearm stump activate voluntary rotation—i.e., the 
stump acts merely as a lever. It seems to have proved 
impracticable so far to utilise the freedom of the radius, a 
fact which emphasises the difficulties in the way of the making 
of artificial limbs, for it might appear on the surface that 
this could fairly easily be done. In many limbs the 
“ wrist ” is fixed in the mid-prone-supine position ; in 
some it is adjustable by the sound hand, but in the majority 
the appliance attached to the forearm is free to rotate at 
the wrist, being controlled by the grip of the sound side— 
as, for instance, where both hands hold a spade. In a few, 
however, rotation with locking by active movement is pro¬ 
vided. 

4. Wrist Movements .—Here again the joint, where a 
44 hand ” is fitted, may be either fixed in moderate extension, 
adjustable by the sound hand in the desired position in 
.some cases, or be capable of movement by active, trans¬ 
mitted power, a mechanical lock operating at the end of 


and metal, fibre and metal, duralumin, are most commonly 
used ; a new substance, certalmid, is being more and more 
used in the making of buckets, being akin in its range 
of applicability to celluloid-acetone, but superior in cheap¬ 
ness, absolute non* in flammability, rigidity, and ease of 
application. This material is the result of much patient 
labour in the Ministry Research Laboratory attached to 
the hospital. One ventures to predict for it a great field 
of usefulness in orthopaedic work. 

Production of Movements in Artificial Arms. 

It is perhaps necessary to point out that the 
armless man has to educate his remaining arm as 
a right arm—e.g., a left-handed amputee has to 
educate a remaining right arm to replace the function 
of the lost left arm. 

Voluntary Movements .—These are produced on a very 
simple principle. The prosthesis is attached to the body 
firstly by a moulded segment appropriate to the site of 
amputation and secondly by a standard harness. This is 
made of a series of bands of broad webbing fixed to the 
s€*gment applied to the body, converging somewhat usually 
at the middle of the back, and then expanding again to 
embrace the root of the opposite limb, the pressure being 



Photographs showing the very active rde of which the artificial limb is capable. The standard 44 harness ” is not being worn. 


such a movement where desired. In most instances the 
forearm terminates for working purposes in a tool whose 
attachment may be either “ free wheel,” adjustable, or fixed. 

5. The (trip .— For Aesthetic purposes it is desirable that I 
the limb should terminate in some semblance of a gloved 
hand. The dress arm always provides this, ami in some 
forms of limb a hand is fitted which is capable of per¬ 
forming light or even moderately' heavy work. In most 
instances, as already' stated, a tool is attached where moderate 
or heavy' work is to be performed. As regards the pro¬ 
duction of the grip sustained hold on an object is always 
obtained mechanically—e.g., by springs, lock, or rack. 
Release of the grip may be b>' an active movement as in 
most forms of hand ” or by a device operated by the 
sound hand. Spring and release attachments are also 
fitted for the thumb on the same principles. 

fi. Tools .—It is in the appliances or tools attached to 
arms that probably the greatest advance has recently been 
made ; of them again there is infinite variety, and one 
was greatly impressed by' their ingenuity. Some of their 
qualities were particularly striking—strength, lightness, 
wide range of usefulness, and above all, ready' and quick 
interchangeability. As an example might be* quoted the 
41 Mechanical C Hook,” in whose invention the Arm 
Training School played a great part. This provides for 
gripping large or small objects, loose hold of large objects, 
and pressing down either large or small objects. The grip 
is released by transmitted pow’er and is maintained by' I 
a spring. This is relatively a very wide range for such 
appliances. It might be stated here that most of the 
modern tools are the direct outcome of the work of the 
School at Roehampton, a fact which speaks volumes for 
the way' in w'hich its task is carried out. 

With regard to the structure of the limb, those officially 
sanctioned show a great variety* in material. Wood, leather, 


taken chiefly by the anterior axillary wall and the clavicle. 
No straps pass, in the most modern harnesses, in front 
of the chest—this permits a surprising degree of freedom 
of shoulder movement, and the harness and limb can be 
attached in a very' few' seconds and with great ease. 

Motive Poivcr .—From the sound side, which acts as 
the fixed (not as commonly supposed, the activating! 
point, two or three leather bands or Bowden wires pass 
in various relations to the affected shoulder through pulleys 
and thence to appropriate points of attachment on tiie 
artificial limb, leaving no slack. It follows then that if 
the sound shoulder remains fixed and the cord be put on 
J tension by* a movement of the aff ected shoulder, a pull will 
be transmitted to the insertion of the cord or wire. Roughly 
speaking, vertical, anterior, and posterior movements of the 
shoulder are available for transmutation into energy' to 
reproduce the active functions of the limb. In addition 
others may be utilised—flexion of the humeral stump, even 
flexion of the elbow. 

The function of the artificial arm will therefore 
be seen to depend on the following : active move¬ 
ments, rarely more than three in number, are derived 
from certain educated actions of the shoulder muscles ; 
they are employed in altering the position or attitude 
of a part of the limb, or in releasing springs or catches ; 
very uncommonly are they used in a sustained 
effort; springs, Ac., are used for maintaining hold 
on an object ; joints other than those selected for 
active movement may be either fixed, adjustable to 
various positions by the sound hand, or left freely 
mobile. 

We are now in a position to see, first, the obvious 
need of the amputee for training, and the utter 
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futility of sending him forth without such instruction 
in the use of this really elaborate tool. Further, 
it is clear that great benefit will be derived from the 
advice of those experienced in the selection of limbs 
for particular occupations ; there is a great deal in 
the actual selection of the limb and of the tools. 
The staff at the limbless hospital possess unique 
experience in such matters, and it would be the 
greatest pity were any policy of short-sighted 
economy to disperse and waste it. 

Procedure at the Training Centre . 

We can now appreciate the way in which the 
armless man is dealt with at Roehampton. He is 
admitted for a while as an in-patient at the limbless 
hospital in beautiful and healthy surroundings. 
He mingles with numbers of others with the same 
kind of disablement, hears them talk of their progress, 
sees what they can do. He begins to understand 
that restoration of function is taken for granted, 
as a thing beyond doubt. He is able to go freely 
anywhere, seeing armless men at work—digging, 
hoeing, using a pitchfork, wheeling a barrow even 
up an acute slope, swinging heavy hammers in 
driving for instance a pile—and doing all these things 
without effort or discomfort. He sees that the limb 
is no mere toy, but a very practical and strong working 
proposition. He will find that even a very high 
arm amputation is no bar to an efficient prosthesis ; 
he may see a man disarticulated at the right 
shoulder, but doing all the above things. This man 
habitually does gardening solidly for eight hours 
a day, is no more tired than he used to be 
before the war, and finds practically no limit to his 
usefulness. A visit to the workshops will show him 
all branches of carpentry in progress; there are 
fellow armless men using plane, hammer, spokeshave, 
chisel, and the like. He will see that the work can 
be done cleanly and quickly. He finds that delicate 
work, too, can be done in spite of the loss of an arm. 
He begins to compare notes with the workers as 
to site of amputation, and as to individual experiences 
with different types of arms. He forms an opinion 
as to the limb that will be most useful in the occupation 
he proposes to adopt. With all this at the back of 
his mind he comes before the medical officer, who 
after a discussion of the case, and consideration of 
the surgical aspect, gives instruction for fitting. The 
man is offered in every case a choice or a large say 
in the ultimate selection of the limb, for surgically 
two or three limbs may be applicable ; the advice 
of the staff is always available if he is in the slightest 
doubt as to which limb to select. Similarly, the 
tools attached to the limb are decided upon. The 
benefits of such a system will be apparent, for its 
great assumption is that the patient is treated 
throughout as a responsible and free agent. Fitting 
having been completed (this may take a considerable 
while for a cast of the stump has to be obtained as 
a preliminary to the making of a perfectly fitting 
bucket) the man begins his training. First, a short 
course of instruction is given in the elementary 
principles of carpentry, and then the man proceeds 
to work from simple to more and more complicated 
actions. It must be understood that the teaching 
of carpentry is undertaken merely as a means of 
instruction in the use of the limb, as is also the use 
of the spade, hammer, hoe, wheelbarrow, and the 
like. Each involves the learning of a different kind 
of action, and is studied for this purpose alone. It 
might be pointed out, however, that many men, 
both skilled and otherwise, have, as a result of their 
training at the centre, decided to adopt woodwork, 
metal work, and the other things used as methods of 
instruction as their means of gaining a livelihood. 
In such cases, after the period of arm-training, the 
man goes to the schools of the Ministry of Labour 
for a course of technical instruction. Many have 
thus come into a better status in the labour market 
than they enjoyed before the loss of the arm. 

It is not long, as a rule, before the man begins to 
take a keen interest in his progress and to compete 


healthily against those starting with him in the 
use of the limb. He wall become often inordinately 
proud of some little trick that no one else seems to 
have acquired. Practice with the limb needs no 
urging, and it is remarkable to note that the majorit y 
of men show a very complete degree of proficiency 
in from two to three weeks. 

While most of the men have a chief preoccupation 
—their means of livelihood—and pay most attention 
to the factors bearing on this, there is another and 
most heartening aspect of the centre. This is in the 
world of sport and play. It will not be long before 
the athlete will find that there is no need for the 
armless man to forgo the pleasures he formerly 
derived from sport. He can see men who handle 
a cricket bat with the best, drive a golf ball, and 
play billiards—instances could easily be multiplied. 
Perhaps the most interesting of all was the man who 
fiddled, bowing with a limb fitted high in the arm. 
Nothing could be more stimulating than to learn 
that active participation in games is still open— 
the arm is gone, but the man can still work and 
play I 

This, then, is the atmosphere which envelopes the 
armless man from the time of his entrance to the 
hospital. Most of the difficulties that stand in the 
way of the utmost possible recovery of function are 
met and conquered by it. While this applies chiefly to 
the cases newly becoming fit for a limb, it must be 
remembered that these are still much the largest 
proportion of the men in the hospital. There is, of 
course, a big out-patient attendance comprising cases 
with stump complications, and those requiring 
repairs or alterations in the artificial limb. 

With regard to results, it remains to record an 
investigation carried out by Colonel MacLeod, 
medical superintendent, with a view to finding out 
to what extent the modem artificial limb was 
satisfactory. Four hundred and fourteen consecutive 
cases were questioned, the men were invited to make 
criticisms without reserve, and all such complaints 
were thoroughly investigated. It was found that 
of these 414 only 34 were not in good permanent 
employment, and that in almost every case of 
criticism the complaints were due to remediable 
causes in connexion largely with further changes 
in the stump since fitting. 

The Research Laboratory. 

This account of the work of the training centre 
would be very incomplete without a reference to the 
Research Laboratory attached to the hospital for 
the purpose of investigating the problems that 
constantly crop up with regard to^ the function, 
manufacture, and details of construction of artificial 
limbs. Here, again, each difficulty is squarely faced, 
and there is no rest until some solution is reached. 
As an instance of the resources of the department, 
one quotes the use of the Ultrarapid Kinematograph 
in the analysis of the relative movements of the 
lower limb and of the phases of the flexion of the 
knee in walking; a considerable improvement in 
the gait in thigh amputations has resulted from 
this investigation. Reference has already been 
made to certalmid, the valuable qualities of which 
material were clearly demonstrated. 

The whole hospital gives one the impression 
of an institution strikingly akin to the orthopaedic 
worlihop, in which there is a “ live ** staff, thoroughly 
experienced in the work of which each member does 
his utmost to get results, leaving no factor neglected 
in order to make good as far as possible the disability 
of the limbless. 


Royal Society of Medicine. —The recently estab¬ 
lished Gold Medal of the Society was awarded to Sir Almroth 
Wright on Nov. 11th last when ho delivered an adcirc**. 
but as it was not possible to have the medal ready for 
presentation it will be presented to him at the annual 
general meeting on Wednesday, July 6th, at 5 o*clock. 

The meeting of the Dermatological Section in July will 
not take place. 
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X BAY AND RADIUM PROTECTION 
COMMITTEE. 

A PRELIMINARY REPORT. 

The X Ray and Radium Protection Committee, 
representing the various radiological and other 
scientific bodies with their headquarters in the 
metropolis, after deliberating for some weeks, has 
issued a preliminary and admittedly tentative report. 
The document states present knowledge in regard to 
equipment, ventilation, and working conditions of 
X ray and radium departments, and undoubtedly 
there is a constant demand for guidance, both from 
individuals and institutions, upon such points. 

The preliminary part of its work, the Committee 
states, will lead up to more extensive objects, entailing 
research, and offers of personal or other assistance are 
invited by the Committee and should be sent to the 
hon. secretaries, from whom the preliminary docu¬ 
ment may be had on application. 

Preliminary Report. 

Introduction. 

The danger of over-exposure to X rays and radium can 
be avoided by the provision of efficient protection, and 
suitable working conditions. The known effects on the 
operator to be guarded against are : (1) Visible injuries to 
the superficial tissues which may result in permanent 
damage. (2) Derangements of internal organs and changes 
in the blood. These are especially important, as their early 
manifestation is often unrecognised. 

General Recommendations. 

It is the duty of those in charge of X ray and radium 
departments to ensure efficient protection and suitable 
working conditions for the personnel. The following 
precautions are recommended : (1) Not more than seven 
working hours a day. (2) Sundays and two half-days off 
duty each week, to be spent as much as possible out of 
doors. (3) An annual holiday of one month or two separate 
fortnights. Sisters and nurses, employed as whole-time 
workers in X ray and radium departments, should not bo 
called upon for any other hospital service. 

Protective Measures. 

It cannot be insisted upon too strongly that a primary 
precaution in all X ray work is to surround the X ray bulb 
itself as completely as possible with adequate protective 
material, except for an aperture as small as possible for the 
work in hand. 

The protective measures recommended are dealt with 
under the following sections: (I.) X rays for diagnostic 
purposes. (II.) X rays for superficial therapy. (III.) 
X rays for deep therapy. (IV.) X rays for industrial and 
research purposes. (V.) Electrical precautions in X ray 
departments. (VI.) Ventilation of X ray departments. 
(VII.) Radium therapy. 

It must be clearly understood that the protective measures 
recommended for these various purposes are not necessarily 
interchangeable ; for instance, to use for deep therapy the 
measures intended for superficial therapy would probably 
subject the worker to serious injury. 

(7.) X Ray8 for Diagnostic Purposes. 

1. Screen examinations. —(a) The X ray bulb to be 
enclosed as completely as possible with protective material 
equivalent to not lees than 2 mm. of lead. The material 
of the diaphragm to be equivalent to not less than 2 mm. 
of lead. ( b) The fluorescent screen to be fitted with lead 
glass equivalent to not less than 1 mm. of lead, and to be 
large enough to cover the area irradiated when the diaphragm 
is opened to its widest. Practical difficulties militate at 
present against the recommendation of a greater degree of 
protection, (c) A travelling protective screen, of material 
equivalent to not less than 2 mm. of lead, should be employed 
between the operator and the X ray box. (d) Protective 
gloves to be of lead rubber (or the like) equivalent to not 
less than £ mm. of lead and to be lined with leather or other 
suitable material. (As practical difficulties militate at 
present against the recommendation of a greater degree of 
protection, all manipulations during screen examination 
should be reduced to a minimum.) (c) A minimum output 
of radiation should be used, with the bulb as far from the 
screen as is consistent with the efficiency of the work in 
hand. Screen work to be as expeditious as possible. 

2. Radiographic examinatiotis (“ overhead ” equipment ).— 
(a) The X ray bulb to be enclosed as completely as passible 
with protective material equivalent to not less than 2 mm. 
of lead. (6) The operator to stand behind a prote -live 
screen of material equivalent to not less than 2 mm. of lead. 


(77.) X Rays for Superficial Therapy. 

It is difficult to define the line of demarcation between 
superficial and deep therapy. For this reason it is recom¬ 
mended that, in the reorganisation of existing, or the 
equipment of new', X ray departments, small cubicles 
should not be adopted, but that the precautionary measures 
suggested for deep therapy should be followed. The 
definition of superficial therapy is considered to cover sets 
of apparatus giving a maximum of 100,000 volts (15 cm. 
spark-gap between points; 5 cm. spark-gap between 

spheres of diameter 5 cm.). 

Cubicle System. 

Where the cubicle system is already in existence it is 
recommended that: (1) The cubicle should be well 
lighted and ventilated, preferably provided with an exhaust 
electric fan in an outside wall or ventilation shaft. The 
controls of the X ray apparatus to be outside the cubicle. 
(2) The walls of the cubicle to be of material equivalent to 
not less than 2 mm. of lead. Windows to be of lead glass 
of equivalent thickness. (3) The X ray bulb to be enclosed 
as completely as possible with protective material equivalent 
to not less than 2 mm. of lead. 

(777.) X Rays for Deep Therapy. 

This section refers to sets of apparatus giving voltages 
above 100,000. (1) Small cubicles are not recommended. 

(2) A large, lofty, well ventilated and lighted room to be 
provided. (3) The X ray bulb to be enclosed as completely 
as possible with protective material equivalent to not less 
than 3 mm. of lead. (1) A separate enclosure to be pro¬ 
vided for the operator, situated as far as possible from the 
X ray bulb. All controls to be within this enclosure, the 
walls and windows of which to be of material equivalent 
to not less than 3 mm. of lead. 

(IV.) X Rays for Industrial and Research Purposes. 

The preceding recommendations for voltages above and 
below 100,000 will probably apply to the majority of con¬ 
ditions under which X rays are used for industrial and 
research purposes. 

(F.) Electrical Precautions in X Ray Departments. 

The following recommendations are made : (1) Wooden, 
cork, or rubber floors should be provided ; existing concrete 
floors should be covered with one of the above materials. 
(2) Stout metal tubes or rods should, wherever possible, 
be used instead of wires for conductors. Thickly insulated 
wire is preferable to bare wire. Slack or looped wires are 
to be avoided. (3) All metal parts of the apparatus and 
room to be efficiently earthed. (4) All main and. supply 
switches should be very distinctly indicated. Wherever 
possible double-pole switches should be used in preference 
to single-pole. Fuses no heavier than necessary for the 
purpose in hand should be used. Unemployed leads to 
the high tension generator should not be permitted. 

(F7.) Ventilation of X Ray Departments. 

(1) It is strongly recommended that the X ray department 
should not be below the ground level. (2) The importance 
of adequate ventilation in both operating and dark rooms 
is supreme. Artificial ventilation is recommended in most 
cases. With very high potentials coronal discharges are 
difficult to avoid and these produce ozone and nitrous 
fumes, both of which are prejudicial to the operator. Dark 
rooms should be capable of being readily opened up to 
sunshine and fresh air when not In use. The walls and 
ceilings of dark rooms are best painted some more cheerful 
hue than black. 

(VII.) Radium Therapy. 

The following protective measures are recommended for 
the handling of quantities of radium up to one gramme : 
(1) In order to avoid injury to the fingers the radium, 
whether in the form of applicators of radium salt or of 
emanation tubes, should always be manipulated with forceps 
or similar instruments, and it should be carried from place 
to place in long-handled boxes lined on all sides with 1 cm. 
of lead. (2) In order to avoid the penetrating rays of 
radium all manipulations should be carried out as rapidly 
as possible, and the operator should not remain m the 
vicinity of radium for longer than is necessary. Tin? radium 
when not in use should be stored in an enclosure, the wall 
thickness of which should be equivalent to not less than 
8 era. of lead. (3) The handling of emanation should, 
as far as possible, be carried out during its relatively inactive 
state. In manipulations where emanation is likely to come 
into direct contact with the fingers thin rubber gloves 
should be worn. The escape of emanation should be very 
carefully guarded against, and the room in which it is pre¬ 
pared should be provided with an exhaust electric fan. 

Existing Facilities for Ensuring Safety of Operators. 

The governing bodies of many institutions where radio" 
logical work is carried on may wish to have further guarantees 
of the general safety of th> conditions under which then 
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personnel work. (1) Although the Committee believe that 
an adequate degree of safety would result if the recom¬ 
mendations now put forward were acted upon, they would 
point out that this is entirely dependent upon the loyal 
cooperation of the personnel in following the precautionary 
measures outlined for the benefit. (2) The Committee 
would also point out that the National Physical Laboratory, 
Teddington, is prepared to carry out exact measurements 
upon X ray protective materials and to arrange for periodic 
inspection of existing installations on the lines of the present 
recommendations. (3) Further, in view of the varying 
susceptibilities of workers* to radiation, the Committee 
recommend that wherever possible periodic tests—e.g., every 
three months—he made upon the blood of the personnel, 
so that any changes which occur may be recognised at an 
early stage. In the present state of our knowledge it is 
difficult to decide when small variations from the normal 
blood-count become significant. 

The Committee is constituted as follows :— 

Chairman: Sir Humphry Rolleston, K.C.B. 

Members: Sir Archibald Reid, K.B.E., C.M.G., 

St. Thomas’s Hospital; Dr. Robert Knox, King’s 
College Hospital ; Dr. G. Harrison Orton, St. Mary’s 
Hospital ; Dr. S. Gilbert Scott, London Hospital ; 
Dr. J. C. Mottram, pathologist, Radium Institute ; 
Dr. G. W. C. Kaye, O.B.E., National Physical Labora¬ 
tory ; Mr. Cuthbert Andrews. Hon. Secretaries: 
Dr. Stanley Melville, St. George’s Hospital ; Prof. 
S. Russ, the Middlesex Hospital. Address : care of 
Royal Society of Medicine, 1, Wimpole-street, W. 1. 


THE CAVENDISH LECTURE. 


Dr. Christopher Addison delivered the Cavendish 
Lecture before the West London Medico-Chirurgical 
Society in the Council Chamber of the Kensington 
Town Hall, London, on June 17th. Dr. F. J. McCann, 
who presided, said that it had been given to few men 
in the course of a single lifetime to rise to eminence in 
two professions. Dr. Addison after being a distin¬ 
guished teacher of anatomy had become an important 
Minister of the Crown, and had filled the posts of 
President of the Local Government Board, Minister 
of Munitions, Minister of Reconstruction, and Minister 
of Health with conspicuous ability. 

The Part of the State in the Prevent ion of Disease. 

During the last century, said Dr. Addison, the 
country had become an industrial, as distinct from an 
agricultural, nation, and in the past the short-sighted 
policy had been adopted of practising the doctrine 
of individual effort and the survival of the fittest in 
its most unthinking form. Whatever that system 
might mean to the individual it was not ** good 
business ” to run up habitations Anyhow, on any spare 
spot of ground, to bring young children into factory 
life, to have factories and industries so organised that 
they were prejudicial to the lives of those engaged 
in them. Our statute books were crammed with 
expedients adopted from time to time in the endeavour 
to prevent the effects of this kind of scramble. Among 
the legacies bequeathed to us by this condition of 
things it would tie interesting to know what our slums 
had cost in Poor-law expenditure, in provision of 
sanatoriums and convalescent homes, in amelioration 
of physical disabilities, and in industrial inefficiency 
and unemployment resulting from those disabilities. 
The sum might even challenge comparison with our 
war debt. The best available knowledge and pro¬ 
fessional advice were needed to undo the evils of the 
past, hut there was an opponent to be reckoned 
with in the shape of a certain type of latter-day 
economist who would readily spend millions on 
armaments, hut would question every item spent on 
a system of preventive services. 

The Need for Preventive Medieine. 

Knowledge was naturally always in advance of its 
application. The average medical practitioner did 
what he could in the cause of preventive medicine by 
advising his patients, but most of his time was spent in 
attending to the sick and bringing them back to health. 
There was, however, a serious deficiency in regard to 
the teaching of preventive medicine in our present 


scheme of medical education. When an attempt was 
made to deal with causes which might affect in hulk 
avoidable disabilities, difficulties arose which were 
beyond the bound of individual effort, and to deal 
adequately with these causes public education was 
needed. Voluntary aid w r as most useful, as the report 
of Lord Cave's Committee had showm, in regard 
to hospitals, but the action of public bodies, with 
the power of the State behind them was also 
required. A State medical service was no panacea, 
and it was certain that large categories of the 
work to be undertaken in the combat against disease 
and disablement could only be dealt with by civil 
or lay authorities. Dr. Addison then described 
in some detail the various municipal bodies who 
shared in the administration of health matters, 
and referred to the waste and muddle that resulted 
from incoordination of the w r ork of these bodies. In 
1919 the public funds expended on direct health service 
and in payments to those who were sick amounted 
in England and Wales alone to nearly £46,000,000. 
At a time of national stringency and when the disas¬ 
trous records of the war, with its multitude of men 
classified as unfit, were still fresh in our minds, it 
behoved all men of patriotic goodwill to examine 
the mass of sickness indicated by this expenditure, 
to inquire to what extent it was preventable, and to 
frame the measure of policy accordingly. We were 
now at the commencement of a new period of revela¬ 
tion and inquiry, and, though our information was as 
yet scanty and imperfect, the importance of acquiring 
it was being clearly appreciated both generally and 
in industry. An examination of the ailments for 
w r hich insured persons sought medical advice in 1916 
showed that, excluding influenza, tuberculosis, pneu¬ 
monia, malignant and other defined diseases, nearly 
1 in 3 of the people required medical attention because 
of colds, nasal and bronchial catarrh, and digestive 
disorders. Here w T as presented an opportunity for 
common-sense instruction and for further research of 
well-nigh incalculable value. The difficulty was to 
devise ways and means of disseminating reliable 
information. It was of little use to give advice upon 
which the majority of the people could not act, and 
it was necessary to guard against the reactions which 
followed on advice which proved to be unavailing. 
There were many voluntary organisations which were 
exceedingly helpful though difficulties were presented 
by their multiplicity. Beyond these medical research 
on sound lines must be encouraged, for it was one of 
the most economical and rewarding directions of effort 
open to the community. Over and over again during 
the war, at the Ministry of Munitions and in the 
armies, it was found that small expenditure upon 
research under the superintendence of the Medical 
Research Committee produced saving which not only 
repaid the expenditure incurred, hut more than paid 
the whole cost of all the Committee’s efforts for a 
whole year, and in some cases for the whole time of 
its existence since 1912. There was also need for 
improvement in the home and in domestic habits and 
conditions. The medical sehools might with great 
advantage pay more attention to instruction in the 
beginnings of disease and to the importance of those 
so-called minor ailments which were among the 
most disabling in so far as the mass of the community 
was concerned. 

Summary of the Present Situation . 

In concluding his lecture Dr. Addison said that well- 
considered effort was required in at least five direc¬ 
tions: the spread of useful information and instruc¬ 
tion, steady progress in the provision of better home 
conditions, encouragement of research and inquiry— 
not only into the more strictly scientific aspects of 
medical problems but extending beyond tliis into the 
field of employment and industrial conditions— 
improvement of facilities for early diagnosis and 
treatment, and a better organisation and direction of 
agencies charged with responsibility in health matters. 
At a time of national and world impoverishment we 
were confronted with a mass of physical disablement, 
much of which was realised, even with the knowledge 
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now available, to be preventable. Tens of millions 
a year were poured out in an endeavour to mitigate 
its ill-effects, while towards the removal of the causes 
of these effects our efforts by comparison were insig¬ 
nificant and disconnected. There was work here for 
more than one generation, but recent experience gave 
good ground for encouragement. 


SWITZERLAND. 

(From our own Correspondent.) 

Medical Meeti ngs. 

We are in the midst of a series of meetings of 
medical societies. The ninety-third annual meeting 
of the Swiss Medical Federation was held in Basle 
on May 28tli and 29th. Several hundred practi¬ 
tioners were present. The opening paper on the 
first day, on Methods for the Extraction of Foreign 
Bodies in the (Esophagus, was read by Prof. 
Oppikoper of Basle. At a social gathering follow¬ 
ing, the production of a play entitled “Steinach” 
by medical amateur actors caused great amuse¬ 
ment. The author is a leading Swiss neurologist, 
and I only mention the play to show that the 
medical world here has not much use for the Steinach 
operation and its propaganda. The morning session 
of the second day of the meeting was devoted to 
demonstrations in the various clinics and medical 
institutes of the town. Prof. Doerr of Basle read a 
paper on “ Idiosyncrasies,” followed by a discussion 
in which Profs. Sahli of Berne and Bruno Bloch of 
Zurich took a prominent part. The latter emphasised 
the great importance of idiosyncrasies as a cause of 
eczema, idiosyncrasy being probably the clue for the 
solution of the eczema problem.—The nineteenth 
annual conference of the Swiss Neurological Society 
took place in Fribourg on June 4th and 5th 
under the presidency of Prof. Robert Bing of Basle. 
The subject for discussion was Regeneration in the 
Nervous System. Prof. Bing approached it from the 
clinical point of view. Dr. Perret of Montreux as 
a surgeon and Prof. Hedinger of Basle contributed 
a valuable paper from the pathological and anatomical 
side.—The Swiss Society of Surgeons is meeting in 
Aarau on June 25th and 20th. Surgery of the Gall 
Ducts will be the subject for a general discussion. 

Small-pox near Basle . 

In Basle and in Oerlikon near Zurich there is at 
resent an outbreak of small-pox. The disease was 
rought to Basle by a German railway official. So 
far we have in Basle 19 cases with one death. At 
Oerlikon there are 97 cases; none of these had 
ever been vaccinated except one lady aged 65, who 
had been vaccinated when 5 years old, and one 
other patient who was vaccinated 30 years ago. 
These two epidemics should be a warning signal to 
our country, which has no compulsory vaccination. 
Compulsion was rejected some 20 years ago by a 
people’s referendum. There is now a great rush to 
the vaccination stations and a movement is afoot 
to re-introduce compulsion by an appeal to a better- 
informed electorate. 

Imitations of Salvarsan . 

There was never a time when imitations and 
sophistications of drugs was so frequent. During 
the war nearly all countries placed embargoes on 
the import of medicaments, and owing to this the 
supply became scanty. The drugs rose in price and in 
consequence became a popular object of smuggling. 
Switzerland, with its high exchange rate, soon 
attracted the smugglers. In the back restaurants 
of Basle morphine, cocaine, and salvarsan were 
bought, sold, and re-sold. The fact that many persons 
engaged in the speculative trade of drugs had no 
knowledge whatever of their pharmacology enabled 
certain unscrupulous vendors to profit and to sell 
their customers imitations. The most prominent of 
the drugs imitated was salvarsan. Dr. Hunziker, 
director of the health office of Basle, who investi¬ 
gated the question, at a recent meeting of the Basle 


Medical Society gave a description of some samples 
of counterfeited salvarsan. A very clumsy substitute 
was contained in a bottle of green glass, roughly 
sealed, bearing the inscription: “Original package 
for Oversea Trade. Neo-Salvarsan 0'3. Contents 
500 g.” Chemical analysis showed that the yellow 
powder consisted of sulphate of barium and chromate 
of lead. A bricklayer of Basle had brought this bottle 
from a German plasterer for 0000 marks (400 francs) 
The contents of a similar bottle were found to 
consist of dust of silicates and rye flour. Three 
bottles, each containing 500 g. of a yellowish 
powder, had a label similar to those on the small 
original packages. The inscription, “ 500 g. Neo- 
Salvarsan and 0*4 g. Salvarsan” was sufficient 
to rouse suspicion. The contents were sulphate 
of barium, chromate of lead, and a yellow aniline 
dye-stuff, probably naphthol yellow S. In the 
trade of these bottles were engaged a hairdresser, 
a beer retail merchant, and a baker. But the most 
dangerous imitations of all were those resembling the 
small, much used salvarsan packages. A parcel with 
several hundred samples was found by the Basle 
police at a short distance from the German frontier. 
The labels closely resembled the original ones, but 
showed several slips ; the name Hochst a. M. was 
spelled Hochs, in the English text the word 
“ prohibited ” ran “ prohibited” and the name 
of the firm Briining was wrongly spelt. The 
contents, a yellow powder, looked very much like 
the original salvarsan, but consisted only of dust 
and of salt stained with yellow ochre. The 
dangers to the public health of this illegitimate trade 
are obvious, but quite apart from the spurious pro¬ 
ducts the rough handling of the authentic salvarsan 
by the smugglers is apt to produce oxidisation, when 
the arsenic components may become more toxic. 


BRITISH PHARMACEUTICAL CONFERENCE. 


The 58 th annual general meeting was held in Scarborough 
last week. The President, Major E. Saville Peck, gave an 
address upon British Pharmacy and its Possibilities. 
Ho drew attention to the addresses delivered in recent 
years on the need for the representation of pharmacists upon 
the Pharmacopoeia Revision Committee, on the institution 
of an Army Pharmaceutical Corps, on the advisability of 
the separation of prescribing and dispensing of medicines 
and the necessity for pharmaceutical research. The 
President outlined the present unsatisfactory position of 
the practice of pharmacy, and urged members to work for 
the establishment of a distinct profession of pharmacy on 
the lines of that which obtains upon the continent and is 
suggested in the United States of America. He advocated 
a wider preliminary education for all those entering the 
calling, and pointed out the advantage to be gained by 
insisting that apprentices or students of the Pharmaceutical 
Society should pass one of the School Leaving Certificate 
Examinations before registration. Major Peck also advo¬ 
cated the establishment of a university degree in science 
with pharmaceutics as one of the final subjects, and strongly 
urged the institution of a Fellowship Examination to include 
biochemistry and bacteriology with clinical microscopy. 
Such an examination, and the training required therefor, 
would enable students to carry oat clinical analyses and so 
assist in diagnosis of disease. It would train men for the 
work of clinical assistants to medical men in the primary 
and secondary health centres contemplated by the Ministry 
of Health. Such men are also required by wholesale 
houses for the purposes of preparing vaccines and for 
research upon new drugs and remedies. He urged that the 
professional spirit should be reawakened in the rank and 
file of pharmacists and that the local associations should 
be stimulated to discuss pharmaceutical professional 
matters. These associations should send delegates to an 
annual conference so that the considered opinion of members 
might be focussed and handed on to the council of the 
society. He advocated the formation of an association of 
teachers from the various schools of pharmacy recently 
instituted, the associates to meet annually to discuss subjects 
in furtherance of pharmaceutical education. He looked 
forward to the time wdien a central unifying body should 
be formed to coordinate and combine all these forces—• 
education, qualification, professional conduct, and research. 
This would work for the evolution of a profession of phar¬ 
macy, which coexistent and interdependent with that of 
medicine, w’ould assist in the combating of disease and in 
the improvement of the health of the nation. 
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Cffmspitfcme. 


“ Audi alteram partem.*’ 


PERMANGANATE OF POTASH AS A STYPTIC 
FOR SEROUS SURFACES. 

To the Editor of The Lancet. 

Sir, —Every surgeon knows the difficulties happen¬ 
ing during the separation of adhesions between the 
intestines and other organs in the abdomen, par¬ 
ticularly the often serious haemorrhage from the 
separated surfaces. To arrest this various measures 
have been applied, such as pressure by means of 
tents or tampons, thermo-cauterisation, or suture. 
All of these demand much time and are not without 
danger in themselves. In cases of haemorrhages from 
superficial wounds of the serosa after separation of 
adhesions, I have, since 1901, used kalium hyper- 
manganicum cryst. with the best and quickest 
results. I lay hold of one or more crystals of the 
salt with a pair of dissection forceps and apply them 
to the bleeding points. On contact with this 
substance the blood coagulates, a clot forms, and in 
place of the haemorrhage there is to be found a black, 
dry, aseptic scab. The bleeding stops immediately. 
After some seconds the scabs are cautiously removed 
with fine blunt forceps, and on the wounded surface 
of the serosa there remain only smooth black spots. 

The moment that permanganate of potash touches 
the blood, oxygen is set free in a nascent state 
and an exceedingly powerful aseptic effect results. 
If the bleeding surface is large, a pinch of perman¬ 
ganate crystals is folded in a piece of lint and applied 
continuously to the w T ound for a few seconds. I 
have employed this styptic method for nearly 20 
years without any complications. 

I am, Sir, yours faithfully, 

John Dsirne, M.D., 

Late Chief of the Surgical and Urological Clinics of 
the University of Moscow. 

Constantinople, May 24th, 1921. 


X RAY LESIONS AND MEDICINAL WATERS: 

A SUGGESTION. 

To the Editor of The Lancet. 

Sir,—T he losses, amongst radiologists, which we 
all deplore, may well lead us to ask whether we have 
sufficiently recognised the resources of treatment. 
An expectant attitude has sometimes prevailed 
amongst medical men in the treatment of chronic 
affections and those of which the origin is still 
obscure. But there are in nature powerful remedial 
forces which have often given good results in just 
those chronic and toxic maladies in which* other 
means have failed. We refer to air. climate, medicinal 
waters. The retarding as well as the exciting action 
of some of these forces in the evolution of disease— 
catarrh, rheumatism, syphilis and tuberculosis— 
is well known. With regard to cancer, there is 
evidence that the ingestion of certain bicarbonated 
waters stimulates the development of malignant 
growths of the stomach and liver, and accelerates 
the fatal issue. As the bicarbonate of sodium in 
ordinary doses produces no such effects, w r e are led to 
conclude that these waters, in which, as we know*, the 
salts are ionised , have properties different from those 
of the pharmaceutical preparations. Are there not 
then, perhaps, waters that, combined with climatic 
treatment, inav delay or even prevent the cancerous 
process ? Within the last 20 years the science of 
melical hydrology has advanced bv experimental 
methods, and something more than clinical experience 
entitles us to consider such an hypothesis. We 
propose to compare certain effects of X rays and 
radium with those of medicinal (and especially 
arsenical) waters. And we suggest that there are 
sufficient grounds to *:•;* k «• it i visa hie that those 
radiologists who are hahie to blood and tissue 


changes as a result of exposure to X rays should 
submit themselves to courses of climatic and hydro- 
logical treatment. 

1. Blood and Tissue Changes after Exposure to 
X Rays .—Heinecke first noticed after the exposure 
of an animal to X rays a diminution of the circulating 
lymphocytes and a selective destruction of lympho¬ 
genic tissues. A maximum loss of red and white 
cells has been noticed about 48 hours after exposure, 
and five to six weeks may be required for the 
re-establishment of the blood. 1 Cases have been 
recorded in which after a single treatment for cancer 
the alteration of the blood was such that it became 
irreparable, the patient dying cachectic, in spite of 
the cure of the local lesion. Certain observers have 
stated 2 that the “ resistance to cancer and tuberculosis 
in animals is attended by an increase in number of 
the circulating lymphocytes, and that the resistance 
as well as the lymphocytosis may be destroyed by 
X rays in proper dosage.” 

The action of radium and X rays upon the tissues 
is described as : in minimum doses stimulative, and 
in larger doses destructive and toxic, the nucleus of 
cells being especially affected.* There is reason to 
think that a definite and continuous dosage may be 
capable of producing a “ habit of growth ” in sensitive 
tissues. It has been shown that whilst radium may 
bring about the destruction of cells in lymphosarcoma, 
with toxic symptoms and rise of temperature, the 
same agency, in a different dosage, may stimulate 
the growth of malignant tumours. The effect of 
radium and X rays upon the skin is: erythema, 
brownish discoloration, branny desquamation, with 
pain and dryness ; later, a deeper red coloration, 
slight blistering, and the swelling and ulceration 
which constitute radio-dermatitis. The skin is 
ultimately replaced by scar tissue, without glands or 
hairs, and with characteristic pigmentation. The 
chronic stage shows keratinisation with papular 
growth, forming and shedding scales, and going on 
towards epithelioma. 

2. Effects of Arsenic and Arsenical Waters .— 
Arsenic and sulphur are two elements existing in the 
colloidal state in natural medicinal waters, and visible 
under the ultra-microscope as particles in rapid 
motion. Both have specific actions upon the skin 
and upon deeper tissues. We are now concerned 
with arsenic. When it is taken internally, the 
following changes in the skin have been observed : 
a short phase of epithelial proliferation ; followed 
by hyper-keratinisation ; an atrophic phase, affecting 
principally the interpapillary processes, the skin 
becoming planiform w T ith partial destruction and 
detachment of the epidermal cells. In chronic 
arsenical poisoning a variety of exanthemata are 
observed. In small repeated doses arsenic is believed 
to cause increase of assimilation and to stimulate 
the formation of haemoglobin or red cells. In 
massive doses, arsenic resembles X rays in causing 
destruction of the cells of the liver, kidneys, 
capillaries, and blood. Cases of aplastic anaemia 
following the administration of salvarsan have been 
recorded. 4 Certain pathological tissues (malignant 
lymphoma, syphilis) appear to be especially sus¬ 
ceptible to the dissimilative action of arsenic. 

The European arsenical waters are represented 
by La Bourboule and Levico. Clinical experience 
has for many years proved the value of waters of 
this class in ansemia, “ lymphatic affections ” and 
chronic dermatoses. The La Bourboule water, of 
w-hich one litre is chemically equivalent to 21 drops 
of Fowler’s solution, forms what may be called an 
isotonic arsenical serum. Certain doses w T ere injected 
into the veins of animals after extreme venesection, 
and the process of recovery watched. 5 These and 
further experiments by one of us have shown the 
superiority of this water to artilicial serums, both 
from the point of view of the restoration of the rod 
and white cells and of the hajmoglobin.® 

Some recent writers 7 hold that in cancer the 
normal lipoid equilibrium of the tissue cells is 
disturbed, causing a change in the permeability 
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of the cellular envelope, and that this disturbance 
of the lipoid equilibrium is increased by bicarbonated 
waters. Dr. Jacques Loeb has shown that the 
fertilising action of spermatozoa can be reproduced 
iu all its details by exposing the ovum for one minute 
in sea water, to which has been added a certain 
quantity of monobasic fatty acid, and thereafter 
for about half an hour in sea water, of a certain 
determined saline proportion. In this process soaps 
are formed and break down the lipoid equilibrium 
of the cell. The negative electrolytic ions of the 
mineral water pass through the cell membrane and 
precipitate the colloidal substance. Loeb has empha¬ 
sised the essential part played by electrolytes 
in many of the phenomena of life. What could, 
on a priori grounds, be more capable of modifying 
the equilibrium of the cell and the permeability of 
the cell wall than natural waters with their complex 
and varied electrolytic elements ? The observation 
of colloid disturbance, and also of anti-anaphylaxis, 
provoked by the injection of the Bourboule water, 
appears to show a marked action of these waters 
on cellular permeability. When we reflect that the 
majority" of chronic diseases are in their nature 
toxaemic, with anaphylactic phases, is it not reason¬ 
able to hope to find elements amongst natural waters 
which have a selective action upon particular cells 
and in particular toxaemias ? Arsenic is par excellence 
a selective remedy. 

3. Interaction of Remedies .—An association and 
interaction of remedies appear to be necessary for 
the process of recovery. According to this principle, 
exemplified in hydrological medicine, waters, in 
natural alliance with climate, modify" various pre¬ 
dispositions to premature degeneration and functional 
failure. But it is necessary to select the climatic 
and other influences, so that they will contribute 
to hydrological treatment—that is, will augment 
and not lessen its effect. In the case of the X rays 
worker a moderate degree of altitude and the action 
of cold and of the sun (frigotherapy, hydrotherapy, 
heliotherapy), as on the mountain slopes of Auvergne 
or Tyrol, or in the north-east of Scotland, should 
definitely assist the action of w r aters. One of us 
has observed during many summers in the district 
last mentioned the prevention and retardation of 
degenerative processes and recovery from anaemia 
and toxic conditions, especially among brain workers, 
who made a habit of spending a certain number of 
weeks annually in the north country. The recovery 
of strength and colour resulted sometimes from the 
northern climate alone, but more often from climate 
associated with waters. Dr. Robert Knox, and in 
France Dr. B£lot, insist upon the necessity of pro¬ 
longed change of air for radiologists. The latter 
has made a habit, since the introduction of X rays, 
of absenting himself for three months in each year, 
and has had as yet no lesions of the skin, and the 
blood has remained normal. (Many operators, as 
we know, have lesions of the hand with a normal 
blood.) We venture to go one step further, and to 
suggest that in combined climatic and hydrological 
treatment, carried on from year to year, may be 
found an effective means of preventing and retarding 
the serious changes, both in the blood and tissues, 
to which some of our colleagues are liable. 

W r e desire to express our acknowledgments to Prof. 
W. S. Lazarus-Barlow and to Dr. Stanley Melville 
for valuable data. 

We are, Sir, yours faithfully, 

R. Fortescue Fox, 

June 0th, 1921. Paul Ferreyrolles. 
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THE DIAGNOSIS OF DYSENTERY BY THE 
SIGMOIDOSCOPE. 

To the Editor of The Lancet. 

Sir, —Dr. P. Manson-Bahr and Dr. A. L. Gregg in 
your issue of May 28th and Dr. A. F. Hurst on June 4th 
deal with the sigmoidoscopic diagnosis of dysen¬ 
tery. Fifteen years ago I pointed out the importance 
of a sigmoidoscopic examination in all cases of ulcera¬ 
tive colitis, and since the war this has become the 
recognised means of diagnosis in chronic dysentery. 
Without such an examination it is impossible to be 
certain what kind of ulceration is present, what stage 
it has reached, or how extensive the area involved. 
No doctor would be willing to treat an ulcerated 
throat without first looking at it, and yet one fre¬ 
quently sees cases of ulcerative colitis that have been 
under treatment for months without an examination 
of the inside of the bowel having been made. 

I agree with Dr. Hurst that it is easy to distinguish 
between the ulceration of amoebic dysentery and that 
of bacillary dysentery, although their symptomatology 
may be similar. Several other types of ulceration of 
the colon can be distinguished. When cases of chronic 
dysentery are systematically examined with the 
sigmoidoscope it is found that both amoebic and 
bacillary dysentery are frequently followed by an 
ulcerative colitis of a different type from the original 
infection and due no doubt to secondary infection, 
usually with a streptococcus. This secondary infection 
is much more chronic than the original disease, and 
has often little tendency to get w r ell. It is the cause 
of many of the cases of chronic dysentery sent back 
to this country from the East, and is similar, if not 
identical, to the form of ulcerative colitis which is 
indigenous as a primary condition in this country. It 
does not react to emetin injections or to antidysenteric 
serums. 

It is important that when this secondary type of 
ulceration has developed it should he recognised, and 
this can only be done by sigmoidoscopic examination. 
I believe it to be essential that all cases of dysentery 
which do not clear up in reasonable time under proper 
treatment should be examined to see what type of 
ulceration is present in t-lie colon. These severe 
secondary ulcerations of the colon clear up very 
satisfactorily after an appendicostomy, and it is our 
experience at St. Mark’s Hospital, where we have to 
treat a considerable number of such cases, that when 
an appendicostomy is performed in time complete 
recovery is the rule. Too often, however, a surgeon 
is only called in as a last resort, and when the patient 
has little or no recuperative power left. When 
treated at a stage before the general health is seriously 
damaged the rapidity of recovery is often astonishing. 

I feel sure that when a systematic examination of 
the colon with the sigmoidoscope in all cases of 
dysentery and ulcerative colitis becomes the rule, we 
shall Have far fewer deaths from these conditions than 
is the case at present. As Dr. Hurst points out in 
his letter, the sigmoidoscope is also the only satis¬ 
factory check to treatment in these cases, and no 
case can be considered cured until an examination 
shows that the mucosa is normal. 

I am, Sir, yours faithfully, 

J. P. Lockhart-Mummery, F.R.C.S. 

Hyde Park-place. W., June 17th, 1921. 


CONTROL OF VENEREAL DISEASE: 

TIIE RED CROSS REGIONAL CONFERENCE. 

To the Editor of The Lancet. 

Sir,—Y' our report of this Conference, appearing in 
your issue of June 18th, quotes the Secretary of the 
National Council for Combating Venereal Diseases as 
saying : “A noteworthy point is the fact that the 
question of self-disinfection, which has appeared such 
an important and vexed factor in the campaign in 
England, provoked very little interest at this Con¬ 
ference of experts.” The reason is not far to seek, and 
was due to the fact that the National Council for 
Combating Venereal Diseases (who had been adopted 
by the League of Red Cross Societies in Geneva as 
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the recognised channel in this country for coriimuni- 
cation on these subjects) had selected as delegates 
Colonel L. W. Harrison, Dr. F. N. Kay Menzies, and 
Mrs. C. Neville Rolfe (Mrs. Gotto), who are well-known 
opponents to the immediate self-disinfection policy. 

The Society for the Prevention of Venereal Disease, 
in reply to a request that they might be represented 
at the Conference, received a most courteous reply 
from the Secretary of the Danish Red Cross, intimating 
that he would be pleased to welcome delegates from 
our Society, but that the selection of delegates was 
entirely in the hands of the British Red Cross. Upon 
my communicating with the British Red Cross, I was 
told that the Society for the Prevention of Venereal 
Disease could not be represented, as the above- 
mentioned delegates had already been selected. The 
views of that very large section of the people in this 
country, who support the policy of immediate self¬ 
disinfection advocated by the Society for the Preven¬ 
tion of Venereal Disease, had therefore no oppor¬ 
tunity of being presented to the Conference, and this 
important aspect of venereal disease prevention was 
largely neglected, mainly through the action of the 
National Council for Combating Venereal Diseases. 

I am, Sir, yours faithfully, 

H. Wansey Bayly, 

Harley-street, W. f June 17th, 1921. Hon. Sec., S.P.Y.D. 


THE PROPERTIES AND COMPOSITION OF 
ETHANESAL. 

To the Editor of The Lancet. 

Sir, —I have administered the new general anaes¬ 
thetic, described under the name ethanesal in your 
issue of June 4th by Dr. R. L. M. Wallis and Dr. C. L. 
Hewer, to 32 patients (15 male and 17 female). In 
three cases a little ether was used in the induction 
stage. In all but two the apparatus used was the 
warm ether “ bomb.” By this short trial a favourable 
impression has been formed; the narcosis has been at 
least as good as with ether, and the after-effects 
unusually trifling, except that one woman developed 
on the next morning a mild bronchitis which lasted 
for several days; she had, however, caught cold 
just before the day of operation. 28 oz. used in the 
bomb for maintenance only lasted for 307 minutes, 
or 5’47 oz. per hour, as compared with 4*7 oz. per 
hour of ether under similar conditions. 

Several factors probably combine to make the 
difference greater than should be—chiefly the general 
length of the operations, which were, perhaps, twice 
as long in the ether cases. It would be of interest 
to know from the manufacturers precisely what 
quantity of ketones, and how much CO* and ethylene, 
are added to the ether in this new anaesthetic. 

I am, Sir, yours faithfully, 

K. B. Pinson, 

Ancesthetist, Manchester Royal Inflrmarv. 

June 19th, 1921. 

DIGITALIS AND THE PERIPHERAL 
CIRCULATION. 

To the Editor of The Lancet. 

Sir, —I readily admit that I have not grasped the 
“ principles ” upon which Dr. I. Harris in his paper of 
your issue of May 21st bases his conclusions on the 
pharmacology of digitalis. First, it is impossible to 
agree with the primary assumption that a large 
systolic output will necessarily give rise to a corre¬ 
spondingly large pulse pressure and vice versa. In 
the presence of an increased systolic output the degree 
of pulse pressure w ill depend wholly upon the degree 
of vaso-dilatation or constriction present. Pulse 
pressure may even be lessened in the presence of 
increased systolic output. Again, it is impossible to 
agree that, if under the influence of digitalis the 
pressure in the veins is not increased, these will be 
able to pass a greater amount of blood per time-unit 
into the heart at the increased pressure necessary to 
cause the rise of intra-cardiac pressure depicted by 
Dr. Harris. Finally, simple considerations of physics 
prevent agreement with the statement that a force 
acting a tergo can propel in a given time-unit through 


a system of elastic tubes, such as the arterial, a greater 
volume of fluid in the absence both of increased intra- 
tubal pressure or tubal dilatation. In view of the 
fact that his “ principles ” are based on such errors and 
disregard of elementary physical laws Dr. Harris 
need feel no surprise if one is unable to grasp them. 

I am, Sir, yours faithfully, 

Eltham, June 20th, 1921. * W. J. GRANT. 


THE FEDERATION OF MEDICAL AND ALLIED 
SOCIETIES. 

To the Editor of The Lancet. 

Sir, —A memorandum issued by the Council of 
the British Medical Association on Jan. 29th, 1921, 
and reprinted in its Annual Report of April 30th, 
contradicts statements in Dr. R. Fothergiirs letter 
published in your last issue, and at the same time 
answers his questions. Dealing with the qualifications 
of a body to represent the profession as a whole, that 
memorandum states: “ The body must not profess 
to promote the interests of the community rather than 
those of doctors ” ; “ Bodies exclusively or mainly 
scientific have no concern with medical politics ” ; 
“ They must be trained in expressing opinions on 
such matters ” and, speaking of the Association, that 
“ Its members are trained, both locally and centrally 
in dealing with medical politics.” 

I am, Sir, yours faithfully, 

N. Howard Mummery. 

Yere-atreet, W., June 17th, 1921. 


THE TREATMENT OF DIABETES. 

To the Editor of The Lancet. 

Sir, —In your Issue of June 18th Dr. Ph. Horowitz has 
disagreed with a statement which I made in the review 
of his book. I stated that sodium nitro-prusside test 
was a better test for aceto-acetic acid than for 
acetone. I based that statement on the work of Dr. 
\V. H. Hurtley (The Lancet, 1913, i., 1100). Aceto- 
acetic acid can be detected in a dilution of 1 in 400,000, 
whereas acetone can only be detected in a dilution 
of 1 in 20,000. With the ferric chloride test, aceto- 
acetic acid can be detected in a dilution of 1 in 100,000 
if it is dissolved in water, but in urine the test is much 
less sensitive because the pigments of the urine 
interfere with the reaction. It follows, therefore, that 
the nitro-prusside test for aceto-acetic acid will often 
be positive when the ferric chloride test is negative. 
It has also been shown by Folin and Emden indepen¬ 
dently that acetone is present in very small amounts 
in diabetic urine when it has been freshly passed. 
When the urine has stood for a little time, the acetone 
increases in amount owing to the decomposition of 
the aceto-acetic acid into acetone. Hence, if the 
nitro-prusside test is positive in fresh urine, it means 
that aceto-acetic acid is present in the urine. 

I am, Sir, yours faithfully, 

June 17th, 1921. The Writer of the Review. 


EARLY DIAGNOSIS IN DIPHTHERIA. 

To the Editor of The Lancet. 

Sir, —May I add a few words to the discussion 
on this subject. I should like to emphasise the 
great value of antitoxin in non-diphtheritic tonsillitis. 
Fifteen to twenty years ago I saw a large number 
of severe septic throats. I always gave antitoxin 
before swabbing, and found that it was just as useful 
in those throats that were streptococcic, sis in the 
diphtheritic, and the results just as rapid and striking. 
Indeed, after a short experience, I was able to assure 
the boy that within 12 hours he would feel well, 
and this was almost invariably the case; the actual 
physical signs took rather longer to clear up, about 
24 hours. I never tried normal horse serum, and 
so cannot be sure as to the exact curative agent. 
Of the cures themselves I had and have no doubt J 
of recent years I have no experience, as (owing to 
a new drainage system) I have no sore throats. 

I am. Sir, yours faithfully, 

Medical Officer to a bio Public School. 

June 19th, 1921. 
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The Oxford Contributory Hospital Scheme. 

The final report of the Voluntary Hospitals Com¬ 
mittee commends the system of weekly contributions, 
carried further than elsewhere by the Radcliffe 
Infirmary and County Hospital at Oxford, as an 
admirable instance both of the benefits of a system 
of collections from wage earners and of the advantages 
of hospital coordination. The Radcliffe, which is 
the only large hospital in the northern part of Oxford¬ 
shire and is connected with the medical school of the 
University, appears to perform the functions both 
of a “ secondary health centre ” and of a “ teaching 
hospital ” as defined in the Dawson report. It takes 
all the active cases from the Poor-law infirmaries in its 
district, and has succeeded in linking up with its work 
the primary and cottage hospitals as well as, to some 
extent, the district nursing service within its radius. 
The hospital has recently organised with conspicuous 
success a scheme for obtaining weekly contributions, 
not only from workmen, but from the whole wage- 
earning population of the towns and villages in its 
area. The conditions of this scheme are stated 
as follows :— 

1. A contributor of 2d. a week is entitled to free 
treatment. 

2. In the case of married people, when the husband and 
wife each subscribe 2d. a week, their children are also 
entitled to free treatment up to wage-earning age, and from 
then until they are earning adult’s wage, each child pays Id. 
a week. The children of a widow or widower are also 
entitled to free treat ment up to wage-earning age on the 2d. 
contributions of their parent. 

3. Non-contributors will in future be expected to con¬ 
tribute towards their maintenance in the hospital, but no 
payment is required from old-age pensioners. 

4. Every case must be accepted by a doctor or surgeon 
as suitable for hospital treatment. 

5. No supporter will in future require a “ turn.” 

Although the scheme was only established in 
September last, there are already 35,000 contributors 
from 288 firms and 165 village aid associations. The 
aid committees are represented on the board of 
governors and it is proposed that they shall appoint 
one-third of the management committee. The scheme 
is expected to yield something like £25,000 of “ new ” 
money. _ 

REPORTS OF MEDICAL OFFICERS OF HEALTH. 

City of Carlisle. 

Dr. J. Beard’s annual health report for the year 
1920 is a very complete one. As in other towns a 
marked increase took place in the number of births, 
and for 1920 the birth-rate was 24-7, the highest 
recorded since 1906. The death-rate was 12-5, and 
the infant mortality rate 80, the same as that recorded 
for England and Wales. “ About 130 privies still 
exist in the outlying parts of the city, which were 
added in 1912, most of which will be replaced by water- 
closets when the proposed extensions to the sewers 
are completed.” There are no cesspools or ashpits 
in the city ; portable receptacles for house refuse 
have been in use for the last 20 years. Most of the 
refuse is tipped into old claypits or on low-lying land 
near the river. “ The tips are covered with*soil, and 
no nuisance arises from this method of disposal.” 
A small destructor deals with offal from the slaughter¬ 
house and refuse which might cause a nuisance. An 
unusual arrangement is in operation by which all 
cows purchased by city cowkeepers are purchased 
subject to examination by the veterinary inspector, 
and any found to be unsatisfactory are returned to the 
sellers. Of 221 new cow's purchased under this 
system in 1920, 10 were found by the veterinary 
inspector to be unsound and were returned to the 
sellers. Eight samples of milk were examined for 


tubercle bacilli with a negative result. During May 
and June there was a return of the influenza, 20 deaths 
being registered from this cause and 13 from acute 
influenzal pneumonia during the period mentioned. 
(Several towns, e.g., Sheffield, Blackburn, Halifax, 
and Sunderland, had similar attacks somewhat earlier 
in the year.) Otherwise the prevalence of ordinary 
infectious diseases was low, there being two deaths 
from diphtheria, one from enteric fever, and four 
from measles in an estimated population of 57,697. 
In Carlisle, as in other towns, there was an increased 
mortality from pulmonary tuberculosis during the 
war. A* decline in this mortality began in 1918, and 
in 1920 the deaths were 36, making a rate of 0*63 per 
1000 of the population, the lowest ever recorded in 
the city. The corporation have no residential 
institution of their own, but reserve 20 beds in the 
Blencatlira Sanatorium for early and intermediate 
cases of pulmonary tuberculosis. There is no pro¬ 
vision for advanced cases. During the year Coledale 
Hall was purchased for the purpose, but, owing to 
opposition inspired by unreasonable fear of the spread 
of infection to the neighbourhood, the project was 
given up, and the hall handed over to the education 
committee for an open-air school. The school nurses 
also act as tuberculosis nurses—a very satisfactory 
arrangement. Encouraging results have been obtained 
from the treatment by tuberculin of specially selected 
cases, mostly children. 

A treatment centre for venereal diseases has been 
established jointly by the corporation and the county 
council at the Cumberland Infirmary, and during the 
year 112 male and 51 female patients were treated for 
these diseases. Mid wives attended 821 out of the 
1425 births—about 57 per cent.—and sent for medical 
help in 92 cases. In 65 cases a notification was 
received of the intention to substitute artificial for 
breast-feeding. Dr. Beard gives a list of the reasons 
put forward to justify artificial feeding, and comments 
as follows :— 

‘* An examination of the above figures suggests that in 
a number of instances the midwife should have refused to 
countenance the substitution of artificial feeding of the 
infants. This would have avoided the many risks connected 
with artificial feeding, and secured the only food natural 
to infants, which is cheaper, cleaner, safer, and more easily 
digested. It is difficult to believe that any mother would 
withhold her milk from her infant on purely personal 
grounds if the advantages of breast-feeding and the risk 
attending artificial feeding were put sufficiently strongly 
before her by a midwife during the time she is in attendance. 
It should also be remembered by the midwife that in this 
connexion her duty to the mother commences at the time 
she is engaged to attend upon her, and not merely with the 
commencement of labour.” 

Thirty-six cases were admitted to the Corporation 
Maternity Hospital (opened in May, 1920) during the 
year. No cases occurred of maternal death, puerperal 
sepsis, or ophthalmia neonatorum. Three mothers 
were unable to breast-feed owing to albuminuria with 
general anasarca, cardiac disease, and profound 
anaemia respectively. An antenatal clinic is held at 
the hospital (attended by 46 expectant mothers since 
its opening), and also an infant consultation clinic. 
There are four voluntary infant welfare centres and 
a day nursery, with an average attendance of about 
12, all linked up with the corporation scheme, by the 
corporation maternity and child welfare medical 
officer acting as medical supervisor. Dr. Beard thinks 
the infant mortality could be still further reduced 
were it not for unnecessary artificial feeding, and 
points out that the debility caused by artificial 
feeding continues long after infancy, as “ proved by 
the fact that 50 per cent, of the children dying between 
the age of 1 and 5 years were artificially fed.” Com¬ 
plete information is given as to the result of all the 
56 notified cases of ophthalmia neonatorum. Both 
eyes were affected in 43 cases, one eye in 13, and all 
the cases resulted in recovery except two, in which 
the sight of one eye will be slightly impaired owing to 
damage to the cornea. There were 11 deaths from 
whooping-cough, which Dr. Beard points out is 
regarded by parents as a minor ailment, and says : 
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“ I am not sanguine enough to hope for much altera¬ 
tion in the apathy and callousness of certain parents 
unless and until whooping-cough is made compulsorily 
notifiable.” 

Carlisle, like other towns, is suffering from over¬ 
crowding. We learn from the report that, owing 
to the lack of building enterprise, only 218 houses 
have been erected since 1906. No action can be taken 
with regard to overcrowding, “ as it is impossible, 
until new houses are built, to displace families from 
their present dwellings.” For the same reason 
“ difficulty has been experienced in remedying more 
serious defects found in houses,” and action with 
regard to the Crown-street and Caldewgate unhealthy 
areas will have to be delayed. Lowther House, one 
of the two common lodging-houses, is now owned by 
the corporation, and the second has been closed as 
from Dec. 31st as being “ totally unfit.” The chief 
sanitary inspector is of opinion that there is unneces¬ 
sary smoke from factory chimneys, but no action has 
been taken beyond warnings. It is now well recog¬ 
nised that black smoke from chimneys serving boiler 
furnaces is unnecessary, and it is to be hoped that 
the national experience of purer air, as the result of 
the unfortunate coal dispute, may lead ultimately 
to a crusade in the matter. The inspector also reports 
a reluctance on the part of the managers of some 
milk shops to provide covers for milk storage vessels, 
and that the present method of disposing of the 
slaughter-house refuse at the tips is very wasteful. 

County Borough of Eastbourne. 

The annual health report for 1920 submitted by Dr. 
W. G. Willoughby is very satisfactory. The temporary 
rise in death-rates which occurred during the war has 
subsided. The death-rate was 10-5 per 1000 of the 
Registrar-General’s estimate of the population. The 
infant mortality rate was 59-8 per 1000 births, 20 less 
than the rate for England and Wales. The death- 
rate from pulmonary tuberculosis, 0*56 per 1000, was 
the lowest ever recorded, and the death-rate from 
infectious diseases was very low. Other signs of 
progress are the opening of an open-air school in June, 
and of a maternity and infant hospital in March. 
Fifty-eight of the new municipal houses have been 
opened during the year, but Eastbourne, like other 
towns, is suffering from overcrowding. This is not 
surprising when we consider that the population of 
Eastbourne increased from 34,960 in 1891 to 52,542 
in 1911 ; that the inhabited houses in the same period 
increased from 5190 to 8967, and that during the war 
there was a cessation of house-building. The yearly 
average of houses built during the five years before 
the war was 103, and during the preceding quin¬ 
quennium was 132 ; 138 hut tenements are tem- 

E orarily occupied, and it is estimated that 150 
ouses are definitely required over and above the 
present scheme of municipal building. There are 
about two males to three females in the population of 
Eastbourne, and 50 per cent, of the working female 
population are domestic servants. During 1920 the 
death-rate among the males was 10*75 per 1000, and 
among the females 7*20. With a population of this 
constitution one can hardly attribute the change 
in the infant mortality rate to anything but increased 
knowledge and more intelligent care. Thus during 
the three closing years of last century the infant 
mortality rates were 139, 145, and 121 respectively, 
while during the last tliree years the infant mortality 
rates have been 74, 57, and 59*8. This is a wonderful 
record. From the table on p. 39 of the report we note 
that vaccination in Eastbourne has been almost given 
up. During 1920 the vaccination officer received 709 
certificates of conscientious objection. The births 
in the vaccination district during 1919 were 750. 
During the last decade the yearly average of births 
has been 871, and the yearly average of successful 
vaccinations 165. During the year 52 cases of venereal 
diseases were treated at the clinic (opened in September, 
1919). Eastbourne has its own tuberculosis hospital 
of 24 beds, but, in addition to this, 88 patients were 
sent away to various sanatoriums and hospitals. One 


of the needs is a hospital for non-pulmonary tuber¬ 
culosis. Dr. Willoughby mentions that tentative 
proposals have been made for a joint Sussex arrange¬ 
ment, but have so far come to nothing. The results 
achieved at Alton have been so good that one 
cannot help being surprised at the slow progress 
of this movement for converting cripples into useful 
citizens. 

We congratulate Eastbourne on having a very 
complete maternity and child welfare scheme, includ¬ 
ing, as it does, a well-attended antenatal clinic, a 
hostel for unmarried mothers, a maternity home, an 
infants’ home, and a municipal home-help. There 
is also a dental clinic for the mothers, and arrange¬ 
ments have been made during the year for boarding 
out illegitimate infants, some of them at their own 
homes. The council subsidise a creche, which accommo¬ 
dates 16 children, and one wonders why it is necessary 
to have a creche in Eastbourne, and whether, with 
a population of a constitution such as that of East¬ 
bourne, it would not be a sounder policy and more 
economical to “ board out ” the babies at their own 
homes, as has been done for some of the illegitimate 
babies. The proportion of births attended by mid¬ 
wives is only 27*4 per cent., a very different state of 
things to that obtaining in industrial towns. Eleven 
cases of ophthalmia neonatorium were notified during 
the year without any resulting blindness, though it is 
not mentioned if any damage to the eyes occurred. 
The report concludes with a housing survey, to which 
some reference has already been made. 


SCHOOL MEDICAL SERVICE. 

Hull. 

The service here comprises, besides the school 
medical officer, two whole-time assistants and five 
part-time officers, along with two part-time ophthalmic 
and orthopaedic surgeons and a school dentist. The 
department works in cooperation with the public 
health, the tuberculosis, and the infant welfare 
departments. During 1920, 17,799 children under¬ 
went routine medical inspection, and 1472 were 
re-examined. The school dentist found among 4411 
children between 6 and 7 years of age, 2550 requiring 
treatment. In 1917 only 9*2 per cent, of the 
children had sound teeth, as against 20*5 per cent, 
in 1920. The number with clean mouths has been 
increasing steadily each year. It is difficult to 
believe that any public benefit can result from the 
high price of milk, yet we are told, “ The rapid rise 
in price and greatly diminished consumption of 
milk may have called into play more profuse sali¬ 
vation than hitherto, and food instead of being 
washed down with a drink is formed into a more 
natural and digestible bolus.” 

An interesting investigation into the visual and 
auditory capacity of 4695 children between 6 and 
7 years of age was made; 950 paving vision of less 
than 6;42 in both eyes were submitted to a test of 
refraction, and in the case of 250 glasses were found 
to be necessary. Unfortunately, the scheme for a 
large open-air camp school and a residential open-air 
school has had to be abandoned on account of the 
expense involved, and so far there are no schools 
with open-air class-rooms, though the teachers are 
encouraged to develop playground classes. The 
organiser of physical training reports a steady 
improvement in the results obtained from physical 
exercises, which is noticeable in the carriage and the 
movement of the children, and we are told that 
the introduction of the new syllabus into the schools 
has been responsible for a large amount of tHis 
improvement. 

Bootle. 

There have been certain changes in the adminis¬ 
trative staff during the past year. Dr. F. T. H. 
Wood succeeding Dr. W. H. Daley as school medical 
officer and medical officer of health, and Dr. Kate M. 
Cowe succeeding Dr. J. M. Taylor as assistant school 
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medical inspector. Dr. Cowe gives part of her time 
to maternity and child welfare work, thus codordi- 
nating these two branches. 

There was an average attendance of 11,424 children 
out of 12,928 on roll, and 39,073 routine and 12,002 
special inspections, while 35,863 re-examinations 
were made. The number found at routine inspec¬ 
tions without any physical defect totals 27-4 per cent., 
as compared with 27-3 per cent, last year, 19*9 per 
cent, in 1918, and 16*5 per cent, in 1917. The 
more important percentages of physical defects this 
year are malnutrition, 6-6 per cent defective vision, 
131 per cent. ; enlarged tonsils, 7-5 per cent. ; lung 
disease, 8-7 per cent. These figures correspond 
closely to those of last year. The number of children 
referred for further observation or treatment was 
62-5 per cent., as compared with 57-0 per cent, in 
1919, both high percentages. The scheme for 
establishing an open-air residential school has 
unfortunately been deferred, and as there is no 
provision for open-air education in Bootle, Dr. 
Wood suggests the establishment of playground 
classes wherever possible. Comment is made on 
the wide variations in the methods employed in the 
physical training of the children, and it is suggested 
that the appointment of an organiser of this depart¬ 
ment would do much to systematise and coordinate 
the instruction. Bootle has three evening play 
centres, which are a great attraction, and which 
have been well attended throughout the year. These 
centres have done much to promote the social and 
physical welfare of the children. Examination of 
children attending secondary schools revealed such 
children to be better in physique, nutrition, and 
cleanliness than the ordinary average elementary 
school child. Of 69 children of school age who 
died during the year. 18 died from tuberculosis, 11 
from diphtheria, 7 from pneumonia. 5 from heart 
disease and rheumatic fever, 5 from accidents, 4 from 
scarlet fever, and 3 from measles. The incidence 
of tuberculosis here revealed is very striking. 


Leamington, 

The average school attendance here is 1927; 879 
routine and 802 special inspections were carried 
out. The number of children re-examined was 
381. No child suffered from malnutrition, and only 
three cases of definite pulmonary disease were 
found. Out of 5787 children inspected by the 
nurse, 791 were found to be unclean. The anthro- 
pometricaJ work done by Dr. W. L. Goldie is inter¬ 
esting. In estimating the cephalic index lie found 
on examining 200 boys and 218 girls that 10 boys 
and 16 girls were dolichocephalic, or had cephalic 
indices below 75; 127 boys and 151 girls were 

mesaticephalic: or had cephalic indices from 75 to 
80 ; and 63 boys and 51 girls were brachycephalic, 
where the cephalic index was above 80. He has 
also made investigation into the colour of the eyes 
and the comparative lengths of the index and ring 
fingers, and found among other things that an index 
finger longer than the ring finger is nearly twice as 
common amongst boys as amongst girls. 


Roxtgen Society. —The annual general meeting 
was held on Thursday. June 16th, at the rooms of the 
Iloyal Photographic Society, 35. Russell-square, London, 
W.C. The following officers and members of council were 
elected for the ensuing year. President : Prof. J. W. 
Nicholson. F.K.8. Vice-Presidents : Dr. G. H. Hodman. 
Sir Ernest Rutherford, F.R.S., and Sir William Bragg. 
F.R.S. Hon. Treasurer: Mr. Geoffrey Pearce. lion. 
Secretaries : Mr. E. A. Owen, D.Sc., and Dr. J. Russell 
Reynolds. lion. Editor: Major G. W. C. Kaye, D.Sc.. 
and 12 members of council. A discussion on “ The Physics 
of the X Ray Tube ” was opened by Major Kaye. 
An Exhibition of Modern X ray Tubes, and a demon¬ 
stration of the New Portable Coolidge Outfit—British 
Thomson-Houston Co., Ltd.—was given. The attention of 
members is called to the exhibition of Radiographic Prints 
arranged by the Rontgen Society in the rooms of the Royal 
Photographic Society, wljich will be open daily (Sundays 
excepted), during June from 10 a.m. to 5 p.m. 




University of Cambridge ; l>iploma in Hygiene .— 
The University of Cambridge, in response to a communica¬ 
tion from the League of Red Cross Societies at Geneva, 
has established a new Diploma in Hygiene. In order that 
the scheme may assume an international aspect, it is hoped 
to bring together men representing the views of different 
countries—that is to say, candidates from advanced countries, 
such as America and Scandinavia, as well as those from the 
more recently reorganised nations of Eastern Europe, may 
avail themselves of the facilities provided in these classes. 
The training is primarily intended to benefit those who 
wish to familiarise themselves with English methods of 
sanitary science and practice and to return to their own 
countries holding an official certificate that they are qualified 
to act as officers of health. The diploma is open to candi¬ 
dates from all countries outside the British Dominions who 
possess a qualification to practise medicine or surgery 
which, though not registrable in Great Britain, is recognised 
by the authority of the country in which the candidate 
practises. Tin* diploma is not registrable by the General 
Medical Council of Great Britain and Ireland. The full 
course must extend over a period of nine calendar months, 
and all candidates must have matriculated and resided in 
the university for not less than two terms or for one term 
and during a long vacation course. The examination is 
divided into two parts and the requirements for each part 
are similar to those demanded for the Diploma in Public 
Health with the exception that no detailed knowledge of 
English public health laws and statutes will be called for. 
It appeal's to be more important that candidates should 
become acquainted with the general principles of the 
English code of sanitary legislation than that they should 
possess a detailed knowledge of the legal duties and respon* 
sibilities of our sanitary authorities. Arrangements are now 
being completed to ensure lodging accommodation not only 
for D.P.H. students, but for the students who intend to 
take the diploma in hygiene. 

The Secretary to the State Medicine Syndicate is Mr. 
J. E. Purvis. Public Health Laboratory, Cambridge. 

Medico-Legal Society. —The annual general meet¬ 
ing will be held at 11, Chandos-street. Cavendish-square, 
London. W., on Thursday, July 7 th (not Tuesday, 
June 2Sth, as previously announced), at 8.15 P.M. At 
8.30 P.M. a paper will he read by Prof. A. Louise Mcllroy on 
“ Some Factors in the Control of the Birth-rate,” which 
will be followed by a discussion. Lord Justice Atkin has 
been nominated by the Council of the Society as President. 

Federation* of Medical and Allied Societies.— 

The annual general meeting of the Federation will be held 
at 11, Chandos-street. London. W. 1, on Tuesday. June 28th, 
at 5.15 P.M.. when the annual report of the Executive 
Council will be presented and the officers elected for the 
ensuing year. The President, Sir Berkeley Moynihan, will 
preside. 

Society of ^Medical Officers of Health : 
Naval, Military, and Air Force Hygiene Group.—A 
meeting of this group will he held at the house of the Society, 
1, Upper Montague-street. London, W.C., on Thursday, 
.Tune 30th, at 4.30 p.m. Colonel II. W. Grattan, Deputy 
Director of Hygiene, War Office, will read a paper on the 
Cooperation between Civil and Military Sanitary Authori¬ 
ties during a Grave National Emergency. 

The Research Defence Society will hold its annual 
general meeting on Wednesday, June 29th, at 3.30 P.M., 
at the house of the Medical Society of London, 11, Chandos- 
street, Cavendish-square, London, W. The chair will be 
taken by Lord Lamington. A short address will be given by 
Dr. H. H. Dale. F.R.S., on the work of the National 
Institute for Medical Research. Specimens will be shown. 
All interested are invited to attend. 

Royal Medical Benevolent Fund Society* of 
Ireland. —The annual meeting of this Society was held in 
the Royal College of Physicians on June 15th, Sir James 
Craig, the President, being in the chair. The amount given 
grants during the year was £1201 10s., as compared with 
£1139 7 s. 6d. last year. The amount received from branch 
treasurers showed an increase of over £88. There has been 
a marked increase in receipts from dividends and interest 
on investments—£921. as compared with £653 last year. 
Revenue from all sources for the year was £2915 6a. lid., as 
compared with £2539 12s. 8d. in 1920. and the balance 
for this year is £1508 2.v. Gd., as compared with £1255 la. 8d. 
last year. 
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London Medical Exhibition.— The eleventh exhi¬ 
bition is arranged to be held in the Central Hall, Westminster, 

S. W., on Oct. 3rd, 4th, 5th, 8th, and 7th next. 

Dr. Sidney C. Lawrence, after 15 years’ tenure of 
the post, has resigned his appointment as Medical Officer of 
Health for Edmonton. 

Mr. Henry P. Sturgis, upon his retirement from the 
post of chairman of the Royal London Ophthalmic Hospital, 
which he has held for the last 24 years, has been presented 
by members of the committee and medical staff with a hand¬ 
some silver salver, as an expression of their appreciation 
of his services. 

South London Hospital for Women.— A garden 
f£te, pound day, and sale of work will be held to-day 
(Friday) from 3 p.m. Princess Helena Victoria has promised 
to attend and will receive purses. Tickets of admission 
3 to 5 p.m. 2a., after 5 p.m. la., may be obtained at the 
hospital (South Side, Clapham Common, S.W.4) which will 
be open to inspection. 

Royal College of Physicians of London.— At 
an extraordinary comitia held on June 15th, Sir Norman 
Moore in the chair, the resignation of his membership of the 
College by Jugalkisor Adhya was received and accepted. 
Sir Humphry Rolleston was appointed a representative of 
the College on the Court of Governors of the University 
of Sheffield in place of Dr. T. D. Acland. A resolution 
was passed to the effect that every candidate for the Con¬ 
joint Diploma should be required to produce evidence of 
adequate training in diseases of children and that the Anal 
examination should include examination in this subject. 

Oxford Ophthalmological Congress, 1921.—The 

twelfth annual meeting of the Congress will take place on 
Thursday, Friday, and Saturday, July 7th to 9th next. The 
annual dinner of the Congress will take place in the 
Hall of Keble College at 7.45 P.M. on Thursday, July 7th. 
Members will meet informally at 7.45 p.m. on Wednesday, 
July 6tli in the Hall of Keble College. The proceedings of 
the meeting will take place in the Department of Human 
Anatomy in the University Museum, kindly lent for the 
purpose by Prof. Arthur Thomson, and will consist of 
addresses, demonstrations, a scientific and a commercial 
museum. An outline of* the programme is as follows : 
Thursday, July 7th: The Congress will be opened by 
the Master, Mr. Sydney Stephenson ; at 10.5 A.M. a 
discussion on “ The Causes of Infection after Extraction 
of Senile Cataract ” will be opened by Dr. Victor 
Morax, of Paris. The following will take part in the 
discussion : Dr. A. Maitland Ramsay (Glasgow), Dr. 

T. Harrison Butler (Leamington Spa), Mr. John Hern 

(Darlington), Mr. E. H. E. Stack (Bristol), Mr. P. H. Adams 
(Oxford), Mr. Burdon-Cooper (Bath), Mr. Raynor D. Batten 
(London), Mr. N. C. Ridley (Leicester). The annual general 
meeting will be held at the conclusion of the discussion. 
During the afternoon the following will read papers : 
Mr. R. J. E. Hanson (London) “ Stereoskopometrv ”—-a 
suggested standard test ; Mr. Arthur Greene (Norwich), 
Petrosal sinus sepsis ; Dr. Wm. Wallace (London) Epidia¬ 
scope demonstration of War Injuries of the Fundus, illus¬ 
trated by water-colour drawings. On Friday, July 8th, in the 
Department of Human Anatomy, at 10 a.m., the Doyne 
Memorial lecture will be delivered by Mr. E. E. Maddox on 
“ Heterophoria.” 11 A.M., Dr. Charles Russ (London), 

An instrument which is set in motion by the eye—i.e., by 
vision, or by proximity of the human body—e.g., the hands. 
12.30 P.M., Mr. John Hern (Darlington), Experiences of 
608 and its substitutes in eye diseases. 2.30 P.M., at the 
Eye Hospital, Mr. N. C. Ridley (Leicester), the trench opera¬ 
tion ' for chronic glaucoma, with account of cases : Dr. T. 
Harrison Butler (Leamington Spa), A plea for early diagnosis 
and operation in chronic glaucoma, with some remarks upon 
the treatment of acute glaucoma ; Mr. P. II. Adams (Oxford), 
A modifl<*l operation for chronic glaucoma ; Mr. B. Cridland 
(Wolverhampton), Some points in the performance of the 
lagrange operation for chronic glaucoma. On Saturday, 
July 9th, in the Department of Human Anatomy : 10 A.M., 
Dr. T. Harrison Butler, I^oss of vitreous during cataract 
extraction ; 10.30 A.M., Mr. Peicival J. Hay (Sheffield), 

Sight-testing with coloured test types; 11 A.M., Dr. 

Hamilton Mcllroy (Glasgow*), Some points of interest in the 
work of a school oculist. The Scientific and Commercial 
Museums will be open in the Department of Human Anatomy 
from 9,30 A.M. daily. Members who propose to be present, 
are requested to send the attendance fee (one guinea) to the 
hon. secretary. Mr. Bernard Cridland. F.R.C.S, Edin., 
{Salisbury House, Wolverhampton, at their earliest, con¬ 
venience, and at the name time to intimate whether they 
desire rooms reserved in Keble College, and their intention 
or otherwise to be present at the annual dinner. 


Medical Golf Competitions.— Medical Golfing 
Society: The annual tournament was held on June 16th 
on the Walton Heath Golf Course. The day was very 
successful and the pleasure of the competitors was largely 
due to the excellent condition of the course. The 
results of the various competitions were as follows:— 
The Lancet Cup , open to members of the medical profession 
and given for the best scratch return against bogey : Winner, 
Mr. H. D. Gillies, 3 up. Henry Morn* Challenge Cup, 
under handicap : Class A —1. Dr. C. E. Finny, 3 up ; 2. Dr. 
J. A. Torrens, 2 up ; last nine holes, Dr. Murray Thomson, 
2 up. Class B—1. Dr. Eric W. Gandy, all square ; 2. Sir 
Charles Ryall, one down ; last nine holes. Dr. E. H. Shaw, 
1 up. The Society will dine together at the Florence 
Restaurant, Rupert-street, London, on June 29th, and then 
discuss a proposed programme of inter-team matches. 
Members intending to be present should inform the hon. 
secretary, Dr. L. E. Creasy, 36, Weymouth-street, W.l. 

Ladies' Medical Golfing Society: A most successful 
meeting was held on June loth at Beaconsfleld Golf 
Club. In the morning a medal round under handicap was 
played ; the senior division prize was won by Miss Edith 
Adams after a tie, with a net score of 79, and the junior prize, 
presented by Mrs. W. F. Pedler, was won by Mrs. Alfred 
Eddowes, also after a tie, with a net score of 78. The Canny 
Ryall Challenge Cup for the best net return was won by Mrs. 
Arthur Moore with a score of 77. The prizes offered by Mrs. 
A. Currie for the best eclectic score sent in by a pair of com¬ 
petitors playing together, under half combined handicaps, 
were won by Mrs. de Paula and Mrs. Beatty Smyth. In the 
afternoon a foursomes versus bogey competition over ten 
holes resulted in a win for Mrs. T. Watts Eden and Dr. Joan 
Ross, who were one down. The success of the meeting 
was largely due to the efforts of the hon. secretary, Mrs. 
Laming Evans, to whom at the close of the meeting a 
hearty vote of thanks was accorded. 

Prospective Candidate for the Scottish Uni¬ 
versities. —At meetings of the Unionist Associations of the 
Scottish Universities held recently a letter was received 
from Sir Watson Cheyne, one of the members for the 
universities, stating that he had definitely decided not to 
seek re-election, and requested that a suitable prospective 
candidate should be selected without delay. In view of 
this letter Sir George Andreas Berry, LL.D., F.R.S.E.. a 
former president of the Royal College of Surgeons, Edin¬ 
burgh, and of the Ophthalmological Society of the United 
Kingdom, was invited to become prospective Unionist 
candidate, and he lias agreed to place his services at the 
disposal of the constituency. Sir George Berry was 
educated at Marlborough and Edinburgh University, and 
also studied in London, Paris, Copenhagen, Vienna, ami 
Giessen. He was from 1882 to 1905 ophthalmic surgeon. 
Edinburgh Royal Infirmary, where later he acted as one 
of the managers, and he has been for the past ten years a 
member of the University Court of the University of Edin¬ 
burgh. During the war, and for one year after the war. 
he served as chief of the ophthalmic department of the 
Second General Hospital. He was knighted in 1916 in 
recognition of his scientific work. 

Royal Medical Benevolent Fund. —At the 
last meeting of the Committee, held on June 14th, 27 cases 
were considered and £382 voted to 23 of the applicants. 
The following is a summary of some of the cases relieved :— 

Widow, aged 50, of M.R.C.S. who practised iu Clevedon 
and died in 1917. On the death of her husband applicant 
resumed her profession as a nurse, but, unfortunately, her health 
gave way and she cannot work continuously. Her daughter, 
aged 20, is apprenticed to a photographer but is not able to 
keep herself. Applicant receives £50 interest on War Loan ami 
her fees for nursing amounted to £20. Rent of flat £60. Voted 
£10 in two instalments. 

Widow, aged 42, of M.B. Dublin who practised in Plymouth 
and died in 1915. Applicant had nervous breakdown two 
years ago and sold her furniture to pay expenses, and it is only 
within the last few months that she was well enough to try fn 
support herself and children. She hopes to get a house so 
that she can take boarders. A friend promised to share the 
furnished flat she now has. but owing to this arrangement falling 
through she has to And the whole rent—£3 3s. per week. Appli¬ 
cant managed to let one of the rooms for the last three month- 
at 30s. per week including meals. She receives £25 subsc-rila-I 
by medical men and invested with the I'ublic Trustee, £30 from 
Devon and Exeter Medical Society, and £50 from a brother-in- 
law. Owing to insufficient means she has bad to take h'-r 
daughter away from her art studies, the two younger children 
art' at home and the boy at Epsom. Applicant earned £15 i*r 
knitting jumpers. Voted £18 in two instalmcnt-s. 

Daughter, aged fi7. of M.It.C.S.Eng. who practised in Port- 
mouth and died in 187S. Three daughters were left to support 
themselves; one died recently who helped with the house. Th«-;r 
sole income is derived from letting apartments. Applicant a;.i 
her sister, owing to indifferent health, find the work very try; , i-. 
Mortgage and rates amount to £53 per annum, and by lottiM.* 
they received £3 3s. per week, including part board for on.-. 
In 1910 and 1911 the Fund helped this case to the extent of £2*.’. 
Voted £18 in 12 instalments and a spotial grant of £0. 
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Widow, aged 63, of L.R.F.P.S.Glasg. who practised at Paignton 
and afterwards as a ship’s doctor. When the war broke 
out applicant’s husband went as a surgeon on transports engaged 
by different shipping companies, and not coming directly under 
the Admiralty was not entitled to a pension. Applicant is an 
invalid. Her son allows her £4 per month; the youngest daughter 
is out as a cook but unable to help her mother financially. 
Voted £12 in 12 instalments. 

Daughter, aged 70, of M.It.C.S.Eng. who practised at Durham 
and died in 1860. Applicant is asking help towards increased 
rent and rates. Owing to limited accommodation not more 
than four lodgers can be taken and the rent received from them 
amounts to £170. Applicant also receives £25 from the 
Governesses Benevolent Institution. The Fund helped a sister 
in 1915 to the extent of £5. Voted £18 In 12 instalments. 

Widow, aged 45, of L..S.A. Lend, who died in 1921. After 
paying funeral expenses and debts out of the insurance of £100 
applicant had so little left that she applied to the Public Trustee 
for an advance of £20 pending the settlement of her father- 
in-law’s estate, which is expected to realise about £60 per annum. 
The eldest girl is a lady-help earning 14s. per week and board, 
the youngest is undergoing three months’ training as a shorthand- 
typist, the fees being paid by a neighbour. Voted £10. 

Daughter, aged 36, of L.R.C.S.Edin. who practised at Hastings. 
Applicant has supported herself by literary work, but owing 
to a nervous breakdown has been unable to carry on work and 
was dependent on friends. She came under the notice of the 
C.O.S., who applied to the Fund on her behalf. She was found 
very ill and near starvation. Another society sent her away for 
six weeks to regain strength and ask for a grant towards the cost. 
Voted £15. 

Subscriptions may be sent to the Honorary Treasurer, 
Sir Charters J. Symonds. C.B., F.R.C.S., at 11, Chandos- 
street, Cavendish-square, London, W. 1. 

Dr. D. J. Galloway has been appointed an unofficial 

Member of the Legislative Council of the Straits Sett'ements. 

H6pital St. Antoine, Paris. —A week’s course 
on diseases of the digestive system will be given by Drs. 
Bensaude, F41ix Ramond, and Le Noir from July 11th to 
18th, at 10 a.m. and 3 p.m. Practical demonstrations will 
be given each day after the discussions : those attending 
these demonstrations must register under Dr. Le Xoir, 
Salle Arant. Fee for the course, 100 francs. 

East African Campaign Dinner.— A reunion 
dinner for all who took part in the East African Campaign 
will be held at the Holborn Restaurant on Friday, July 1st, 
when General Smuts will be the guest of the evening. Many 
who served in the R.A.M.C. in that campaign may be glad 
of this opportunity of meeting their late Commander-in- 
Chief on the occasion of his first visit to England as Prime 
Minister of the Union. Further particulars may be obtained 
from the Hon. Sec., 20, St. Thomas’s Mansions, London, S.E. 

Irish Medical Association.— The annual meet¬ 
ing of this Association was held on Juno 15th in the 
Royal College of Surgeons, Dublin, Dr. E. Magennis, the 
President, in the chair. The annual report of the Council 
stated that- in the year 1920 the membership increased from 
iMl to 684. During the year the Treasury had agreed to the 
following remuneration for medical attendance on the 
Royal Irish Constabulary : (a) 2s. per head a month; 

(6) an addition of 6 d. per head a month in respect of men 
stationed more than two miles from the doctor’s house ; 
(/•) the rates to apply to the whole of Ireland from July 1st, 
1020. The obligation to attend wives and children of 
constables has been abolished, and the new rates are therefore 
a substantia] improvement on the old. It was noted that 
the Post Office had declined to increase the rate of remunera¬ 
tion (13a. a year) for attendance on postal servants. The 
Midwives Board for Ireland, as the result of the representa¬ 
tions made by a deputation of the Council, had adopted 
an amended scale of fees for doctors summoned by midwives 
under the Mid wives (Ireland) Act. The scale is as 
follow's : (i.) Attendance at confinement in the day-time 
<8 o’clock, A.M., to 8 o’clock, P.M.) £2 2s. (ii.) Attend¬ 

ance at confinement in the night-time (8 o’clock, P.M., 
to 8 o’clock, a.m.) £3 3s., with the addition in each 
case of a mileage rate of 9 d. for the portion of the 
outward and return journeys beyond three miles from 
the doctor’s residence—no locomotion expenses to be 
allowed where the distance from the doctor’s residence to 
the patient s house is under three miles. The annual 
statement of accounts shows a balance in hand of £165 19s. 6d ., 
as against £581 3s. lOrf. at the beginning of 1920. The 
president, in his address, alluded to the probability that the 
^Association would be compelled to increase its subscription 
from one guinea perhaps to three. A discussion took place 
regarding the question of the fee paid for examination for 
life insurance. Representations had been made last year 
to the principal companies pointing out that the fee of one 
guinea was inadequate and demanding an increase. The 
companies, in view of their agreement with the British 
Medical Association that the fee should be one guinea, had 
cl*?clined to pay more. The Association passed a resolution 
nuking the Irish Medical Committee to take steps to 
organise the profession of Dublin on the question. 


The P. & 0. Steamship Company has subscribed 
£1000 per annum for three years to Lady Minto’s Indian 
Nursing Association towards the cost of passages for nursing 
sisters. 

St. Thomas’s Hospital Jubilee. —On June 21st 
the Jubilee of St. Thomas’s Hospital was celebrated, the 
present buildings having been opened by Queen Victoria 
on June 21st, 1871. A jubilee appeal for £100,000 was 
made to clear the hospital of debt, and £2000 given or 
collected by the nursing staff w'as handed to tne Duke 
of Connaught, President of the hospital, who presented the 
prizes to students of the medical school. 

Committee on International Hygiene. —Follow¬ 
ing a suggestion of the Washington Conference to appoint 
an advisory committee of experts on industrial hygiene, the 
International Labour Office has invited the Governments 
of Belgium, France, Germany, Great Britain, Italy, Japan, 
the Netherlands, Spain, Sweden, and Switzerland each to 
nominate as a member of this advisory committee one of 
their health inspectors or factory Inspectors. 

The Children’s Country Holidays Fund.— 
Mr. Percy Simmons, chairman of the London County 
Council, has issued an appeal on behalf of the above Fund. 
“ For many years,” he says, “ by means of the Fund, a 
large number of the children attending the London elemen¬ 
tary schools have been enabled to obtain a fortnight’s 
holiday in the country, and this has been of the greatest 
value to them in every way. The position this year is 
particularly difficult owing to lack of funds and the increase 
in railway fares, while unemployment and short work 
make it impossible for the parents to contribute as much 
as they have done in past years.” Cheques, &c., should be 
made payable to the Children’s Country Holidays Fund, and 
should be sent direct to the Secretary at 18, Buckingham - 
street, London, W.C. 2. 

Donations and Bequests. —The late Sir Felix 
Semon, K.C.V.O., M.D., F.R.C.P., bequeathed the whole of 
his laryngological library, except copies of his own writings, 
to the Royal Society of Medicine.—By will the late Mr. Daniel 
de Pass, of Old Court Mansions, Kensington, and Worthing, 
left £1000 each to the London Hospital, Dr. Barnardo’s 
Homes, and the London Jewish Hospital, Stepney Green; 
£500 to the Beth Holim Hospital; and £100 each to St. Mary’s 
Hospital, Paddington, the Jewish Deaf and Dumb Society, 
and the Worthing Hospital.—The late Mr. John Butt, of 
the Barn lands, Littlehampton, bequeathed £1000 to the 
Littlehampton and District Hospital; £300 to the Royal 
West Sussex Hospital, Chichester ; £200 each to the Sussex 
Eye Hospital, the Sussex County Hospital, Brighton; 
and £100 to the Littlehampton Parish Nurses’ Fund.—By 
will Mr. William Henry Fox, B.A., of Bradwell-grove, near 
Burford, left £1000 to the Burford Cottage Hospital and 
£2500 to the Radcliffe Infirmary. 



WILLIAM ABRAHAM BELL, M.B. Camb. 

Dr. W. A. Bell, whose death at advanced age was 
recently announced, was bom in April, 1841, the only 
son of Dr. William Bell, a well-known homoeopath, 
of Hertford-street, London. Educated at Ipswich 
Grammar School and at Trinity Hall, Cambridge, he 
took a first class in the Natural Science Tripos, and in 
1866 graduated in medicine. On his after career we 
have received the following interesting note from 
Dr. Robert Lee, who preceded him as a student by 
one year at St. George’s Hospital. Dr. Lee writes : 
“ As father and son could not agree on the question 
of medical practice, it was arranged that the son 
should go out to America to study. There he 
joined an important expedition to San Francisco, 
and after two years settled at Pike’s Peak, Colorado, 
retiring from professional work. He became chief 
agent for development in Europe of interests in 
the American Railway and the lands that came 
under its control, and his house in Colorado was well 
known to Kingsley, Flower, and other scientific men 
who went out from our universities to explore the 
Western States.” 

Dr. Bell married in 1872 Clara Georgina W T hitmore, 
daughter and co-heir of Whitmore Scovell, of Waddon, 
Surrey, by whom he had one son and three daughters * 
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NOTES ON CURRENT TOPICS. 

National Health Insurance Bill. 

Sir A. Mond, Minister of Health, has introduced in the 
House of Commons the National Health Insurance Bill. 
Clauses 1 and 2 of the measure are based on the recommenda¬ 
tions of the recent Departmental Committee on Approved 
.Societies’ Administration Allowance. No change is made in 
the rates of contribution or normal rates of benefit under 
the National Health Insurance Acts, but in order to enable 
the administration allowance for approved societies to be 
increased from is. 5 d. to la. 10</. per member per annum the 
Bill proposes to make a small reduction in the amount 
retained out of each weekly contribution for the purposes 
of the Contingencies Fund, thus leaving a greater amount 
in the general funds of the societies out of which the adminis¬ 
tration allowance is provided. The proportion of two- 
ninths of the cost of benefits and administration to be 
provided by the Exchequer remains unaltered. The 
Exchequer is enabled to reduce or suspend its contribution 
of £150,000 a year to the Central Fund pari passu with the 
contribution thereto from the Societies Contingencies Funds. 
Clause 2 provides for the contribution from the funds of 
approved societies towards the administration expenses of 
insurance committees being increased by twopence per 
member per annum with a corresponding relief to the 
Exchequer. Clause 3 enables a reduction to be made in 
the membership of insurance committees in England and 
Wales with a consequent saving in the administration 
expenses of the committees while retaining so far as prac¬ 
ticable the present proportions between the several classes 
of persons to be appointed. The net saving to the Exchequer 
under the Bill will, it is stated in the memorandum, be 
about £300,000 a year as from Jan. 1st last. 

HOUSE OF LORDS. j 

Thursday, June 16 th. i 

The Dentists Bill. 

The Earl of Onslow, in moving the second reading of the 
Dentists Bill, explained the provision*; of the measure, and 
said that it made no charge ou the Exchequer. The expendi¬ 
ture would be defrayed from fees, and if there was any surplus 
it would be spent on dental education and research. There 
was only one point of substance about which there was any 
difference, and that was in regard to the form of the register. 
The admission of the unqualified practitioner had been 
regarded with some misgiving by Sir Frank Colyer, and a 
different form of register had been suggested. The matter 
had been discussed at considerable length and Sir Frank 
Colyer’s point ! had been answered by the Chairman of the 
Departmental Committee, Mr. Acland. The Government 
supported the view of the Committee. The British Dental 
Association had forwarded to the Ministry of Health a 
memorial extensively signed by dental practitioners in favour 
of the Bill. 

Lord Grkvii.lk said he did not wish their lordships to 
think that this was altogether an agreed Bill. There was, in 
fact, considerable opposition to a certain part of the measure, 
and on behalf of the Ivory Cross Society, of which ho was 
at present the Chairman, he should have something to say 
in the Committee stage. There was no opposition to the Bill 
as a Bill by dental practitioners or the Society, it was, in 
fact, welcomed by dental practitioners and by his organisa¬ 
tion, but there were certain features of it to which they 
strongly objected, principally in regard to the wholesale 
admittance of the unqualified practitioner. 

The Marquess of Salisbury said there was certainly an 
element in the Bill which would have to be carefully scruti¬ 
nised in Committee. They were all in favour of the Bill 
and of protection for the dental profession, but there were 
not enough dentists to supply the population, and it was 
evidently proper that they should do all in their power to 
make the profession as attractive as possible. In order to 
arrive at an agreement the Committee seemed to have been 
led as a quid pro quo to the unqualified practitioners to 
admit the existing ones en bloc as fully qualified dentists. 
That might be good tactics from a Parliamentary point of 
view, but it was extremely bad from the point of view of the 
people who suffered from toothache, and they would have 
to consider closely whether they were going to allow a number 
of practitioners, some of whom were little better than 
charlatans, to be admit ted bv a stroke of the pen to the full 
advantages, privileges, and dignities of dentists in order to 
facilitate t he passage of the Bill. Thera might lx* an answer, 
aiul if it was & good one, of course they would bow to it, 
but as at present, advised he thought the Government should 
carefully consider whether a change in the Bill in this respect 
ought not to lx? made. 


Viscount Knutspord, a member of the Departmental 
Committee, said there was no suggestion that all unregistered 
men should be admitted cn bloc to the register. On the 
contrary, they limited the admission of them to those men 
who had been in good practice for five years and could bring 
evidence of good character in that practice. Those men who 
had not been five years in practice, but who would submit 
themselves to a qualifying examination were also to be 
admitted. They had all received letters? and circulars from 
a certain number of gentlemen, more noisy than wise, who 
wished to keep out all the unqualified men from the register. 
By far the greater part of the dental work in this country 
was done now by these unregistered men, and it would be 
a monstrous thing to prevent them carrying on their practice 
altogether. Moreover, the dental work of the country could 
not be done unless they were allowed to practise. It had 
been suggested that a special list of these inen might be made. 
A much better plan would be that the Dental Register should 
show the qualifications of the dentist opposite his name, 
and that those who were unregistered, or were on the 
register without qualification, should have that fact shown 
opposite their names, in brackets. He ventured to think, 
however, that not a single member of that House had ever 
looked at a register to see what degrees his dentists had 
obtained ; it mattered very little. But the fact of a dentist 
being on the register meant that he was obliged to obey the 
ethics of the profession : he was not allowed to canvass or 
advertise for work. The register, therefore, was not only 
a privilege, it was a controlling influence. Unless the Bill 
passed a good many men would not join the dental profession. 
Why should a father allow his son to join that profession 
when he knew that the butcher, the baker, or the candlestick 
maker might take a house next door and practise equally 
with him ? 

The Bill was read a second time. 

HOUSE OF COM M O X S. 

Wednesday, June 15th. 

Pre-war Disability Pensions. 

Viscountess Astor asked the Financial Secretary to the 
Admiralty what conclusions had been reached with regard 
to increases in the pre-war disability pensions of men who 
served again in the war.—Mr. Amkry ropli«*d : It. has been 
decided that the claims of pre-war disability pensioners 
who served during the war and were demobilised are to be 
dealt with under Hie post-war scales of pension. It is antic: 
pa ted that the scales will shortly be promulgated, the final 
details being now in course of settlement. 

Disabled Men and Unemployment Contributions. 

Mr. Robert Young asked the Minister of Labour whether 
an ex-Service man totally disabled was entitled to any refund 
of contributions paid by him into the funds governing 
unemployment under the National Insurance Acts.—Dr. 
Macxamaua replied : An ex-Service man totally disabled 
not entitled on the ground only that he is totally disabled 
to any refund of employment contributions correctly paid 
under the National Insurance Acts. The only provision 
for a refund to an insured contributor of contribution- 
correctly paid is contained in Section 25 of the Act of 1920. 
under w hich a contributor may obtain a refund upon reaching 
the age of 60. provided that certain conditions arc satisfied 
A person who is in receipt of a pension of £26 or upwards, 
is, however, entitled under Section 3 of the Act to exemption 
from liability to be insured. This would relieve him, but 
not his employer, from payment of contributions. 

Unemployment Benefit and Treatment Allowances. 

Mr. Tyson Wilson asked the Minister of Labour if he 
was aware that, when an ex-Service man who was or had 
been in receipt of treatment allowance was certified by the 
medical referee as lit for employment, his treatment allow¬ 
ance ceased immediately ; that, if he had no employment to 
go to he cannot make application for unemployment benefit 
for at least, seven days after the receipt of the lost treatment 
allowance ; and that this meant that these men were some¬ 
times without any income for two or even three weeks ; 
and whether he could, by regulation or otherwise, make 
arrangements whereby unemployment benefit could be paid 
them seven days after the stoppage of treatment allowance.- 
Dr. Macxaxaka replied : A claimant for unemployment 
benefit must, amongst other things, be capable of and avail¬ 
able for w’ork. Accordingly, an ex-Service man who has been 
in receipt of full treatment allowance on the ground that h- 
was incapable of work, would not be in a position to claim 
benefit during the period covered by the treatment allow¬ 
ance. Treatment allowances are paid in Advance up t<« 
Tuesdays ; unemployment benefit, which is necessarily dim 
only after proof of unemployment has been given, is paid «u. 
Fridays in respect of weeks ending Wednesdays. Accord¬ 
ingly tiiere is a period of 16 days between the last day or 
which treatment allowance is actually paid and the 'rtr-r 
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day on which benefit is received. The first seven of these 
days will be covered by the last payment of treatment 
allowance paid in advance. I may further point out that 
this class of man is almost invariably entitled to a pension 
and that payment of pension in advance, which is, of 
course, suspended during full treatment allowance, is, or 
ought to be, resumed immediately on cessation of treatment 
allowance. 

Polluted State of the River Lee. 

Major Malone asked the Minister of Health whether he 
would have inquiry made by his department into the 
polluted and offensive state of the River Lee ; whether he 
was aware that complaints had frequently been made to the 
local authorities by the inhabitants and persons using the 
river, and that, as late as last week, the medical officer of 
health for Tottenham reported to his committee that 
objectionable matter consisting of decomposing organic 
material and an oily substance entered the River Lee below 
the Tottenham lock, causing that reach of water to be 
highly polluted and offensive, and would he exercise such 
pressure on the Lee Conservancv Board as to compel that 
authority to purify the river in the interest of the health of 
the inhabitants and the users of the river.—Sir Alfred 
Mond replied : The Lee Conservancy Board are by virtue of 
Section 9 of the Rivers Pollution Prevention Act, 1870, the 
authority for enforcing the provisions of that Act and of the 
Lee Conservancy Act, 1808, with regard to the River Lee, 
and I have no power to compel the Board to take action in 
the matter. I have no information as to the complaints 
referred to in the second part of the question.—Major 
Malone : In the interests of the health of the district and in 
view of the complaints that have been made has not the right 
honourable gentleman power to compel the Board to carry 
out this work ?—Sir Alfred Mond : No, Sir, I have not. 

Remuneration of Bramley Vaccination Officer. 

Mr. Robert Richardson asked the Minister of Health 
whether his attention had been directed to the case of 
Mr. Arthur Gaunt, vaccination officer of the Bramley 
Union, and the definite attempt of the Bramley guardians 
to deprive an official of 20 years’ service of his living by taking 
away the bonus entirely, leaving this officer the sum of 
£25 9*. 'id. per quarter as his only source of income to main¬ 
tain a wife and two children ; and whether, under the 
circumstances, this was a case in which he would exercise his 
right of determining the amount of remuneration to be paid 
by the Bramley guardians.—Sir Alfred Mond replied : 
I understand that the facts are as stated in the first part 
of the question except that as the officer in question is only 
a part-time officer, 1 am not able to say whether he has any 
other source of income. After full consideration of the 
circumstances of this case, I do not see my way to interfere 
with the decision of the guardians in a matter affecting the 
salaries of their officers. 

The Criminal Law Amendment BUI. 

Viscountess Astor asked the Lord Privy Seal whether he 
had received copies of two resolutions passed at a meeting 
held in the House of Commons in support of the Bishop of 
London’s Criminal Law r Amendment Bill, at which prac¬ 
tically every organisation interested was represented, 
promising to abstain from introducing controversial amend¬ 
ments ; and whether, under these circumstances, he would 
undertake to give facilities for the passage of the Bill this 
session.—Mr. Chamberlain replied : The answer to the 
first part of the question is in the affirmative. I cannot, 
however, at present add anything to the answer which I 
gave my honourable friend on April 12th last.—Viscountess 
Astor : Since that answer we have had a meeting, and 
as this is not a controversial question could not the right 
honourable gentleman really see his way to make time for 
it as it will cost the country nothing ? It is one of those 
Hills which the Government could get through. It would 
do a great deal of good, and I would urge the right honour¬ 
able gentleman to find time for it.—Mr. Chamberlain : I 
quite understand the importance attached to this mcasuro 
by a very large section of public opinion, and I am anxious 
that it should be considered by the House this session, 
but I cannot make a pledge to find time for it at this 
stage, though I hope it may be possible to do so later.— 
Major C. Lowther : Is the right honourable gentleman 
aware that this Bill would be by no means uncontroversial 
and that It is likely t-o lead to considerable controversy ?— 
Viscountess Astor : Only by a certain section. 

Old Age Pensioners in Poor-law Infirmaries. 

Mr. Neville Chamberlain asked the Minister of Health, 
whether an old age pensioner ceased to be entitled to receive 
his pension on entering a Poor-law infirmary on the ground 
that the cost of his maintenance was borne by the institution 
so long as he was an inmate ; and, if so, on what ground the 
pension was stopped in cases where the cost of maintenance 
was borne by relatives or friends of the pensioner.—Com¬ 
mander Hilton Young (Financial Secretary to the Treasury) 


replied : In the former case Section b (1) of the Old Age 
Pensions Act, 1919, provides that an old age pensioner 
shall not be disqualified for the receipt of a pension during a 
period of three months from the date of entering an infirmary 
if he so long continues to require medical or surgical treat¬ 
ment. After that period he incurs disqualification. In the 
latter case the pensioner ceases to be entitled to a pension 
so soon as his means, which include the cost of maintenance 
borne by relatives or friends, exceed the statutory limit of 
£49 17s. Qd. p*r annum. 

Pefusions ( Ill-health) Claims. 

Sir Robert Clough asked the Minister of Pensions whether 
claims were admitted on the part of soldiers who did not, 
on demobilisation, make complaint of ill-health, either 
because they did not themselves then recognise the gravity 
of the symptoms or because there were actually at the time 
no specific symptoms of tho disease whose origin arose from 
the war, but which only developed subsequently.—Major 
Tryox (Parliamentary Secretary to the Ministry of Pensions) 
replied : The answer is in the affirmative. 

Medical Referee and ex-Soldier's Claim. 

Lieut.-Colonel Hurst asked the Minister of Pensions 
whether he was aware that the Appeal Board bad refused 
to revise the case of F. J. Taylor, 55, Jenkinson-street, 
Manchester, and had maintained a 20 per cent, assessment; 
whether this refusal was in harmony with the report 
of the medical referee ; whether he was aware that this 
ex-soldier still had a bullet lying immediately to the left of 
his heart; and if he would have the case inquired into*— 
Mr. Macphersox replied: I am having inquiries made 
in this case, and hope to communicate with my hon. and 
gallant friend in a few days. 

Lunacy Act Regulations . 

Colonel Wedgwood asked the Minister of Health how soon 
he proposed to have posted up in the waiting-rooms of public 
asylums the provisions of Section 79 of the Lunacy Act, 
1800, which had hitherto been hidden from the friends and 
relatives of patients.—Sir Alfred Mond replied : The Board 
of Control have notified all visiting committees that they 
propose to make a rule requiring the inclusion of the 
substance of this Section in the “ Regulations as to Visita¬ 
tion ” furnished by all asylums to the friends of patients. 
There is, however, no foundation for the suggestion contained 
in the last part of the question. 

Certification of “ Voluntary Boarders'* 

Colonel Wedgwood asked the Minister of Health whether 
the Lunacy Board of Control had recently issued a regulation 
putting a stop to the certification of voluntary boarders 
while inmates of licensed houses or registered hospitals ; 
and, in view of the fact that no procedure for certification had 
been prescribed by the Lunacy Act of 1890 applicable to 
the circumstances of such boarders, would he say what had 
been the nature of the steps required to be taken under 
Section 20 of the Act of 1891, when certification had hitherto 
been directed by the Board.—Sir Alfred Mond replied : 
The hon. and gallant Member is under a misapprehension 
and no such regulation has been issued. No steps have 
been taken by the Board and none are needed to give 
effect to Section 20 of the Lunacy Act, 1891. The methods 
of certification are laid down in the Acts. 

Medical Officers and Examinaiion of ex-Service Men. 

Mr. Alfred T. Davies asked the Minister of Pensions 
what proportion of medical men whose services were used 
in examining ex-Service men had had experience overseas 
during the war ; and whether he would consider the desira¬ 
bility of the employment of a larger number of such medical 
men in the interests of those so examined from time to 
time.—Major Tryon replied : Approximately 09 per cent, 
of the medical officers employed by my department in the 
examination of ex-Service men have served overseas. It 
is the practice of the Ministry, other things being equal, to 
give preference to medical men possessing the qualification 
to which my bon. friend refers. 

Thursday, June 16th. 

Perniits for Bellahouston Hospital. 

Mr. Neil Maclean asked the Minister of Pensions 
whether, although permits to enter Bellahouston Hospital 
and interview cases had been granted to the British Legion, 
the Association for the Limbless, and the New Advisory 
Committee by the Scottish Regional Director, a permit for 
a similar purpose had been refused to the representative of 
the International Union of Ex-Service Men ; what was the 
reason for this refusal ; and whether he would issue instruc¬ 
tions that equal facilities given to other ex-Service men’s 
organisations would also be granted to the International 
Union of Ex-Service Men.—Mr. Macpherson replied : The 
hon. Member appears to have been misinformed. No such 
permits have been issued to any of the bodies mentioned, 
and the remainder of the question, therefore, does not arise. 
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Pensions Administration in Glasgow Area. 

Mr. Neil Maclean .asked the Minister of Pensions 
whether he was aware of the public dissatisfaction in Glasgow 
in the administration of the wai pensions' in the Glasgow 
area ; that there was a feeling that the regional officers 
were giving rulings which were at variance with the decision 
of the local war pensions committee, and that the local 
war pensions committee resigned because of the difficulties 
created by these rulings : and whether he was prepared 
to have a full inquiry into the administration of the war 
pensions committee for the Glasgow area.—Mr. Macpherson 
replied : The answer to all parts of this question is in the 
negative. 

Local War Pensions Administration. 

Mr. Lawson asked the Minister of Pensions, whether it 
was the policy of the Ministry to transfer the powers of 
local pension committees to the areas, so that the work 
carried out by these committees would in a short time be 
undertaken by permanent officials of the Ministry.—Mr. 
Macpherson replied : My bon. friend may remember that 
the working of the local committee system was specifically 
included in the terms of reference to the Departmental 
Committee of Inquiry which I appointed last November. 
Until the report of that Committee is in my hands 1 do not 
propose to make any statement. 

Appointments of Medical Referees. 

Mr. John Guest asked the Minister of Pensions (1) 
whether, seeing that the original appointments of medical 
referees were made before the completion of medical demobi¬ 
lisation, these appointments would now again be declared 
vacant and re-advertised, or whether the original appoint¬ 
ments were the fixed and permanent appointments of the 
present holders; (2) whether the appointment of medical 
referees were now reviewed every six months as originally 
decided ; how many of these appointments had been 
considered vacant on review and changed : and whether 
the opinion of the local pensions committee was ever asked 
or considered in these appointments.—Mr. Macpherson 
replied : In the latter part of 1919, when the demobilisation 
of medical men was practically complete, the then existing 
appointments of medical referees, to the number of 902, 
were declared vacant, and 1553 new appointments were 
made, preference being given to those men who had served 
overseas during the war. All the present appointments 
are temporary, being subject to one month’s notice on 
either side. While the paramount consideration in making 
these appointments must be medical, consideration is always 
given to representation made by local committees. 

Cost of Medical Referees. 

Mr. Guest asked the Minister of Pensions what was 
the total number of medical referees employee! locally and 
centrally on pensions work ; what was the total cost to 
the country ; what fees were now paid for this work ; what 
was the average per claimant pensioner : and whether all 
the appointments were part-time.—Mr. Macpherson 
replied : The Ministry utilises the services of 1717 medical 
referees, whose appointments are part-time and subject to 
a month’s notice. Payment is made at the rate of 5s. per 
case except where the examination is in connexion with a 
claim to alternative pension, when the fee is 10a. fid. The 
amount paid in fees to medical referees during the last 
financial year was approximately £250.090.—Sir W. Pearce : 
Is there a transfer of duties formerly performed by war 
pensions committees to the medical referees ?—Mr. 
Macpherson : I do not think so. They deal purely with 
the medical aspect of a case and the local pension com¬ 
mittees deal mainly with the facts. 

Medical View of School Camps. 

Mr. Trevelyan Thomson asked the. President of the 
Board of Education whether, notwithstanding the recom¬ 
mendations of the chief medical officer that school camps 
should be encouraged, local education authorities were 
handicapped in making such arrangements under Section 17 
of the Education Act. of 1913, owing to the rulings of his 
Board that attendance at lessons given in camps could not 
be reckoned on the register of attendances if any charge 
was made ; and, if the Act of 1018 prohibited such charges, 
would he bring in an amending Bill to enable local education 
authorities to organise school camps for which a charge was 
made and where attendance at lessons might he counted 
on the school register.—Mr. Herhkrt Lewis replied : On 
the general question of principle I can only refer the hon. 
Member to the answer which was given to him on April 20th. 

I do not consider that local education authorities are 
liaudicapped, and 1 am not prepared to introduce legislation 
for the purpose suggested. 

Death-rate among Miners. 

Mr. Robert McLaren asked the Secretary for Mines 
whether his attention had been called to the report 


published by the Chief Inspector of Mines, and could 
he explain why the death-rate per 1000 persons employed 
in 1920 was 0*88 and in 1911 1*08, whereas the amount 
of mineral produced per death was 217,259 tons and 
228.947 tons for 1920 and 1914 respectively; and 
whether, in the opinion of the department, the mines 
were safer now than in 1914.—Mr. Bridoeman replied; 
The explanation of the phenomenon that while the 
death-rate per person employed has fallen the death-rate 
per mineral produced has risen is, of course, that the fall 
in the death-rate is not proportionate to the fall in output. 
As regards the last part of the question, my hon. friend is 
aware that it is the constant endeavour of my department 
to bring about greater safety in mining, but it is obvious 
that progress cannot be tested by a comparison of the 
figures of two isolated years. 

Ex-Service Men and Lunacy Regulations. 

Mr. Frederick Roberts asked the Minister of Health 
whether, when an ex-Service man had been committed to 
an asylum on account of mental injury attributable to the war 
the man himself and his next-of-kin were informed that one 
of the privileges attached to his having been placed on a 
private patient footing was that, provided that he could not 
be proved to be dangerous and unfit to be at large, his next- 
of-kin had the right, in accordance with Sections 72 to 74 
of the Lunacy Act, to direct his discharge.—^Sir Alfred Mono 
replied : It is not desirable to furnish this information on 
admission, but when a service patient is sulliciently recovered 
to raise the question of his discharge he is informed of the 
legal position and of the steps to be taken by his relatives. 

Insured Man and Sanatorium Treatment. 

Mr. Grundy asked the Minister of Health if he was aware 
that Frederick Shocsmith, of 9, Cator-street, S.E. 15, had 
been an inmate of Camberwell Infirmary for several months, 
that he was an insured person, and as such had been recom¬ 
mended for sanatorium treatment ; and what steps he pro¬ 
posed to take to obtain the benefit expected by this man.— 
Sir Alfred Mond replied : I understand that an application 
for sanatorium benefit was received by the London Insurance 
Committee on April 12th last from this man, who was at 
the time an inmate of the Camberwell Infirmary ; that the 
case is one of advanced tuberculosis, and that Mr. Shoesmith 
was not therefore recommended for treatment in a sana¬ 
torium. I am informed, however, that the case may be 
suitable for admission to a hospital for the treatment of 
advanced cases of this disease. Consequent upon the termina¬ 
tion of sanatorium benefit on April 30th last the Insurance 
Committee ceased on that date to provide institutional 
treatment for tuberculosis, and the question of the provision 
of such treatment is now a matter for the London County 
Council. There is considerable pressure upon the available 
accommodation for the treatment of advanced cases of 
tuberculosis in London at the present time, but I will 
communicate with the County Council with regard to this 
case. 

Monday, June 20th. 

Death Sentence for Infant Murder . 

Mr. Henry McLaren asked the Secretary for the Home 
Department whether he had received representations in 
reference to the sentence passed on a girl named Roberts 
convicted of the murder of her infant child at Hinckley ; 
and whether, in view of the feeling aroused by the passing 
of the death sentence in such cases, he could see his way to 
introduce into the House of Commons a Bill giving dis¬ 
cretionary powers to the judge to pass a sentence other than 
death.—Mr. Shortt replied: The answer to the first part 
of the question is in the affirmative. I will send the honour¬ 
able Member a draft of a Bill dealing with this matter 
which was agreed to by the Lord Chancellor, the Lord Chief 
Justice, and the Attorney-General in 1910. If a Bill on those 
lines were introduced and proved to be uneonfcrovereial, I 
think it might he passed. 

The Sinking of Hospital Ships . 

Mr. Bottomlky asked the Prime Minister whether any 
person connected with the German submarine naval com¬ 
mand was to be brought to trial for the issue of orders to 
submarine commanders to sink hospital ships ; and, if not. 
was the British Government a party to this arrangement. 
—43ir G. Hew art (Attorney-General) replied : As already 
stated the trials which have taken place and are to take 
place immediately are of cases upon the Allies’ preliminary 
list. It is not in the interest of further proceedings to reply 
specifically' to the first part of the question. No such 
arrangement as suggested has been entered into. 

Medical Insurance Benefits. 

Mr. Leonard Lyle asked the Minister of Health if he 
had any statistics showing the number of insured under 
the National Health Insurance Act who were already in 
arrears with the maximum total of unpaid subscriptions 
which, unless met before October, would debar them irom 
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medical benefits in 1922.—Sir A. Mond replied : All insured 
persons remain entitled to medical benefit so long as they 
■continue in insurance and there is no suspension of the 
benefit on account of arrears of contributions. 

Tuesday, June 2 1st. 

Washington Maternity Convention . 

Major Hills asked the Prime Minister whether the 
Government was prepared to submit a resolution embodying 
the hours of labour convention and the maternity con¬ 
vention to the House of Commons before July 27th, in view 
of the fact that, on that day, expired the time limit allowed 
under Article 405 in which to bring conventions before the 
competent authority for the enactment of legislation.— 
Mr. Chamberlain (Lord Privy Seal) replied : For details 
as to the constitutional issues involved, I would refer my 
honourable and gallant friend to the speech made by my 
right honourable friend the Attorney-General during the 
debate on Friday, May 27th. We are anxious, however, to 
give the House tne fullest possible opportunity for discussion 
on these conventions. Such an opportunity was afforded 
during the recent debate, and, as I explained on Tuesday 
last, there will be a further opportunity for discussion so 
soon as the pressure of other business permits. 

Milk Deficient in Fat. 

Mr. Hurd asked the Minister of Agriculture whether, in 
view of recent proceedings, he would consult the Minister 
of Health as to the issue of a circular letter to local authorities 
informing them that the basis of prosecutions for supplying 
milk deficient in fat should be not one or two tests made in 
exceptional circumstances but a series of tests, so that 
while detecting adulteration the farmer or dairyman might 
not be penalised for faults for which neither could be held 
responsible.—Sir A. Boscawen replied : I am examining 
into such cases as my honourable friend has put before me 
of the prosecution of dairymen in respect of the sale of milk 
of poor quality. As I stated in my reply on June 16th, 
I shall be prepared, if the body of evidence warrants it. to 
consult with my right honourable friend the Minister of 
Health with a view to the issue of a circular letter to local 
authorities. 


Cl)t jfcrirfos. 


ROYAL ARMY MEDICAL CORPS. 

Lt.-Col. E. P. Hewitt retires on ret. pay. 

Capt. T. K. Boney relinquishes the actg. rank of Maj. 

Capt. H. G. Winter, M.C., relinquishes the actg. rank 
of Maj. 

Temp. Capt. A. C. Profeit relinquishes his commn. 
and is granted the rank of Maj. 

R. W. Harper, late temp. Capt., to be temp. Capt. 
army dental corps. 

Temp. Maj. J. G. Worsley, Dental Surg., from Spec. List, 
to be Maj. 

Temp. Capt. A. V. Milnes, Dental Surg., from Gen. List, 
to be Capt. 

SPECIAL RESERVE OP OFFICERS. 

Capt. D. Clyde relinquishes his commn. on appt. to a 
permanent commn. in the Ind. Med. Service. 

Capt. R. Magill relinquishes the actg. rank of Maj. 

TERRITORIAL FORCE. 

Lt.-Col. (Bt. Col.) T. H. Haydon resigns his commn. and 
retains his rank. 

Maj. J. A. Kendall resigns his commn. and retains the 
rank of Maj. 

Maj. T. Martin (late R.A.M.C.) to be Capt. and relinquishes 
the rank of Maj. 

Capt. J. W. Kemp to be Maj. 

Capt. H. E. S. Richards is seed, for service under the 
Colonial Office. 

A. H. Crook (late 8urgn. Lt., R.N.V.R.) to be Capt. 

Capt. D. C. Graham (late R.A.M.C.) to be Lt. and 
relinquishes the rank of Capt. 

Lt. L. H. Taylor to be Capt. 

2nd Lond. Sanitary Co.—Lt. S. H. Kemp resigns his 
•commn. and retains the rank of Lt. 

DEFENCE FORCE. 

To be temp. Majs. : Temp. Capt. O. Teichman (whilst 
specially empld.) and J. C. S. Burkitt. 

Temp. Capt. R. M. Wilson relinquishes his commn. 

To be temp. Oapts. : A. H. Fullerton and M. H. Barton. 

1st (Home Counties) Fd. Amb. (D.F.).—To be temp. 
Lt.-Col. : E. A. lloucliin. 

2nd (Home Counties) Fd. Amb. (D.F.).—G. A. Blake 
(Capt. (Bt. Maj.), R.A.M.C.) is granted the rank of temp. 
Lt.-Col. while comdg. a Fd. Amb. 

1st (E. Lancs.) Fd. Amb. (D.F.).—R. MacKinnon (Capt., 
R.A.M.C., Spec. Res.) is granted the rank of temp. Maj. 


1st (N. Midland) Fd. Amb. (D.F.).—A. E. Milner (Maj. 
is granted the rank of temp. Lt.-Col. while comdg. a Fd. 
Amb. 

2nd (N. Midland) Fd. Amb. (D.F.).—To be temp. Lt.-Col. : 
G. B. Gill. To be temp. Maj. : T. C. Clare. To be temp. 
Capts. : G. R. Jackson and J. Donald. To be temp. Lt. : 
T. N. C. Atkinson. 

3rd (N. Midland) Fd. Amb. (D.F.).—To be temp. Lt.-Col. : 
J. Miller. To be temp. Maj. : G. F. Haycraft. To be 
temp. Capts. : R. B. Lilly and W. W. Hallchurch. 

2nd (E. Ang.) Fd. Amb. (D.F.).—To be temp. Lt.-Col.: 
S. J. Fielding. 

3rd (E. Ang.) Fd. Amb. (D.F.).—To be temp. Lt.-Col. : 
C. S. Wink. 

2nd (S. Midland) Fd. Amb. (D.F.).—To be temp. Lt.-Col. : 
R. A. Broderick. To be temp. Capts. : L. G. Parsons 
and H. W. Feathers tone. 

The undermentioned relinquish their commissions: 
Temp. Lt.-Col. R. A. Broderick. Temp. Capts. L. G. 
Parsons and H. W. Featheratone. 


INDIAN MEDICAL SERVICE. 

The King has approved the relinquishment of their com¬ 
missions by the undermentioned :— 

Temp. Capts. Gorur Srinivasmurti, Shyam Behari Lai, 
Vinayak: Lax man Sathe, Armand Marcus Duarte, Christian 
John Prabhakar, Ram Lai Bhumbhwal, Vasadeo Bhanrao 
Gupte. _ 

ROYAL AIR FORCE. 

Squadron Leader H. B. Porteous is seconded for duty 
with the South African Air Force. 

THE WAZIRISTAN OPERATIONS. 

The following names appear in a long list of awards for 
services during the Waziristan Operations :— 

Companion of the Star of India : Col. C. W. Profeit, C.M.G., 
D.M.O., A.M.S. (mentioned in despatches). 

Companion of the Indian Empire : Col. T. Stodart, I.M.S., 
and Lt.-Col. (actg. Col.) C. Hudson, D.S.O., I.M.S. (mentioned 
in despatches). 

Officer of the British Empire: ('apt. (actg. Lt.-Col.) A. G. 
Biggam, R.A.M.C. (mentioned in despatches) ; Maj. T. C. C. 
Leslie. R.A.M.C. (mentioned in despatches) : Capt. and Bt.-Maj. 
(temp. Maj.) J. A. Sinton, V.C. I.M.S. (mentioned in despatches); 
and Maj. G. S Wullace, R A.M.C. 

To be Brevet Lt.-Col. : Maj. T. S. Dmlding, O.B.E., R.A.M.C. 
Bar to Military C'ross : Capt.. W. J. S. Ingram M.C., I.M.S. 
Military Cross: Temp. Capt. Banwari Lall Gupta, I.M.S.; 
Temp. Capt. Kishan Ganesh Mobile, I.M.S. ; Capt. (actg. Maj.) 
D. Reynolds. R.A.M.C. 

Mentioned in Despatches: Maj. (actg. Lt.-Col.) J. Anderson, 
I.M.S. ; Maj. D. Coutts, I.M.S. ; Capt. Radha Krishna Dewan, 
I.M.S., T.C. ; Maj. C. II. Fielding, I.M.S. ; Capt. (actg. Maj.) 

R. E. Flowerdew, I.M.S. ; Capt. C. C. Harrison, R.A.M.C., 

S. R. ; Capt. Enathicknl John Koshi, I.M.S., T.C. ; Capt. 
(temp. Maj.) H. H. Mulholland, R.A.M.C. ; Capt. (actg. Lt.-Col.) 
I). F. Murphy, I.M.S. ; Lt. Attamahomed Tajrnahomed Shaikh, 

I. M.S., T.C. ; Capt. (actg. Lt.-Col.) C. H. Smith, O.B.E., I.M.S. ; 
Capt. R. R. Thompson. M.C., R.A.M.C. : Capt. (actg. Maj.) 
Jagannath Balkrishna Vaidya I.M.S. ; Capt. (actg. Lt.-Col.) 

J. P. Hu ban I.M.S. ; Temp. Capt. Nitya Nand Joshi, I.M.S. : 
Maj. (temp. Lt.-Col.) N. M. Wilson, I.M.S. ; Maj. (actg. Lt.-Col.) 
H. B. Scott, I.M.S. ; Maj. (actg. Lt.-Col.) F. B. Shettle, I.M.S. ; 
and Dr. Alice Fennel, Afghan Mission Hospital, Bannu. 

The King has granted permission to Dr. Kenneth Edward 
Eckenstein to wear the Cross of Chevalier of the Legion of 
Honour and the Cross of Chevalier of the Order of the Crown 
respectively conferred upon him by the President of the 
French Republic and the King of the Belgians, in recognition 
of his services during the late war as medical officer in the 
French Army. 
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Uttfcital Jiary. 


SOCIETIES. 

LOYAL SOCIETY, Burlington House, London, W. 

Thursday , June 30th.—Papers :—Sir J. J. Dobbie and 
Dr. J. J. Fox : The Absorption of Light by Elements 
in a State of Vapour; The Halogens. Prof. W. A. 
Bono and the late Mr. W. A. Haward : Gaseous Com¬ 
bustion at High Pressures. Part II., The Explosion 
of Hydrogen-Air and Carbon-Monoxide-Air Mixtures. 
Prof. A. E. II. Love and Mr. F. B. Pidduck : Lagrange's 
Ballistic Problem. Mr. J. Proud man : The Principles 
of Internal Ballistics (communicated by Prof. II. 
Lamb). Mr. It. H. Fowler : A Simple Extension of 
Fourier’s Integral Theorem and some Physical Applica¬ 
tions in particular to the Theory of Quanta (com¬ 
municated by Sir Ernest Rutherford). Capt. D. 
Brunt : The Dynamics of Revolving Fluid on a Rotating 
Earth (communicated by Sir Napier Shaw). And 
other papers. The following papers will bo read in 
title :—Takeo Shimizu : A Preliminary Note on 
Branched a Ray Tracks (communicated by Sir E. 
Rutherford.) Takeo Shimizu : A Reciprocating 
Expansion Apparatus for Detecting Ionising Rays 
(communicated by Mr. C. T. It. Wilson). Mr. R. W. 
Wood : The Time Interval between Absorption and 
Emission of Light in Fluorescence. 


ROYAL SOCIETY OF MEOICINE. 1, Wlmpole street, W. 

MEETING OF SECTION. 

Monday, June 27th. 

SECTION OF ODONTOLOGY: at 8 P.M. 

Paper: —Mr. Kelsey Fry : The Dental Treatment of Con¬ 
genital and other Perforations of the Palate. 


RESEARCH DEFENCE SOCIETY: at the House of the 
Medical Society of London, 11, Chandos-street. Cavendish- 
square, W. 

Wednesday, June 29th.—3.30 r.M., Annual General 

Meeting. Short Address : -Dr. H. H. Dale : Work of 
the National Institute for Medical Research. Speci¬ 
mens will be shown. 


LECTURES, ADDRESSES, DEMONSTRATIONS, Ac. 

W KST LONDON POST-GRADUATE COLLEGE, West London 
Hospital, llainrnersinith, W. 

Monday, June 27th.—12.15 p.m.. Dr. Burnford : Patho¬ 
logical Demonstration. 2 p.m. . Mr. Baldwin: Demon¬ 
stration of Cases (Surgical Wards). Mr. MacDonald: 
Surgical Out-Patients. Dr. Morton : X Ray Depart¬ 
ment. 5 p.m.. Lecture :—Mr. D. Armour : Diseases 
of the (Jail-bladder and Ducts : Treatment. 

Tixsday.—10 a.m., Mr. Steadman : Dental Department. 
11 a.m.. Dr. McDougul : Electrical Department. 

2 P.M., Dr. Burnford : Medical Out-Patients. Dr. 
Pernet: Skin Department. 2.30 p.m., Mr. Addison: 
Visit, to Surgical Wards. 5 p.m.. Lecture •—Dr. 

Simson : Abortion. 

Wednesday. —11 a.m.. Mr. MacDonald: Demonstration of 
Cystoscopy. 12 noon. Mr. Sinclair: Surgical Diseases 
of the Abdomen. 2 p.m., Mr. Gibb : Eye Department. 
Mr. D. Armour: Visit to Surgical Wards. 5 r.M., 
Lecture :—Mr. Baldwin : Surgery of the Rectum. 
Thursday. —10.30 a.m.. Dr. Simson: Gynaecological 

Demonstration. 12 noon. Dr. S. Pinch in : Diseases of 
the Heart. 2 p.m., Mr. B. Harman : Eye Department 
2.30 p.m.. Dr. Arthur Saunders: Demonstration of 
Cases (Medical Wards). 5 p.m , Special Lecture :— 
Sir Thomas Horder : Tho Investigation and Immediate 
Treatment of a Case of Acute Pyogenic Infection (open 
to a 1 medical practitioners). 

Friday. —10 a.m . Dr. Robinson : Gynecological Operations 
and Visits to Wurds. Dr. G. Stewart: Neurological 
Demonstration. 2 p.m., Mr. Banks Davis: Diseases 
of the Throat, Nose and Eur. 2.30 p.m.. Dr. Ihitchard : 
Visit to Medieal WardH. 5 p.m.. Lecture:—Mr. 

T. Gray : The Surgical Physiology of the Alimentary 
Tract. 

Saturday. —10 a.m.. Dr. A. Saunders : Medical Diseases of 
Children. 2 p.m.. Dr. Owen: Medical Out-patients. 
Mr. Sinclair: Surgical Out-patients. 

Daily :—10 a.m.. Visit of Post-graduates to Wurds. 2 P.M., 
In-puticnt, Out-patient Clinics aud Operations. 

LONDON HOSPITAL MEDICAL COLLEGE (University of 
London) Turner-street. Mile Eml E. 

( nurses of lectures : — 

Advanced Lectures in Physiology, to Students of the Univer¬ 
sity aud to others interested in the subject. 

A Course of Eight. Lectures on Reception of Sensory Stimuli, 
to be given by Prof. II. E. Rouf in the Physiology Theatre. 
Thursday, June 30th.- 4.30 p.m.. Lecture VIII. 
SURGICAL UNIT. —A Special Course of Ten Lectures on 
Advanced Surgery in the Unit Theatre to Post-graduates 
and Senior Students. 

Tlesdav, June 28th.—1.15 p.m., Mr. H. Lett: Stricture 
of the Urethru. 

Thursday.—1.15 p.m., Mi. II. Lett : Retention of Urine. 

'I1IE HOSPITAL FOR SICK CHILDREN, Great Orinond- 
ftreet, W.C. 

Thursday, June 3i«th.— 1 p.m.. Lecture Dr. Poynton : 

Pericarditis. 


NORTH-EAST LONDON POST-GRADUATE COLLEGE. 
Prince of Wales's General Hospital, Tottenham, X. 

Monday, Juno 27th.—10 a.m.. Mr. W. E. Tanner : Surgical 
Out-patients. 2 p.m.. Dr. A. .T. Whiting: Medical 
In-patients. 2.30 P.M., Mr. J. B. Banister : Gynaeco¬ 
logical. 

Tuesday. —9.45 a.m.. Lt. Col. R. H. Elliot; Eye Operations 
and Cases. 2.30 p.m., Dr. J. Metcalfe : X Ray Depart¬ 
ment. 3 p.m.. Lecture Demonstration :—Mr. C. H. 
Hayton : Anatomy of tho Pharynx and Larynx, with 
Methods of Examination. 

Wednesday. —2 p.m.. Mr. C. H. Hayton: Throat Opera¬ 
tions. 2.30 p.m.. Dr. W. J. Oliver : Dermatologies). 
3 p.m.. Lecture Demonstration :—Mr. W. K. Tanner: 
Some Cases of Acute Bone Disease. 

Thursday.— 2 p.m.. Mr. N. Fleming: Eye Department. 
2.30 p.m., Mr. J. B. Banister : Gynaecological Opera¬ 
tions. Dr. J. Metcalfe : Radiology. 

Friday. —2 p.m.. Dr. C. E. Sundell Diseases of Children. 
3 p.m.. Lecture Demonstration :—Dr. C. E. Snndell: 
Physiology of Digestion in Infants. 5 p.m.. Dr. 
Provis and Mr. Benians: Venereal Department. 
Saturday. —10.30 a.m., Mr. W. E. Tanner: Operations. 
3 p.m., Mr. H. W. Carson : Surgical In-patients. 

ST. MARYLEBONE GENERAL DISPENSARY. 77, Welbcck- 
street. Cavendish-square, W. 

Post-Graduate Course on Infant and Child Welfare. 

A Course of Twelve Practical Demonstrations on tho 
Management and Feeding of Infants and Young Children 
by Dr. E. Pritchard to Qualified Practitioners. 
Tuesday. June 28th.—10.30 a.m., Demonstration V., 
The Modification of Milk. 

Thursday. —3 p.m.. Demonstration VI., Tho Uses of 

Dried Milk and Patent Foods. 

QUEEN’S HOSPITAL FOR CHILDREN, Hackney-road, E. 
A Course of Post-graduate Clinical Lectures and Demonstra¬ 
tions in the Board Room of the Hospital, free to Mtdical 
Practitioners ami Students of Medicine. 

Tuesday, June 28th.— 4 r.M., Mr. K. A. Lees : Chronic 
Otitis Media. 

Thursday. —Mr. V. Nesfield : The Temporary Treatment, 
of Acute Glaucoma by Paracentesis. 

TAVISTOCK CLINIC FOR FUNCTIONAL NERVE CASES, 
51, Tavistock-square, W.C. 

A Course of Ten Lectures on Elementary Psychotherapy, to 
be given by Dr. 11. C. Miller, at the Kings way Ilall, 
Kingswuy, W.C. 

Friday. July 1st.—5.15 p.m.. Lecture IX.: Dream Interpre¬ 
tation (II.). 



Graham, Lewis, M.S. Loud., F.R.C.S. Eng., has been appointed 
Honorary Obstet.rio Officer, Queen’s Hospital, Birmingham. 

Kidd, E., M.B.. B.S. Durh., Certifying Surgeon under the 
Factory and Workshop Acts for the Washington district 
of the county of Durham. 

Marnoch, J., M.B.. C.M. Aberd.. a Medical Referee under 
the Workmen’s Compensation Act for tho Sheriffdom of 
Aberdeen. Kincardine, and Banff. 

McKendrick. A., F.R.C.S. Edin., D.P.H., a Medical Referee 
under the Workmen’s Compensation Act for the Sheriffdom 
of the Lothlans and Peebles. 


^stBiuies. 


For further information refer to the advertisement columns. 

Aberdeen Royal Asylum. — Temp. Jnn. Asst. P. £250. 

Ashton-under-Lyne District Infirmary. —H.S. £200. 

Bedford County Hospital. —H. S. £200. Asst. H.S. £150. 
Birmingham Education Committee. —Part-time M.O. 
Birmingham and Midland Ear and Throat Hospital. —H.S. £200. 
Birmingham General Hospital. — H.P. £100. H.S. to Special 
Depts. £125. II.S. £100. 

Blackburn and East Lancashire Royal Infirmary. — Third H.S. 
£250. 

Blyth Urban District. — M.O.H. and Sch. M.O. £800. 
Bournemouth, Royal Victoria and West Hants Hospital .— 
Hon. Sen. and Jun. M.O.'a. 

Bradford Royal Infirmary. —H.S. £200. 

Burnley County Borough. — Tubcre. O. and Director of Municipal 
Laboratory. £050. 

Burnley. Victoria Hospital. —H.S. £200. 

Cambridge, Adenbrookc's Hospital. — II.S. £130. 

Cardiff, King Edward VII. Hospital.—H.S. £2o0. 

Charing Cross Hospital, Aoar-street. W.C. —Med. Reg, £150. 
Chester, City of. —Asst. M.O.H. £500. 

Colchester. Essex County Hospital. — H.S. £200. 

East London Hospital for Children and Dispensary for Women, 
Shad well. —-Cas. O. £120. 

Eday. Orkney. -MM. £0 per week. 

Enfield Education Committee. —Sch. M.O. £500. 

Gloucester, Gloucestershire Royal Infirmary and Eye Institution .— 
Asst. H.S. £150. 

Great Northern Central Hospital, IloUouxiy-road , -Y.—Clin. Asst. 

£1 Is. per session. Dental S. 

Halifax, Royal Halifax Infirmary. —Third II.S. £200. 
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Ilo8pital of St. John and St. Elizabeth, 40, Grove End-road , -V.TF.— 
Asst. S. 

Huddersfield County Borough. —Asst. M.O.H. £500. 

Leeds Public Dispensary. —Hen. Res. M.O £200. 

Leeds University {Leeds Maternity Hospital). —Tutor in Obstetrics 
and Res. M.O. £300. 

Jjeicester Royal Infirmary .— 11. S. £200. 

Lornlon County Council. —Asst. M.O. for Mental Hosp. Service. 
£300. 

London Temperance Hospital , Hampstead-road, AMI 7 .—Asst. 
Res. M.O. £120. Sun?. Registrar. 40 guineas. 

Lucknow University , India. — Prof, of Pathology'. Its. 1200 a 
month. Prof, of Physiology. Rs. 1400 a month. 

Manchester, Ancoats Hospital. — Res. Surg. O. £250. 

Manchester Children's Hospital , Pendlcbury. —Res. M.O. £150. 

Manchester Ear Hospital. —Hon. Asst. S. Hon. Radiologist. 

Manchester Royal Infirmary, Central Branch, Roby-street .— 
Female Res. M.O. £200. 

Margate, Royal Sea-Bathing Hospital for Surgical Tufterculosis .— 
Female Surg. £200. 

Middlesex Hospital. —C’as. M.O. £104. 

Mild may Mission Hospital, Austinstreef, Bethnal Green, E .— 
Res. M.O. £250. 

Newcastle-upon-Tyne City Mental Hospital, Gosforth. —Jun. Asst. 
M.O. £400. 

Nev'ftort, Mon., Royal Gwent Hosfntal. —II.S. £200. 

Nottingham General Hospital. —lies. Cas. O. £250. 

Oxford, Radcliffe Infirmary and County Hospital. —Cas. H.S. 
£ 200 . 

Portsmouth, Royal Portsmouth Hospital. —II.S. £150. 

Reading, Royal Berkshire Hospital. —Second H.S. £200. 

Royal Free Hospital, Gray's Inn-road, W.C.- —Two H.P.’s. £50. 

Royal Naval Medical Service. —Surg.-Lieuts. 26s. (id. per diem. 

St. Mary's Hospital, Paddington, If'.—Cas. P. £100. 

Saint Pa nevus Dispensary, Oakley-squuve, AMI'.—Res. M.O. 
£225. 

Salford Royal Hospital. —H.S. Cas. H.S. Each £150. 

Seamen's Hospital, A Uteri Dock, Connaught-road, E. —H.S. £150. 

Sheffield, East End Branch of the Children's Hospital. —Fomalo 
H.S. £150. 

Southampton Free Eye Hospital. —H.S. £200. 

Southampton, Royal South Hants and Southampton Hospital .— 
Jun. H. S. £150. 

Stroud General Hospital. —II.S. £200. 

Sydney University, New South Wales, Australia. —Lecturer in 
Veterinary Anatomy and Surgery (including Otatetrics). 

Union of South Africa Government. —Asst. P.’s in Mental Hospital 
Service. £400. 

West London Hospital, Hammersmith-road, IF.—1*. Neuro¬ 
logist. 

Westminster Hospital. —H.P. II.S. Asst. H.P. Asst. H.S. 

Med. Registrar. £50. 

The Chief Inspector of Factories announces the following vacant 
appointments : Ruabon (Denbigh), West Drayton 
(Middlesex). 

The Home Secretary gives notice of a vacancy for a Medical 
Referee under the Workmen’s Compensation Act, 1906, for 
the Falmouth and Truro, Helston, Newquay, Penzance, 
Redruth, and St. Austell County' Courts, in Circuit No. 59. 
Applications for the post should be addressed to the 
Private Secretary, Home Office, and should reach him 
not later than July 13th, 1921. 


gtrariagts, raft 

BIRTHS. 

Keynes.—O n Juno 17th, at 10, Boundary-road, N.W. 8, to the 
wife of Geoffrey Keynes, F.R.C.S. Eng.—a son. 

Leathakt.—O n June 14th, at Tollemacho-road, Birkenhead, 
the wife of P. W. Leathart, M.B., B.C., of a son. 

Platts. —On June 13th, at Clifton Lawn, York, tho wife of 
S. Goodman Platts, M.B., of a daughter. 

Quick. —On June 13th, at Varfell, Eaton-crescent, Swansea, 
the wife of Hamilton E. Quick, M.B., F.R.C.S., of a daughter. 

Riggall. —On June 20th, at 31, Wimpole-street, W. 1, the 
wife of Robert M. RIggall, L.R.C.P. Loud, and Edin., of 
a daughter. __ 

MARRIAGES. 

Alton —Thive.—O n June 14th, at Christiania, Edgar Hepworth 
Alton, L.R.C.P. & S. Edin., of King’s Norton, Birmingham, 
to Ida Thive, eldest daughter of the late Ludovick Rdrdan, 
of Porsgrund, Norway'. 

Clabke—Tyrwhitt Drake. —On June 16th, at the Abbey, 
St. Albans, Sidney H. Clarke, M.D., of Longbutts, St. 
Albans, to May Gladys, youngest daughter of the late 
Rev. W. T. Tyrwhitt Drake and of Mrs. Tyrwhitt Drake, of 
Borogatc, St. Albans. 

Connor—Lees. —On June 11th, at the British Embassy 
Church, Paris, Brevet Lieut.-Colonel Frank Powell Connor, 
D.S.O., F.R.C.S., I.M.S., to Grace Ellen, daughter of Reginald 
O. Lees, late Director, Indian Government Telegraphs. 

Keyms-Bennett.—O n Juno 16th, at St. James’, Piccadilly, 
J. J. Keyms. L.R.C.P. & S. Irel., to Alice, second daughter 
of the iato Frank Bennett, of Cregane Manor, Rosscarbery, 
Co. Cork. 

Noon — South.— On June 18th, at St. Peter’s. Crawlev, Charles 
Noon, F.R.C.S., to Cicely, eldest daughter of F. W. South, 
of Illeld, Sussex. 

Taylor — le Majstre. —On June 14th, at the Parish Chureh, 
Everinghara, Harold Bourne Taylor (late Captain, R.A.M.C., 
M.R.C.S., L.R.C.P., to Francesca Maria, only daughter of 
Rot. Sylvester and Mrs. 1c Maistre. 


Dabs, jSjfort Comments, raft 
to Correspondents. 

REPORT OF THE SANITARY COMMISSIONER 
WITH THE GOVERNMENT OF INDIA 
FOR 1918. 1 

The average strength of European troops (Regulars and 
Territorials) in India during 1918 was 87,982, as compared 
with 80,825 in tho previous year, and 69,440 in the pre¬ 
war quinquennium 1910-14. For the whole force the 
admissions to hospital averaged 1030*2 per 1000, the 
deaths 16*19, the invalids sent home 22*81, and the average 
constantly sick, 60-00. All of these ratios are considerably 
higher than in any of the years immediately preceding; 
in 1917 the corresponding figures had been 771*7, 4*83, 
16*54 and 45*60 respectively ; in the i:>re-war quinquennium 
U910-14) they had been 567*2, 4*51, 7-03 and 30*13. 
There has been no such high admission-rate since 1903 
(when it was 1035*5) ; no such high death-rate since that 
of 1898 (20*31), no such invaliding since 1907 (25*47), and 
no such constantly sick ratio since that of 1903 (63*17). 

Effect of War Conditions on the British Garrison. 

The Director of Medical Services in India, in his intro¬ 
ductory remarks, points out that, in considering the 
statistics of 1918, it is necessary to bear in mind the manner 
in which war conditions had affected the British Garrison ; 
the standard of recruitment was lower, the more fit men 
had passed on to the Expeditionary Forces, leaving the 
debilitated behind, and invaliding had been delayed 
owing to shipping difficulties. All the principal military 
stations had increased ratios for admission to hospital and 
death, as compared with the previous year, with the one 
exception of Rangoon ; and for average constantly sick, 
except Rawal Pindi. 

| The main cause of this increase was the epidemic preva- 
! lence of influenza, for which there were 19,308 admissions 
and 775 deaths, the ratios per 1000 strength being 219*5 
and 8-81. The disease was introduced into the country 
through the port of Bombay, where it appeared first among 
the civilian population in the middle of June, and among 
the military immediately after. This epidemic abated on 
July 3rd, but a second outbreak started in September, 
and lasted into November, this being more severe than 
the first wave. All the large military stations suffered ; 
the garrison most severely affected was that of Ahmednagar, 
where the influenza admissions reached the very high 
ratio of 459*8 per 1000 strength, the death-rate from this 
oause being 11*70 per 1000, and the case-mortality 2*54 
per cent. ; other large garrisons, with an admission-rate 
over 300 per 1000, were Meerut (392-6), Lahore (392*5), 
Oolaba (376*4), Nowshera (360-5), Rawal Pindi (321*3) 
and Peshawar (313*0). The highest influenza death-rates 
were experienced at Dalhousie (19-20 per 1000, with a 
case-mortality of 8-37 per cent.), Nowshera (also 19*20, 
with a case-mortality of 5*33 per cent,.), Peshawar (19*15, 
case-mortality 6*12 per cent.), Delhi (18-93, case-mortality 
7*16), and Lahore (18*55, case-mortality 4*73). The most 
severe type of the disease appeal's to have been experienced 
at Quetta, where, though the admissions were not in a 
higher ratio than 152*4 per 1000, the death-rate was 13*07, 
giving a case-mortality of 8*97 per cent.—higher than that 
at Dalhousie. On the other hand Oolaba, with the high 
admission-rate just mentioned (370-4), had the low death- 
rate of 4-34, giving a case-mortality of only 1*15 per cent.; 
Lucknow, with 279-0 admissions per 1000 had a case- 
mortality of only 1-09 per cent. Rangoon (no doubt, 
from its detached situation) suffered less than any other 
large station ; the influenza admissions were only 72*4 
per 1000, and there was only one death (0-98 per 1000). 
Two points of interest are mentioned in regard to this 
epidemic : (1) the streptococcal element was omitted in 
the vaccines prepared, as a result of discussion at a con¬ 
ference of bacteriologists, this organism not having been 
often found to be present *, (2) there was no mention of 
the occurrence of haemorrhages, as had been reported in 
other countries. 

Malaria the Chief Cause of Sickness. 

In spite of the prevalence of influenza, malaria retained 
its position as the chief cause of sickness and inefficiency 
among British troops in 1918. The admissions numbered 
23,687 (equal to 26*13 per cent, of tho total admissions 

* Calcutta: Superintendent of Governmentprinting. 1920. 
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for all causes), and were in a ratio of 269-2 per 1000 of total 
strength, as compared with 227-9 in 1917, and 117-2 in 
the pre-war quinquennium 1910-14. 

It is pointed out, however, that the total admissions 
for malaria have probably been increased during each 
year of the war by the inclusion of relapse cases whose 
infections were contracted overseas, and whose statistics 
should more correctly be debited against the Expeditionary 
Forces. Every effort has been made to keep these 
statistics distinct; but so long as practical means are not 
available to distinguish between relapses and fresh infec¬ 
tions a small error must occur, which may be in part or 
In whole counter-balanced by the cases which contracted 
their infection in India, but did not exhibit the disease 
until they were absorbed into the Expeditionary Forces. 

Secunderabad had an admission ratio for malaria of 
905-2 per 1000, the actual number of cases being 2998 ; 
the disease was of a very mild type, and not a single death 
occurred ; at this station No. S Reserve Battalion, with 
a strength of 1451, had 1762 admissions for malaria (1213 
per 1000). Various drainage works were carried out, and 
It is stated that the “ comparative absence of fresh infection 
during the latter half of the year is promising,” in spite 
of the increased rainfall. Mosquito-nets are authorised 
in the plains for all British troops and their families. It 
is not stated whether or no they are used. The issue of 
quinine as a prophylactic is left to the discretion of the 
medical authorities. It is not easy to see what other 
course could be adopted. As malaria is undoubtedly a 
preventable disease, the old query—“ If preventable, why 
not prevented ? ” will continue to be asked ; if the sanitary 
measures required are carried out mosquitoes would cease 
to be prevalent; if quinine were administered the troops 
would be rendered immune ; if mosquito-nets were used 
they would be protected. The results that have been 
obtained in Italy, Panama, and elsewhere have proved 
beyond question that under the most difficult conditions 
of environment satisfactory prophylaxis is practicable. 
Peshawar cantonment is referred to in the Sanitary Com¬ 
missioner's report in the following words : “ The presence 
of a highly infected civil population and the existence of 
hutcha drains combined with irrigation is sufficient to 
account for the incidence of malaria.” There is no hint 
at any need for action. 

The Enteric Fevers. 

For “ enteric fevers,” or “ enterica,” there were 003 
admissions and 62 deaths, as compared with 276 and 33 
respectively in 1917, and 227 and 26 in 1910-14 ; the 
ratios per 1000 were 7-5 and 0-70 in 1918, 3-4 and 0-41 
In 1917, and 3-3 and 0-37 for 1910-14. Of the total 
cases in 1918 only 97 (with 23 deaths) were returned as 
” typhoid ” ; 209 (with 8 deaths) and 8 (with no deaths) 
were “ paratyphoid ” A and B respectively; and 349 
(with 31 deaths) are classed in an “ enteric group,” which 
now includes cases formerly returned as pyrexia of uncertain 
origin, “ P.U.O.,” that is, ” cases from which the specific 
organism could not be recovered, [but which] may be 
diagnosed on clinical grounds or on a rising Widal reaction.” 
Eliminating this “ enteric group,” there remain 314 ad¬ 
missions for typhoid and paratyphoid A and B, with 31 
deaths, 23 of these being due to typhoid and 8 to para¬ 
typhoid A. By far the largest number of admissions 
occurred at Bangalore (127, or 14-4 per 1000), where there 
were 71 cases in June, July, and August, an additional 30 
in May and September, but only 26 during the remaining 
seven months of the year. Of the total number 23 (mostly 
among furlough men) had probably not contracted infection 
in Bangalore itself. The South Lancashire Regiment, 
6th Battalion, suffered most, with 23 cases and 2 deaths. 
A particular cookhouse appeared to be the source of infection, 
and on bacteriological investigation a soldier was found 
to be a carrier of B. paratyphoid A , and was transferred 
to the enteric convalescent depot at Wellington. The 
disease prevailed throughout the station, and carriers 
played a considerable part in the spread of infection ; 
flies were also abundant and the disease was present among 
the civil population. At Peshawar, Kirkee, Poona, and 
Lahore there was also excessive prevalence, though not a 
high mortality, except at Lahore, where 11 out of 33 cases 
were fatal. 

Mortality from Other Diseases. — Home Invaliding. 

For dysentery, colitis and diarrhoea the combined admission 
ratio was 49-2 per 1000, compared with 24-3 for the pre-war 
quinquennium (1910-11); the corresponding death ratios 
were 0-30 and 0-22. At Secunderabad the dysentery 
admissions and deaths were 0t-7 and 0-32 per 1000, and for 
diarrhoea 32-2 admissions, with no death. Drinking-water 
supplies at various railway stations were investigated by 
local committees. It, is regrettable that the incidence of 
venereal diseasi-s (02-5 admissions per 1000) again shows 
a marked increase ; in 1900 the admission ratio had been 


07-8 ; in 1915 it had fallen to 29*1 ; in 1917 it was 52-0. 
Special attention has been given to early detection of the 
disease by regular inspection of new arrivals, and by 
surprise inspections, and the men have been encouraged 
to seek early treatment. 

There were only 8 cases of plague (4 fatal). This is a 
good omen. For cholera there were 91 admissions, with 37 
deaths (1*0 and 0-42 per 1000) ; 32 cases occurred at Poona 
and 18 at the neighbouring station of Kirkee, with 10 
deaths at each station. The Kirkee water-supply at 
Pashan lake was reported to be infected ; but the water 
was chlorinated at the waterworks and again in the British 
lines, and was not looked upon as the source of infection. 
A few days later 23 cases were admitted to the Station and 
King George's Hospitals at Poona. The milk was suspected, 
but no definite evidence of infection was obtained. 

There were 911 admissions for heatstroke among British 
troops throughout India in 1918, with 97 deaths (10-4 and 
1*10 per 1000). Of these cases 373, or 41 per cent., with 
2 deaths, occurred at the single station of Nowshera, 114 
in the North Staffordshire Regiment, and the remainder 
among the R.A. and Machine Gun Corps ; one-fifth of the 
whole strength of the station appear to have been affected. 
The cases exhibited all degrees of severity, from simple 
exhaustion to the major type with cerebral symptoms and 
hyperpyrexia. No details are furnished as to the circum¬ 
stances causing, or accompanying, this remarkable visita¬ 
tion, except that during June, July, and August abnormal 
dry and wet bulb temperatures were recorded. Pulmonary 
tuberculosis caused 154 admissions to hospital and 18 
deaths, the ratios being 1-8 and 0*20 per 1000 respectively, 
a slight increase on those for the previous year (1*5 ana 
0*16, and the pre-war quinquennium, 1910-14 (1-1 and 
0-16); there was no special prevalence at any one station. 
Diphtheria caused 90 admissions (of which 41 were at 
Quetta, from a newly arrived draft); there were only two 
deaths. 

At the Kasauli and Coonoor Institutes 313 men and 45 
women and children were treated for do^-bite; there 
were no deaths. Small-pox caused 117 admissions and 18 
deaths, giving ratios of 1-3 and 0-20 per 1000. 

The total number of men invalided home for all causes 
was 2007, being in a ratio of 22*8 per 1000, as compared 
with 10-5 in 1917, and II-0 for the decennium 1908-17; 
the chief causes were heart disease (288), diseases of the 
nervous system (139), epilepsy (55) and insanity (130), 
malaria (147), and pulmonary tuberculosis (126). 

Officers, Women, and Children. 

The average strength of officers with British units was 
4524, among whom the hospital admission-rate was 1344-0, 
and the death-rate 15-92 ; the corresponding ratios for 
1917 were 965-5 and 7-03 per 1000, and for the pre-war 
quinquennium, 1910-14, 567-5 and 5-14. Out of the whole 
number of 72 deaths among officers 30 were due to influenza 
and 8 to pneumonia; there were 59 cases of typhoid, 
giving a ratio of 13-0 per 1000, the corresponding ratio for 
non-commissioned officers and men being 7-5 per 1000 ; 
only one officer died from this disease. Among the women 
(average strength, 1481) the admission- and death-rates 
were 003-0 and 24-98 ; anaemia and debility (12% per 1000). 
influenza (82-4), and malaria (44-6) were the chief causes 
of sickness ; and pneumonia (4-73), pulmonary tubercle 
(2-03), and enteric fever (1 -35) the chief causes of death. 
Among the children (average strength, 2624) the chief 
causes of illness were influenza (53-4 per 1000), malaria 
(51-4), and bronchitis (48 0) ; the corresponding death 
ratios being 1-52, 0-38, and 0-38 respectively. The admission 
and death ratios for all causes were 432-9 and 20-20 per 
1000 respectively; for 1917 these ratios had been 355-6 
and 12-17. 

Indian Army. 

The average strength of Indian troops in 1918, including 
those in China, but ** excluding those under field-service 
conditions,” was 341,458, as compared with 191,242 in 1917, 
and 130,201 in the pre-war quinquennium, 1910-14. The 
admissions to hospital reached the enormous total of 
292,393, being in a ratio of 856-3 per 1000 ; the deaths 
numbered 9959 (29-17 per 1000) ; the ratios for invaliding 
and average constantly sick were respectively 19-2 and 
40*7. These ratios (except that for invaliding) are much in 
excess of those for 1917, when the corresponding figures 
were 741-4, 11-51, 17-9, and 34-3 ; and, if compared with 
the average of the five years (1910-14) before the war. 
the increase is very great; the admissions to hospital 
during that period averaged 544-0, the deaths only 4-30. 
the invalids only 5-4, and the average constantly sick 20-7 
per 1000. 

Influenza, Malaria , and Pneumonia. 

The great increase in admissions and mortality is Urgely 
accounted for by a widespread epidemic of influenza. 

I which caused 40,715 admissions and 5200 deaths (136-S 
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and 15-23 per 1000). At Dera Ismail Khan there were 
443*6 influenza admissions per 1000 strength, but the case- 
mortality ratio was only 1-56 per cent., giving a death- 
rate of 6-92 per 1000. At Risalpur, on the North-West 
Frontier, with 231-8 influenza admissions per 1000, the 
case-mortality was 10-43, giving a death-rate of 38-59 per 
1000. At Kirkee, with the very moderate admission ratio 
of 08-5 per 1000, the deaths amounted to 32-58 per 1000, 
giving a case-mortality of 47-57 per cent. After influenza, 
malaria was the most frequent cause of admission to hospital 
<129-7 per 1000), but showed much improvement on the 
figures for the two years preceding (184-6 in 1917 and 
200-7 in 1910), though higher than the ratio for 1910-14, 
which was 113-3. The mortality was 1-00 per 1000. At 
Tank and Fort Sandeman the admission ratios were highest 
(1280-2 and 1127-4) ; no specially infected area was dis¬ 
covered at either place. Attention is called to the fact 
that Secunderabad “ does not figure among the ten worst 
stations this year.” This is ascribed to the effect of 
drainage measures which were commenced in 1917 and 
consisted briefly in the drainage of the Picket and other 
tanks and the substitution of dry for wet cultivation. The 
admission ratio was 141-4, compared with 518-4 in 1917 ; 
this mild incidence may also be compared with the exces¬ 
sive prevalence among British troops (905-2) at the same 
station already alluded to. 

Pneumonia caused an admission-rate of 19-0, and a 
death rate of 0-02 per 1900 ; this, as usual, was the most 
fatal disease for native troops (influenza excepted, which 
it so frequently accompanies), and to this cause probably 
many of the deaths recorded under pneumonia may be 
attributed, though efforts were made to differentiate 
between deaths due to primary pneumonia and pneumonia 
as a complication. 


obtained “ by subtracting from the total mortality from 
all causes the deaths registered as due to the chief epidemic 
diseases—plague, cholera, and small-pox, and comparing 
this figure with one similarly obtained for the previous 
quinquennium ” ; (3) the excess mortality from ‘ fevers 
j and respiratory diseases over the average for the five 
years. The respective figures for the two latter estimates 
are 7.304,478 and 7.151,971 ; the mean of the three, 
7,089,094, is adopted by the Sanitary Commissioner. 
The heaviest incidence, judging by the excess mortality, 
was experienced by the Central Provinces and Berar 
(00-4 deaths per 1000), Ajmer-Merwara (59-5), Delhi 
province (50-6), and Bombay (54-9) ; in Coorg the excess 
was only d 1-5, and in Bengal only 8-5 per 1000. Speaking 
generally, districts on or near the sea coast had a com¬ 
paratively low mortality (under 20 per 1000). As to the ongm 
of the epidemic, the ‘Sanitary Commissioner states that 
“ the case for the introduction of infection by shipping 
must be left as unproven. The case for endemic foci is 
just as uncertain .... Although it cannot be stated 
definitely that influenza existed in India before the first 
official intimation of its existence early in June in Bombay, 
yet the possibility cannot be excluded.” . 

Many other matters of interest are dealt with m this 
exhaustive report, which extends to 322 pages and is 
accompanied by an excellent map of India and very 
numerous diagrams and tables. The sections dealing wnth 
the European and Indian Armies are contributed by the 
Director of Medical Services ; for the remainder, referring 
to the general population, jails, &c., Lieutenant-Colonel 
F. H. G. Hutchinson, I.M.S., Sanitary Commissioner with 
the Government of India, is responsible. 


Tuberculosis; Diarrhceal Diseases; Plague. 

Pulmonary tuberculosis (2-5 admissions per 1000, as com¬ 
pared with 2-1 in 1910-11) has not much increased, though 
the death-rate (0-03) is much heavier than that of the former 
period (0-22). As usual, Gurkha troops suffered the most 
<5*4 admissions and 1-90 deaths). The group of diarrhoeal 
diseases (dysentery, colitis, and diarrhoea) showed a very 
great increase (as compared with 1910-14) among Indian 
as with British troops ; the admissions and deaths for the 
three affections combined amounted to 08-4 and 0-45 per 
1000 respectively, as compared with 33-5 and 0-14 in the 
pre-war period. Venereal diseases caused 18,125 admissions 
(53-1 per 1000), also a considerable increase over the ratios 
for 1910 and 1917, w T hich w*ere 40-1 and 45-0 ; in 1910-14 
the ratio had been 14-8. At Deolali the admission ratio 
was 301-8, and at Bombay 242-4. Plague caused 121 
admissions and 02 deaths (0-4 and 0-18 per 1000), compared 
with corresponding ratios of 0-00 and 0-30 in 1917, and 
0-30 and 0-15 in the pre-war quinquennium. There was 
an appreciable reduction in the admissions for cholera 
(85, or 0-2 per 1000) compared with the previous year 
(0-7), and the death-rate (0-13) was less than half that of 
1917 (0-29) ; the case-mortality, however, was high (52-94 
per cent.) ; there was no epidemic prevalence. Enteric* 
(0*8 and 0*28 cases and deaths per 1000) also showed a 
reduction in cases, though the deaths were more in number 
than in 1917. 

General Population. 


For British India, as a whole, the birth-rate is recorded 
as 35-35 per 1000, as compared with 38-05, the average 
of the preceding five years : but it is stated that this fall 
is due mainly to interference with registration on account 
of the influenza epidemic. The highest ratios were recorded 
in Delhi (47-92) and the Central Provinces and Berar 
(43/24) ; the lowest in Ajmer-Merwara (20-35) and Madras 
Presidency (28-9). The general death-rate w-as 02-40 per 
1000, ranging from 38-10 in Bengal and 39-20 in Lower 
Burma to 102-00 in the Central Provinces and Berar, and 
114-78 in Ajmer-Merwara. The infantile mortality (under 
12 months) was lowest in Assam (21-0 per 100 births) and 
Bengal Presidency (22-8), and highest in Bombay city 
(59-0); in Madras city it was 35-5, and in Calcutta 28-0. 

Much useful work is being carried out in various cities 
towards the prevention of infant mortality, by the provision 
of trained mid wives, the establishment of dispensary centres, 
and the appointment of municipal nurses and health visitors. 
The total number of births is stated as 8,430,500, and the 
total deaths 14,895,801 (02-40 per 1000). Of this latter 
total, 11,134,441 (40-09 per 1000) are returned as 44 fevers,” 
amounting to 74-7 per cent, of the total mortality, and of 
these deaths 7,402,070 were registered during the last 
quarter of the year, when influenza was prevalent. It is 
stated that ” there is no evidence to show that 1918 was for 
malaria in any sense an exceptional year,” and it is 
suggested that the mortality directly and indirectly due to 
influenza was near the mean between (1) 44 the excess in 
the mortality from all'causes between June 1st and Dec. 31st 
over the five years’ mean ”—0,812,033 : (2) an estimate 


NATIONAL BABY WEEK. 

The fifth birthday of National Baby Week, to be celebrated 
m July 1st. and for a week thereafter, will again give to 
he nation an opportunity of considering the needs of its 
:hildren, and the steps which are—-or are not being taken 
,o meet those needs. Birthdays have their uses, and not 
east in that they serve as landmarks, from w’hence one can 
iurvey the progress made, or the ground lost, in the past 
rears. In this fifth vear of its existence the National 
Baby Week Council, in common with other societies engaged 
n child welfare work of one sort or another, is able to 
ejoice in the decreasing infant mortality rate, the figure 
or 1920 (80 per 1000 births) being the lowest recorded. 
Hany influences have contributed to bring about this 
iatisfactorv result, and the National Baby Week Council 
eeLs that ‘it may claim a not inconsiderable share of the 
credit. Since the first Baby Week held in 1917, the Council 
las worked steadily to make known the position of child 
velfare in this country. Its w ? ork is wholly that of education 
tnd propaganda : it exists to draw attention to the child, 
t.s needs, its disabilities, and its possibilities. Each year the 
’ouncil has concentrated on some particular aspects of child 
velfare, thus focusing attention on one or two important 
mints, not suggesting that by so doing it has covered the 
vhole field of child welfare, but rather excluding some 
m port ant points in order that others niay for the time 
jeing be emphasised. Thus, in its first year, atten¬ 
tion was drawn to the facts of infant mortality, and 
he importance of infant life to a nation which was daily 
osing the flower of its manhood in the great war. In 19*8, 
the teaching of mothercraft was the slogan; in 1919, the 
•reation of new* and better ideals of babyhood and the 
mportance of natural feeding ; and in 1920, the fiecessity for 
iquor control in the interests of maternity and child welfare, 
he better care of the unmarried mother and her child, and 
he urgent need for some scheme of pensions for civilian 
svidow’s with young children. 

This year the Council is emphasising three matters of 
rreat importance, two of which have already been emphasised 
n previous years : 1. The importance of natural feeding, 
n view of the fact that a naturallv-fed baby has twice as 
rood a chance of surviving as an artificially-fed baby. 
J. The urgent need for some scheme of pensions for civilian 
vidows with young children, which will enable the children 
■o remain in the care of their own {mothers, instead of 
mine entrusted to the much less efficient and much more 
expensive care of public institutions. 3. The prevention of 
nfantile blindness and the importance of notification and 
-reatment of ophthalmia neonatorum. This year, too, as 
ast vear, the Council is identifying itself with the Children a 
Era Movement, which aims at the closer cooperation of all 
ixisting agencies for the betterment of the child—religion, 
aealth. recreation, education, &c. While the Council 
-eioices with other child welfare societies m the lowered 
nfant mortality rate, it realises that in success there is an 
dement of danger. Those who care for the children of tfiifl 
aation must not be content with this lowered rate : their 
lim must be still further to reduce it. It must be remem- 
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bored that our daughter countries can point to a still lower 
rate—tor instance, the mortality rate for the whole Common¬ 
wealth of Australia in 1919 was only 69*21 per 1000 births 
for children under one year. The aim of the Baby Week 
Council is not only to reduce the death-rate, but also to 
reduce the correspondingly high damage- rate among the 
children who manage to survive. It has been said that 
every social problem is a problem of child welfare. It is 
certainly true that every social problem takes it,s toll of 
child lives. Bad housing, defective sanitation, alcoholism, 
venereal disease, industrial employment of mothers, all 
these must be held responsible to an enormous extent for 
the heavy damage-rate among little children in this country. 

A criticism sometimes heard suggests that thy mothers 
resent the help offered by welfare societies and regard it 
as interference. In a few isolated cases perhaps they do. 
but the increase in the number of successful infant welfare 
centres and similar agencies in the country is evidence of 
the fact that these centres, schools for mothers, Baby Week, 
and so forth, supply a felt need. 

CHARTERED SOCIETY OP MASSAGE AND MEDICAL 
GYMNASTICS. 

A tear ago an amalgamation took place under Royal 
Charter of the Incorporated Society of Trained Masseuses 
and the Institute of Massage and Medical Gymnastics with 
the righteous aim of advancing the profession of massage 
in the broad sense, and of affording protection to those 
qualified to practise it. The following list of recognised 
training centres, with the subjects in which classes are 
held, has now been drawn up and may be found useful to 
our readers. Massage M. Medical Electricity=E. Medical 
Gvmnastics=G. \ 

Hospital Schools : London. 

Subjects taught. 

City of Westminster Infirmary .. .. .. M. 

Fulham Infirmary .. .. .. .. .. M. 

Guy’s Hospital .. .. .. .. M. E. G. 

King’s College Hospital .. .. .. .. M. E. G. I 

Lambeth Infirmary .. . . .. . . .. M. 

Maida Vale Hospital.M. E. 

Middlesex Hospital . . .. . . . . . . M. E. G. 

National and University College Hospitals .. M. E. G. 

Queen Mary’s Hospital for the East End . . M. 

Royal National Orthopaedic Hospital .. M. E. G. 

St. Thomas’s Hospital .. .. . . .. M. E. G. 

West End Hospital.M. E. G. 

Westminster Hospital .. .. .. .. M. E. G. 

Provinces. 

Manchester, Ancoats Hospital .. .. .. M. E. 

York, County Hospital .. . . . . .. M. 

Buxton, Devonshire Hospital .. .. . . M. E. 

Ipswich, East Suffolk and Ipswich Hospital . . M. E. 
Birmingham, General Hospital and Orthopaedic 

Hospital.M. E. G. 

Bristol, General Hospital . . . . M. E. G. 

Nottingham, General Hospital . . —• 

Worcester, General Infirmary . . . . M. 

Cardiff. King Edward VII. Hospital . . M. E. 

Norwic h, Norfolk and Norwich Hospital . . . . M. 

Carshalton, Surrey, Queen Mary’6 Hospital .. M. E 

Newport. Mon., Royal Gwent Hospital .. .. M. 

Bradford. Royal Infirmary .. .. .. .. M. E. 

Bristol, Royal Infirmary . . . . .. .. M. 

Leicester, Royal Infirmary .. .. .. . . —• 

Liverpool. Royal Infirmary .. .. .. .. —* 

Manchester, Royal Infirmary .. .. M. E. G. 

Bath. Royal Mineral Water Hospital . . M. E. 

Brighton, Royal Sussex County Hospital . . . . M. E. 

Newcastle-on-Tyne. Royal Yietoria Infirmary . . M. F. G. 

Salford. Salford Royal Hospital . . . . M. E. 

Shrewsbury, Salop Infirmary .. .. .. M. 

Rochester, St. Bartholomew’s Hospital , . . . M. G. 

Oswestry, Shropshire Orthopedic Hospital .. M. E. G 

Ireland. 

Dubliu, Adelaide Hospital .. .. .. .. —• 

Scotland. 

Glasgow. Western Infirmary .. M. E. G. 

• Not training at present. 

Colleges and Schools : London. 

Misses Bear, Queen Alexandra House Gymnasium, 

Kensington Gore, S.W. .. .. .. M. G. 

Misses Brown and Humble. Training College for 
Remedial Gymnastics, and Massage, 30, Pern- 

bridge Villas, W. II .M. E. G. 

Miss Joyce Buckley, School of Massage and Swedish 
Remedial Gymnastic-, 12. Buckingham-stroet, 

Strund. W.C. 2.M. E. G. 

Mrs. Manning Carr. 3, Bed ford-place, W.C. I 

(Evening Classes) . . .. .. .. E. G. 

Mrs. Renfold. Hampstead Medical Gymnastic College, 

27, Canfield-gardens, N.W. 0 . . . . . . M. E. G. 

Miss Roso Morris, 2, Albany-terrace, Regent’s Park, 

N.W.M. E. G. 

National Institute for the Blind (Massage Branch), 

221, Great Portlaud-stroet, W. I .. .. M. 


Miss Spelman Stanger, Denmark Hill Gymnasium, 

Sunray-avenuo, Herne Hill, S.E. 21.. M. G. 

Mrs. Hoghton Stewart, London School of Massage 
and Swedish Remedial Gymnastics, Westminster 
Medical School, 12, Caxton-street. S.W. .. M. E. G. 
Mr. T. W. Wall. Control I.ondon School of Massage 

for Men, 211, Great Portland-street. W. 1 .. M. E. 

Miss Wilkie. Chelsea School of Physical Training 

(3 years’ course). Manrosa-road, S.W. .. M. O. 

Dr. Justina Wilson. Swedish Institute, 10G, Crom- 

well-road, S.W.7 .. .. .. .. .. M. E. G. 

Provinces. 

Miss Chuck, School of Massage, 18, Falkner square. 

Liverpool . . . . . . .. . . M. E. G. 

Miss Irene Marsh, Liverpool Physical Training Col¬ 
lege (2 years’ course'*, Bedford-street, Liverpool M. G 
Miss Masters, Southport School of Massage, 22, 

Part-street, Southport .. .. .. .. M. E 

Miss A. M. Poulter, School of Massage and Medical 
Gymnastics, 27, Cam bridge-road. Hove, Brighton. 

Sussex .. . . .. .. .. . . M. E. G. 

Miss Weeks, 22. PincclitTc-avenuc, West South- 

bourne, Bournemouth .. .. .. .. M. 

Ireland. 

Miss Despard, Lincoln Chambers, Dublin .. .. E. 

Miss Hogg, School of Massage and Medical Gym¬ 
nastics, 12. Hume-street. Dublin .. .. M. E. G. 

Miss K. Sweeny, 15, Upper Mallow-street, Limerick M. 

Scotland 

Misses Hastings and Ewart, School of Massage and 
Swedish Remedial Gymnastics, 20, Dublin- 
street. Edinburgh .. .. .. .. M. E. G 

THE A.D.R.M. 

According to La Presse Medicate (June 1th), a really 
useful way of fostering amical relations between medical 
men in France and other allied or friendly countries is in 
contemplation. It has been suggested that the exchange 
for a time of the children of medical men living in different 
countries might conduce to the happiest results. As a pre¬ 
paratory measure, an invitation has been issued by the 
Association pour le D6veloppcment des Relations Medicales 
(A.D.R.M.) to those French medical men who would like 
to take advantage of such an arrangement to send their 
names and addresses, and to indicate the town in England 
or Spain to which they would like to send their children. 

I Steps will then be taken to ascertain the names of doctors 
I in the countries mentioned who would like to participate 
in such an exchange. Among other suggestions accepted 
by the Association, the general secretary of which is Mr. 
Charles Beclard, Faculty de M&lecine, 12, rue de l’Ecole de 
M6decine, Paris, was one by Mr. Desmarets that any 
member travelling abroad should be entitled to receive a 
letter from the committee introducing him to his colleagues 
in foreign countries. 

MUZZLING ORDERS. 

Thk most recent outbreaks of rabies in England occurred 
at Southampton on June 6th and at Salisbury on June 7th. 
There has been no recent outbreak of rabies in Scotland. 
In Wales the last outbreak of rabies occurred on Sept. Sth, 
1920. The Minister of Agriculture states that it is not 
possible at present to give any indication as to when the 
muzzling orders will be withdrawn from the scheduled 
districts in the case of Southampton and Salisbury. No 
muzzling orders have been recently applied to Scotland. 
As regards Wales the muzzling order was withdrawn on 
May 1st last. 

INFANT MORTALITY IN THE WEST INDIES. 

Figures relating to infant mortality in the parts of 
America under British ride wore recently given in the 
House of Commons by the Secretary for the Colonies as 
follows :— 


Colony. 

h 

a 

>* 

Infantile 

mortality.* 

Colony. 

1 

Year. 

• 

§ * 

*3 U 

*52 

Barbados 

1010 

306 

Leewards (cowl.)- 



Bermuda 

1010 

1G0 

Nevis 

.. 1018 

204 

British Guiana 

1010 

185 

Anguilla 

. . 1018 

95 

British Honduras.. 

1010 

215 

Trinidad . . 

.. 1019 

155 

Jamaica 

1010 

101 

Windwards— 



Leewards 



Grenada . . 

. . 1920 

113 

Antigua 

1018 

177 

St. Lucia .. 

.. 1919t 

143 

Dominica . . 

1020 

140 

St. Vincent 

. . 1019 + 

111 

St. Kitts . . . . 

1018 

255 





• The figure given is the number of deuths of children under 
1 year of age per 1000 liviug births, 
t April-December. 






















